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Executive Authority Statement

The 2026/ 2027 Annual Performance Plan (APP) marks vy

strengthen the public health system for the peopl e
provisioar yeacmmsnietvyy and corner across our provi nc
constitutional i mperative that healthcare prsolvyi si on
to i mprove thebgéngr af beal thianmdswaho depend on us.
This Annual Performance Rlearc ho ntgl ipmreog rlkenymest raatde g iaa
realistic but measurable too. 't i s -binads chad dlvteh ody sot
del iakbrsyqgeservices underpinned by high standards of
plan is our strong focus on primary healthcare, i mp
every citofzemcorgrirdl| ®istsuati on and | ocation especi al
We will, in the coming year, intensify our esfoforts
mi ndful of the acute shortage of staff iin oruaefdacild.i
be on fillingibatantc!| baliichilodled We®swisl| | strengthen ¢
recruitment of skilled personnel. We will guard agai
Maternal and child health shal/l receive our -undivid
communicable diseases, as well as the growing chall
teen nrrieggna We will work together with all =aféakemol d
our resolve to work with the communities, civil soci
This plan is in direct alignment with our national f
Nati onal Health I nsurance. I't is through thorough p
delthatywill wunleash us closer to realising univer s;:

UG Strengthening Primary Health Care

0 I mproving Quality of Care and Patient Experience

0t Human Resources for Health

U0 Combating the Burden of Disease

iU Strengthening Health Infrastructure

0 I mproving Medicine Availability and Supply Chain

iU Emergency Medical Services I mprovement

U0 Digital Health and Health I nformation Systems

U0 Governance, Accountability and Financi al Managem

U0 Preparing for National Heal th I nsurance

Let me thank the staff of the degdrtnmermt, anadmmbrei tl e
dedi cation and tireless service. Together we shall ¢

Hon. M.V. Mahlatsi:

Executive Authority of Free State Department of Health




Accounting Officer Statement

This Annual Performance Plan (APP) 2026/27 of the Frieeproving life expectancy of the Free State community to
State Department of Health outlines the strategies aii® years by 2030, which are to be realised through the
deliverables for the year and the MTEF period as well provision of quality health services.

the second of the five years of the electoral cycle and thﬁ q devel .
MediunrTerm Development FMmDP) 2024/29. The FSDQH convened a strategy deve opment session
that considered the different bottlenecks impacting on

The department derives its mandate from the kelealth care service provision, which culminated in
injunctions set out in the Bill of Rights and the Nationdentification of the apex priorities that will direct the focus
Health Act, i.e. the provision of access to health ca the department for the 2026&cial year. These
services, particularly to the people of the Free State. Thei | | form the basis for t
vision of department is émthealthy life for the Free The priorities include the following:

State communitywith the impact statement of

1 Optimal maternal, neonatal, and child health 9 Digital transformation and governance
1 Improved health outcomes 1 Leadership, governance, and finance
9 Strengthening human resources 91 Service delivery transformation

The department has retained the thirteen planned keég enhance our ability to deliver on our mandate. We shall
outcomes, which are aligned to thefbeastbd MTDP sustain on the implementation of the electronic patient
2024/29 priorities. They encompass both the plannedformation system, i.e. the HMS2 on which we
direct health outcomes and health system strengtheningllaborate with the Eastern Cape Department of Health.
outcomes. The formetudethe reduction of maternal, We shall also continue our key imgtésti different
neonatal, infant and child mortality, HIV/AIDS relatexystems that are geared at the implementation of the NHI
deaths, TB mortality, Malaria related deaths andh conjunction with the National Department of Health.
mortalities due to mmmmunicable diseases, as well as

the integration of mental health care into Primary Heaﬁ}ppr-o!orlate health mfra_structure is invaluable in the
Care. provision of health services across all levels of care.

Priority will be given to the maintenance of the current
Health system strengthening is geared at the improvingfrastructure, including the upgrades geared at ensuring
access, coverage and quality of public health servicespmpliance with the relevemtdards and the Ideal
patient experience of care, leadership and governanceHiealth Facility Framework
healthcare, financial management, investment in human

capital, robust and effectivehhizdibrmation systems Our gquest to achieve clean audit continues. We shall
for evidendeased management and health intensify our governance processes and monitoring of the
infrastructure for delivery of care implementation of the audit action plan with a view to

clear the 2 qualification paragraphs raised by the AGSA
This APP reflects the different outputs and related targétsthe 2024/25 regulatory audghsiealso continue to
that the department will achieve over the 2026/28 MTERFengthen our health and performance information
period. Further interventions, outputs, as well as tpover nance to retain and
related activities, are reflected in the depaitiment unqualified audit status on the audit of predetermined
operational plan. To ensoresistent implementation  objectives.

and achievement of the set milestones, the department

shall monitor the key operational activities required {{ ensure that the.dnfferent targets n this APP are.met,
achieve the set targets. the department will implement a rigorous operational

plan, which will focus on key operations.
Over the years we have developed internal capacity to
create innovative systems, including ICT, which continue

Mr. M.E. Mohlahlo: fﬁ?ﬁb’
0T

Accounting Officer of Free State Department of Health
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PART A: OUR MANDATE

Constitutional Mandate

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

The Constitution of the Republic of South Africa, Act no. 108 of 1996, places obligations on the state to
progressively realise socio-economic rights, including access to (affordable and qualityjealth care.

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

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

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

9 This may arise in relation to accessing one’s own medical records from a health facility for the purposes of lodging
a complaint or for giving consent for medical treatment; and

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

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

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

Section 28 of the Constitution provides that every child has the right to ‘basic nutrition, shelter, basic health care
services and social services.

Legislative and Policy Mandates

Legislation falling under the Department of

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

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

0 establish a health system based on decentralised management, principles of equity, efficiency, sound governance,
internationally recognized standards of research and a spirit of enquiry and advocacy which encourage
participation;
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promote a spirit of co-operation and shared responsibility among public and private health professionals and
providers and other relevant sectors within the context of national, provincial and district health plans; and
create the foundation of the health care system and understood 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) -
Provides for 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

——

10

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 2005) - Provides 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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Other legislation applicable to the Department

A

Criminal Procedure Act, 1977 (Act No.51 of 1977),
Sections 212 4(a) and 212 8fa- Provides for
establishing the cause of non-natural deaths.
Children's Act, 2005 (Act No. 38 of 2005)The Act
gives effect to certain rights of children as contained in
the Constitution; to set out principles relating to the
care and protection of children, to define parental
responsibilities and rights, to make further provision
regarding children's court.

Occupational Health and Safety Act, 1993 (Act
No0.85 of 1993)- Provides for the requirements that
employers must comply with in order to create a safe
working environment for employees in the workplace.
Compensation for Occupational Injuries and
Diseases Act, 1993 (Act N0.130 of 1993)Provides
for compensation for disablement caused by
occupational injuries or diseases sustained or
contracted by employees in the course of their
employment, and for death resulting from such
injuries or disease.

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

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

State Information Technology Act, 1998 (Act No.88
of 1998)- Provides for the creation and administration
of aninstitution responsible for the state’s information
technology system.

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

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

by functionaries, their responsibilities and incidental
matters.

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

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

Promotion of Equality and the Prevention of Unfair
Discrimination Act, 2000 (Act No.4 of 2000)
Provides for the further amplification of the
constitutional principles of equality and elimination of
unfair discrimination.

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

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

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

Basic Conditions of Employment Act, 1997 (Act
No0.75 of 1997)- Prescribes the basic or minimum
conditions of employment that an employer must
provide for employees covered by the Act.

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

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

National Health Insurana&ct

National Health Insurance Bill has been passed into law. This will effect much needed changes in health financing
mechanisms based on the principles of ensuring the right to health for all, entrenching equity, social solidarity, efficiency
and effectiveness in the health system. The policy objective of NHI is to achieve universal access to quality health care
services in the Republic in accordance with section 27 of the Constitution; to establish a National Health Insurance Fund
and to set out its powers, functions and governance structures; to provide a framework for the strategic purchasing of
health care services by the Fund on behalf of users; to create mechanisms for the equitable, effective and efficient
utilisation of the resources of the Fund to meet the health needs of the population; to preclude or limit undesirable,
unethical and unlawful practices in relation to the Fund and its users; and to provide for matters connected herewith.

——
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There is a dire need to improve institutional and organizational reforms to address current structural inefficiencies to for
achieving Universal Health Coverage that will break barriers to quality health care. inequality. The NHI states that; The aim
of universal health coverage is to provide South Africans with—

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

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

This will ensure accountability on quality of health services rendered and ultimately improve health outcomes with a
particular focus on the poor, vulnerable and marginalized citizens.

NHI stresses the need to address barriers to access health care services by all citizens, affordability and sustainability,
strengthening primary health care services as the entry point to the health system with emphasis on health promotion and
preventive services, in addition to improving curative and rehabilitative services. It has shed light on the responsibilities at
each level of health care to ensure effective implementation of the policy.

In many countries, effective Universal Health Coverage has been shown to contribute to improvements in key indicators
such as life expectancy through reductions in morbidity, premature mortality (especially maternal and child mortality) and
disability. An increasing life expectancy is both an indicator and a proxy outcome of any country’s progress towards
Universal Health Coverage.

National Development Plan: Vision 2030

The National Development Plan (Chapter 10) has outlined 9 goals for the health system that it must reach by 2030. The
NDP goals are best described using conventional public health logic framework. The overarching goal that measures
impact is “Average male and female life expectancy at birth increases to at least 70 years”. The next 4 goals measure
health outcomes, requiring the health system to reduce premature mortality and morbidity. Last 4 goals are tracking
the health system that essentially measure inputs and processes to derive outcomes.

Figure 1: NDP 2030 Goals

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

- "7z 2 Proce=s
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Sustainable Development Goals

Figure 2: Sustainable Development Goals

GOOD HEALTH
AND WELL BEING

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

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

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

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

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

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

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

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

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

13
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health-care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all
3.9By 2030, substantially reduce the number of deaths
and illnesses from hazardous chemicalgnd air, water
and soil pollution and contamination

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

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

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

Strengthen the capacity of all countries, in particular
developing countries, fearly warning, risk reduction and
management of national and global health risks
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Medium Term Development Plan 2024-2029

MTDP 2024-2029 serves as the 5-year medium-term plan for the 7" Administration of Government. It alsois also an
implementation framework for the National Development Plan (NDP): Vision 2030, the existing long-term

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

MTDP is set on 3 priorities; (1) Inclusive growth and job creation, (2)

sm‘li?-i: L‘f.fiﬁ!ﬁ’ Reduce Poverty and tackle the high cost of living and (3) : A capable,
and job creation ethical and developmental state.

The health sector is under Priority 2 which intends to reduce poverty

o and tackle the high cost of living and the statement of intent: Investing
Strategic Priority 2: Strategic Priority 3:

Reduce poverty A capable, ethical in people through education, skills development and affordable
and tackle the high and developmental . .
OStOf IVing | ffe— state quality healthcare. The general outcome is to: Develop and empower

South Africans.
Medium Term Development Plan

Statement of Intent The sector outcome for MTDP implementation is; Improved access

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

1. Pursue progressive achievement of universal health coveragjerough the implementation of the National Health
Insurance to address inequity and financial hardship in accessing quality health care.
2. Strengthen the primary health care (PHC) system by ensuring that home and community- based services, as well

as clinics and community health centres are well resourced and appropriately staffed to provide the promotive,

preventive, curative, rehabilitative and pall

Improve the quality of health cars all levels of health establishments, inclusive of private and public facilities.

4. Improve resource management by optimizing human resourcesnd healthcare infrastructurend implementing
a single electronic health recard

w

The health sector has also aligned with the United Nation’s three broad objectives of the Sustainable Development
Goals (SDGs) for health which are Survive, Thrive and Transform.

The Free State Department of Health’s response is also aligned to the Pillars of the 2™ Presidential Health Compact,
aimed at “Accelerating Health System Strengthening and National Health Insurance (NHI) Implementation.”

Presidential Health Compact 2024/2029: Outlines 10 pillars below;

Augment human resources for health (HRH).

Execution of the infrastructure plan for adequate andmaihtained health facilities.

Engagement of the private sector in improving access, coverage, and quality of health services.
Improvement of quality, safety, and quantity of health services with a focus on primary healthcare.
Improvement of public sector financial management systems and processes.

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

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

10 Pandemic prevention, preparedness and response (PPPR).

© 0Nk~ wWDPRE
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Improved access to essential medicines, vaccines, and medical products through better supply chain management.
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Free State Growttand Development Strategy

The overarching provincial health sector priority is to “Transitioning from being a healthcare provider to becoming a
strategic enabler of economic growth and human capital development”. Driving Preventative health care as an
Economic Enabler. It further reiterates the MTDP 2024/29 in highlighting the need for intensified and strengthened
PHC services at community level such as in schools towards preventative care instead of curative one. Health
promotion, healthy living campaigns and continuous screening are key to ensuring healthy and long life for
communities and productive healthy workforce and this will reduce burden of diseases on the system. This must
start at the community level by adequately empowered community health workers and it can be done in collaboration
with other sectors; private or public to address other social determinants of health. The department needs to leverage
on the emerging technology and Al to improve health care services and enhance participation in economic activities
in the province. Well maintained infrastructure in all health establishments willimprove health outcomes. Strengthen
Free State’s readiness for National Health Insurance (NHI) through phased facility upgrades. Quality care is crucial
and the department needs to maintain high satisfaction levels of patients and avoid adverse events or speedily
resolve these events where they occur. Well skilled health personnel and maintaining sufficient staffing levels at all
points of care will also improve envisioned health outcomes.
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Court Ruling with Significant Ongoing Impact on the Operations of the Department

In the matter of TN obo BN v The Member 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 instead of lump sum payments for future medical expenses, and also structured payment instead
of a once-off 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, KwaZulu-Natal and Northern Cape lodged an
application to 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 develop common law. During the trial the
experts made references to the provinces in their respective reports and in their evidence. This was a clear recognition that
although the matter concerned the Eastern Cape Department of Health (‘the ECDOH’), circumstances pertaining to 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 healthcare remedy and the undertaking to pay remedy will have an impact on all provincial health
departments.

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

5. The provinces will make submissions in support of the development of the common law and will argue that the judgmentin
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
parties to the litigation.

7. Ifadmitted, the submissions of the provinces will draw on broader and inter-provincial considerations and thus be premised
on facts and evidence not before the SCA.

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

8.1 An overview of the provincial budget process.

8.2 An expenditure trend analysis for the past 5 to 10 years in relation to the-tegdiadaims paid 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 fundinprogrammes such as emergency medical services, support services, facilities management,
and hospital services, were taken out of such programmes to meet these claims.

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

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

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

Vision
Long and healthy life for Free State community.

Mission
Provision of an equitable, accessible and resilient quality healthcare services through innovation to the Free
State community.

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

Integrity
Accountability
Responsiveness
Respect
Empathy
Ethical

N S S N

17

~
——



Updated Situational Analysis

Overview of Province

Geographically, Free State province centrally located in South Africa and it is bordered by Northern Cape, Eastern
Cape, North West, Mpumalanga, KwaZulu-Natal and Gauteng provinces, as well as the country of Lesotho. Itis a
rural province of farmland, mountains, goldfields and widely dispersed towns. The province is divided into one
metropolitan municipality (Mangaung Metropolitan Municipality) and four district municipalities, which are further
subdivided into 19 local municipalities. Below is the Free State map demarcated per local municipalities.

Free State province is geographically the third largest in South Africa but has the second-smallest share of
population after Northern Cape Province and second-lowest population density of 129 825km?>. It occupies 10.6%
of the country’s total land area. The population is estimated to be just over 3 million, which equates to 4.8% of the
country’s population. The capital city is Bloemfontein and it is also South Africa’s judicial capital. The other bigger
towns in the province include Welkom, Kroonstad, Sasolburg and Bethlehem.

The economy is mostly dominated by agriculture, mining and manufacturing. Known as the ‘bread basket’ of South
Africa, about 90% of the province is under cultivation for crop production. It produces approximately 34% of the
total maize production of South Africa, 37% of wheat, 53% of sorghum, 33% of potatoes, 18% of red meat, 30% of
groundnuts and 15% of wool. Mining is the major employer and the province is the world’s fifth-largest gold
producer. It is a leader in the chemical industry, being home to the giant synthetic-fuels company, Sasol. The
Vredefort Dome, a crater measuring 10km in diameter, is in the Ngwathe Municipality of the Free State Province and
about 100km south-west of Johannesburg. It is South Africa’s seventh World Heritage Site.

Figure 3: Free State map

District [ Metro Local Municipality  Main Seat
Mangaung - Bloemfontein
Fezile Dabi Mafube Fronidort
Matsimoholo Sasolburg
Moghaoko Kroonstod
Ngwothe Porys
Lejweleputswa Masilonyana Theunissen
Mathobeng Welkom
Nala Bothaville
Tokologo Bosholt
Tswelopole Hoopstod
Thabo Dihlobeng Bethiehem
Mofutsanyana Maluti-A-Phofung  Phuthadithaba
Mantsopa Lodybrand
Nketoona Reitz
Frea State District Municipalitios Phumelela Viede
gl Setsoto Ficksburg
Magme Xharlep Kopanong Trompsburg
: 'xw" Letsemeng Koffiefontein
' Mohokare Zastron
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External Environmental Analysis

Demography

Understanding demographics in public health is crucial for planning, allocation of resources, and implementation of
effective interventions for health needs. It provides insights into population needs, disease patterns and health
disparities in specific areas. Demographics allow for population analysis, distribution and identify health challenges
which require target interventions and ensuring equitable access to health care service and development of
responsive approach to health challenges, especially social support services for provision of health services, food
security and other basic municipal services including addressing issues of unemployment. It also provides better
understanding and analysis of demographic, economic and socio-economic composition of the province. Free State
population is projected to be just over 3 million, with an estimated growth of about 0.71% per annum which is about
half of the country’s growth rate, [Stats SA, mig/ear estimates 2025].

Mangaung Metro and Thabo Mofutsanyana District have a big share of the province’s population. Xhariep is sparsely
populated of the five districts and has the smallest population share but itis the biggestin land distribution. The figure
below shows average annual population growth rate between 2014-2024 in the province. Mangaung Metro
experienced the highest population growth rate followed by Fezile Dabi District, both are above the provincial growth
average. On one hand, Xhariep District had the lowest average population growth rate during the period under review.

Table 1: Estimated Average Annual Population Growth Rate 2014, 2019 & 2024

District/ Province Average Annual Population Growth Rate
Mangaung 1.22%
Xhariep 0.00%
Lejweleputswa 0.79%
Thabo Mofutsanyane 0.07%
Fezile Dabi 0.87%
Free State 0.71%

Source: South Africa Regional eXplore2650

The composition of the provincial population remains is still predominantly more females than males; the female
populationis 51.25% and males occupy the remaining percentage. Higher share of populationin the province is found
amongst the age group [25-44 years] which is mainly the economically active group at 32.1%.This is followed by age
group [0-14 years] which is about 27.1% of the population.

The below population pyramids portray provincial population vs that of the country, with age and gender projections
until 2029. It depicts arather larger share of young population and in some instances much higher than that of SA [10-
14, 15-19 & 20-24]. Data projections for the outer years [2029] demonstrate a continuous increase in youth
population and economically active population. This also means the need for province to create viable economic
activities to improve provision of services and job security to curb high youth unemployment rate in the province. The
pyramid below also depicts a higher than SA share of older population in the province, especially males. The
projections also depict Free State as one of the provinces with higher number of older populations though not the
highest. This calls for improved provision of social services, which include health care services to meet future health
demands despite the limited resources. This will also heighten the demand for geriatric and other services for older
persons, including chronic care for illnesses such as hypertension, diabetes, heart diseases, cancer and dementia.
2029 projections demonstrate a rather higher population growth in the province for both sexes but a decline in 00-04
population.
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Figure4: Free State Province vs. South Afriee2024

Free State
South Africa

20000 450000 100000 50000 0 50000 100000 150000 200,000
Source: South Africa Regional eXplorg2650

Fertility and mortality Patterns

The fertility levels in the Free State are decreasing and this affects the province’s natural population growth. Similar
to mortality and migration, fertility is estimated for the base year and projected for future years. The information on
mortality and causes of death plays an important role in planning, monitoring and development of targeted strategies
to improve health and survival of the population.

Disease outbreaks and pandemics have a devastating impact socially and economically world-wide. The presidential
health compact 2024-2029; pillar 10 stresses the need for pandemic prevention, preparedness and responsive
surveillance system. This will prevent a high number of excess deaths that affect life expectancy in the province and
everywhere else in the world. Stats SA mig/ear population estimate®)24 demonstrates a noticeable decline in
AIDS-related deaths in the country due to medical advancement, access to life-long antiretroviral treatment and
decline in excess deaths due to recent COVID-19 pandemic world-wide. Despite the increase in life expectancy in
the country, Free State remains the province with the lowest life expectancy in comparison with all provinces in SA.

Low life expectancy at birth in the Free State is primarily driven by a "quadruple burden of disease," characterised by
the high prevalence of HIV/AIDS and TB, higher rates of maternal and child mortality and growing incidence of non-
communicable diseases. In response, the department is investing on preventative strategies such as strengthening
community health education through different platforms, strengthening access to PHC-based community services
and re-prioritising allocation of resources across all levels of care.

Demographic information remains crucial for distribution of resources and including its composition to tailor
responsive policies and programmes that allow for access to economic, social and other demographic
circumstances that leave no one behind especial women, youth, children and people with disabilities. This is also
important as the country is gearing up for the implementation of National Health Insurance.

Generally medical aid insurance has declined country-wide between 2002 to 2024 with coverage dropping from
15.9% to 15.5%. This could be attributed to many factors including the current economic climate in the country.
According to [General Household Survey: 20212.5% of individuals are members of the medical aid schemes and
this has declined from 13.3% in 2023. This remains below the national average of 15.5% and this means huge share
of the provincial population is uninsured and relies heavily on state resources for health care services.
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Life Expectancy

Life expectancy at birth reflects the overall mortality level within a population. Current measures of mortality indicate
an improvement in life expectancy at birth in the entire country.

According the [Stats SA migyear population estimates: 26}, life expectancy at birth for males is lower than that of
females throughout the years in all provinces in the country. The decline in AIDS-related deaths and COVID-19
pandemic mortalities shows an overall improvement in life expectancy at birth. Whilst the Life expectancy at birth
indicator is an important health indicator it should not be interpreted as a projection of an individual’s lifespan but
rather should be used to shed light on the cumulative burden of recent epidemics, [Stats SA migyear population
estimates: 2024].The graph below demonstrates life expectancy at birth by sex for both males and females.

The entire country is experiencing incremental increase in life expectancy. However, Free State remains the province
with the lowest life expectancy at birth, lower than the country average for both males and females. Estimates from
[Stats SA mig/ear population estimates; 2BPon the figure below demonstrate that life expectancy in FS is 57.3
males and 64.2 for females.

Figure5: Free State Life Expectancy against other Provinces in the countryJ22026]
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Social Determinants of Health for Province and Districts

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

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

Social conditions such as unemployment, poverty, cultural beliefs and practices, disability as well as lifestyles affect
health-seeking behaviour and fuel the burden of disease (BOD). Demographic patterns, e.g., population size, profile
and segmentation require the Department to prioritize vulnerable population groups in service design and provision.
According to the latest findings from [GHS 202], Free State has second highest disability prevalence at 6.9% after
Northern Cape at 10%. This necessitates the department to be more inclusive in service delivery and ensure that
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infrastructure of health facilities is conducive to rendering quality health care services and accommodates people
with disabilities, including all vulnerable groups (women, people with disabilities and children) and offers youth-
friendly services to cater for the younger population of the Province.

The province consists of scattered smaller towns which are mainly rural and farming areas. These increasingly pose
a challenge in providing outreach PHC services through mobile clinics and WBOT due to poor road infrastructure and
limited resources. GHS 2024 also paints FS as one of the provinces with higher percentage of informal dwellings at
14.9%, a slight increase from 2023 findings of 14.5% which is above national average of 11.7%. Some of these
informal dwellings are hard to reach areas to access service delivery. The humber of operational mobile clinics
continues to decline in the province due to resource limitations and other complex factors, and these challenges
reduce accessibility of health care services to all community members. The resource challenges have also affected
the number of functional WBOTSs which conduct PHC outreach services to households in different wards from 181
in 2023/24 to 148 in 2024/25.

To combat social determinants of health (SDOH), a multi-faceted approach is needed, including: intersectoral
collaboration, which requires inclusion of all relevant public and private sectors to create integrated policies and
services; addressing economic inequalities through progressive support of universal social services like health,
education, housing, etc. These will also tackle structural discrimination by investing in the well-being and empower
communities at large and creating awareness and development of innovative policies with context-specific
interventions that promote health equity.

Below is the performance of some social determinants of health indicators in the Free State Province.

Figure6: Household services diamond
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Source: South Africa Regional eXplore2650

Access to clean drinking water is crucial to improving the health of the communities and fighting diseases. Diagram
6 demonstrates that FS is performing above average on some indicators, and GHS of 2024; also demonstrates that
access to piped water in the Free State has increased to 94.8% which is above the national average of 87.7%. This
shows has increased incrementally from 2022 decline. However, Mangaung Metro was the third least metro with
96.2% of access to piped water in comparison to other metros in the country. Xhariep, Thabo Mofutsanyana and
Fezile Dabi are among the districts with less access to piped water. The limited accessibility of clean piped water
contributes to significant public health challenges and adverse health outcomes such as the higher incidences of
diarrhoeal diseases. Findings from [Stats SA, GHS; 2@PRindicate that 35.8% of the households in the province
reported water interruptions that lasted at least two days.

Access to affordable and adequate energy supply help in reducing inequalities. Findings from [Stats SA GHS; 2@p
indicate that households connected to the main electricity supply was at 92.8% in the province above the country
average of 90.2%. Electricity cuts have improved but both frequent electricity and water shortages negatively affect
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service delivery including provision of crucial health services and economic activities in the province. About 6% of
the households reported to not have access to electricity in the province and about 30% of the households were in
Thabo Mofutsanyana District. Xhariep remains the district with the lowest number of households with electricity for
lighting and other purposes at 38 000 [4.35%], the number shows a decline from the previous years findings, [South
Africa Regional eXplorg6502025]. If the electricity cuts and water shortages frequent, the department will
observe increased burden of diseases and fail to address some social determinants of health, such as diarrhoeal
diseases due to water quality and cuts.

Sanitation plays an important role in environmental hygiene and fighting different diseases. Statistics from [Stats SA,
GHS;202] reveal that 86.4% of households have access to improved sanitation in 2024, a slight decline of 0.4%
from 2023 findings. Despite the improved sanitation in the province, 10.5% of the households still rely on pit toilets
2% use other means and 0.9% have no toilets. Data from [South Africa Regional eXplorer v2510:2@28¢ates that
Mangaung Metro has both the highest number of flush toilets around 220 000 and that of no toilets at 2 400 and there
are still more pit toilets in Thabo Mofutsanyana, over 40 000. Both Lejweleputswa and Fezile Dabi remain the districts
with the highest number of bucket system sanitation.

Environmental hygiene is critical for disease prevention and management and regular formal waste removal is thus
crucial. In the province, refuse removals at least once a week by authorities is above the national average at 73.7%
[Stats SA, GHS;2@2 Refuse removalin rural areas once a week or less by authorities was at 18.7% in comparison
to 83% in urban areas. This also shows a slight decline in rural area refuse removal, demonstrating significant gaps
in service delivery where communities don’t have adequate equal access to services. About 16.3% of the households
have reported to be removing their own refuse while 4.5% did not have access to such services. Collaborative efforts
are crucial to improving social determinants of health for all members of the community to benefit equally.

Access and use of internet as a means of communication have gained traction over the years and it continues to grow.
Access is either fixed or mobile, personal, work or common public places. According to [Stats SA, GHS;2@2?,
households with access to the Internet, any kind in FS province was at 77.2% slightly lower than the country average
of 82.1% in 2024. Internet connectivity allows individuals to access global repository of health information,
facilitating self-management and education, while tele-health services enable remote consultations, monitoring, and
access to specialists for marginalised population. Benefits include improved patient engagement, enhanced
treatment outcomes, reduced costs, increased convenience and better coordination of care, though it's crucial to
warn communities against unauthorised sources from the internet to prevent misinformation.

Measuring level of income is one of the crucial indicators to determine the socio-economic status of the population.
There are different sources of household income and Free State province is amongst the 3™ highest (31.2%)
provinces where grants are the main source of household income after the salaries, [Stats SA, GHS;2@2 The
increase in social grant beneficiary can be interpreted in either a positive or negative way. Negatively this
demonstrates the scourge of economic decline in an area or it can simply mean improved access to social grants. In
metropolitan areas, Mangaung reported the highest percentage of households surviving on grants at 32.3%. This
demonstrates the magnitude of demand for government basic services in the province. According to the [South Africa
Regional eXplore/26502025], about 6% of the households in the Free State Province, were living on R30,000 or
less per annum.
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Figure7: Households by income bracket Free State Province2014-2024
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The decline in the country’s economy is not only imminent in the province but this has affected all provinces. The
diagram above depicts the socio-economic hardships faced by a significant number of community members in the
province. It shows anincrease in the poverty gap and this affects mostly marginalised groups such as women, people
with disabilities and children, including youth with high unemployment rate — employment report at 37.2% in 2026 in
Free State. This creates burden to the already ailing health system with more people presenting with mental health
disorders, higher rates of severe acute malnutrition in children, childhood stunting and other chronic diseases. This
is exacerbated by declining agricultural produce in the province which leads to food insecurity and higher food prices,
according to the latest data from Stats SA. According 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. In
SA, poverty can be delineated through money-metric and non-metric measures. There is high rate of unemployment
which has negative consequences in the province and the entire country and this keeps increasing. Level of
household income, poverty and unemployment have direct impact on education outcomes, crime incidences,
increased dependency on government for basic services including health care demand, etc. The figure below
demonstrates the devasting high unemployment rate in the province.

Figure8: Unemployment rateln the Free StataiDistrict Comparison: 204, 2019 & 2024
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The above charts demonstrate unemployment status in the province showing a constant high rate of unemployment
and minimal positive changes in some districts; Mangaung Metro and Thabo Mofutsanyana respectively. Xhariep,
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Lejweleputswa and Fezile Dabi Districts paint a picture of an exponentialincrease in unemployment rates. Data from
Stats SA 1t quarter of 2025 shows that unemployment rate increased to 32.9% and that of the province was at 37.9%
during the same period. The provincial picture also depicts an exponential growth in unemployment rate higher than
the country average.

This and other factors outlined on the paragraphs above demonstrate the depth of people living with poverty in the
province. Latest statistics from [South Africa Regional eXplox@6502025] shows the rise in the percentage of
people living in poverty in the province per district. This is fueled by both sluggish economic and employment growth
in the entire country. On average more than 60% of the province’s population is living in poverty. 3 of the 5 districts
are well above 60% poverty rate. With unemployment rate of over 32% and above 60% average poverty rate, the
department is making use of government programmes such as EPWP to alleviate state of unemployment in the
province and continuously employs youth for paid experiential learning. Incrementally, the department permanently
employs a certain percentage of interns upon completion of their internship programme. However, this also
necessitates integrated government-wide planning to curb high rate of unemployment and reduce poverty levels.

Figure9: Percentage of People living in PovertyrS Municipalities
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Climate change- effects on Health

According to [Sustainable Development Goals; Country Report South Africa: tBe@&dluthern Africa region is now
considered ‘hot spot’ for climate change, with rising temperatures, droughts, flooding and unpredictable weather
systems which are set to become the new normal. Over decades, significant changes in climate have been observed
in South Africa at large. Climate zones across are shifting, ecosystems and landscapes are degrading due to fires,
droughts and heat waves. This has, in some parts, translated into natural disasters, vector-borne diseases, as well
as food and water insecurity, which consequently threaten livelihoods. Environmental factors such as the severe
drought and the loss of ecosystem services contribute negative to the health of the communities. However, some
mitigating strategies require conceded efforts society-wide and are not health sector specific, like decreasing effects
of climate change.

Climate change does not only cause agony in human lives but plays a critical role in disease trends and burden of
diseases. This places an onerous burden on the resource requirements for the provision of health care services
amidst the shrinking fiscus. Global warming also affects the design and functioning of health infrastructure, e.g.,
cooling and or heating systems. The situation is exacerbated by the energy supply instability and interruptions that
affect service provision and the functioning of health technology and management information systems, e.g., Qwa-
Qwa area, where alternative power supply like solar systems and heat pumps have become a critical necessity.

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

( 1
{ »® )



could be on the rise. In response to water shortages, the department has installed water tanks in some health
facilities and will continue to install more as a way of ensuring uninterrupted water supply by means of alternative
water collection and storage, e.g., boreholes, reservoirs and continued health education to the communities.

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

All 32 hospitals are dependent on coal boilers amidst the challenge of global warming and growing public opinion
against coal has also become a concern. Our reliance on coal to produce energy also contributes to greenhouse gas
emissions. The health sector’s energy use result in toxic emissions that undermine the health of the very communities
the sector is meant to serve and the department will work towards a more resilient energy system. In newly build
health facilities, the department is considering use of more energy efficient measures. There is a need to transition
from coal to more innovative renewable energy and efficient technologies as a mitigation strategy to reduce
greenhouse gas emissions in line with the country’s renewable energy policy strategies such as implementing
initiatives outlined in Just Transition Framework for South Africa.

Epidemiology and Quadruple Burden of Disease

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

According to [Mortality and causes of death in South Africa: 20&hér natural causes constituted 40.1% while
non-natural causes was 8.4% and the remaining percentage was shared amongst specified natural causes. The
highest percentage of non-natural causes of death emanated from Other external causes of accidental injury (W0O-
X59) at 70%. 2" cause of non-natural was Assault (X85-Y09) at 11.3%, followed by Transport accidents (V01-V99)
at 9.5%.

Figurel0: Leading underlying natural causes of deatbAll ages, both sexes, FS

16
14 -
12
10
X 8
6
byl e— ro—
4 [I— 5.5 J—
4.6 4.5
—
2 —_ —
=2 2.2 2.5 19"
o
D
> & 7 & & $ & g e &
& 8 & = & S B g © 2
5 @ &) @ o Ry o & e &
o~ o4 &> 27 AN & P > & >
o i & & & & & S° & &
S & N ?f’é\ © d& & 2 & 5 &
& & o & & obq o A &2 &
< s % « & Qber'éd &,{a @"o dsg} p @c
&% & s oF & &
< S & & &
S

Source: Mortality and causes of death in South Africa: 2D2

26

——
—



Mortality and causes of death in South Africa, 2021, demonstrates that non-communicable diseases still rank high
on the top leading underlying natural causes of death in the Free State and country at large. Hypertensive diseases
are predominantly the leading underlying cause of death in the province in three of the districts; Fezile Dabi [7.5%],
Thabo Mofutsanyana [7.8%] and Xhariep [9.4%].

Respiratory diseases and cardiovascular disorders are also some of the leading causes of death to infants and
toddlers. Children 1-14 years of age die due to influenza and pneumonia in the Free State at 6.1%, [Mortality and
causes of death in South Africa: 2DZElobally progress has been made in reducing pneumonia deaths in children.
In SA both pneumonia and influenza contributed 8% in children <5 years deaths. Intestinal infections were also
common leading causes of death in children in the province. On one hand the most common causes of deaths in
neonates were prematurity, intrapartum asphyxia and infections in the country. (NaPeMMCo) Triennial Report 2020
- 2022 indicated that a significant proportion of the perinatal and neonatal deaths were assessed to be preventable.
Most modifiable factors were health system-related (medical employees and administrator related). Free State was
one of the provinces with high neonatal mortality rate in the country. These public health problems require targeted
interventions if the child mortality rates are to be decreased in the province.

Data from Mortality and causes of death in South Africa showed that in the Free State, hypertensive diseases,
diabetes, TB and HIV remaining the leading causes of death in adults 15 years and older with HIV and TB predominant
in males 15-64 years of age. On the other hand, recent studies have shown that there is a decline in the prevalence
of HIV/AIDS [The Sixth South African National HIV, Behavioural and Health Sande\PS-related deaths and
incidence rates have also declined [DHIS] Despite the decline, Mangaung and Xhariep are the two districts which
HIV/AIDS remained the dominant cause of death. The spectrum and impact of NCDs require intensified health
education and promotion and collaboration with other sectors to ensure communities take control of their health.
The health system must strengthen management of illnesses at all levels of care.

UNIVERSAL HEALTH COVERAGE (POPULATION AND SERVICE COVERAGE)

The table below highlights different platforms for service delivery in the province across all 5 districts. The number of
service delivery platforms remain inadequate due to the growing demand for health services. Challenges such as
staff shortages to fully utilize mobile services to access areas in the periphery, road infrastructure are contributing to
issues of accessibility and operationalisation of all services and these are also affected by the current economic
climate. Collaborative efforts with relevant sectors will help to ease some of these challenges, ensuring more access
to health services by all citizens.

Table 2: Service Delivery Platform
Org Unit Type Fezile Dabi | Lejweleputswa Mangaung Thabo Xhariep
District District Metropolitan Mofutsanyana District
Municipality Municipality Municipality District Municipality
Municipality

Clinic

Community Health Centre
District Hospital

EMS Station

Mobile Service

National Central Hospital
Provincial Tertiary Hospital
Regional Hospital
Satellite Clinic
Specialised Clinic
Specialised Hospital

Source: DHIS 203/26
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Community Health Workers Programme and Outreach Visits

Community-based health services are vital forimproving health of communities and health outcomes. They provide
access to health services and reduce some health disparities and empower communities to be actively in their own
health. These services form a crucial link between the community and health system and they ultimately strengthen
the entire health system.

WBPHCOTs which are led by nurses and CHWs provide basic PHC services at a cost-effective way; assessing health
status of individuals in households, providing a crucial first line of health, health literacy, education, promotion,
including counselling and adherence support services. This means early detection and prevention of diseases,
making the programme the point of entry into the health system.

Services provided by these groups include child health services such as Vitamin A administration, etc. They are
monitored as a proportion of the total number of households within the catchment areas. Data from [Stats SA GHS
2024] indicates that Free State Province had 1 024 000 households with female-headed households at 43.2% above
national average of 42.4% and an average household size of 3.5. In the previous financial year (2024/25) a total of
148 WBPHCOTs were functional. The challenges in maintaining the adequate humber of WBPHCOTSs range from
budgetary constraints to unavoidable regular resignations of team members.

The 2024/25 departmental performance indicates a consistent improvement in OHH visit coverage. The department
prioritises and reviews allocation of the teams and continues to build capacity for improved supervision and
coverage. Below is the table displaying the headcount for community-based household visits in 2024/25.

Table 3: Community -based services coverage

Org Unit Data Element Name 2024/25

Free State Province COS headcount- sum 2287 174
COS household 1st visit 135948
COS household followup visit 747 009
Fezile Dabi District Municipality COS headcount- sum 478 266
COS household 1st visit 15 051
COS household followup visit 154 766
Lejweleputswa District Municipality COS headcount- sum 654 269
COS household 1st visit 32 889
COS household followup visit 259 521
Mangaung Metropolitan Municipality | COS headcount- sum 237 994
COS household 1st visit 35523
COS household followup visit 64 351
Thabo Mofutsanyana District COS headcount- sum 639 272
Municipality COS household 1st visit 47 880
COS household followup visit 174 194
Xhariep District Municipality COS headcount- sum 277 373
COS household 1st visit 4 605
COS household followup visit 94 177

Source:DHIS 202/25

The table above shows a constant increase in both COS headcounts and service coverage in all districts and province.
Despite the decline in the number of ward-based outreach teams [148], there is a steady increase in community-based.
Challenges such as high vacancy rate of Outreach Team Leaders [OTLs] and limited budget to appoint more teams
affect the programme negatively but the province will continue to strengthen community based service for improved
access health care services. Well-trained CHWs contribute to effective and resilient health systems that can respond
to various health needs and emergencies within the communities.

——
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PHC Utilisation

The Primary Health Care (PHC) utilisation rate indicator measures the average number of PHC visits per person per
year to a PHC facility. "PHC is a whole-of-society approach to health that aims at ensuring the highest possible level
of health and well-being and their equitable distribution by focusing on people’s needs and as early as possible along
the continuum from health promotion and disease prevention to treatment, rehabilitation and palliative care, and as
close as feasible to people’s everyday environment," [WHO: 2025].

The decline in PHC utilisation rate for both the clients below 5 years and above the age of 5 is observed in all districts.
Mangaung Metro and Lejweleputswa performed lowest on both indicators between1.6 and 2.4. Xhariep performed
better than the other district and Thabo Mofutsanyana are the two districts which perform best in both indicators.
Thabo Mofutsanyana also performed well in PHC utilisation <5 years rate.

Table 4: PHC Services Utilisation

Org Unit PHC headcount PHC utilisation PHC headcount | PHC utilisation under
total rate under 5 years 5 years rate
fs FreeState Province 510 2916 1.7 729 285 2.6
fs Fezile Dabi DM 920 317 1.7 124 974 2.5
fs Lejweleputswa DM 1124 994 1.6 148 962 2.4
fs Mangaung MM 1330 106 1.6 176 090 2.3
fs Thabo Mofutsanyana DM 1409 600 1.7 237 211 29
fs Xhariep DM 317 899 2.3 42 048 2.9

Source: DHIS 202/25

The table above shows the decline in PHC utilisation rate for both the clients below 5 years and above the age of 5 in
all districts. Mangaung Metro and Lejweleputswa performed lowest on both indicators between1.6 and 2.4. Xhariep
performed better than the other district and Thabo Mofutsanyana are the two districts which perform best in both
indicators. Thabo Mofutsanyana also performed well in PHC utilisation <5 years rate. However, reduction in PHC
utilisation rates for children under the age of 5 poses a concern due to the crucial targeted services they need to
access at health facilities, particularly vaccinations and growth monitoring. The department will however continue to
intensify community mobilization and education to ensure that children have access to all the important health
services.

Quality of Care

Quality of care is crucial for improved patient outcomes and ultimately health outcomes. Ideal health facility status
is a critical initiative to ensure health facilities deliver high quality services to the communities in preparation for the
implementation of NHI. Below is graphic showing ideal health facilities status as end of 2024/25 financial year in the
province. Not all districts attained 100% due to some facilities being under renovations and others were not
operational.

Figure 11: Idea Health Facility Status Rate 2024/25
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In a quest to improve quality, the health facilities are expected to develop, implement and monitor quality
improvement plans to address areas of poor performance. Complaints management is also key in improving quality
of care in health facilities. These initiatives go hand in hand with annual patient experience of care satisfaction rate.
The health facilities are expected to develop quality improvement plans based on what patients are saying. These
together with other key quality initiatives help in shaping the quality of care provided to the patients and ensures
compliance with regulated norms and standards in health care.

PHC Expenditure per Headcount

Health Financing is one of the crucial six building blocks in effective sustainable health systems so that there is equity
in accessing health services, [WHO;2015].The country is gearing up for NHI implementation and proper health
financing is crucial in achieving Universal Health Coverage [UHC]. PHC expenditure per capita provides insight into
equity levels in resource distribution. PHC remains the heart for access to public health services for improving life
expectancy including all other envisioned health outcomes. For universal health coverage (UHC) to be truly universal,
a shift is needed from health systems designed around diseases and institutions towards health systems designed
for people, with people, [WHO:202]. The NHI bill outlines the need to strengthen PHC services to improve quality
and access for all citizens in an equitable and cost-effective way. Over time PHC expenditure per uninsured
population per capita has been on the rise in the province. This also includes District Health Services Expenditure per
capita focused on uninsured population.

Figurel2: DHS & PHC Expenditure Per Capita 2022/2024
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Source: District Health Barometer/DHIS

Despite the decrease in PHC headcounts observed in the province, the trend on health expenditure demonstrates
the opposite picture, it is on the rise. In the long run, this will negatively affect provision of efficient and quality health
services. A higher expenditure could suggest a greater emphasis on preventative and primary services, which helps
to manage chronic and acute illnesses, reduce hospitalisation and supports the initiative of universal health coverage
(UHC) and National Health Insurance (NHI).

The increased expenditure per capita in the province could also indicate the shrinking budget allocations vs
expenditure in health care services. The deployed strategies such as decanting patients could be contributing to the
decline in <5 PHC utilisation rate and affecting health care costs. This needs further review. This is particularly
important to achieve the outcome in reducing maternal, neonatal, infant and child mortalities in the province and
ensuring that all targeted children get to health facilities for their scheduled immunisations and ultimately improving
life expectancy in the province.
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Hospital Care

Hospital efficiency indicators evaluate how effectively a hospital utilises its resources, comparing its financial and
operational performance against its outputs to identify areas for improvement and ensure high-quality care is
delivered cost-effectively. They are crucial proxy in measuring how well the hospitals operate and they have been
discussed below.

OPD new client not referred rate showed slight increase in both regional and district hospitals but declined in
provincial tertiary and central hospitals, in 2024/25. In comparison to the previous financial year, 2023/24 central
hospital had still recorded high OPD not referred rate. The general decline in PHC utilisation rate could be attributed
to increase in OPD not referred rate in some hospitals. A lack of adequate primary healthcare services can lead to
patients by-passing PHC facilities and seeking care directly in hospitals. If patients perceive poor quality of services
at PHC level, they are likely to seek help in other levels of care.

Patient experience of care satisfaction rate for PHC facilities in 2024/25 was at 68.9% against the set target of 80%.
This shows a system gap that could be driven by factors such as insufficient healthcare workers, poorly functioning
referral systems and patient preferences or lack of knowledge about the correct pathway for care. As a result, this
creates an over-burden at hospital level leading to longer waiting times, inefficient use of resources and ultimately
poorer patient outcomes due to delay in receiving care.

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

The tables below outline the performance on some hospital efficiency indicators over a period of 3 financial years

across different levels of care.
Inpatient bed utilisation rate

Table 5: Hospital Services

Free State Province Average length of stay

OPD new client not ‘

referred rate total
Hospital Type 2022/23 | 2023/24 | 2024/25 | 2022/23 | 2023/24 | 202425 | 2022/23 | 2023/24 | 2024/25
District Hospitals 56% 54.5% | 582% 3days | 3.4days| 3.3days | 52.1% 42.2 44.%%
Regional Hospitals 45.9% 46.6 47% 5.9 days| 5.9days| 6 days 69.2% 61% 64.2%
E:)OS‘SRZ'IG" Tertiary 7% 51% | 49% @ 6.3days 6.2days 6.9days 76.9% @ 57.8% @ 78.6%
33283:: Cem 5.6% | 14.6% @ 12.9%  7.8days 7.9days 8days @ 67.1% @ 65.9% @ 68.7%
Source: DHIS
Table 6: Hospital Care Outputs
Hospital Type 2022/23 2023/24 2024/25 2022/23 2023/24 2024/25
District Hospital 4.8% 5% 5% 14.9% 17.7% 16.7%
Regional Hospitsl 6% 6.6% 6.4% 48.2% 50.3% 49.7%
Provincial Tertiary Hospital 4.3% 4.2% 5% 51.1% 53.4% 50.2%
National Central Hospital 3.7% 3.6% 3.2% 72.3% 66.9% 69.2%

Source: DHIS

Table 5 above also demonstrates a slight increase in IBUR from 2023/24 across all levels of care. The observed
increase in inpatient bed utilisation rate across could be an indication of demand for hospitalization but costs
continue to increase. The re-design and re-configuration of the health service platform should be considered by the
department, especially regarding the small and sub-optimally functional hospitals. The hospital-related fixed costs
continue to rise in these types of hospitals which challenges financial sustainability of health care services.

—
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Table 6 depicts a decrease in caesarean section rate in all levels of care except in central hospital where a decline is
observed in 2023/24. General fluctuation is observed in the performance of this indicator across all levels of care. .
This high rate of C/S could imply more high-risk obstetric cases especial at both tertiary and central hospitals. On the
other hand, this could be an implication that referral systems for high-risk cases to higher levels of care are well in
place, and this will positively reduce neonatal mortalities and maternal deaths. Referral to higher level of care must
be prioritized especially in smaller hospitals where capacity is inadequate for better health outcomes.

Inpatient crude death rate seemed to be on a downward trend in regional and central hospitals but remained stable
at 5% in district hospitals while there’s an observed increase in tertiary hospital. Correct referral pathways to better-
resourced level of care for high-risk patients is key in providing necessary quality care to patients and reduce rates
of crude deaths.

Table 7: Efficiency Indicators for Referral Hospitals

Type of Hospital OPD new client not referreq Average Length of Stayotal Inpatient bed utilisation rate
rate

| Referral Hospitals 2022/23 20B/24 2024/25 2022/23 20B/24  2024/25 2022/23 20B/24  2024/25
Regional Boitumelo 48.7% 38.2% 33.5% b5.7days 6.3days 6ldays 62% 57.5% 693%
Hospitals Bongani 57% 61.4% 64.7% 6.7days 6.5days 6.3days 67.8% 63.8% = 62.1%
Dihlabeng 87% @ 154%  16% | 5.ldays| 4.6days 4.7days 92% | 71.6%  69.1%
Mofumahadi
Manapo 44% | 42.9% @ 47.9% 5.7days 5.8days 55days 685% 55.3% 54.3%
Mopeli
Eg%‘gﬂg‘lare”'ary Pelonomi 7%  51%  49% 63days 62days 6.9days 76.9% 57.8%  78.6%
E‘a‘ggﬂ;’ Central Universitas g a0 14605  129% 7.8days 7.9days 8days 67.1% 659%  68.7%
Source: DHIS

The table above shows an increase in OPD not referred rate in all regional hospitals in 2024/25 while the remaining 2
showed a decline. As mentioned earlier, national central hospital has shown a significant increase during 2023/24 and
2024/25 period. The higher rate of OPD not referred could indicate inefficiency at PHC level. Patients are treated at a
much higher cost per patient per day in hospitals and burden the hospital resources.

Boitumelo, Bongani and Mofumahadi Manapo Mopeli are the only 3 hospitals with a slight decline in ALOS. All other
hospitals have reported an increase in ALOS during the 2024/25 financial year. Prevention of longer hospital stays
could reduce hospitals costs. However, longer hospitalisations might be medically justifiable even though they can be
riskier to patients leading to acquired hospital infections, etc. On one hand, premature discharges of patients can also
present with adverse effects leading to re-admissions. There’s a need for thorough patients care to prevent either over
or under stay in hospitals.

2023/24 FY presented with decreased IBUR which could have meantinaccessible health care service or patients being
discharged quickly or the health system that is able to manage burden of diseases. This could mean proper functioning
of the lower levels of care or effective out-reach and in-reach services to different levels of care in the province.
Improper functioning and management of referral hospitals could have poorimplications on both efficient management
of hospitals and performance. This will also affect expenditure per patient day equivalent, where costs of treating
patients in hospitals could be very high due to inefficiencies within the referral hospitals. 2024/25 shows a slight
increase in some hospitals while others remain stable or decreased IBUR.
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32

—



Table 8: Hospital Case Management Indicators

Referral Hospitals 2022//23| 2023//24| 2024/25| 2022/23| 2023/24| 2024/25
Regional Hospital Boitumelo Hospital 6.8% 8.6% 8.4% 39.1% 42.6% 42.6%
Bongani Hospital 7.4% 7.5% 7.5% 55.5% 59% 54.6%
Dihlabeng Hospital 3.6% 3.7% 3.4% 52.4% 50.1% 49.1%
Mg;‘;';‘;had' Manapo Mo 5 ;45 5.3% 4.9% | 42.4% | 43.1% | 49.5%
Provincial Tertiary Hospity Pelonomi Hospital 4.5% 4.2% 5% 51.1% 53.4% 50.2%
National Central Hospital | Universitas (C) Hospital 3.7% 3.6% 3.2% 72.3% 66.9% 69.2%

Source: DHIS

Inpatient crude death rate serves as a key demographic and public health indicator, demonstrating proportion of
patients that die during their hospital stay, potentially reflecting issues with the quality of care, patient demographics,
hospital resources, or the severity of illnesses on patients admitted. The table above shows a slight decline in
Inpatient crude death rate for 2024/25 in different levels of care, though provincial tertiary hospital reported an
increase.

On the other hand, fluctuation in C/S rate was reported but Mofumahadi Manapo Mopeli and Universitas Hospitals
had a slight increase in 2024/25 financial year. Free State remains the 2" highest province in Delivery by Caesarean
section rate after Kwazulu Natal, [Saving Mother Report: 2023].

Figure 13: Expenditure per Patient Day Equivalent in All Hospitals
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The figure above demonstrates increasing expenditure per patient day equivalent in hospital. This could mean that the
average cost to care for one patient for one day has gone up. This rise in cost per PDE can reflect reduced efficiency,
anincrease in the price of goods and services, or curative type of care such as more intensive care being provided and
this could also signal patient presenting with more complex conditions. This indicator combines financial data and
service throughputs to measure efficiency. It is mostly affected by the fixed costs and the different services rendered.
In some district hospitals, there is less activity going on and this resulted in low inpatient bed utilisation rate but driving
the fixed costs of services high. During the period under observance, expenditure PDE for district hospitals has been
higher than that of the regional hospitals. Some of these district hospitals are resource-constrained and tend to have
limited demand for hospital services. However, the decline in IBUR and ALOS as presented earlier in the section, is
evident that demand for hospitalisation was also low. There is an exponential increase in expenditure per PDE but
stable in conjunction with the current economic climate.

Both tertiary and central hospitals have a high expenditure per PDE as depicted on the graphics above. Central

hospital Expenditure per PDE remains high even though there is a slight decline from the previous year. Similar
increase is also observed at the tertiary hospital. This could be because of both costs of medical consumables and
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clinical specialization at this level of care. OPD new clients not referred rate has also increased in both district and
regional hospitals but decrease was observed in both tertiary and central hospitals. ALOS and IBUR have increased
across different levels of care in 2024/25 FY respectfully. There is need to strengthen implementation of referral
policy to achieve financial sustainability of health care service, improve both in-reach and out-reach services and
strengthen PHC service for promotive and preventative care other than more curative care.

Quality of Care

Patient Experience of Care (PEC

The Department conducts PEC survey rate across all levels of care during the 2™ quarter of each financial year. It is
through this survey that the level of satisfaction of patients satisfaction with health care services is assessed.

Figure 14: Patient Experience of Care Satisfaction Rate: 2024/25
Patient Experience of Care satisfaction rate - 2024/25
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2024/25 overall PEC satisfaction rate show that patients were generally not satisfied with the waiting times, staff
attitude and cleanliness. This has affected the overall satisfaction rates in most districts. Lejweleputswa had the
least satisfaction rates, followed by Mangaung. This was out of the set target of 80%. Other contributing factors to
lower scores included staff shortages which caused patients to wait longer for services in health facilities. Xhariep
was the only district that scored just below 80% target.

To address areas of under-performance, each health facility and district developed, implemented and monitored
quality improvement plans, with particular focus on the priority areas where low levels of satisfaction rates were
achieved.

Service Delivery Improvement Plan (SDIP)

The SDIP was developed and reviewed in line with the departmental Strategic Plan, APP, Operational Plan and Annual
Report analysis aims to improve health care services to ensure quality and accessibility of service to all communities
including women, people with disabilities and children in the province. Department continuously strives to enable
Frontline Staff on citizen-centered service delivery approach to improve both outcomes and patient satisfaction
levels. This includes training of other categories of employees on excellent customer service with the same aim of
improving service delivery.
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The 2025/30 SDIP has been developed and signed-off forimplementation over the next 5 years. The key focus on this

SDIP will be to improve quality of health services in the following area:

A Hospital Services: Monitoring availability and utilisation of operating theatres for improved patient care and
ultimately health outcomes.

Emergency Medical Services

The table below shows EMS response times in urban and rural areas within 30 and 60 minutes rates respectively.
The period under review shows performance on both P1 urban and rural response times. The rural response rates are
performing fairly well across the province, whereas urban response rate is not doing well in the entire province and
Lejweleputswa recorded the lowest urban response areas rate. This could be attributed to low EMS coverage in the
province and this impacts negatively on the response times.

Table 9: EMS P1 Response rate

Organisation Unit Indicator 2022/23 2023/24 2024/25
Free State Province EMS P1 urban response under 30 minutes rate 49.1% 46.9% 48.6%
EMS P1 rural response under 60 minutes rate 80.3% 80.7% 81.5%
Fezile Dabi District Municipality EMS P1 urban response under 30 minutes rate 75.7% 67% 53%
EMS P1 rural response under 60 minutes rate 70.4% 67.9% 70.5%
Lejweleputswa District Municipality EMS P1 urban response under 30 minutes rate 26.5% 33% 34%
EMS P1 rural response under 60 minutes rate 85.2% 86.4% 85.9%
Mangaung Metropolitan Municipality EMS P1 urban response under 30 minutes rate 46.8% 46.2% 49.1%
EMS P1 rural response under 60 minutes rate 80.8% 79.7% 81.3%
. . EMS P1 urban response under 30 minutes rate 52.1% 43.8% 50.5%
Thabo Mofutsanyana District Municipality EMS P1 rural response under 60 minutes rate 83.5% 83.5% 80.6%
Xhariep District Municipality EMS P1 urban response under 30 minutes rate - - -
EMS P1 rural response under 60 minutes rate 80.5% 79.8% 90%

Source: DHIS

The current rostered operational fleet does not meet the required ambulance coverage per 10 000 population in the
province for effective emergency services. This is due to the long-standing shortage of requisite skills, i.e., Advanced Life
Support and this also impacts negatively on the efficiency of inter-hospital transfer of maternal and neonatal patients. In
response, the departmentisin the process of reviewing resources and procurement of critical equipment for a responsive
and well-resourced EMS that meets to service demands throughout the province.

~¢cqll UctdHecUT HIi YGUWUKkt HcDcidaqb

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 prox
indicator for thgpopulation based maternal mortality ratio, aimed at monitoring trends in health facilities between
official surveys. The chart below demonstrates the primary obstetric causes of maternal deaths in the province.
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Figure 15: The Primary Obstetric Causes of maternal deaths in FS

Leading Obstetric causes of Maternal Deaths - 2024 calender year
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Source: Saving MothersiAnnual Report

In the Free State Province, the leading obstetric causes of maternal deaths for the year 2024 financial are depicted
on the graph above. Hypertension (20 cases), obstetric haemorrhage (14), non-pregnancy-related infections (12),
pregnancy-related sepsis (4), and ectopic pregnancy (4) are some of the leading causes as listed per their
occurrence. Additionally, eight deaths were classified as unknown due to the failure to perform postmortems, delays
in receiving postmortem results or deaths that happened at home. Hypertension emerged as the most significant
contributor, highlighting the need for improved monitoring and management during pregnancy. Obstetric
haemorrhage and infections also point to gaps in emergency response and postnatal care. The presence of unknown
causes is particularly concerning, as it reflects systemic weaknesses in forensic follow-up and accountability. This
underscores the urgent need for the province to strengthen oversight of pathology services, ensuring that
postmortems are conducted promptly and results are communicated effectively. Monitoring the functionality and
adherence of pathologists is essential to improve data accuracy, inform targeted interventions, and ultimately reduce
preventable maternal deaths.

To address the above causes, Saving Mothers report and the Integrated Maternal, Perinatal and Neonatal guideline
will be disseminated to all districts. The reports have recommendations which will be monitored for implantation in
all relevant health facilities across the province. Other than that, deaths are assessed per facility and
recommendations are made and health facilities need to ensure implementation and continuous monitoring.

Figure 16: Couple Year Protection Rate & Cervical Screening Coverage 2024/25
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The above graph displays, couple year protection rate and cervical cancer screening coverage. These are maternal
and women’s health indicators that are crucial in empowering women and youth towards meaningful reproductive
health decisions. The entire province has been consistently performing well on this indicator despite some setbacks
where stock shortages on some items were reported. Department continues to monitor the accessibility of
reproductive health services, compliance and stock availability of consumables to ensure increased access to basic
services and coverage. This is coupled with continuous training and mentoring of providers. Memorandum of
understanding with private sector facilities in place to facilitate and expand access to sexual reproductive health and
family planning services.

On one hand, cervical cancer screening coverage has not been performing well in the province. As shown above,
Xhariep was the only district that performed above 50% mark with Lejweleputswa just below 30% performance. The
province experienced low demand for cervical cancer screening in health facilities. To create demand, the
department will continuous intensify campaigns to promote uptake across all districts and conduct onsite trainings
and mentoring to improve performance. Recent data show that cervical cancer is the second most common cancer
and the leading cause of cancer-related deaths among women in South Africa, [South African Health Review 2023].
Targeted interventions are necessary to strengthen early detection, reduce incidence rates and prevent avoidable
mortalities due to cervical cancer.

Figure 17: Antenatal 15 Visit Coverage 2024/25

M Antenatal 1st visit coverage Antenatal 1st visit before 20 weeks rate
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Source: DHIS

The picture above illustrates the provincial antenatal care at 1% visit coverage for 2024/25 FY. The province's
performance has been on a steady decline since 2022/23 FY [75.4%] to 54.3% in 2024/25 FY. Four of the districts
reported just above 50% performance below provincial average of 54.3%. This is worrisome for the province
recording highest maternal mortality in facility ratio in the country. Mangaung Metro was the only one with 60%
performance which was still low but above the provincial average. Nevertheless, the performance of ANC 1% visits
before 20 weeks has marginally improved in comparison to the previous financial years. Xhariep, T Mofutsanyana and
Fezile Dabi districts reported above provincial average performance while the remaining 2 exhibited lower rates.

The performance of rural districts, such as Xhariep, is generally better due to the predominant reliance on public
health services. However, it is different in areas such as Mangaung Metro, where there is use of private health care
services. The impediments to accessing early antenatal care, particularly in districts where the performance of ANC
visits before 20 weeks is below 60%, must be addressed. However, the department continuous to provide onsite
pregnancy testing to all women of child-bearing age. This indicator is also significant because it enables the early
identification of high-risk pregnancies, which can prevent avoidable deaths and enhance the quality of life for both
mothers and infants. Sustainable Development Goals, Country Report South Africa:hZd#ighted a significant
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increase in the number of women attending ante-natal clinic to at least 4 times during their pregnancy and the 96%
deliver in health facilities and are attended to by skilled health personnel.

Figure 18: Deliveries 2024/25
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The graph above illustrates that between April 2024 and March 2025, maternal health indicators across the Free
State Province reveal notable disparities in all districts. The provincial average for deliveries in facilities stands at
59.6%, with Mangaung Metropolitan Municipality leading at 71.1%, indicating better institutional coverage, while
Xhariep District lags significantly at just 24.3%. Caesarean section rates follow a similar pattern, with Mangaung again
highest at 40.1%, suggesting better access to surgical obstetric care, whereas Xhariep reports a concerningly low
rate of 4.9%, reflecting limited access to healthcare infrastructure with Albert Nzula District Hospital being the only
caesarean section site. Saving mothers Report highlighted that Free State Province had the highest delivery by
caesarean section rate after Kwazulu-Natal Province.

Teenage deliveries (ages 10-19) in facilities were highest in Xhariep at 20.3%, well above the provincial average of
13.7%, but the number of deliveries is limited . This may point to elevated teenage pregnancy rates or better facility
access for this age group. Despite provincial initiatives to enhance youth-friendly services in health facilities,
adolescent pregnancy remains marginally elevated. Nonetheless, we conduct ongoing visits to higher education
institutions and other community settings to ensure young people have access to health services and receive
valuable information on sexual and reproductive health. Overall, Mangaung emerged as a better performer in
maternal health care, though displaying a higher number of maternal deaths. While Xhariep appears to face significant
challenges in both access and service delivery, this warrants for targeted interventions, including other districts.
Figure 19: Number of Maternal deaths in facility, Province & Districts
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Source: DHIS
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Maternal deaths in the Free State Province showed notable fluctuations across the financial years 2022/23, 2023/24,
and 2024/25. The overall provincial total rose from 48 in 2022/23 to 47 in 2023/24, then spiked to 65 in 2024/25,
marking a significant increase. This is demonstrated on the figure above.

Mangaung experienced the sharpest rise, climbing from 13 to 25 over the three years. Fezile Dabi showed a steady
upward trend, increasing from 5 to 9. Thabo Mofutsanyana, in contrast, saw a consistent decline from 18 to 11,
indicating improvement. Lejweleputswa dropped from 12 to 5 in 2023/24 but surged to 19 in 2024/25, reflecting
volatility.

Xhariep remained low, with a slight increase from 0 to 2, then dipping to 1. These patterns suggest varying regional
dynamics in maternal health outcomes, with some districts improving while others faced growing challenges and
experiencing incline in maternal deaths.

There are gaps that need to be addressed for the department to work towards the SDG 3 target of 70 maternal deaths
per 100 000 live births by 2030. The province needs to address skills gap for health care workers, monitor theatre
availability and improve accessibility and safety. This goes for rostering and use of inter-facility emergency transport,
addressing staffing needs, infrastructural challenges and adherence to clinical governance. Health education to the
communities is ongoing on the risks of delaying to seek medical help for both mothers and babies.

Table 10: Women and Maternal Health Performance Province and Districts 2024/25

Province District Name
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Maternal mortality in facility ratio [per 100 000] I 160.3 l 138 l 216.5 _ 185.8 101.7 103
Maternal death in facility Impact 65 9 19 25 11 1
Born alive before arrival at facility 3055 514 703 815 842 181
Live birth in facility 37484 6007 8075 12 643 9969 790
Delivery 10-14 years in facility [No.] 90 16 16 I733 23 2
Delivery in 10-19 years in facility rate [%] Outcome 13.7 14.9 13.5 131 13.4 [ 20.3
Delivery in facility - sum 37163 6071 8091 12049 10159 793
Antenatal client start on ART rate [%] 100.6 101.4 100.3 100 100.3 104.8
Antenatal known HIV positive but NOT on ART at 1st visit Qutcome 125 17 14 63 21 10
Mother postnatal visit within 6 days rate [%] output 91.2 88.1 101.4 85.1 86.7 162.5
Mother postnatal visit within 6 days after delivery 33901 5350 8201 10249 8812 1289
Antenatal 1st visit before 20 weeks rate [%] 66.3 68.4 61.2 66 67.8 73.8
Antenatal 1st visit before 20 weeks Output 24108 4036 4715 7295 6725 1337
Antenatal 1st visit total 36381 5897 7699 11047 9926 1812
Couple year protection rate [%] Output Vi1 84.3 76.6 74.1 75.4 81.6
Contraceptive years dispensed Output 492 397 88216 107 597 133237 141 956 22292
Cervical cancer screening coverage [%] Output r37.9 t43.5 t29.2 r42 t34.6 54.9

The table above depicts theory of change towards envisioned outcome of reducing maternal mortality in the province.
Maternal mortality in facility ratio jumped from 104.8 in 2023/24 to 160.3 per 100 000 live births in 2024/25.
Lejweleputswa and Mangaung reported the highest maternal mortality in facility ratio, higher than the provincial
average. On the contrary, Thabo Mofutsanyana showed reduction in the actual number of maternal deaths and
Xhariep reported 1 death during the same period. There was a general increase in the actual number of maternal
deaths expect in Thabo Mofutsanyana. Some of the challenges attributed to this performance include poor
distribution of medical specialists and other relevant skills. Utilisation and access to operating theatres in some
levels of care and non-compliance to protocols was also a challenge, including inadequate implementation of
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outreach programmes to under-served areas. Patients also delay to seek health care and response times for EMS
also contributed immensely.

Delivery 10-14 years in facility remained high in Mangaung and Thabo Mofutsanyana whereas delivery in 10-19 years
in facility rate was high in Xhariep. On one hand, the overall performance on Antenatal client start on ART rate across
all districts portrayed a good picture. Good performance was also observed in Mother postnatal visit within 6 days
rate in the entire province above the 80% target. The province also performed fairly well on Antenatal 1%t visit before
20 weeks rate but Xhariep recorded above 70% while the rest of the districts were in 60s.

Data from District Health Barometer indicated that Free State province consistently performed well over the years
on Couple year protection rate. All districts performed well over 70% of the national target. On one hand the province,
including all district did not do well on cervical cancer screening coverage during the same period due to low service
demand.

To address some of the maternal and women'’s health challenges mentioned above, there is a need for further review
on the relationship between high antenatal coverage and lower maternal deaths. While early access to care is key,
other factors such as quality of care, referral systems or underlying health conditions may influence the health
outcomes of pregnant mothers including availability of sound maternal health interventions to reduce deaths.

Teenage pregnancy is a challenge country-wide. There is generally limited or reluctance among youth to access
sexual health education and sexual reproductive health. To remedy the situation, the province aims to continuously
increase the number of functional youth friendly services in all districts and strengthen of sexual reproductive health
in collaboration with other sectors such as education including involvement of community development
organisations. 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 learning. Radio
slots have been utilised as a platform for dissemination of health related messages to all members of the
communities and this was also not limited to the use of social media.

This also calls for strengthening the implementation of initiatives outlined across the six Pillars of the National
Strategic Plan on Gender-based Violence and Femicide, including integrated planning with other social sectors to
improve health and well-being of all, with specific focus on socio-economic circumstances and education.

An average provincial performance on key indicators to preventing maternal deaths in facility calls for a
comprehensive package on interventions that include the prevention of unplanned teenage pregnancies, involvement
of 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. Strengthening systematic operations including access
to early interventions, skilled health personnel, responsive EMS and effective referral pathways including availability
of adequate resources (human and medical consumables) in health facilities. Well maintained health infrastructure
is another key enabler for better health outcomes and patient care. Dialogues on teenage pregnancy have also been
on going in schools across the province with the quest to reduce teenage pregnancies in the province.
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Investing in child health is crucial in public health because children are at large vulnerable population group whose
development forms basis for foundation of future adult health and a productive society. Child health indicators like
infant and under-five mortality rates serve as crucial markers of broader population health, revealing societal health
and development status.

The indicators neonatal death in facility rate and stillbirth in facility rate continue to be a challenge with fluctuating
performance across all five districts in the province. On average, neonatalin facility rate increased slightly in 2024/25
to 16.1 per 1 000 live births in comparison to the previous FY. On one hand a very minimal decrease was recorded on
still birth in facility rate in comparison to the same period. Lejweleputswa and Thabo Mofutsanyana reported above
the provincial average on stillbirth in facility rate in 2024/25, and Lejweleputswa and Mangaung had higher than
provincial average performance on neonatal death in facility rate. Xhariep district maintained positive outputs for both
indicators from the previous FYs. Late referrals to the next level of care and some systematic challenges that result
in unsafe environment for perinatal health have been identified as key challenges. The department is continuously re-
skilling clinicians across all levels of care and encouraging prompt implementation of referral policy to the correct
level of care for high risk pregnancies. Community awareness is also continuously done to ensure early antenatal
care attendance. This is crucial to detecting and managing high-risk pregnancies to prevent avoidable deaths. The
table below demonstrates performance of both indicators.

Figure 20: Still birth and Neonatal facility rate 2024/25
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The province has been grappling to reach the 90% mark on immunisation coverage to children <1year in all districts.
The average provincial performance was 65.9% in the previous FY showing a steady decline. All districts including
the metro under-performed on immunisation coverage <1 year coverage. This is displayed on a graph below. Xhariep
has recorded lowest positive performance while Fezile Dabi was the most under-performing district on Death in
facility <1 year rate. There is an observed decline on performance of this indicator over years in the province. The low
<5 PHC utilisation rates are negatively affecting outcomes of indicators such as these ones. The province will
continue to contact outreach services to geographically hard to access areas, extend PHC working hours [where
possible] and communication and community education on the importance of childhood immunisations and ensure
health facilities maintain adequate vaccine stock levels. Screening of children in Early Childhood Centres will be
intensified and adequate resources in all districts will be availed to respond to both the SDGs 2030 and MTDP
2024/29 targets of reducing child fatalities and improving access to PHC services.
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Figure21: Immunisation coverage <1 year 28225
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The constant effects of low PHC <5 years utilisation rates generally affect performance of all child health indicators
and envisioned outcome of reducing child mortalities in the province. Use of private health services in some districts
and Mangaung Metro could be contributing to the province not reaching the set targets. However, this calls for agreed
integrated services involving both public and private sectors to synergize the services and share performance. Other
challenges which affect all areas are the mushrooming of informal settlements and poor health-seeking behaviour
on the part of parents and caregivers of children which result in children <5 years not accessing health care services.
sometimes accessing services when children are already in a critical state. The below figure demonstrates crude <5
years fatalities in the previous financial year.

Figure22: Crude Fatalities<5 years2024/25
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m Child under 5 years diarrhoea case fatality rate

Source: DHIS

Goal 3 of the SDGs aims to ensure healthy lives and promote well-being for all ages. It aims to end preventable deaths
of news-borns and children <5 years of age to at least 25 per 1 000 live births. The above graph shows significant
reduction in crude fatalities to children <5 years in the province. Despite the observed reduction, Lejweleputswa had
recorded the highest child under 5 years severe acute malnutrition case fatality rate of 18.2% [20 out of 58 deaths
due to SAM occurred in Lejweleputswa] driving the provincial average higher. According to Stats SA GHS, 2@28.3%
of the population in the province experienced food inadequacy which was higher than national average of 8.2% and
this could have had a negative effect of the fight against SAM. This highlights the challenges of sustainable food
security in many households. Addressing systematic gaps and training of CHWs to detect early warning signs in
children in the communities have been done. Empowering CHW on recording of MUAC and continued
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implementation of Child PIP in all registered sites and IMCI are some of the strategies to curb fatalities of children <5
years of age.

Fezile Dabi and Thabo Mofutsanyana reported negative higher than provincial average on pneumonia case fatality
rate. Again, Fezile Dabi under-performed on diarrhoea case fatality, above the provincial average. The graphic above
depicts fluctuation in performance but generally, there’s a significant decline in crude fatalities to children <5 years.
One of the major challenges could be attributed to delays in seeking health care by care-givers and inconsistent
implementation of referral policy in some instances. Ongoing water challenges in and around the districts pose a
major concern and this goes for healthy leaving environment within our communities. For instance, timely removal of
refuse and equal access to other basic services by members of the community.

The current socio-economic factors are also worrisome in maintaining health of communities. Magnitude and
severity of poverty as unemployment and poverty levels rise in the province and country in general are a call for
concern. Warranted and targeted interventions to reduce child mortalities should be developed in collaboration with
other sectors to address social determinants of health to reduce unavoidable deaths. The department will
continuously strive to improve access to quality health care especially to children and other vulnerable and
marginalized communities population groups like women and people with disabilities.

Table 11: Child Health performance indicators, Province and Districts 2024/25

Province District Name
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Death in facility under 1 year rate [%] Impact 6.9 E 11.6 | 7.7 6.6 6 1.5
Inpatient death under 1 year total 915 142 224 331 208 10
Death under 5 years against live birth rate [%] Impact 2.4 2.4 2.8 2.6 1 1.3
Live birth facility 37 484 6 007 8075 12 643 9 969 790
Early neonatal death in facility rate [per 1 000] Impact 2.3 12.7 .>_13.7 2.7 10.8 Sl
Neonatal death in facility rate [per 1 000] 16.6 156 97 |72 || 1209 5.1
Child under 5 years diarrhoea case fatality rate [%] ild 2 0.76 0.32 7
Diarrhoea death under 5 years Impact 24 7 4 1 12 0
Diarrhoea separation under 5 years 2027 346 525 313 705 138
Child under 5 years pneumonia case fatality rate [%] L7 E 5 \ 1.7 0.54 E 3.4 | 1.2
Pneumonia death under 5 years Impact 56 22 8 2 22 2
Pneumonia separation under 5 years 2108 440 470 372 656 170
Child under 5 years severe acute malnutrition case fatality rate [%] 8.3 7.6 |L18.2 \ 7.4 5.5 6
Severe acute malnutrition death under 5 years Impact 58 7 20 13 16 2
Severe acute malnutrition inpatient separation death under 5 years 701 92 110 175 290 34
Infant PCR test positive around 10 weeks rate [%] Outcome 0.19 0.27 0.15 0.17 0.25 ¢
Infant PCR test positive around 10 weeks 6 199 1107 1361 1752 1569 410
Immunisation under 1 year coverage [%] Output |L65.9 E;SS
Immunised fully under 1 year new 34 568 5753
Infant exclusively breastfed at DTaP-IPV-Hib-HBV 3rd dose rate [%] Output 37.9 54.3
Measles 2nd dose 1 year coverage [%] Output [60.1 PS.Z
Measles 2nd dose 34 457 5733
Vitamin A dose 12-59 months coverage [%] 53.6 56.3
Vitamin A dose 12-59 months Output | 201880 | 32610 45916 49 721 63 746 9 887
COS Vitamin A dose 12-59 months 41170 11 565 6743 14 106 5326 3430

Theory of change displayed on the above table highlights provincial and district performance on critical indicators to
achieve country and SDG of reducing infant and child mortalities. The picture shows below average performance on
many of the key indicators. For instance, Vitamin A dose 12-59 months coverage, exclusive breastfeeding in all
districts and province. Prevention of HIV from mother to child transmission programme has performed well across
the province with Xhariep reported 0% infant PCR test positivity around 10 weeks rate. Again, Xhariep is the only
district with achieved SDG target of less than 12 per 1 000 per live births on neonatal mortalities. Despite, the below
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average performance, the province did well on Death under 5 years against live birth rate at 2.4%, while
Lejweleputswa and Mangaung under-performed on the same indicator.

With the intentions to reduce deaths to children under 1 year, Perinatal Problem Identification Programme (PIPP)
Report: data shows that low birth weight, 2500 grams, immaturity related complications, nosocomial infections and
congenital abnormalities are the leading causes of neonatal deaths. Other concerning causes of death on this group
include complications of prematurity intrapartum-related events which account for above 40%, with mainly
intrauterine hypoxia and infections such as septicemia, pneumonia, etc. being the main contributors. On the other
hand, data showed that 18.2% were never initiated on antenatal care which is worrisome. This is in line with reported
high neonatal death in facility rate in the province in 4 of the districts excluding Xhariep . Below are the major causes
of neonatal deaths in the province.

Figure 23: FSFinal causes of neonatal death Avoidable Factors (Possible and Probable grades)

Patient associated (64.5%)
W Medical personnel associated (24.5%)
Immaturity related (43.7%) W Infection (22.3%) W Hypoxia (17.6%) W Administrative problems (10.3%)
M Congenital abnormalities (13.5%) M Miscellaneous (2.8%) M Unknown cause of death (0.2%) B Insufficient notes to comment on avoidable factors (0.7%)

The chartabove (figure 23) demonstrates that children die mostly in their first few days of life due to premature related
complications [PIPP: 2024/25 HYThe causes of neonatal mortality were mostly immaturity related (43.7%), with
extreme multi-organ immaturity (18.6%) and other prematurity related conditions, reflecting the burden of ELBW and
VLBW patients. Infection related mortality remains high (22.3%) with septicaemia and nosocomial infections causing
9.6% and 9.9% of neonatal deaths, respectively. Hypoxic ischaemic encephalopathy (17.6%) remains a major
concerning contributor to neonatal mortality. Congenital abnormalities were also relatively common (13.5%).

On one hand, the 2" figure highlights some few avoidable conditions that could have escalated neonatal deaths. The
most common avoidable factors relating to stillbirths and neonatal deaths in the Free State, were patient associated
(64.5%), with inappropriate response to poor foetal movements (17.9%) and never initiated antenatal care (13.2%),
booked late in pregnancy (12.3%) and delay in seeking medical attention during labour (11.7%) being of concern. A
variety of medical personnel associated factors were identified (24.5%), which included nosocomial infections
(5.3%) and inadequate or no advice given to the pregnant women (2.6%) as most common factors. Administrative
causes (10.3%) are difficult to define and often under reported. Lack of transport is of concernin the rural FS and lack
of staff is a well-known problem in the FS, contributing to morbidity and mortality.

Efforts need to be strengthened to educate mothers about the importance of early access to antenatal care before
20 weeks gestation and strengthening of referral and linkage to PHC facilities post-delivery and better-resourced
health facilities. Institutionalisation of the PPIP at all relevant levels of care is crucial. However, Xhariep presents a
positive picture with most of the outputs that can be attributed to the limited provision of maternity services in the
district, with most of its obstetric complications referred to the Mangaung Metro.
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The province will continue to strengthen health education at community level to ensure all have access to care and
improve coverage of health care services. Data usage and analysis by all will continuously be advocated for to ensure
accuracy in reporting and recording of events. Regular visits and screening of children in Early Childhood Centres will
be conducted on regular basis for early identification, referrals and prevention of complications in children.

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 on child health. In recent
years. Preventive services such as immunisation of children are crucial in preventing childhood vaccine preventable
illnesses and fatalities. The province will strive to improve accessibility of health services through different platforms
such as school health services, community outreach and targeted specific district programmes to improve service
coverage. Provision of school health services does not only respond to a need but increases investment in childhood
development for healthy and productive adults in future.

HIV and AIDS

Table 12: Provincial and District Cascade HIV 95 -95-95 (March 2025)

[aliztieg AT Free State Fezile Dabi Lejweleputswi
Name at March

Population 2025 Province District District
Group

Mangaung Thabo
Metro Mofutsanyan
Municipality District

Xhariep
District

Target

. TAQet
95% 95% 95% 95% 95% 95%

Total 9% 96% 98% 9% 97% 96%
population [412814 [69031 [89 201 [15 363 [124 019 [15199
1st-95 Adult Eemale 85% 9% 98% 95% 97% 97%
PLHIV who % [270 98D [44 228 [0 658 [74 728 [82 51B [9863
know their Adult Males achieved 9%5% 95% 97% 93% %% 95%
status [13B 620 [23 414 [27 737 [38358 [39 111 [4 99T
. 87% 86% 88% 85% 88% 89%
=
Children (<18 [8 207 [1389 [1.809 (2278 [2 392 [34q
FapuiziE] 95% 95% 95% 95% 95% ‘ 95%
Group
Total 8% 92% 93% 8206 91% 91%
ond_ g5 population [35 76D [66 107 [87 038 [88 570 [119 699D [14 599
PLHIV on | Adult Female| _ 72 o0 930 0 8% 93% 92%
ART achieved | [261 69p [42 638 [58 566 [70 71 [80 23B [9 54T
Adult Males 8% 91% 91% 78% 8% 8™
[126 93) [22 27B [26 878 [35 67h [37 361 [4749
Children (<15 820 81% 80% 78% 86% 73
N [7 127 [1192 [1594 [1933 [2 108 [86
R 95% 95% 95% 95% 95% ‘ 95%
Group
Total 95% 95% A% 96% 95% 90%
3495 population [198 51p [33 219 [39 66D [47 948 [72 898 [6 942
. . % 95% 9%6% A% 9%6% 95% 90%
g‘f’ﬁ'gg% AdultFemale  ioved | [13494p | [21 86D [27 358 (R 447 50076 | [4676
PP Adult Males 95% %% 91% 96% 95% 90%
[62 629 [11 178 [12 06T [15 352 [2 522 [2193
Children (<15 78% 71% 86% 83 76% 73
i [1739 [263 [323 [371 [686 [86
As of March 2025, provincial performance on HIV 95-95- has reached 92% achievement on the 2™ 95 during the
95 was at 96-87-85 against the total population using reporting period. The same district has also achieved
data available in public and private sectors. Results from over 90% on the 2™ 95 on adult females. The children <15
each population group vary across districts and province. years population group is not performing well across all
All districts are not performing well on the 2" 95 and viral 95-95-95 cascade in the entire province.

load completion rate. Only Thabo Mofutsanyana district
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The performance displayed on the table above indicates
that the focus should not only be on initiating clients on
ART but retaining them on care is as important to ensure
better quality of life and improved treatment outcomes.
There are gaps across the cascade for children under 15
years. Case finding, ART initiation and retention, they
have all under-performed and should be addressed
through targeted interventions.

To achieve 95-95-95, NDoH has deployed a strategy to
for the country to put a total of 1.1 million clients eligible
for ART to be put on treatment. For the Free State
province, the gap is 22 634. This number is divided across

all five districts and Mangaung has the biggest share of
clients. The province embarked on outreaches and
campaigns at informal settlements, workplaces, farms
and institutions of higher learning to close the gap .

Another employed strategy to improve adherence and
retention is by 6 multi-month dispensing (6EMMD) of ART.
Eligible clients will be provided with treatment for six
months which will reduce the number of visits to health
facilities and therefore reducing decongestion. This will
also reduce patient waiting times and ultimately improve
levels of satisfaction in patient experience of care.

TUBERCULOISIS

Provincial TB Treatment Outcomes Trends

g2l cliaAWqsIWHEY2Uql ! «t WRUART WUHDWSE et W WHIRUDT AWG6 Ys 132131
YUWq! ¢At WqYWaWUaqWhEOT WN7KkWNY¢at Wet WYeqadRUWDT WH! Wad Wi YI
support the TB Strategic Pln2023r= M= Y6 W6 ¢ qk t WE G RNUWI Ws Raé Waé W ¢ qRYUE O W

The number of TB cases in the Free State province continues a downward trajectory, having register&3® cases
in 2022 to 8757 cases 2024.

Of the cases the province registered, 73.1% (¥50) were treated successfully, with a decline in deaths (from 12.3%
(1 205) to 11.2% (1 097)), and a decline in those that exited the program without completing treatment (11.6%
(1140) to 10.8% (1 057))

The department intends to improve TB testing & treatment success rates, and to also reduce the death rate by end
of 2026/27. This will be achieved through the implementation of the TB recovery PI4rD which stipulates the
following:

A To find the missing TB cases and reduce incidenc&@he province aims to
o AUl mYl dwWecUWRUHAI Vet DT WUe GHUI WYnWN7 W
(FS target: 179163)
o ~YURqY!I W6 WWRAGGINWINWNUqeqRYUWYnWhacl NUIqIT We UR21JI 4
0 Scale-up TB testing in children and young adolescents
A To ensure completion of the cascade of care by improving linkag®-care and retention-in-care thus
reducing morbidity and mortality. The province aims to:
0 Increase TBNAAT SMS natification coverage
o Strengthen tracing of bacteriologically confirmed TB patients and initiating treatment
o0 Increase proportion of children and young adolescents initiated on treatment
0 Strengthen tracing and reengagement in care
A To monitor initiation of TB preventative therapy (TPT) for TB contacts

NWaldt qt W F

0 Through the scaleup of TPT initiation
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Table 13: TB Cascade 2024

PHC Headcount 5 years and older — 4 397 054 [2024]

oo

67 934

= Screen for TB symptoms 5 years and older

= Client 5 years and older eligible for TB test

= TB test 5 years and older using GeneXpert

«» DS-TB bacteriologically confirmed 5 years and older

= DS-TB clinically diagnosed 5 years and older

« DS-TB treatment start 5 years and older 7538

e

92-100%

» TB contact 5 years and older start on TPT 3884

The PHC headcount decreased from 4 409 643 in 2023 to 4 397 054 in 2024 and 93.9% of that total count was
screened for TB testing eligibility. TB test done in those 5 years and older was 92.9%. Those who were started on
treatment following diagnosis is an important indicator and the province achieved 93% (See Table 13).

100%

Table 14: DS TB Treatment Success rate

2019 | 2020 | 2023

Free State 8426 | 77.1% | 5770 75% 5622 73% 7013 | 71.3% | 7150 73.1%
Fezile Dabi 1415 7% 858 | 70.3% 874 69.9% | 1069 67% 1167 75.2%
Lejweleputswa 2043 74% 1374 | 74.6% | 1445 | 72.7% | 1608 | 76.1% | 1603 72.2%
Mangaung Metro 2560 | 78.6% | 2003 | 76.8% | 1827 | 725% | 2313 | 67.6% | 2280 68.8%
ThaboMofutsanyana 1869 | 79.2% | 1165 | 789% | 1118 | 78.9% | 1391 73% 1575 77.2%
Xhariep 539 75.3% | 370 | 67.6% 358 67.4% 632 79.7% 525 79.7%

Table 14 above outlines the DS-TB treatment success rate over a period of five years (2019-2023). The DS-TB
treatment success rate in the province is impacted negatively by the loss-to-follow-up and death rates. All districts
consistently achieved above 70% over the 5-year period, with the highest at 77.1% in 2019. The overall achievement
for 2023 is 73.1% (against a target of 80%), with Xhariep performing the highest at 79.7% followed by Thabo
Mofutsanyana and Fezile Dabi, at 77.2% and 75.2% respectively; Mangaung Metro performed below average at
68.8%.

Table 15: XDR/MDR- TB Treatment Outcomes

Period Number started Treatment Death Rate Loss-to- Treatment Not evaluated
on treatment Success follow-up rate Failure Rate Rate
Rate

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

2019 296 61.5% 26.4% 10.5% 0.7% 0%

2020 251 59.4% 26.7% 12% 1.2% 0.4%

2021 224 61.2% 23.2% 12.9% 1.3% 0.9%

2022 268 62.7% 21.3% 12.7% 2.2% 0%

Generally, the trend for the number of registered DR-TB patients across this period is downward. A different picture
was however observed between 2021 and 2022, where the total number of patients initiated on DR-TB treatment
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increased from 224 in 2021 to 268in 2022 (Table 15). Despite the increase in number of those initiated, the treatment
success rate improved from 61.2% in 2021 to0 62.7% in 2022, with both negative indicators also declining.

Non-Communicable Diseases [NCDs]

Non-communicable diseases are some of the common causes of death in South Africa, including the Free State.
According to the [National Strategic Plan for The Prevention and Control efCHomunicable Diseases 2022
2027} “non-communicable diseases (NCDs+), including mental health disorders and disability, pose some of the
greatest threats to health and development, particularly in low- and middle-income countries....”. WHO estimates
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 of deaths from NCDs+ will exceed deaths due to communicable, maternal, perinatal and nutritional diseases
combined.

Non-communicable are predominantly amongst the major causes of death in the province but not limited to the
country at large. Sustainable Development Goals, Country Report South AfricahigB8&hts the need for physical
health and mental well-being of all citizens. Healthy lifestyles promotion is crucial as it encourages communities to
be responsible of their own health. Screening and early detection of illnesses is key to prevent complications and
avoidable deaths. In 2024/25 FY, over 1.7 million people aged 18 years and older were screened for hypertension
and about 2.36% were found to be eligible and were initiated on treatment. The table below shows performance
hypertension detection in clients 18 years and older.

Table 16: Hypertension new client 18 years and older detection rate 2024/25

Free State Province 1300684 7726 557231 9956
Percentage initiated on treatment 0.59% 1.78%
Fezile Dabi District 219220 | 1485 84629 | 1967
Percentage initiated on treatment 0.67% 2.08%
Lejweleputswa District 233263 | 1723 94307 | 2721
Percentage put treatment 0.73% 2.8%
Mangaung Metropolitan 337035 | 2546 178513 | 2467
Percentage initiated on treatment 0.75% 1.3%
Thabo Mofutsanyana District 435681 | 1587 165 233 | 2527
Percentage initiated on treatment 0.36% 1.5%
Xhariep District 85047 | 385 34609 | 274
Percentage initiated on treatment 0.45% 0.79%

Source: DHIS

Controlled blood glucose is very important in the reduction of potential risks of life-threatening complications like
heart attack, stroke, etc. The data trends of Normal Haemoglobin A1c (HbA1c) tests with result <8% rate show a
steady increase over the 4 financial years in comparison. Compliance to protocols monitoring is done continuously
to ensure that guidelines are being followed, well-being of clients is achieved and performance improved. This is
depicted on the graph below.
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Efficient management of NCDs including mental health can reduce related premature mortality by one third and
promote mental health and wellbeing as cited in National Strategic Plan for the Prevention and Control of Non-
Communicable Diseases 2022-2027. Management of all mental health disorders such as destigmatisation allows
for optimal gains in treatment. Creating awareness, prevention and treatment of substance abuse including harmful
use of alcohol are some ways to improving access to care. In 2024/25, the province has reported a rise in number of
clients seen in health facilities with attempted suicide. This calls for more psychological service and a need to
collaborate with other sectors to improve human lives. Department continually contracts psychologists and or
registered counselors to attend to mental health clients and eligible clients are initiated on treatment as a way of
improving access and management of mental disorders at primary health care institutions. Mental health care boards
will be maintained. Below graph shows rate of child and adolescent suicide attempt.

Figure 25: FS Child and Adolescent attempted suicide rate 2024/25
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Rehabilitation Services

Rehabilitation services are critical for inclusive and equitable access to health care in the province. They improve
people’s ability to carry on with their daily lives through provision of assistive devices where necessary. These
services are not limited to audiology, occupational therapy, physiotherapy and speech therapy and language services.
Different rehabilitation services are offered in various platforms to ensure access to care by all. Devices issued are
for example; such wheelchairs and buggies, walking aids, hearing aids, etc. Speech therapy and language services
support health facilities in the periphery and several schools in the province. Audiology services are also accessed
by old and newborns through screening and provision of assistive devices where need arises. Rehabilitation for
patients with chronic conditions, outreach to underserved communities, schools, rural PHC facilities are
continuously done for early intervention and rehabilitation.

Despite procurement challenges and staffing shortages, services continue to be accessed by many in the province.
Rural areas coverage of rehabilitation services remains uneven. Continued investment in workforce, infrastructure
that is accommodative to all people and strategic visibility ensures sustained impact, improved access and
outcomes for patients across all age groups. Procurement and distribution of assistive devices and accessories will
be improved and recruitment of personnel in these fields will be advanced. Continued training of health workers will
improve service integration and enhance inter-professional collaboration for chronic disease management. Over
80% of therapists completed CPD in mental health, neurorehabilitation, and community-based care. Well-equipped
health facilities to address the needs for rehabilitation services are crucial for health system responsiveness for
vulnerable populations. The department will continue to strengthen partnerships with both public and private
organisation for integrated rehabilitation services; e.g. education and organisations dealing with people with
disabilities to improve service delivery.
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Internal Environmental Analysis

Internal factors such as organisational culture, resource capabilities, availability, allocation and other critical internal
processes shape the manner in which the department will demonstrate leadership efficiency and responsiveness to
deliver services to the communities. These all identify the strengths and weaknesses on how service demands are
met. Financial sustainability, infrastructure delivery, productive and competent human resources and efficient
information, communication and technology form part of crucial internal factors that shape how the department
provides efficient health services.

MTEF Budget Overview

Overview: Fiscal Context and Strategic Realighment

1 Economic Landscape: The Department operates within a constrained fiscal environment characterised by a
weak economic outlook and subdued revenue collection. This necessitates a heightened focus on fiscal
sustainability to navigate rising public debt and the widening national deficit.

i Strategic Commitment: Despite these pressures, the Department remains committed to the Medium-Term
Development Plan (MTDP) 2024/29 (Chapter 10). Investment will remain targeted at key priorities that
advance the health and well-being of the Free State population.

1 Operational Efficiency: To safeguard service quality, the Department is implementing a rigorous evaluation of
all programmes. This involves strategic reprioritisation, ensuring that funding is diverted from non-core
activities toward essential Departmental priorities without compromising the mandate of care.

Financial Recovery and Innovation Strategies

9 Deficit Mitigation: Innovative interventions have been institutionalised to manage the budget deficit. These
include shifting funds from non-essential items to frontline priorities and scaling down non-core projects.

1 Modernisation of Care: The Department is transitioning service delivery models to leverage technological
advancements, ensuring more efficient healthcare promotion and administrative efficacy. This will also assist
the Department to leverage on the efficiency gains from these advancements in the medium-term to augment
the service and budget pressures faced.

T Supply Chain Management: Financial discipline is being bolstered through transparent, strategic procurement
processes and robust cash flow management protocols.

1 Accrual Management: To address the historical challenge of growing accruals, the Department has set a target
to reduce outstanding accruals and payables by R100 million per financial year. This trajectory will continue
until fiscal equilibrium is restored, ensuring greater operational efficiency.

1 Human Resources: Despite fiscal constraints, the Department remains committed to safeguarding
the Compensation of Employees (CoE) and ensuring that all staff benefits are honoured.

il

Sustainability and Future Readiness

1 Revenue and Payment Compliance: Measures to enhance internal revenue collection have been intensified
and the Department will continue to strengthen its controls to ensure service providers are paid within 30 days,
thereby improving its compliance.

1 Alternative Financing: To broaden the financial base, the Department is actively exploring Public-Private
Partnerships (PPPs) and Budget Facility for Infrastructure (BFI) funding, cost-sharing initiatives, and the
optimisation of donor funding over the MTEF period.




9 NHI Preparedness: In anticipation of the National Health Insurance (NHI) rollout, the Department is
undertaking a progressive review and redesign of health service platforms. This ensures that service packages
are fit-for-purpose and aligned with the future universal healthcare framework.

Figure 26: Allocation over MTEF Period per Programme

Outcome Ma‘f‘ . AdjusFed_ Reyised Medium-term estimates
appropriation appropriation  estimate
R thousand 2022/23  2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Programmes
1. Administration 324,410 316,573 330,049 406,857 427,857 382,833 390,585 405,532 424,297
2. District Health Services 6,005,464 5,820,011 6,035,977 6,279,932 6,460,160 6,489,999 6,814,820 7,063,456 7,179,494
3. Emergency Medical Services 1,004,356 977,237 1,018,47 995,765 1,011,765 1,110,198 1,121,611 1,151,120 1,197,974
4. Provincial Hospital Services 1,687,731 1,711,951 1,693,357 1,997,391 2,078,740 1,955,277 2,027,803 2,104,315 2,182,524
5. Central Hospital Services 2,892,871 2,987,727 3,311,36 3,385,732 3,442,935 3,421,272 3,581,184 3,767,801 3,892,859
6. Health Science & Training 321,422 278,633 240,21¢ 322,510 301,510 278,174 274,008 278,556 284,409
7. Health Care Support Services 159,283 164,963 165,782 175,655 253,112 247,989 235,356 247,580 256,921
8. Health Facilites Management 790,957 759,213 719,622 623,662 626,584 626,584 647,883 673,253 692,677
Total 13,186,494 13,016,308 13,514,845 14,187,504 14,602,663 14,512,326 15,093,250 15,691,613 16,111,15
Direct charge on the Provincial Revenue Fund
Members remuneration T i T T i i i i i
Other (Specify)
Total payments and estimates 13,186,494 13,016,308 13,514,845 14,187,504 14,602,663 14,512,326 15,093,250 15,691,613 16,111,15
LESS:
Departmental receipts not surrendere
Provincial Revenue Fund
(Amount to be financed from reven 214,161 77,598 308,30¢ 150,681 150,681 150,681 156,106 160,789 165,612
collected in terms of Section 13 (2)
PFMA)
Adjusted total payments and estimates2,972,333 12,938,710 13,206,537 14,036,823 14,451,982 14,361,645 14,937,144 15,530,824 15,945,54!

Figure 27: Allocation Over MTEF Period per Economic Classification

Outcome Maih . Adjus?ed. ReYiSEd Medium-term estimates
appropriation appropriation estimate

R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29

Current payments 11,981,604 12,515,831 13,021,179 13,581,470 13,955,677 13,974,482 14,282,199 14,879,267 15,295,55!
Compensation of employees 8,663,674 8,955,297 9,073,60 9,928,324 9,999,546 9,875,407 10,508,93310,917,911 11,383,87
Goods and services 3,314,910 3,555,224 3,941,91 3,653,021 3,956,084 4,098,882 3,773,002 3,961,086 3,911,39
Interest and rent on land 3,020 5,310 5,659 125 47 193 264 270 283

Transfers and subsidies to: 205,317 114,642 129,985 147,603 171,049 158,974 114,692 114,825 110,979
Provinces and municipaliies T 117 216 i T i i i i
Departmental agencies and accounts 57,000 63,218 65,218 45,990 45,990 45,990 T T T
Higher education institutons T T Il T T T T T T
Foreign governments and international org T T T T T T 1l T T
Public corporations and private enterprises 11,025 4,600 27 T T 837 1,273 2,929 2,929
Non-profit institutions 11,253 2,752 2,507 4,211 24,637 24,637 13,781 4,495 4,535
Households 126,039 43,955 62,017 97,402 100,422 87,510 99,638 107,401 103,506

Payments for capital assets 999,573 385,835 363,681 458,431 475,937 378,332 696,359 697,521 704,634
Buildings and other fixed structures 641,113 118,100 107,278 212,197 212,487 165,067% 203,543 322,708 325,500
Machinery and equipment 358,460 267,735 256,403 246,234 262,905 212,72C 490,816 374,813 379,134
Heritage Assets T T T T T i i T T
Specialised military assets T T T T T i i T i
Biological assets T i T T T i i T i
Land and sub-soil assets T i T T T i i T i
Software and other intangible assets T i i T 545 545 2,000 T i

Payments for financial assets <] [¢) [¢) l¢] <) 538 <] [5) [5)

Total economic classification 13,186,494 13,016,308 13,514,845 14,187,504 14,602,663 14,512,326 15,093,250 15,691,613 16,111,15

LESS:

Departmental receipts not surrendered to Pro

Revenue Fuhd
(Amount to be financed from revenue colle: 214,161 77,598 308,30¢ 150,681 150,681 150,681 156,106 160,789 165,612
terms of Section 13 (2) of the PEMA)

Adjusted total economic classification 12,972,333 12,938,710 13,206,537 14,036,823 14,451,982 14,361,645 14,937,144 15,530,824 15,945,54!
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The department targeted an unqualified audit opinion on financial reporting as well as performance reporting for
2024/25 FY. However, due to control gaps the department received a qualified audit opinion on financial reporting
with regard to its Immovable Asset Register.

The Central Medical Trading Account of the department made great strides and improved its audit outcome to an
unqualified audit opinion for the 2024/25 Financial Year. This was done through an overall improvement of the
financial management control environment, as well as improving the controls around systems challenges it had in
the past.

The Department has also maintained an unqualified audit opinion on its performance information for the third
consecutive year, demonstrating the strengthened cultural shift and improved change management that is being
prioritised. The three programmes audited by the Auditor General in this regard were District Health Services,
Provincial Health Services and Health Care Support Services.

To address the qualification paragraphs of the Department:

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

A The Department will perform a valuation of the immovable asset projects that remain unsupported to ensure
there is appropriate audit evidence in this regard.

A The department will also work closely with national department to ensure that there are standard operating

procedures on AFS compilation and that there is consistency in application of accounting standards.

Infrastructure Delivery

Well-structured and equipped health facilities create a conducive environment for health workers and
patients. Infrastructure remains one of the key enablers contributing positively towards achievement of good
health outcomes. South Africa’'s National Infastructure Plan 2050 (NIP 2050) is a strategic plan to improve
infrastructure delivery. Its main goals are to create a foundation for inclusive growth, address institutional
weaknesses that hinder infrastructure projects and strengthen institutions to delier on the National
Development Plan (NDP) vision, which is to promote good health in the health sector. Infrastructure provides
access to healthcare, enables access to clean water and sanitation, stable energy supply for storage of
medical supplies and other operations in health facilities. This is not limited to digital infrastructure, whereby
connectivity enables access to care and improves service delivery.

The department undertakes maintenance, repairs, refurbishment and building of new health facilities
according to the infrastructure plans. Ancillary support services such as laundries and mortuaries are also in
need of new and more efficient buildings ananachinery, most of these support facilities are aged. However,

budgetary constraints negatively impacted the plans of the department; projects could not be finalized and
scheduled ones could not commence.

Engineering services such as electrical, mechanical, medical gas, sewer system, water supply are
continuously being upgraded as some have reached end of their useful lifslore modern, safer and efficient
systems are installed during the eplacement processes.

Despite the limited budget, the department will progressively address infrastructural challenges with priority
given to highest pressure points. Health infrastructure services will be prioritized to ensure safety and
efficiency of systems in the health fadities for optimized health care delivery.The main aim is to ensure
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health facilities are compliant to stipulated health norms and standards and ready for the implementation of
National Health Insurance.

Human Resources for Health

ORGANISATIONAL CULTURE

The department will strive to create a positive organisational culture through promotion and articulation of vision,
mission, values, fostering open communication and feedback, acknowledging and rewarding employees for good
performance. Training and development opportunities will be afforded equally to all employees of the department.

The roll out and utilization of the Human Resource Information System (an initiative of National Department of Health
and HISP) is expected. This is a system which will assist in getting information related to our health workforce. Itis a
reporting tool which has integrated data on health workforce from the following platforms: PERSAL, Vulindlela,
SANC, HPCSA, SALGA, SAPC, ICSP. PERSAL and Vulindlela are the primary sources of data and constitute a large
portion of the information. One of the winning strategies for this system is a change in culture and mindset from the
stakeholders who will be interacting with the system due to envisioned value it will bring.

HUMAN RESOURCE FOR HEALTH PLAN

The Human Resources Plan for 2025-2028 was approved and is in effect as at end of June 2025. The Plan is focusing
on the following 3 priorities: Recruitment and Retention (To fill critical posts in line with the multi-year Recruitment
Plan) , Training and Development (Planning for and rolling out of the skills audit) as well as Orgnaizational Structure
(Striving for a structure that will meet the service delivery needs of the department).

The following strategic documents/prescripts within the Human Resources Management and Planning environment
were adopted by Chamber after consultation with organized labour: Recruitment and Selection, Special Leave and
the Directive on Other Remunerative Work Outside Public Service. Following approval by the authority,
implementation and continuous monitoring will be done (including all other policies that were approved). The first
report on the progress of the department on implementation of the Employment Equity Plan 2025-2028 is due for
submission by January 2026.

Approximately 680 posts were approved for filling and 432 were filled in the 2024/2025 financial year. Out of 758
posts for doctors, there is 37% vacancy rate. Out of 273 medical specialists posts, the vacancy rate is 31%. These
are the scarce skill categories which the department will strive to retain and recruit. The departmental recruitment
strategy will be a corner stone for adverts, headhunting, deviation from the normal recruitment processes and
implementation of the retention strategy to give preference to bursary holders and scarce skills categories such as
specialists. This is to ensure that there is adequate ratio of doctors, nurses, pharmacists and other categories per
uninsured population in the province.

The department continues to monitor the development and implementation of the employment equity plan by
designated members of the SMS. Departmental Employment Equity Forum was established. The department
continuous to promote gender equality, diversity management and representativity /transformation; out of the 50%
target on female SMS members, 34.15% was achieved as at end of July 2025. On one hand, the national target for
disability representatives at workplace is 2%, and 0.27% was achieved as of end July 2025. With the quest to improve
lives of women, youth and people with disabilities, the department will employ targeted recruitment to ensure all
categories are fulfilled. The department will apply the Technical Assistance Guidelines on employment of persons
with disabilities and Code of Good Practice for the employment of persons with disabilities.

To improve lives of women, 40% of public procurement in the department goes to women-owned businesses and
this is measured under budget programme 1. As at end of 2024/25, 37.9% was achieved of the 40% target. Due to
insufficient number and variety of women-owned businesses for goods and services during the reporting period.
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The department strives to ensure effective HR functioning by implementing HR compliance policies. These
documents will enable compliance on binding policies and relevant processes that are aligned with directives and
other prescripts affecting efficiency of Human Resources and Planning.

Staff establishment of the Department

As of July 2025, the department had a fixed staff establishment of 23 160 posts, 15 908 are actively filled and 31.47%
vacancy rate. With the current plans of filling critical and vacant (funded posts), by end of the financial year 2025/26,
it may positively impact the vacancy rate. The department works tirelessly to ensure synergy between the
organisational structure, departmental strategic plan, individual performance agreements and job descriptions.
Based on age analysis, age group 40-50 years makes up more workforce of the department at 35% and the youth age
group [20-29 years] combined is at 5%. In terms of race distribution, there is a high percentage of Africans at 91%
and a too small percentage of Indians. The below figure also shows more females on the structure that males.

Figure 28: Departmental staff establishment by gender, age and race
Gender Analysis

Females Males

Age Analysis Race Distribution

0% 6%
6% 5% 0%

35%

m20-29 m30-39 m40-49 m50-59 m60-65 >65 = AFRICAN B COLOURED m®=INDIAN =WHITE

SourcePERSAL: REPORT: 7.14.1

The above figure highlights the need for gender equity and need for targeted recruitment to ensure sufficient
representativity of all races. Ages 50-65 carries about 36% combined and this calls for rigorous implementation of
succession plan to encourage seamless business continuity.

Staff turnover

The staff turnover of critical personnel in the department was 1.8%, [Vulindela report, Employment Changes Report,
April 2025 to August 2023he turnover of critical and scarce skills negatively affects the quality and accessibility of
health care services. This exposes the department to increased medical litigations and low staff morale. The audited
Annual Report of 2024/25 reported that the department had a vacancy rate of 30.64% and envisions to reduce high
staff turnover to at least 10% which is considered healthy and it will be indicative of functional employee retention
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strategies. The figure below demonstrates distribution of some categories of health professionals per 100 000
population.

Figure 29: Health Professionals per 100 000 uninsured population

Health Professionals Per 100 000 Unisured Population
Xhariep 24.7 71.6 4.1
T Mofutsanyana 20.9 661 3.5
Mangaung 23.4 158.2 6.4
Lejweleputswa 16.6 67.3 2.8
Fezile Dabi 21 65.8 3.2
FS Province 20.8 o92_4 4.1
sA 35.6 141.3 12.1
o 20 40 60 80 100 120 140 160 180 200
m Medical Officers m Professional Nurses Pharmacists

Source:Human Resource Information SystemSeptember 20258 District Health Barometer

HUMAN RESOURCE DEVELOPMENT AND CAPACITY BUILDING

The main objective of training and development is to facilitate the acquisition of new skills and improve the current
skills by enhancing existing knowledge. This is in support of administrative reform implementation and
modernisation, as well as improving professional/technical skills and qualifications of staff to increase productivity.

Higher Education and Training Programs are offered through the two colleges: Free State School of Nursing (FSSON)
and Free State College of Emergency Medical Care (FSCoEC). The department strives to ensure accreditation of the
programmes offered at these colleges through Council for Higher Education, SAQA and Professional Bodies; SANC
and HPCSA. The Free State College of Emergency Medical Care is exploring new strategic partnership opportunity
with Central University of Technology on training for three programs: preparatory program for the current emergency
care practitioners to prepare for enrolment into One Year Higher Certificate and later three years Diploma Program.
The Agreement with the University of Johannesburg came to an end in 2025.

The Regional Training Centre continues to provide clinical training programmes to improve health care workers’
competencies, performance on priority programmes and to keep abreast with the latest development in the clinical
protocols and treatment guidelines.

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

Pillar 4 on Professionalization Framework encourages continuous learning and professional development. The
department continues to award employees bursary opportunities through the identification of priority areas of study
as contained in the Annual Performance Plan of the Department and Human Resource Plan. An online bursary
application system was introduced to ease the application process and to make it accessible to all employees. This
will improve the skills gaps and ensure provision of skilled personnel.

Induction of new employees and re-orientation to public service remains a priority for the department to ensure
professionalisation of public service. Implementation of Skills Audit according to the new methodology remains a
challenge due to old an organisational structure not aligned to the current strategic plan of the department.
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LABOUR RELATIONS

National Framework towards the professionalization of the Public Sector calls for an accountable state where
consequences follow inability to live up to what is generally expected. Commitment to provide services to the
citizens of our province in a manner that fosters their constitutional right should be adhered to by public servants. The
Department will continue to be intentional in its effort to build an ethical workforce through continuous training of all
employees on code of conduct, disciplinary code and procedure and grievance procedure. In 2024/2025 financial
year the department trained a total of 3 359. These efforts were followed by subjecting officials who were found to
have violated the provisions of the guiding instruments such as sanctions as illustrated in the graph below. The
department will tirelessly work hard towards an ethical and professional workforce.

Figure 30: Departmental Sanctions 2024/25
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The department will strengthen working relations of Labour Relations, Internal Audit, Fraud and Anti-corruption and
Internal Control in a move to curb corruption and promote good governance. This will also aid smooth transitions in
investigations and implementation of consequence management thereafter. The department advocates for
harmonious workplace through functional structures such as Union management Committees and the Provincial
Sectoral Chamber to ensure that there are continuous dialogues with organised labour in pursuit of the
democratisation of the workplace. This assists in minimizing work stoppages and disruption of the provision of health
care to the citizens in the province

EMPLOYEE HEALTH & WELLNESS

Employee Health and Wellness Programme promotes and supports the physical, mental and emotional well- being
of employees. The objective of the program is to improve employee health, enhance job satisfaction and improve
employee retention. The key components of the program are mental health support, health education and
awareness, fitness and exercise program. Regular employee wellness programmes are conducted throughout the
department to ensure well-being of the employees.

Information & Communication Technology (ICT)

Government policy framework such South Africa's science, technology and innovation (STI) priorities and Digital
Government Policy Framework (DGPF) and the Roadmap for Digital Transformation focus to drive inclusive economic
and social development. Key areas include improving innovation in health and strengthening local capacity in areas
like vaccines and digital services with a focus on women and other marginalised groups. Aim is to modernise public
services by improving efficiency, accessibility and transparency. Key initiatives include a digital identity system, a
data exchange framework to break down government silos, a universal digital payment system, and a single digital
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service platform for citizens. These plans are designed to shift government to a "digital-first" mindset, aligning digital
efforts with the government's strategic goals to enhance service delivery and improve lives of citizens.

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

1 Automation of Key Functions: Electronic Submissions (eSubmissions), Electronic Leave Management
(eLeave), Warehouse Management Information System (WMIS) and Electronic PAIA Requests will be
implemented for operational efficiency.

1 HMS2 Deployment is ongoing in district hospitals. This system is primarily aimed at improving clinical record-
keeping and revenue collection.

1 Telemedicine and Mobile Apps: 53 clinicians were trained across 15 clinical disciplines using ARMS; 3,200
downloads of the EMS Bophelo app, integrated with CAD system.

9 Digitization of Records: patient of files digitized of patient files with a focus on maternal records to enhance
health intelligence and data management.

9 Infrastructure and Procurement Delays: Connectivity challenges due to SITA delays in procuring essential
hardware like switches and cabling, affecting ICT systems rollout.

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

1 Cybersecurity Strengthening: New enterprise anti-virus is being deployed to 5,000 computers to protect
sensitive health data.

1 Data Management: Enhanced use of platforms like CHIP and Mom-Connect for improved healthcare data
analysis and decision-making.

9 Clinician Training: Collaborating with CUT on digital literacy training for clinicians as part of HMS2 deployment.

1 Budget and Staffing Constraints: Ongoing budget pressures and unfilled ICT posts, impacting progress and
operational capacity.

Health Information Management

Health Information Management plays an essential role in collecting, storing, maintaining and analysing patient
information/data from health facilities (hospitals, PHC and community). This is done in accordance with data quality
standards.

Challenges in data management continue but the department has also seen some gains; standardisation of data collection
tools for hospitals and PHC facilities including daily data capturing in all health institutions. The use of Tier.net in all facilities
as the electronic register for PrEP, ART and TB services has also improved the continuation of care and eliminated multiple
paper-based registers. This has improved the data quality and alignment in health facilities. HMS2, which was benchmarked
in the Eastern Cape as a patient information system is currently being implemented in some district hospitals and has
improved availability of patient-level data for clinicians to provide continuity of care.

The department continues to monitor implementation of HPRS in all our PHC facilities and this has improved the
collection of patient demographic information, generation of 1 unique patient record number and standardisation of
filing. Implementation of an appointment system aims to reduce patient waiting times, one patient file, one entrance
and one exit have proven beneficial. The projectis ongoing in hospitals and once completed, it willimprove continuity of care.

Relevant data quality control measures are beingimplemented, 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. The daily
and monthly data sign off at all levels of care and monthly data reconciliations are also being implemented to improve data
quality and the use. Although data quality has not reached 100%, there has been a great improvement, as a result no
accuracy findings were made by AGSA during the performance audit for three successive financial years.
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Despite the strides that have been made by the province in improving data management, data completeness 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 fragmented information systems, is
still a challenge within the department. Data collection tools are still paper-based at points of collection, which affects the
integrity and quality of data recorded and reported. The official data collection system, WEBDHIS still relies on paper-based
registers in health facilities, which leaves room for human error during capturing. Computer theft is one of the major
challenges that is contributing negatively to the timeliness and completeness of data in the province. The 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 FSDoH is a co-creator of the Electronic Medical Record (EMR) system, which the NDoH is currently
developing. Contributions from FSDoH take the form of hosting the environments for Alpha and Beta testing as well as
providing inputs to improve system functionality that is pertinent to the daily operations of PHC facilities. The system will be
piloted in a few facilities in Thabo Mofutsanyana district before being implemented in the rest of province and country later
in 2024-2025 under the guidance of the National Department of Health. This will solve a lot of data management challenges
within the public health sector.

Lastly, ongoing efforts to ensure data quality, research remains a critical component within the Free State Department of
Health (FSDoH). Research initiatives within FSDoH facilities are strongly encouraged and supported by the research
community. Some of the key components of research within the Free State Health Departmentis coordinating and enabling
research within the province. Annual research day is commemorated every financial year in November. Significant research
activities include the Free State Health Research Priority Setting, along with collaborative studies with other government
departments, such as the Department of Public Service and Administration (DPSA) and the Department of Cooperative
Governance and Traditional Affairs (COGTA). Notably, a collaborative study with DPSA focused on service delivery,
capturing insights from healthcare workers and community representatives. This study was prominently highlighted during
the national commemoration of Public Service Month. During the event, FSDoH showcased best practices, technological
innovations and key lessons learned, positioning the study as a key focus of PSM's national agenda.

Disaster Management

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

The department has participated in nhumerous 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 in the Eastern Cape and the Drakensburg, and major international disasters, such as the tsunamis and
earthquakes.

The department played a leading role in the province-wide COVID-19 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 disease outbreak response readiness that is geared at the prevention, containment and management of epidemics.
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Alignment of the Strategic Plan and Annual Performance Plan

In developing this Department plan, PESTLE and Theory of Change planning tools were used to compile the foregoing
situation analysis and determine the set of appropriate impact statement and planned outcomes. Based on the
Medium Term Development Plan, the statement of intent provides a guide to the department; “Investing in people
through education, skills development and affordable health care” and the department falls under priority 2 of the
MTDP which envisions the following; “ Reduce poverty and tackle the high cost of living.” Sector outcome puts
emphasis on; “improved access to affordable and quality healthcare.”

The FSDOH strategy outlines the key elements of the requisite heath system that will support the department’s
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 incidences of adverse events that invariably lead to decrease in contingent liability due to medico-legal
cases. To achieve all the desired outcomes, there is a need for adoption of innovative ways to accelerate progress in
the sector and improve leadership to drive the changes.

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

IMPACT STATEMENT - OUTCOMES

Maternal, neonatal, infant and child mortality reduced

HIV/AIDS related deaths reduced

TB mortality reduced

Malaria related deaths reduced

Mortality due to non-communicable diseases reduced

Mental Health Care integrated into primary health care

Access, coverage and quality of public health services improved

Improved patient experience of care

Leadership and governance strengthened in healthcare

10 Financial management strengthened in health sector

11 Appropriate human resources for health

12 Robust and effective health information systems for evidence-based
management

13 Health infrastructure optimised for delivery of care

Life expectancy of the
Free State community

improved to 65 years by
2030

© 0o N o b~ wWwN
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PART C: MEASURING OUR PERFORMANCE

Institutional Programme Performance Information

BUDGET PROGRAMME 1: ADMINISTRATION

Programme Purpose: The aim of the Programme 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 MEC: Rendering of advisory, secretarial and office support services.
A Management: Policy formulation, overall management and administration supportof the Department and
the respective districts and institutions within the Department in order to ensure service effectiveness.
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SUB-PROGRAMME: OFFICE OF THE MEC

Purpose: Rendering advisory, secretarial and support services.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Leadership and governance strengthened in healthcare

Output Output Indicator Audited/Actual Performance Estimated MTEF TARGETS
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29

1. Districts with functional | 1.1 Number of districts with functional District
District Health Councils Health Councils 4 1 3 5 5 5 5
2.PHC fa0|l|t|e§ thh 2..1 Percentage of PHC facilities with functional 67.4% 82.2% 63.6% 100% 100% 100% 100%
functional clinic clinic committees
committees PHC facilities with functional clinic committees 147 161 140 220 220 220 220
All fixed PHC facilities 218 219 220 220 220 220 220
3. Hospltal§ with 3.1 Percentage of hospitals with functional hospital 100% 100% 90.9% 100% 100% 100% 100%
functional hospital boards | boards
Number of hospitals with functional hospital boardg 32 32 29 32 32 32 32
Total number of hospitals 32 32 32 32 32 32 32
[ 6 )
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SUB-PROGRAMME: MANAGEMENT

Purpose: Policy formulation, overall management and administration support of the department and the respective districts and institutions within the
department.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Financial management strengthened in health sector

Output

Output Indicator

Audited/Actual Performance

Estimated

MTF Targets

Performance
2022/23 2023/24 2024/25 2025/26 2026/27 \ 2027/28 2028/29
4. Audit outcome | 4.1 Audit outcome for regulatory audit Qualified Qualified Qualified Unqualified Unqualified Unqualified Unqualified
achieved expressed by AGSA opinion opinion opinion opinion opinion opinion opinion
5.0wnrevenue | 5.1 Percentage own revenue collected 100.3% 55% 164.1% 95% 95% 95% 95%
collected Amount of own revenue collected (R) 214 161 000 75655 188 308 078 289 144 051 350 148301 000 | 152750 000 157331 000
Forecasted own revenue (R) 213520 439 137536 000 187 753 000 151 633 000 156106 000 | 160789 000 165612 000
6. !nv_0|ces paid 6.1 Percentage of invoices paid within 30 65.8% 58.4% 46% 100% 100% 100% 100%
within 30 days days
Number of invoices paid within 30 days of | =, ;g4 13 588 11 046 22 295 27 000 27 000 27 000
receipt by the institution
;Ztt"i"t'urt‘ig'r?ber of invoices received by the 19 443 23 284 24 159 22 295 27 000 27 000 27 000
joni N N N
7.Accrualsand | 7.1 Reduc’qon in accruals and payables not ! ew ! ew . -ew R100 million R100 million R100 million R100 million
payables reduced | yetrecognised indicator indicator indicator
8. Women 8.1 Percentage of procurement spent on 32.9% 20% 37.9% 20% 20% 20% 20%
empowerment women-owned businesses
through public | Rand value of 15 most procured items Spey 73 351 743 | 860000000 | 776 950000 | 880000000 | 440000000 | 440000000 | 440000 000
procurement on womenowned businesses [R]
improved Zs;'tiz;”tflfgﬁzrtlesr ?;‘]’St procured items |, 45743 185 | 2 150 000 000 | 2050 000 000 | 2 200 000 000 | 2 200 000 000| 2 200 000 000| 2 200 000 000
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OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Robust and effective health information systems for evidence-based management

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 \ 2023/24 2024/25 2025/26 2026/27 \ 2027/28 2028/29
9. Business processes 9.1 Number of business processes automated 7 4 4 4 4 4 4
automated
10. District hospitals 10.1 Number of district hospitals implementing
implementing HMS2 HMS2 ! 10 16 19 2 23 25

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 Councils 5 - - - 5

2. Percerytage of PHC facilities with functional clinic 100% i i i 100%
committees

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

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

opinion i i i opinion

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

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

7. Reductionin accruals and payables not yet recognised R100 million - - - R100 million

8. Pergentage of procurement spent on women-owned 20% 20% 20% 20% 20%
businesses

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

10. Number of district hospitals implementing HMS2 21 - - - 21
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PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

The department strives to improve governance and administration. Over the MTEF period, governance structure will
continue to function with the view of enhancing compliance, accountability and providing effective oversight in all
districts. In recent years, the department has experienced an increase in medical litigation cases which is cause for
concern. The growing medical litigation costs will one way or another affect operations within the department. The
clinical governance policy will be reviewed. The department will strengthen implementation, monitoring and
corrective actions in clinical governance and capacitate clinical high-risk areas to reduce the incidences of adverse
events to name a few.

To achieve clean-audit, both internal and external audit recommendations will be implemented accordingly.
Strengthening enforcement and oversight will be done with regularly progress reporting and implementation of
corrective measures to improve governance and compliance. Implementation of combined assurance and
capacitating the Internal Control, Risk Management, Internal Audit and Security Management for improved
governance will be done. Regular internal audits and risk assessments will be conducted to mitigate internal risks.

Constant work towards strengthening financial management within the department is ongoing. We will review of the
budgeting and cash management processes for the alighment of resource allocations with the departmental priorities
and improved creditors management. Implementation of cost centre management system for improved financial
stewardship and compliance culture will be undertaken. Proactive contract procurement processes, monitoring and
cashflow management for improved efficiency, compliance and reduction in accruals will be intensified. Strategic
and transparent procurement processes will be strengthened by progressive digitization of SCM processes from
requisition to payment (end-to-end) for effectiveness. However, preferential procurement processes will be applied
to respond to gender inclusion and empower women owned businesses through public procurement. Revenue
collection processes, with focus on the major revenue sources and debtors will be strengthened. The department
will leverage on technology and roll-out the electronic invoice tracking system across all health institutions to
improve compliance with payments within 30 days and roll-out of HMS2 to all hospitals, in conjunction with switching
facility, and appointment of case managers, subject to funding from Treasury. Asset management preventative and
control mechanisms will be progressively prioritized to prevent loss and theft of assets as required by the legislation.

Currently, there are limitations in revenue collection but strategies to increase collection will be intensified by
leveraging on emerging innovative ICT and information management gains in the department; HMS 2 rollout in
conjunction with switching facilities. In support of economic growth in the province, the department will improve on
paying of suppliers within 30 days of services rendered. Recovery and debt management strategies will be improved
in the department by deploying structured recovery plans.

Modern technology is crucial in the department to enhance business processes in support of efficient service
delivery. Several business processes have been automated previously and more are further identified for digitisation.
The department is working towards enhancing interoperability to synergies the systems for efficiency and cost-saving
measures. ICT infrastructure will gradually be improved to enhance service delivery. Roll-out of the integrated
electronic medical records (EMR) systems, with e-Impilo in PHC facilities and HMS2 in hospitals will continue to
enhance system responsiveness, continuity of care, safeguarding patient data and cost effectiveness.

The prospects of the MTDP and the health sector are to have a single electronic heath record. Research and
innovation play a critical role in informing policy decisions in the department. The department hosts annual research
day in collaboration with institutes of higher learning and other sectors to advance public health and encourage
evidence-based policy decision making.
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The department will finalise the review and update of organisational structure to align with the mandate of the
department and inclusion of hospital services component including review of the departmental Human Resources
for Health Plan . Recently, the department has experienced high vacancy rate, dedicate funding will be availed to fill
critical vacant posts and streamlining of HR processes to improve turn-around time for filling of funded vacant posts.
Capacity building of health workforce is continuous to improve health outcomes and these will be afforded in
accordance to the critical skills identified. To enhance HR services, progressive towards Digital Transformation
Programme including paper-based HR records and processes will be invested into. In line with the DPSA directive of
50% representivity of women in the SMS echelon, 3% for people with disability, the department will strive towards
targeted recruitment and retention of personnel following the approval of Employment Equity Plan 2025-2028,
including approval other HR policies and strategies meant to accelerate service delivery by addressing current human
resource gaps.

Wellbeing of workforce will be taken care of especially mental health which is on the rise all over to ensure positive
contribution in advancing the envisioned outcomes of the department. The department will work tirelessly to create
harmonious working conditions between employer and employees by swiftly resolving misunderstandings and
ensuring all employees understand ethical code of conduct in workplace as required by the law.

Security in all health establishments will be enhanced constantly to ensure safety of all employees and patients by
deploying adequate resources and using more recent technology to advance security features.
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Budget Allocation

Summary of payments and estimates by sub-programme: Administration

Qutcome Mal'j ) .’u:ljuslteq Revised estimate Medium-term estimates
appropnation  appropriation
R thousand AL W34 202425 02526 kvl by WBA
1. Oficz of he MEC 9,126 9141 8313 13958 13958 12461 14112 14750 15415
2 Menagement 35,284 KITEXY) 5% 1298 13528 nan 6473 0782 408 882
Total payments and estimates A0 6573 30,049 406,857 427185 38288 390,585 403,532 44 97
Summary of payments and estimates by economic classification: Administration
Outcome apprhgglr?ation ap/?)(::)l:)sr:zt?on Revised estimafe Medium-term estimates
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 312,043 304,345 302,051 355,283 375,883 336,110 384,452 399,952 417,117
Compensation of employees 244 586 244,464 235,19€ 279,348 279,348 266,040 278,458 291,440 305,004
Goods and services 67,418 59,820 66,686 75,817 96,495 69,923 105,876 108,389 111,984
Interest and rent on land 39 61 169 118 40 147 118 123 129
Transfers and subsidies to: 2,674 7,345 24,987 45,706 45,706 40,103 551 576 602
Provinces and municipaliies i i i i i i i i i
Departmental agencies and accounts i i i i i i i i i
Higher education instituions i i i i i i i i i
Foreign governments and internation, i i i i i i i i i
organisations
Public corporations and private enterprises 1,405 4,282 i i i 16 i i i
Non-profit institutions i i i i i i i i i
Households 1,269 3,063 24,987 45,706 45,706 40,087 551 576 602
Payments for capital assets 9,693 4,883 3,011 5,868 6,268 6,596 5,582 5,004 6,578
Buildings and other fixed structures i i i i i i i i i
Machinery and equipment 9,693 4,883 3,011 5,868 6,268 6,596 5,582 5,004 6,578
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i i i i i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible assets i i i i i i i i i
Payments for financial assets [ 0 d 4 4 24 4 4 0
Total economic classification 324,410 316,573 330,044 406,857 427,857 382,833 390,585 405,532 424,291
()



BUDGET PROGRAMME 2: DISTRICT HEALTH SERVICES (DHS)

Programme Purpose: To render Primary Health Care Services and District Hospital Services.
Programme 2 has the following sub-programmes:

District Management

Community Health Clinics

Community Health Centres

Community Based Services

District Hospitals

HIV/AIDS

Tuberculosis

Maternal, Neonatal, Child, Youth & Women’s Health and Nutrition

Coroner Services

> > > > > > > > > D>

Disease Prevention and Control
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SUB-PROGRAMME: DISTRICT MANAGEMENT

Purpose: Management of all district health services including resources.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Access, coverage and quality of public health services improved
Audited/Actual Performance

Output

Output Indicator

2022/23

2023/24

2024/25

Estimated
Performance
2025/26

2026/27

MTEF Targets

2027/28

2028/29

1. Availability of 1.1 Percentage availability of medication 90.5% 92.3% 90.6% 90% 90% 90%
medication in health Number of items of tracer medication availabl( 105 120 123 72 72 72 72
facilities The _tota_l number of items of approved tracer 116 130 136 80 80 80 80
medication

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved patient experience of care
Estimated

Output Output Indicator Audited/Actual Performance MTEF Targets
Performance
2022/23 ‘ 2023/24 2024/25 2025/26 2026/27 2027/28 ‘ 2028/29
1. Patient satisfaction 1.1 Patient experience of care survey rate (PHC) . New ' New ' New 100% 100% 100% 100%
survey conducted indicator indicator indicator
Facility PEC survey done - 220 220 220 220
Fixed PHC clinics or fixed CHCs and or CDCs - - - 220 220 220 220

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Maternal, neonatal, infant and child mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 \ 2023/24 2024/25 2025/26 2026/27 2027/28 \ 2028/29
1. PHC utilisation under 5 1.1 PHC utilisation under 5 years rate 3 3 29 3.2 3.2 3.2 3.2
years PHC headcount under 5 years 798 367 761 185 729 285 800 954 800 490 800 490 800 490
Population under 5 years 266 089 252 989 251478 250 298 250 153 250 153 250 153

——
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OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS
| Annual Target ‘ Target: Q1

Output indicators

‘ Target: Q2 | Target: Q3 ‘

Target: Q4

1. Percentage availability of medication 90% 90% 90% 90% 90%
2. Patient experience of care survey rate (PHC) 100% - - - 100%
3. PHC utilisation under 5 years rate 3.2 3.2 3.2 3.2 3.2
( 1
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PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

PHC services are the front door to the health care system and it is the corner stone in achievement of Universal
Health Coverage through implementation of NHI in the country. Over the MTEF period, FS DoH will strengthening
the implementation of PHC services, including mobile health clinics, WBPHCOTSs and Integrated School Health
services for improved quality and accessible health care. These will be done through community-based services
such as standardised mobile clinic schedules, revitalization of WBPHCOTs supervision, optimised CCMDD pick-
up points and other community platforms especially areas in the periphery. Fleet recapitalization will be steered,
with focus on the ageing ones and replacement of mobile clinics and EMS fleet. More pro-active PHC services are
critical in detecting early signs of epidemics; These services will be expanded through extending operating hours
in some PHC facilities where possible and integration of PHC teams; move from vertical programmes to
geographic-based teams, single point of accountability per catchment area and shared performance metrics.
Possibility of re-instating the relevant elements of the DCST model will be reviewed as well as PHC organisation
structure to standardize operates in all districts.

The department will continue with the implementation and monitoring of the Ideal Clinic Realization &
Maintenance (ICRM) programme; progressively reprioritise funds towards strengthening PHC services and ICRM
and comply with OHSC and NHI readiness. Strengthen districts health services, intensify use of booking system
in all health facilities to expedite service delivery . Use of booking system in all health facilities will improve patient
waiting times and patient satisfaction levels at PHC facilities. Patient experience of care (PEC) surveys will be
conducted in all the PHC facilities and Quality Improvement Plans (QIPs) will be developed, implemented and
monitored per facility. MTDP 2024/29 advocates for well-resourced PHC services and the department will invest
in PHC by filling critical posts to improve service delivery, strengthen clinical outreach from district hospitals to
PHC facilities and ring-fence PHC funding dedicated to community-based services. Clinical outreach to PHC
facilities and hosting specialized clinical outreach from level 2 and 3 hospitals will also be implemented. Referral
and diversion policy will be implemented and monitored across all levels of care. Pharmaceutical services will also
be strengthened to ensure health facilities have adequate supply of medicines and medical consumables.




SUB-PROGRAMME: DISTRICT HOSPITALS

Purpose: Rendering of a hospital service at district level.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved patient experience of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 @ 2028/29
1 .:ua:s:;::s;tcljsjsg;on 1.1 Patient experience of care survey rate in;\:z\;or ing::;lvtor ing::;lvtor 100% 100% 100% 100%
Facility PEC survey done - - - 25 25 25 25
Total number districthospitals - - - 25 25 25 25

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators ‘ Annual Target ‘ Target: Q1 ‘ Target: Q2 | Target: Q3 ‘ Target: Q4
1. Patient experience of care survey rate 100% - - - 100%
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PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

District Health services are crucial for accessible hospital services. Effective and efficient district hospitals
serve as the gateway to more specialised care, making them a crucial link in the referral system that leads to
higher-level of care when necessary. They offer a range of services and technical expertise needed to implement
public health policies and management of health needs. As a link from PHC level, leadership and governance
will be strengthened in district hospital services ensuring adequate human resources and other necessary
resources. Inter-sectoral collaboration will be expedited to address social determinants of health in a quest to
reduce infant and child mortalities for desired increase in life expectancy in the province.

To improve quality of health care services, patient experience of care (PEC) surveys will be conducted in all the
25 District Hospitals and quality improvement plans will be developed, implemented and monitored [2025/26 &
2026/27 QIPs]. Decanting of chronic patients and appointment system will be effectively implemented in all
health facilities to minimize congestion, reduce patient waiting times and improve health services. Quarterly
patient waiting time audits will be conducted and quality improvement plans will be developed and monitored in
health facilities. In a quest to improve cleanliness in health institutions, programmes for the cleanliness of the
interior and grounds per hospital will be implemented. Security will be improved in all health facilities.

Implementation of the Ideal Health Facility programme in all health facilities to improve compliance to OHSC,
quality of health care and ultimately NHI readiness is under way. Clinical governance policy implementation will
be strengthened and continuous monitoring of patient safety, reporting and effective management of adverse
events will be ongoing. The department will implement outreach services from level 2 and 3 to district hospitals
as per scheduled calendar. Referral and diversion policy will be implemented and monitored across all levels of
care, cost-effectiveness, correct treatment and improving health outcomes of patients.




SUB-PROGRAMME: HIV & AIDS, STl & TB CONTROL (HAST)

Purpose: Rendering of primary health care services in respect of HIV/AIDS campaigns and Special Projects including reduction of TB related deaths.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Audited/Actual Performance

Output

Output Indicator

2022/23 2023/24

2024/25

Estimated
Performance

2025/26

MTEF Targets

2026/27 2027/28 2028/29

1. HIV positive 5-14 1.1 HIV positive 5-14 years (excl ANC) rate 1.0% 0.8% 0.6% 0.7% 0.5% 0.4% 0.3%
years (exl ANC) rate HIV positive 8.4 years (excl ANC) 415 336 307 289 214 172 128
HIV test 514 years (excl ANC) 41 307 42 802 49 471 42 802 42 802 42 802 42 802
2.HIV positive 15-24 2.1 HIV positive 15-24 years (excl ANC) rate 2.1% 1.7% 1.6% 4% 3.5% 3% 2.5%
years (exl ANC) rate HIV positive 124 years (excl ANC) 4 068 3755 3484 7 608 6 657 5 706 4755
HIV test 1524 years (excl ANC) 190681 | 220879 | 217771 190 200 190 200 | 190200 | 190200
3. ART adultremainin | 3.1 ART adult remain in care rate [12 months] 62.5% 65.7% 65.2% 95% 95% 95% 95%
care total ART adult remain care- total [12 months] ( 19571 14514 12 624 20 863 20 863 20 863 20 863
ART adult naive StaiiR T adult cumulative 31314 | 22047 | 19349 21961 21961 | 21961 | 21961
transfer out [12 months]
4. ART child remainin | 4.1 ART child remain in care rate [12 months] 58.3% 70.2% 68.8% 95% 95% 95% 95%
care total ART child remain in caréotal, [12 months] 787 688 337 469 469 469 469
ART chl_ld under 15 years naive st&RT child 1350 980 490 494 494 494 494
cumulative transfer out [12 months]
5. ART adult viral load | 5.1 ART adult viral load suppressed rate - below 91.8% 73.8% 83.4% 95% 95% 95% 95%
under 50 50 [12 months]
ART adult viral load under 50 6 426 16 038 7 090 28 261 28 261 28 261 28 261
ART adult viral load done 7 000 21714 8 500 29 748 29 748 29 748 29 748
6. ART child viralload | 6.1 ART child viral load suppressed rate - below 61.9% 47.8% 59% 95% 95% 95% 95%
under 50 50 [12 months]
ART child viral load under 50 124 214 118 285 285 285 285
ART child viral load done 200 448 200 300 300 300 300
7. ART death rate 7.1 ART death rate 2% 2.3% 1.9% <2.8% <2.6% <2.4% <2.2%
reduced ART cumulative deathotal 653 510 382 629 584 539 494
ART start minus cumulative transfer out 32 664 22 598 19 860 22 455 22 455 22 455 22 455
( )
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OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: TB mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 | 2027/28 2028/29
1. People tested using | 1.1 Number of people tested using TB-NAAT New New New New
TB-NAAT indicator indicator indicator indicator 88000 92000 94000
.DS- . - N N N
2. DS-TB treatment 1.2 Number of DS-TB treatment start under 5 ' .ew ' .ew ' 'ew 331 354 400 331
start under 5 years years indicator | indicator | indicator
.DS- . - N N N
3. DS-TB treatment 1.3 Number of DS-TB treatment start 5 years and ' .ew ' 'ew ' 'ew 7306 7646 7768 7306
start 5 years and older | older indicator indicator indicator
.RR- ificati . i ici i i- i N N
4. RR-TB notifications | 2.1 TB Rifampicin resistant /multi-drug clients . ‘eW . Aew ' New 226 200 215 200
started on treatment indicator indicator indicator
5. AlLDS-TB client 3.1 AlLDS-TB client treatment success rate 73% 71.1% 73.1% 80% 80% 80% 80%
successfully All TB client successfully completed treatment 4526 6 989 6 994 6827 6 827 6 827 6 827
completed treatment | All DS TB treatment start 6 200 9 830 9572 8534 8534 8534 8534
6. TB RR/MDR 4.1 TB Rifampicin resistant/multi-drug - resistant 59.4% 61.2% 62.7% 62.4% 63.3% 64.2% 65%
successfully treatment success rate
completed treatment | TB Rifampicin resistant /mulfrug resistant 208 137 168 141 143 145 147
successfully completed treatment
TB Rifampicin Resistant /mudtiug resistant client 350 224 268 226 226 226 226
started on treatment
7. TB clients deaths 5.1 AULDS-TB client death rate 12.9% 12.3% 11.5% 10% 9.9% 9.5% 9.5%
decreased All DSTB client death 800 1209 1 096 853 845 811 811
All DS TB treatment start 6 200 9830 9572 8 534 8 534 8 534 8 534

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Malaria related deaths reduced

Output

Output Indicator

2022/23

2023/24

Audited/Actual Performance

2024/25

Estimated
Performance
2025/26

MTEF Targets

2026/27 2027/28 2028/29

1. Prevention, early 1.1 Malaria case fatality rate 11.8% 2.6% 0% 0% 0% 0% 0%
detection of malaria Malaria deaths reported 2 1 0 0 0 0 0
cases Malaria case reported 17 38 21 15 15 15 10
( ]
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OUTPUT INDICATORS ANNUAL AND QUARTERLY TARGETS

1. HIV positive 5-14 years (excl ANC) rate 0.5% 0. 5% 0. 5% 0. 5% 0. 5%
2. HIV positive 15-24 years (excl ANC) rate 3.5% 3.5% 3.5% 3.5% 3.5%
3. ART adult remain in care rate [12 months] 95% 95% 95% 95% 95%
4. ART child remain in care rate [12 months] 95% 95% 95% 95% 95%
5. ART adult viral load suppressed rate - below 50 [12 months] 95% 95% 95% 95% 95%
6. ART child viral load suppressed rate - below 50 [12 months] 95% 95% 95% 95% 95%
7. ART death rate <2.6% - - - <2.6%
8. Number of people tested using TB-NAAT 88 000 22000 22000 22000 22000
9. Number of DS-TB treatment start under 5 years 354 89 88 89 88
10. Number of DS-TB treatment start 5 years and older 7 646 1912 1912 1911 1911
11. TB Rifampicin resistant /multi-drug clients started on treatment 200 50 50 50 50
12. AILDS-TB client treatment success rate 80% 80% 80% 80% 80%
13. TB Rifampicin resistant/multi-drug - resistant treatment success rate 63.3% 63.3% 63.3% 63.3% 63.3%
14. AULDS-TB client death rate 9.9% - - - 9.9%
15. Malaria case fatality rate 0% 0% 0% 0% 0%
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PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Over the medium term period, the department aims to reduce morbidity and premature mortality due to
communicable diseases. The outcome focuses on HIV, TB and Malaria, notwithstanding the fact that the latter
is not endemic to the Free State Province.

The department will intensify the implementation and monitoring of the implementation of the HIV 95/95/95 and
TB cascades. Targeted strategies will be deployed to enhance implementation of treatment adherence strategies
that will lead to improved viral load suppression to more clients. This will contribute to the reduction in new HIV
infections and AIDS-related deaths. The department will further implement targeted programmes to improve HIV
and TB management and treatment adherence among children and adolescents. Youth friendly services will be
intensified to improve access, treatment adherence and health outcomes for children and adolescents and
reduce HIV-TB co-infection. Newly diagnosed patients will be initiated on treatment and linked to CHWs and
family members for support. Management of patients on ART will be strengthened to improve retention in care
through differentiated models of care and monitoring of the “Welcome Back Campaign Strategy” for clients
restarted on ART will be intensified. Decanting strategy for stable patients through multi-month dispensing will
continue. Community engagements and empowerment campaigns will be conducted. Provision of Pre-Exposure
Prophylaxis (PrEP) and Post-Exposure Prophylaxis (PEP) will be upscaled for improved access.

The early diagnosis and prompt initiation of eligible patients on TB treatment leads to reduction of TB
transmission. It will also reduce the incidence of drug-resistant TB and TB-related deaths. The department will
implement Targeted Universal TB Testing (TUTT) through testing People living with HIV, children and adolescent
and all TB contacts and all clients on TB treatment and those eligible will be initiated on TB Preventative Therapy
as per guidelines. Clinical audits, data quality assessments and training of clinicians will be conducted for better
management TB disease. The department will implement social and behavioural change communication
(SBCC), involve stakeholder engagements including private sector and community awareness campaigns and
health education. Though FS Province is not malaria endemic, surveillance for early malaria detection will be
strengthened through integrated screening programme.




SUB-PROGRAMME: MATERNAL, CHILD AND WOMEN’S HEALTH AND NUTRITION (MCWH&N)

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, enhancing health care worker
training and strengthening health systems and to improve quality of care.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Maternal, neonatal, infant and child mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Couple year protection 1.1 Couple year protection rate 83.8% 90.2% 77.1% 80% 80% 80% 80%
Couple year protection 545 890 707 543 656 212 687 626 687 626 687 626 687 626
Population 1549 years females 779 843 784 416 851118 859 532 859 532 859 532 859 532
2. !Early detectlop of womenat | 2.1 Cervical cancer screening 4 New 42.8% 37.7% 50% 55% 60% 65%
risk of developing cancer of coverage indicator
the cervix improved Cervical cancer screening done - 32 815 37 783 50 076 55 083 60 091 65 098
(Female 3e34 years + SUM[Female-35
39 years] + SUM[Female-4@ years +
SUM[Female 459 +Female 50 years]
*0.8)/10) + (((Female 2D4 years +
Female 2529 yearst Female 384 - 76 670 100 151 100 151 100 151 100 151 100 151
years + Female 339 years + Female
40-44 years + Female 49 years+
Female 5654 years + Female 50
years) * 0.2) / 3)
3. Increase percentage (80%) | 3.1 Antenatal 1* visit before 20 weeks 62.1% 62.8% 66.3% 70% 75% 28% 80%
of pregnant women who rate
attend ANC before 20 weeks | Antenatal 1 visit before 20 weeks 27 099 24 680 24 089 27 837 29 85 31018 31814
Antenatal 1st visittotal 43 656 39 288 36 357 39 767 39 767 39 767 39 767
4. Increase percentage (80%) | 4.1 Mother postnatal visit within 6 84.3% 90% 94.6% 83% 84% 84% 85%
of mothers who attend days rate
antenatal care between 0-6 l\/Ither postnatal visit within 6 days aft| 38 842 37 253 33 644 34042 34453 34453 34 863
days delivery
Delivery in facilitytotal 46 076 41 392 35577 41 015 41 015 41 015 41 015
5. Neonatal death in facility 5.1 Neonatal death in facility rate (per
reduced 1000 live births) 17.3 19.7 16.9 16 15 14 12
Neonatal 628 days death in facility 801 810 594 653 612 571 490
Live birth in facility 46 291 41 100 35 056 40815 40 815 40 815 40 815
( )
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Outcome: Maternal, neonatal, infant and child mortality reduced

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 ‘ 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
6. Motherjtojchlld 6.1 Infant PCR test around 6 months _ New . New . New . New 98% 98% 98%
transmission uptake rate indicator indicator indicator indicator
eliminated Infant PCR test around 6 months - - - - 4 900 4 900 4 900
Live hirths to HIV positive mothers - - - - 5000 5000 5000
7. Immu.nlsatlon coverage 7.1 Immunisation under 1 year 79.7% 76.4% 65.9% 90% 90% 90% 90%
improved coverage
Immunised fully under 1 year new 40 118 38 514 33 280 45 679 45 939 45 939 45 939
Population under 1 year 50 358 50 381 50 497 50 755 51 043 51 043 51 043
7.2 MR 2" dose 1 year coverage 80% 73.6% 67% 95% 95% 95% 95%
MR 2¢dose 40 152 37 091 33 456 47 463 47 665 47 665 47 665
Target population 1 year 50 177 50 381 49 966 49 961 50173 50173 50173
8. Deaths in childrenunder5 | 8.1 Chll(;l _under 5 yearsf severe acute 9.7% 9.3% 8.3% 10% 8.5% 8.3% 77%
years of age reduced malnutrition case fatality rate
Severe acute malnutrition death under 08 76 58 84 72 70 65
years
Severe _acute malnutrition inpatient 1011 817 701 843 843 843 843
separation under 5 years
8.2 Death under 5 years against live 2.5% 2.8% 2.5% 2.3% 2.2% 2.1% 2%
birth rate
Death in facility under 5 years total 1157 1131 888 1104 1 056 1008 816
Live births in facility 46 291 41 000 35 056 40815 40 815 40 815 40 815
9. Grade R learners screened 9.1 Number of Grade R learners . New . New . New . New 21097 22000 23000
screened indicator indicator indicator indicator
10. Maternal mortality in 10.1 Maternal mortality in facility ratio
. L 124.2 107.37 170.6 140.5 125 100 78.9
facility decreased (per 100 000 live births)
Maternal death in facility 66 48 65 59 50 39 30
Live births known to facility 53 117 44 848 38 102 42 000 40000 39000 38 000
( )
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OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators Annual Target Target: Q1 Target: Q2 Target: Q3 Target: Q4
1. Couple year protection rate 80% 80% 80% 80% 80%
2. Cervical cancer screening coverage 55% 55% 55% 55% 55%
3. Antenatal 1°tvisit before 20 weeks rate 75% 75% 75% 75% 75%
4. Mother postnatal visit within 6 days rate 84% 84% 84% 84% 84%
5. Neonatal death in facility rate 15 15 15 15 15
6. Infant PCR test around 6 months uptake rate 98% 98% 98% 98% 98%
7. Immunisation under 1 year coverage 90% 90% 90% 90% 90%
8. MR 2nd dose 1 year coverage 95% 95% 95% 95% 95%
9. Child under 5 years severe acute malnutrition case fatality rate 8.5% 8.5% 8.5% 8.5% 8.5%
10. Death under 5 years against live birth rate 2.2% 2.2% 2.2% 2.2% 2.2%
11. Number of Grade R learners Screened 21097 5274 5274 5274 5275
12. Maternal mortality in facility ratio 125 - - - 125
[ g0 )



PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Free State remains1o.1 province in the country when it comes to maternal deathd~or improvedmaternal and
child health outcomes in province, the focus will be on strengthening preventative care and health
systems. MNCWH cost centrewill be established for coordinated budgeting, financial management and
synergy throughout the programme Visibility of leadership in morbidity and mortality reviewswill to be
purpose drivenfor improved maternal and child health outcomes. The department willfill critical funded
vacancies at PHC facilities and didrict hospitals, especially those of midwivesand they will be trained on
advanced ANC prioritizing 24 and 28weeks visits. Tostrengthen antenatal carg Umbi-flow will be procured
and distributed to selected PHC facilitiesfor foetal monitoring to reduce incidences of still births and there
will be expansion of CPAP for neonates services at district hospitals

Critical strategiesthat include expanding access to quality antenatal and postnatal care, promoting exclusive
breastfeeding, strengthening comprehensive child immunisation programme invoke intersectoral
collaboration to improve surveillance of vaccine preventable disease Community-based initiatives and
engagements will also be crucial in achievingjood health outcomes for mothers and children. Implementing
guality improvement initiatives, using technology like mobile healthsocial media, radio slotsand providing
culturally relevant support are also crucialfor effective outcomes in maternal and child health.

Theobstetric midwife birthing units (OMBUs) at Fezile Dabi(Boitumelo Hospital) and Lejweleputswa (Bongani
Hospital) Districts will be revivedfor improved mother and baby servicesThe department willprocure the
requisite health care technology and appoint operating theatre nurses to open 2dours theatre services at
Thusanong, National, Elizabeth Ross HospitalsDedicated inter-facility transport (obstetric ambulances) and
skilled personnel in health facilities are crucial, we will ncrease the dedicated obstetric ambulances for the
inter-facility transport of maternal and neonatal patients Ongoing capacty building initiatives targeted for
doctors and midwivesare continuous. Postnatally, mothers are linked to community health workers to ensure
continuity of care. Efforts are under way toimprove child survival strategies and intensify Integrated
Management of Childhood llinesses (IMCI), open days for child health services at health facilities and health
outreach services to day care centresre implemented. Improve implementation of integrated school health
services (ISHP) per suldlistrict with focus to screening Grade R learnergo support early identification of
barriers to learningand refereligible learners for health care services.




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

Purpose: To render preventive, promotive and management of Non- Communicable Diseases including Palliative Care and upscale screening for early

detection and initiation on treatment.
Provision of a community-based health service at non —health facilities in respect of home-based care, victims of abuse, mental- and chronic care,

school health, etc.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Mortality due to non-communicable diseases reduced

Output

1. Management
of diabetes
mellitus
improved

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1.1 Normal Haemoglobin A1c (HbA1c) test with 521% 53.1% 59.2% 56% 57% 60% 62%
result <8% rate
ghfes(r]}:?ber of diabetic clients with HbAlc resulf 26 050 35 281 20 490 28 189 28 693 30 203 31 210
Total diabetic clients with HbA1C test done 50 000 66 422 34 593 50338 50 338 50 338 50 338

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Mental Health Care integrated into primary health care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Prevention 1.1 PHC Mental Health Conditions Treatment . New . New 0.003% 0.01% 0.01% 0.01% 0.01%
and early rate new indicator indicator
detection of PHC client treated for mental health conditions i 153 400 500 500 500
mental health new
conditions PHC headcountTotal - - 5102 916 5 060 0@ 5080000 | 5080 000| 5080000
( ]
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SUB-PROGRAMME: FORENSIC PATHOLOGY SERVICES (CORONER)

Purpose: The performance of medico-legal autopsies. Strengthening Forensic Pathology Services.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

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

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 @ 2027/28 | 2028/29
1. Medico-legal 1.1 Percentage medico-legal c_:ases attended 21% 21% 2 4% 10% 10% 10% 10%
cases attended to where cause of death remained unknown
Number of medicdegal cases where the cause 57 82 91 279 272 272 272
of death was not established after an autopsy
Total number of medielegal autopsies 2720 3835 3788 2720 2720 2720 2720
performed
2. Autops!eg 2.1 Per_centage of autopsies performed within 99.2% 98.6% 94.3% 99% 99% 99% 99%
performed within5 | 5 working days
working days Autopsies performed within 5 working days 2945 3835 3572 2693 2 693 2 693 2 693
Number of all autopsies performed 3020 3891 3788 2720 2720 2720 2720

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

‘ Target: Q2

‘ Target: Q3

‘ Target: Q4

Output indicators

‘ Annual Target ‘ Target: Q1

1. Normal Haemoglobin A1c (HbA1c) test with result <8% rate 57% 57% 57% 57% 57%
2. PHC Mental Health Conditions Treatment rate new 0.01% 0.01% 0.01% 0.01% 0.01%
3. Percentage.medlco—legal cases attended to where cause of 10% 10% 10% 10% 10%
death remained unknown

4. Percentage of autopsies performed within 5 working days 99% 99% 99% 99% 99%

( )
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PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Non-communicable diseases are ranked high on the top 10 major causes of death in the province across all
districts in the province. The department aims to reduce morbidities and mortalities because of NCDs. Health
education and promotion are key to empowering communities so that they can take control of their own lives and
make healthy lifestyle changes.

Over the MTEF period, the department will development and implement an integrated surveillance and screening
system for non-communicable disease and mental illnesses and continue to operationalise the NCD 90/60/50
cascade and 5x5 Strategy (5 disease areas and 5 risk factors) for improved management of hypertension and
diabetes. Critical funded NCD+ vacant posts will be filled for increased accountability. Digital health tool for the
tracking of patients and increase treatment adherence to reduce loss to follow-up will be developed and
implemented. Institutionalize routine NCDs screening and basic management into PHC service packages
through standardised screening tools and in accordance with the guidelines.

Mental health is on the rise globally; the department will strengthen PHC and district mental health workforce
capacity through structured skills development and targeted recruitment of district specialists mental health
teams to improve access. Mental health screening services at PHC level and initiating eligible clients on
treatment will continuously be done and awareness campaigns to prevent stigmatisation of different mental
health conditions will be conducted. The department will improve capacity to admit State Patients at the FSPC
and through optimal 72-hour observation pathways. 72-hour units for mental health care assessments will be
upgraded in ten hospitals during 2026/27 and the rest over the MTEF period.

The department will strengthen the forensic pathology services by filling critical posts and providing adequate
necessary resources to ensure that all set targets are achieved. This will assist in improving turnaround to all the
unnatural deaths subjected to medico-legal autopsies.




Budget Allocation

Summary of payments and estimates by sub-programme: District Health Services

Outcome appr’\gzir?ation ap/;l:iupsrit(:on Revised estima!e Medium-term estimates
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. District Management 160,828 145,783 154,602 166,938 171,362 169,144 153,350 145,442 143,184
2. Community Health Clinics 1,116,498 1,067,350 1,260,07 1,317,196 1,305,160 1,221,42 1,362,152 1,410,468 1,306,94
3. Community Health Centre 164,529 178,209 199,114 192,605 202,039 283,381 254,454 265,941 279,629
4, Community Based Services 704,574 710,656 712,104 750,908 813,570 811,472 1,006,598 1,043,171 1,095,604
5. HIVIAIDS 1,995,969 1,921,700 1,862,40 1,818,992 1,839,418 1,844,93 1,899,217 1,965,583 2,021,394
6. Nutrition 14,784 17,200 14,956 28,683 28,683 18,889 19,152 20,428 21,404
7. Coroner Services 47,927 50,890 53,521 56,933 56,933 56,168 59,659 61,151 63,945
8. District Hospitals 1,706,729 1,728,182 1,779,20 1,947,677 2,042,995 2,084,57 2,060,238 2,151,272 2,247,39
9. Other Community Services 93,626 41 i i i i i i i
Total payments and estimates 6,005,464 5,820,011 6,035,97 6,279,932 6,460,160 6,489,99%) 6,814,820 7,063,456 7,179,494
Summary of payments and estimates by classification: District Health Services
Outcome Mai? ) Adjusteq Revised estima!e Medium-term estimates
appropriation  appropriation
R thousand 202223 2023/24 2024125 2025/26 2026/27 2027/28 2028/29
Current payments 5,939,670 5,760,122 5,985,32 6,215,916 6,360,048 6,401,740 6,698,078 6,951,713 7,070,434
Compensation of employees 4,171,387 4,232,503 4,236,68: 4,558,796 4,594,263 4,610,12: 4,907,609 5,136,411 5,351,49
Goods and services 1,766,009 1,522,419 1,748,39 1,657,120 1,765,785 1,791,56 1,790,329 1,815,161 1,718,79
Interest and rent on land 2,274 5,200 247 i i 43 140 141 147
Transfers and subsidies to: 15,529 12,889 18,054 18,742 39,688 37,736 25,915 17,709 12,142
Provinces and municipalities i 32 50 i i i i i i
Departmental agencies and accounts i i 2,000 2,112 2,112 2,172 i i i
Higher education institutions i i i i i i i i i
Foreign governments and international organisations i i i i i i i i i
Public corporafions and private enterprises 1,290 i i i i 431 1,273 2,929 2,929
Non-proft institutions 1,480 1111 916 2,000 22,426 22,426 11,431 2,121 2,121
Households 12,759 11,746 15,088 13,970 14,490 12,107 13211 12,659 7,092
Payments for capital assets 50,265 47,000 32,594 45274 60,424 50,471 90,827 94,034 96,918
Buildings and other fixed structures i i i i i i i i i
Machinery and equipment 50,265 47,000 32,594 45,274 60,424 50,471 90,827 94,034 96,918
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i i i i i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible assets i i i i i i i i i
Payments for financial assets d d d ] ] 52 3 3 3
Total economic classification 6,005,464 5,820,011 6,035,97 6,279,932 6,460,160 6,489,99 6,814,820 7,063,456 7,179,494
(=]



BUDGET PROGRAMME 3: EMERGENCY MEDICAL SERVICES (EMS)

Programme Purpose: To render pre-hospital Emergency Medical Services including inter-facility-

transfers, Planned Patient Transport and emergency communications.

Sub-Programmes of EMS are:

A Emergency Transport
A Planned Patient Transport




SUB-PROGRAMME: EMERGENCY TRANSPORT

Purpose: Rendering Emergency Medical Services including Ambulance Services [pre-hospital and inter-hospital], Special Operations and Communications and
Air Ambulance services.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

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

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29

1.EMS P1 1.1 EMS P1 urban response under 30 minutes rate 49.1% 46.9% 48.7% 50% 55% 60% 65%
urban EMS P1 urban response under 30 minutes 6 440 5732 6 861 6 500 7 150 7 800 8 450
response EMS P1 urban responses 13 109 12 212 14 103 13 000 13 000 13 000 13 000

2.EMSP1 2.1 EMS P1 rural response under 60 minutes rate 80.3% 80.7% 80.1% 82% 84% 85% 88%
rural response | EMS P1 rural response under 60 minutes 23713 22 895 19 095 23434 24 005 24 291 25148
EMS P1 rural responses 29 530 28 370 23 846 28 577 28 577 28 577 28 577

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

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

1.  EMS P1 urban response under 30 minutes rate 55% 55% 55% 55% 55%

2. EMS P1 ruralresponse under 60 minutes rate 84% 84% 84% 84% 84%
[ g )



PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Emergency Medical Services are crucial for saving lives. The budgetary constraints, limited number of ambulances
and relevant skills shortages negatively affect response times and ambulance coverage per 10 000 population
according to the norms and standards in the province. the department will procure and deploy 112 ambulances,
emergency response vehicles, planned patient transporters and rescue vehicles as part replacement of the ageing
fleet. This will improve pre-hospital management services, ambulance coverage and response times.

Appropriate skills mix will be implemented at the EMS call centre for optimal triaging and dispatching of
ambulances for improved response times and efficient EMS services. Implementation and monitoring of clinical
governance across all levels of health care will be intensified. The department will invest in advanced life support
and other appropriately skilled personnel, procure sufficient medical rescue equipment and increase fleet
especially inter-facility in a quest to reduce maternal and neonatal mortalities. Re-evaluation and allocation of
resources towards progressively ensuring at least 1 ambulance per town to improve the operational ambulance
coverage and emergency response times will also be done.

Budget Allocation
Summary of payments and estimates by sub-programme: Emergency Medical Services
Outcome Ma‘f‘ . AdjusFeq Revised estimate Medium-term estimates
appropriation  appropriation
R thousand 2022123 2023/24 2024125 2025/26 2026/27 2027/28 2028/29
1. Emergency Transport 990,229 961,407 1,002,630 974,604 991,139 1,092,50 1,099,780 1,128,288 1,174,114
2. Planned Patient Transport 14,127 15,830 15,846 21,161 20,626 17,691 21,831 22,832 23,860
Total payments and estimates 1,004,356 977,237 1,018,47 995,765 1,011,765 1,110,19 1,121,611 1,151,120 1,197,974
Summary of payments and estimates by economic classification: Emergency Medical Services
Outcome apprr\gzlr?ation ap?)(:ljjupsr::?ion Revised estimaie Medium-term estimates
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 977,217 968,757 1,010,66 975,024 993,524 1,094,72 1,108,100 1,130,198 1,175,78
Compensation of employees 619,043 646,878 682,090 751,697 766,697 743,623 816,902 798,320 833,344
Goods and services 358,174 321,879 328,577 223,327 226,827 351,098 291,198 331,878 342,44
Interest and rent on land i i i i i i i i i
Transfers and subsidies to: 1,678 1,124 1,322 1,000 1,000 935 1,600 621 649
Provinces and municipaliies i 85 166 i i i i i i
Departmental agencies and accounts i i i i i i i i i
Higher education institutions i i i i i i i i i
Foreign governments and international organisations i i i i i i i i i
Public corporations and private enterprises 60 318 27 i i 44 i i i
Non-profit institutions T i i i i i i i i
Households 1,618 721 1,129 1,000 1,000 891 1,600 621 649
Payments for capital assets 25,461 7,356 6,487 19,741 17,241 14,108 11,911 20,301 21,538
Buildings and other fixed structures 4,720 i i i i i i i i
Machinery and equipment 20,741 7,356 6,487 19,741 17,241 14,108 11,911 20,301 21,538
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i i i ; i i ; i i
Land and sub-soil assets T i i i i i i i i
Software and other intangible assets T i i i i i i i i
Payments for financial assets ] 3 ] <} ) 434 8 3 )
Total economic classification 1,004,356 977,237 1,018,47 995,765 1,011,765 1,110,19 1,121,611 1,151,120 1,197,974




BUDGET PROGRAMME 4: PROVINCIAL HOSPITAL SERVICES

Programme Purpose: Delivery 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.

Programme 4 has the following subZrogrammes:
A General Hospitals (Regional Hospitals)
A Psychiatric/Mental Hospitals (FSPC)




SUB-PROGRAMME: GENERAL (REGIONAL) HOSPITALS

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

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved patient experience of care

Output

1. Patient satisfaction
survey conducted

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28
1.1 Patient experience of care survey rate . New ' New ' New 100% 100% 100% 100%
indicator indicator indicator
Facility PEC survey done - - 4 4 4 4
Total number afegionahospitals - - - 4 4 4 4

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators

| Annual Target ‘ Target: Q1

| Target: Q2

\ Target: Q3

| Target: Q4

1. Patient experience of care survey rate

100%

100%

SUB-PROGRAMME: SPECIALISED PSYCHIATRIC HOSPITAL SERVICES (FSPC)

Purpose: Rendering specialized acute and rehabilitation health services as well as a platform for the training of health professionals and research.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved patient experience of care

Output

1. Patient satisfaction
survey conducted

Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 \ 2024/25 2025/26 2026/27 2027/28 2028/29
1.1 Patient experience of care survey rate . New . New . New 100% 100% 100% 100%
indicator indicator indicator
Facility PEC survey done - 1 1 1 1
Total number adpecialised psychiatribospitals - - - 1 1 1 1

Output indicators

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

1. Patient experience of care survey rate




PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Provincial /Regional hospitals services are vital for providing specialised care services serving as a crucial link to
level 3 hospitals. They offer more specialist services. providing a comprehensive range of services that can include
preventative, promotive, curative and rehabilitative care. However, due to budgetary constraints, there are
shortages of much needed skills in our hospitals. This negatively affects efficiency of services. Over the medium
term period, the department will improve efficiency of hospitals through continuous recruitment and retention of
scare skills. Appointment of clinical consultants in all the basic clinical specialties of regional hospitals; this will
improve quality and accessibility of services and reduce surgical backlogs.

Ideal Hospital programme for OHSC compliance and NHI readiness programmes will continue to be implemented.
Clinical governance policy will be monitored to ensure compliance. Patient Experience of Care (PEC) surveys will
be conducted in all the four Regional and FS Psychiatric Hospitals and QIPs [2025/26 and 2026/27] survey will be
developed and monitored. In a quest to improve cleanliness in health institutions, programmes for the cleanliness
of the interior and grounds per hospital will be implemented. Patient safety will be prioritized through effective
monitoring, reporting and management of adverse events and security will also be improved in all health facilities

Clinical outreach and in reach services will be strengthened from level 3 care to Regional Hospitals and level 2 care
to District Hospitals. Referral policy and diversion policy will continue to be implemented and monitored for cost-
effectiveness and equal access to care. The number of beds for 72-hour observation will progressively be increased
to accommodate the demand for mental health care services.

To reduce infant, child and maternal mortalities, critical posts will be filled, necessary resources will be availed and
strategic procurement of key equipment will be done timeously. Capacitation of all regional & tertiary hospitals to
conduct in-reach and out-reach is ongoing. The department will ensure completion of all expansion projects for
maternity and neonatal units in regional hospitals. IMCI programme will continuously be implemented across all
levels of care forimproved child health outcomes. Post-natal down referral will be strengthened to ensure mothers
and babies receive necessary care at all times.




Budget Allocation

Summary of payments and estimate by sub-programme Provincial Hospital Services

QOutcome Ma'f’ ) AdJUSFeq Revised estimaje Medium-term estimates
appropriation  appropriation
R thousand 2022123 2023124 2024125 2025126 2026127 2027128 2028129
1. General Hospitals 1,312,002 1,332,318 1,311,68 1,553,598 1,632,719 1,533,40 1,575,755 1,632,838 1,690,234
2. Public-Private Partnerships i i i i i i i i i
3. Psychiatric/Mental Hospital 375,729 319,573 381,674 443,793 446,021 421,86 452,048 471477 492,292
Total payments and estimates 1,687,731 1,711,951 1,693,35 1,997,391 2,078,740 1,955,27 2,027,803 2104315 2,182,524
Summary of payments and estimates by economic classification: Provincial Hospital Services
Outcome """"‘T‘ . AdjusTeq Revised estimaie Medium-term estimates
appropriation  appropriation
R thousand 202223 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 1,660,265 1,697,465 1,680,398 1,980,184 2,054,203 1,933,22 1,987,574 2,063,878 2,144 31
Compensation of employees 1,327,233 1,362,125 1,332,28 1,524,568 1,510,600 1,461,70 1,524,895 1,601,289 1,668,54
Goods and services 332,790 335,326 347,344 455,615 543,602 471,515 462,679 462,589 475,76
Interest and rent on land 242 14 770 1 1 i i i 1
Transfers and subsidies to: 15,248 6,572 8,567, 6,576 9,076 8,225 7,750 7,828 7,118
Provinces and municipalites i i i i i i i i i
Departmental agencies and accounts i i i i i i i i i
Higher education instituions i i i i i i i i i
Foreign governments and international organisations i i i i i i i i i
Public corporations and private enterprises 8,270 i i i i 215 i i i
Non-profit instituions 2,179 1,641 1,591 2,211 2,211 2,211 2,350 2,374 2,414
Households 4,799 4,931 6,976 4,365 6,865 5,799 5,400 5,454 4,704
Payments for capital assets 12,218 7914 4,392 10,631 15,461 13,829 32,479 32,609 31,095
Buildings and other fixed structures 110 i i i i i i i i
Machinery and equipment 12,108 7,914 4,392 10,631 14,916 13,284 32,479 32,609 31,095
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i i i i i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible assets i i i i 545 545 i i i
Payments for financial assets d 0 d 0 0 () i) [} 3
Total economic classification 1,687,731 1,711,951 1,693,35 1,997,391 2,078,740 1,955,27 2,027,803 2,104,315 2,182,524
(o )



BUDGET PROGRAMME 5: CENTRAL HOSPITAL SERVICES

Programme Purpose: The aim of Programme 5 is to provide tertiary health services and to
create a platform for the training of health workers.

Programme 5 has the following subZrogrammes:
A Central Hospital Services

A Provincial Tertiary Services




SUB-PROGRAMME: PROVINCIAL TERTIARY HOSPITAL SERVICES

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

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved patient experience of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Patient satisfaction 1.1 Patient experience of care survey rate . NeW 4 NGW 4 NGW 100% 100% 100% 100%
survey conducted indicator indicator indicator
Facility PEC survey done - - - 1 1 1 1
Total number drtiaryhospitals - - - 1 1 1 1

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators |AnnualTarget ‘ Target: Q1 ‘ Target: Q2 ‘ Target: Q3 | Target: Q4
1. Patient experience of care survey rate 100% - - - 100%

SUB-PROGRAMME: CENTRAL HOSPITAL SERVICES

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

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Improved patient experience of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Patient satisfaction 1.1 Patient experience of care survey rate . New . New . New 100% 100% 100% 100%
survey conducted indicator indicator indicator
Facility PEC survey done - - - 1 1 1 1
Total number afentralhospitals - - - 1 1 1 1

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators ‘ Annual Target ‘ Target: Q1 | Target: Q2 ‘ Target: Q3 ‘ Target: Q4
1. Patient experience of care survey rate 100% - - - 100%
[ 95 )




PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

The department will implement interventions at both tertiary and central hospitals towards Long and healthy life for
Free State community; Tertiary and Central Hospital levels offer highly specialised services and are resource
intensive. These remain prominent teaching and training platforms in the province. Recent budgetary constraints
and persistent staff shortages affect efficiency of these services. However, the department has intensified use of
telemedicine to improve access and leveraging on technology to address service gaps.

Outreach services to lower levels of care reduce surgical backlogs and the department will constantly work towards
strengthed implementation and monitoring of the referral system and clinical services outreach from level 3 care to
Regional Hospitals and level 2 care to District Hospitals. Constant monitoring of clinical governance policy
implementation will be done to improve quality and access to services and mitigate service inefficiencies.

Ideal Hospital programme for OHSC compliance and NHI readiness programmes will continue to be implemented.
Clinical governance policy will be monitored to ensure compliance. Patient Experience of Care (PEC) surveys will
be conducted in both tertiary and central hospitals and QIPs [2025/26 and 2026/27] survey will be developed and
monitored. Quarterly patient waiting time audits will be conducted and quality improvement plans will be
developed and implemented in all health facilities. In a quest to improve cleanliness in health institutions,
programmes for the cleanliness of the interior and grounds per hospital will be implemented. Patient safety will be
prioritized through effective monitoring, reporting and management of adverse events and security will also be
improved in all health facilities.

The department will tirelessly work towards reducing infant, child and maternal mortalities dealing with complex
cases and illnesses by deploying specialised skills. This will impact positively on increasing the province’s life
expectancy and meeting other legislated constitutional mandates of the department for improved health outcomes.




Budget Allocation

Summary of payments and estimates by sub-programme: Central Hospital Services

QOutcome Main . AdjusFeq Revised estimal Medium-term estimates
appropriation  appropriation
R thousand 2022123 2023/24 2024125 2025/26 2026/27 2027/28 202829
1. Central Hospital Services 1,869,760 1999034  2,091,87 21463% 2179693  2,109,04 2279891 2401820 248774
2. Public-Private Parinership 12,715 12,869 10,258 17,783 17,783 23471 i i i
3. Provincial Tertiary Hospial Services 1,010,396 975,824 1,209,23 1,221,553 1,245,459 1,288,75 1,301,293 1,365,981 1,405,111
| Total navments and estimates 2892871 2987727 331136 3385732 3442935 342107 3581184 3767801  3.892.85

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

QOutcome M"’“T‘ . Adjust_eq Revised estimaje Medium-term estimates
appropriation  appropriation
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 2,694,400 2,869,734 3,176,834 3,239,848 3,297,051 3,310,93: 3,386,768 3,576,439 3,701,494
Compensation of employees 2,024,449 2,154,335 2,299,75 2,478,998 2,513,721 2,475,05, 2,621,783 2,733,535 2,858,63
Goods and services 669,486 715,364 872,604 760,850 783,330 835,887 764,985 842,904 842,864
Interestand rent on land 465 35 4,473 i i i i i i
Transfers and subsidies to: 8,828 5,705 7,843 8,780 8,780 7,441 10,134 11,262 11,262
Provinces and municipalities i i i i i i i i i
Departmental agencies and & i i i i i i i i i
Higher education instituions i i i i i i i i i
Foreign governments and in i i i i i i i i i
Public corporations and priva] i i i i i 129 i i i
Non-profit institutions i i i i i i i i i
Households 8,828 5,705 7,843 8,780 8,780 7,312 10,134 11,262 11,262
Payments for capital assets 189,643 112,288 126,68¢ 137,104 137,104 102,897 184,282 180,100 180,100
Buildings and other fixed strugtures i i i i i i i i i
Machinery and equipment 189,643 112,288 126,68¢ 137,104 137,104 102,897 184,282 180,100 180,10¢
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i T i i i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible; i i i i i i i i i
Payments for financial assets 3 s d 4 0 ) ) 3 8
Total economic classification 2,892,871 2,987,727 3,311,36: 3,385,732 3,442,935 3,421,27 3,581,184 3,767,801 3,892,85
(]



BUDGET PROGRAMME 6: HEALTH SCIENCES AND TRAINING (HST)

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

The programme has following Sub-Programmes:

A

Sub-Programme: Nurse Training College
Increase the number of professional nurses throughput from the Nursing Colleges.

Sub-Programme: Primary Health Care Training
Provision, Co-ordination and Management of all Clinical Training Programs for Health Care
Professionals to improve skills, knowledge and competency for better health outcomes.

Sub-Programme: Training Other
Provision, Co-ordination and Management of all Transversal Training Programs for Health Care
Workers, in line with the Department of Health Workplace Skills Plan.

Sub-Programme: EMS Training Colleges

To provide EMS education and training in line with National Health Act and National Education and
training Policy 2017, to ensure high-quality standards which is demand driven and cost effective
through partnerships and co-operation with relevant stakeholders using world class best training
practices.




SUB-PROGRAMME: NURSE TRAINING COLLEGES

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

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Appropriate human resources for health

Output

Output Indicator

2022/23

1. Nurse students
successfully
completing Advanced
Diploma in Midwifery

1.1 Number of nurse students successfully
completing Advanced Diploma in Midwifery

New
Indicator

2023/24

New

Indicator

Audited/Actual Performance

2024/25

New
indicator

Estimated
Performance
2025/26

57

2026/27

62

MTEF Targets

2027/28

65

2028/29

68

SUB-PROGRAMME: PRIMARY HEALTH CARE TRAINING

Purpose: Provision, Co-ordination, and Management of all Clinical Training Programmes for health care professionals in line with Regional Training Centre
Mandate on training of health professionals.

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Appropriate human resources for health

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 @ 2028/29
2. Clinicians trained on 2.1 Number of clinicians trained on ESMOE 207 141 419 250 275 300 375
ESMOE
3. .Nurses trained on 3.1 Number of nurses trained on Basic HIV . New . New . New 100 200 300 300
Basic HIV management | management indicator indicator indicator

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators

| Annual Target

‘ Target: Q1

‘ Target: Q2

| Target: Q3

| Target: Q4

1. Number of Nursing Students Successfully Completing 62 ) i ) 62
Advanced Diploma in Midwifery

2. Number of clinicians trained on ESMOE 275 50 75 100 50

3. Number of nurses trained on Basic HIV management 200 - 100 50 50




PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Capacity building and recruitment of correct skills contributes to competent and capable health workforce. The
department continues to afford career opportunities to different categories of employees with the aim of
strengthening health care services and improving lives of the citizens. Department will continue to invest human
capital and affording all employees capacity building initiatives. Over the MTEF period, the department will
strengthen teaching and learning in training colleges (FSSON and EMS Colleges) by implementing
comprehensive theoretical and practical training alighed with NQF standards and clinical competencies.

The department will collaborate with relevant stakeholders to improve training interventions at the Regional
Training Centre, strengthen collaboration with operational managers, program managers at both district and
provincial level for planning, and implementation of ESMOE and Basic HIV Course within Regional Training
Centre. To ensure quality, safe and effective service delivery, competent and knowledgeable training facilitators
will be maintained. Basic HIV Training for Professional nurses will be strengthened through online Knowledge
HUB system.

Budget Allocation

Summary of payments and estimates by sub-programme: Health Science & Training

Main Adjusted

Outcome . ... Revised estimate Medium-term estimates
appropriation appropriation

R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29

1. Nurse Training Colleges 143,447 141,371 139,18C 136,347 153,887 145,193 138,239 144,777 151,443
2. EMS Training Colleges 23,712 22,456 20,678 24,507 24,507 22,262 25,509 26,734 27,940
3. Bursaries i i i i i i i i i
4. Primary Health Care Training 21,319 19,837 19,830 44,090 24,564 24,922 45,758 38,164 35,335
5. Training Other 132,944 94,969 60,531 117,566 98,552 85,797 64,502 68,881 69,691
Total payments and estimates 321,422 278,633 240,218 322,510 301,510 278,174 274,008 278,556 284,409

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

Outcome Ma‘f‘ . AdJusFeq Revised estimate Medium-term estimates
appropriation appropriation
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 198,132 234,655 208,992 254,389 233,833 212,029 249,105 251,160 256,869
Compensation of employees 161,600 194,476 162,867 191,378 191,378 178,334 197,994 197,490 201,963
Goods and services 36,532 40,179 46,125 63,005 42,449 33,692 51,105 53,664 54,901;
Interest and rent on land T T T 6 6 3 6 6 6
Transfers and subsidies to: 118,265 40,788 28,905 66,321 66,321 64,307 23,103 25,493 25,5514

Provinces and municipalities i i i i i i i i i
Departmental agencies and a 22,000 23,218 23,218 43,218 43,218 43,218 i i i
Higher education institutions i i T i i i i i i
Foreign governments and int T T i i i i i i i
Public corporations and prival T T i i i i i i i
Non-profit institutions i i i i i i i i i

Households 96,265 17,570 5,687 23,103 23,103 21,089 23,103 25,493 25,551,
Payments for capital assets 5,025 3,190 2,322 1,800 1,356 1,838 1,800 1,903 1,989
Buildings and other fixed stru¢tures T i i i i i i i i
Machinery and equipment 5,025 3,190 2,322; 1,800 1,356 1,838 1,800 1,903 1,989
Heriage Assets i i i ; ; i i i i

Specialised military assets i i i i i i i i i
Biological assets i i i i i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible i i i i i i i i i
Payments for financial assets <} [¢] 5} 5} [¢] [¢] [¢] [¢] [¢]

Total economic classification 321,422 278,633 240,21¢ 322,510 301,510 278,174 274,008 278,556 284,409




BUDGET PROGRAMME 7: HEALTH CARE SUPPORT SERVICES (HCSS)
Programme Purpose: To render support services required by the Department to realise its outcomes.

SUB-PROGRAMME: LAUNDRIES

Purpose: Ensure continuous supply of clean linen in health facilities and implementation of health Non-Negotiables

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Access, coverage and quality of public health services in improved
Audited/Actual Performance

Output

Output Indicator

1. Health facilities 1.1 Percentage of health facilities (hospitals New New New 0 0 0 0

with 80% linen and CHCs) with 80% linen availability indicator indicator indicator 78.6% 83.3% 88.1% 88.1%
availability Number of health facilities with 80% linen - 33 35 37 37
Number of hospitals and CHCs - - - 42 42 42 42

2022/23

2023/24

2024/25

Estimated
Performance
2025/26

2026/27

2027/28

MTEF Targets

2028/29

SUB-PROGRAMME: ORTHOTICS AND PROSTHETICS

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

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

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

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Orthotic devices | 1.1 Medical orthotic devices issued rate 78.5% 76.3% 78.4% 79% 79% 79% 81%
issued Number of medical orthotic devices issued 10 187 10 629 10 935 10 241 10 241 10 241 10 500
Number of medical orthotic devices requested 12 978 13 935 13 948 12 963 12 963 12 963 12 963
2. Prosthetic 2.1 Medical prosthetic devices issued rate 65.4% 77.3% 80.5% 70% 70% 70% 72%
devices issued Number of medical prosthetic devices issued 460 713 750 490 490 490 504
Number of medical prosthetic devices requeste 703 922 937 700 700 700 700
( ]
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SUB-PROGRAMME: MED PAS (MEDICINE TRADING ACCOUNT)

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

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

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

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Service level for 1.1 Service level for normal orders 70.7% 55% 82.6% 65% 70% 75% 80%
medicine supplies Number of orders fulfilled 86 469 77 134 93 271 79 498 85613 91 728 97 843
Number of orders placed 122 304 139 322 112 942 122 304 122 304 122 304 122 304

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

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

1. Perce.ntage of.hea'l"ch facilities (hospitals and CHCs) with 83.3% 83.3% 83.3% 83.3% 83.3%
80% linen availability
2. Medical orthotic devices issued rate 79% 79% 79% 79% 79%
3. Medical prosthetic devices issued rate 70% 70% 70% 70% 70%
4. Service level for normal orders 70% 70% 70% 70% 70%
( 101 ]



PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Support services play a vital role in improving patient care and ultimately the health outcomes. Achieving the
envisioned outcomes is also crucial for the lives of the citizens including marginalized ones. Laundry service
programme is one of the ministerial non-negotiables and from the NHI policy perspective laundry service should be
provided in-house in a continuous and uninterrupted manner. Audited 2024/25 performance on availability of clean
linen in health facilities indicates good performance of 91.1% over the set target of 86%. However, over the MTEF
period the department will work tirelessly to ensure uninterrupted supply of clean linen in health facilities by fast-
tracking procurement of equipment and ongoing workmanship in various laundry projects. Rehabilitation, renovation
and refurbishment will be undertaken when need arises; currently there’s ongoing work in Kroonstad and Qwa-Qwa
laundries with expected completion in 2027 and FSPC laundry will be completed in 2026.

Orthotic and Prosthetics programme is crucial to improving lives of people with some form of physical challenges. In
2024/25, the department maintained a good performance in reducing the backlog of Orthotic and Prosthetics medical
devices. Over the MTEF period, good performance will be maintained by increasing supply of orthosis and prosthesis
medical devises to further reduce the current backlog. Centres will be capacitated to manufacture, adjust, repair and
design different devises according to the clients’ needs.

At MEDPAS, constant monitoring on procurement and availability of medication will be done to improve its capacity
to fulfil the demand and orders for medication from the different health facilities to reduce uninterrupted medicines
availability. This will strengthen governance in management of pharmaceutical services and improve the availability of
medication at health facilities. Ultimately contributing to access and quality of health care services, higher patient
satisfaction levels, health outcomes and fulfilling some requirements some towards universal health coverage.




Budget Allocation

Summary of payments and estimates by sub-programme: Health Care Support Services

Outcome Ma".‘ ' AdjusFedl Revised estimate Medium-term estimates
appropriation  appropriation
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Laundry Services 100,123 97,706 97,628 106,477 180,934 178,496 108,782 113,909 119,033
2. Orthotic and Prosthetic Services 24,160 27,257 28,154 29,178 32,178 29,491 30,413 31,783 33,215
3. Medicine (Medpas) Trading / 35,000 40,000 40,000 40,000 40,000 40,000 40,000 40,000 40,000
4. Compensatory Services i i i i i i 56,161 61,888 64,673
Total payments and estimates 159,283 164,963 165,782 175,655 253,112 247,98¢ 235,356 247,580 256,921

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

QOutcome appr’\gglrri]ation ap?)(::)li)srit(:on Revised estimaje Medium-term estimates
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 121,694 124,208 125,403 173,961 252,018 246,997 188,501 195,047 202,024
Compensation of employees 90,650 94,983 98,756 109,639 109,639 108,944 116,292 121,526 126,995
Goods and services 31,044 29,225 26,647 64,322 142,379 138,046 72,209 73,521 75,029
Interest and rent on land i i i i i i i i i
Transfers and subsidies to: 35,501 40,218 40,307 478 478 227 45,639 51,336 53,646
Provinces and municipaliies i i i i i i i i i
Departmental agencies and a 35,000 40,000 40,000 i i i i i i
Higher education institutions i i i [ i i i i i
Foreign governments and int¢ i i i I i i i i i
Public corporations and priva i i i [ i 2 i i i
Non-profit institutions i i i [ i i i i i
Households 501 218 307 478 478 225 45,639 51,336 53,646
Payments for capital assets 2,088 537 72 1,216 616 737 1,216 1,197 1,251
Buildings and other fixed strugtures i i i i i i i i i
Machinery and equipment 2,088 537 72 1,216 616 737 1,216 1,197 1,251
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i i i [ i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible; i i i i i i i i i
Payments for financial assets 3 d d 0 ] 28 9 3 3
Total economic classification 159,283 164,963 165,782 175,655 253,112 247,984 235,356 247,580 256,921
( 1
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BUDGET PROGRAMME 8: HEALTH FACILITIES MANAGEMENT (HFM)

Programme Purpose: Provision of new health facilities and the refurbishment, upgrading and

maintenance of existing facilities including health technology.

The Programme is funded from the following sources:
A Health facility Revitalisation Grant (Conditional Grant)
A Infrastructure Enhancement Allocation (Equitable Share)

A EPWP Allocation (EPWP)




BUDGET PROGRAMME 8: HEALTH FACILITIES MANAGEMENT

OUTCOMES, OUTPUTS, OUTPUT INDICATORS AND TARGETS

Outcome: Health infrastructure optimised for delivery of care

Output Output Indicator Audited/Actual Performance Estimated MTEF Targets
Performance
2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
1. Health fa_lcmt_les 1.1 Number of_health facilities that have 90 70 65 56 56 56 56
adequately maintained for undergone maintenance
effective service delivery 1.2 Number of health facilities upgraded New New New New

. S . o o 13 13 13
and refurbished indicator indicator indicator indicator

1.3 Number of new / replacement health New New New New 3 3 3
facilities completed indicator indicator indicator indicator

OUTPUT INDICATORS: ANNUAL AND QUARTERLY TARGETS

Output indicators

1. Number of health facilities that have undergone maintenance 56 14 28 42 56
2. Number of health facilities upgraded and refurbished 13 - - - 13
3. Number of new / replacement health facilities completed 3 - - - 3
( ]
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PLANNED PERFORMANCE OVER THE MEDIUM-TERM PERIOD

Infrastructure is one of the key enablers in promotion of good health. Health establishments and facilities that are well
maintained contribute immensely to improving health outcomes and compliance with infrastructure norms and
standards. It will enhance the accessibility and quality of health care service. FS DoH strives to accelerate and improve
health service by investing in efficient and effective engineering services that will be beneficial to the communities it
serves. This done by ensuring health facilities are compliant to health standards and National Health Standards, ready
for NHI implementation and compliant to IHF and addressing issues of women, children and people with disabilities
and addressing needs for mental health standards. In the previous financial year, there were some setbacks
experienced where some health facilities were temporarily closed by the Department of Labour due to non-
compliance to certain expected standards. Accruals that threaten supplier viability and project delivery will be
resolved including prohibition notices that create immediate service disruption risk. Extension of time (EoT)
adjudication averaging 427-439 days is a critical bottleneck and manual systems drive irregular expenditure. SCM re-
engineering and progressive digitization of the processes will be strengthened for both financial and infrastructure
outcomes.

To address some of these setbacks, the department willimplement Infrastructure Stabilisation Programme — Summit
Phase 1 to deal with aging facilities which create patient safety risks and structural failures. 370 facilities need
systematic maintenance. Summit roadmap identified 1-2 years for stabilization. Conduct Health establishment
assessments to determine the required interventions such as upgrades, refurbishment and replacements over the
MTEF period in consultation with the relevant stakeholders and ensure compliance with OHS standards. Internal
control measures will be strengthened to accelerate commissioned projects [6 projects at >90% completion, 12 in
progress, Pelonomi Maternity Ward and Boitumelo Contract 12 are high-profile commitments. Delays span multiple
financial years]. Infrastructure upgrades to improve accessibility and quality of maternity care at MUCPP will be
effected. Maintenance projects and budget allocation will be appropriately utilised and adequate project
management standards will be implemented to monitor progress for all projects.

New health facilities that are fit for purpose will be NHI ready and currently space and utility constraints prevent
accreditation. Long-term investment will be required across all 5 districts. They will also be responsive to health
needs and resilient to harsh climate change conditions. Back-up water and electricity supply will be availed in health
facilities to ensure continuity of care in cases of electricity and water cuts. In the long run, the department will opt for
more energy efficient electricity back-up systems other than diesel generators. The department will further invest in
safety by improving security measures at health establishments for patients and health care workers. Preventive
maintenance plans that are compliant with health and safety, Ideal health facility and OHSC will be developed. 72-
hour units for mental health care assessments will be upgraded in ten hospitals during 2026/27 and the rest over the
MTEF period. Medical Equipment Lifecycle Management will be conducted as equipment downtime directly impacts
on patient safety and clinical service availability. Clear accountability pathways will be highlighted to prevent further
delays and negligence in replacement of medical equipment.




Budget Allocation

Summary of payments and estimates by sub-programme: Health Facilities Management

Outcome Ma‘?‘ ) Adjust_eq Revised estima{e Medium-term estimates
appropriation appropriation

R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29

1. Community Health Faciliies 121,962 165,109 84,814 85,501 87,053 48,659 112,905 188,327 188,327}
2. District Hospital Services 336,941 309,446 329,285 99,526 107,889 112,256 190,084 85,609 85,609
3. Provincial Hospital Services 190,065 157,573 188,951 61,645 56,204 56,442 100,801 29,100 29,100}
4. Emergency Medical Rescue ¢ 4,438 7,056 3,987, i i i 16,435 i i
5. Central Hospital Services 105,090 61,974 66,385 93,859 89,349 54,990 67,470 49,107 49,107}
6. Other Faciliies 32,461 58,055 46,200 283,131 286,089 354,237 160,188 321,110 340,534
Total payments and estimates 790,957 759,213 719,622 623,662 626,584 626,584 647,883 673,253 692,677

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

Outcome Ma"? . Adjus?eq Revised estimate Medium-term estimates
appropriation  appropriation
R thousand 2022/23 2023/24 2024/25 2025/26 2026/27 2027/28 2028/29
Current payments 78,183 556,545 531,505 386,865 389,117 438,728 279,621 310,880 327,512
Compensation of employees 24,726 25,533 25,969 33,900 33,900 31,573 45,000 37,900 37,900
Goods and services 53,457 531,012 505,536 352,965 355,217 407,155 234,621 272,980 289,617
Interest and rent on land i i i i i i i i i
Transfers and subsidies to: 7,594 1 d ) 0 d d b ]
Provinces and municipalities i i i i i i i i i
Departmental agencies and & i i i i i i i i i
Higher education institutions i i i i i i i i i
Foreign governments and in i i i i i i i i i
Public corporations and privJ i i i i i i i i i
Non-profitinstitutions 7,594 i i i i i i i i
Households i 1 i i i i i i i
Payments for capital assets 705,180 202,667 188,117 236,797 237,467 187,85¢ 368,262 362,373 365,165
Buildings and other fixed strugtures 636,283 118,100 107,278 212,197 212,487 165,067 203,543 322,708 325,50€
Machinery and equipment 68,897 84,567 80,839 24,600 24,980 22,789 162,719 39,665 39,665
Heritage Assets i i i i i i i i i
Specialised military assets i i i i i i i i i
Biological assets i i i i i i i i i
Land and sub-soil assets i i i i i i i i i
Software and other intangible [ i i i i i 2,000 i i
Payments for financial assets 0 d 0 0 0 3 3 G 8
Total economic classification 790,957 759,213 719,622 623,662 626,584 626,584 647,883 673,253 692,677
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Updated Key Risks

Outcomes | Key Risks ‘ Risk Mitigations

1. Maternal, Neonatal, Infant and Inability to reduce maternal, child and infant A Adequate resourcing (Funding, staffing, equipment and
Child Mortality reduced mortalities. consumables) for maternal, neonatal and paediatric services.

A Community and private sector involvement in reducing
preventable mother and child mortalities.

A Strengthen leadership and governance.

A Strengthen primary health care services to prevent potential
complications.

2. HIV/AIDS related deaths Inability to curb new HIV incidences A Social behaviour change communication strategies upscaled.
reduced A Upscale HIV counselling services.

Inability to achieve the second 95 and third 95 A Upscale Universal test and treat strategy
A Improved access to Enhanced Adherence Counselling.
3. TB mortality reduced Inability to improve TB treatment success rate and A Community health education on treatment adherence and early
reduce lost to follow up presentation at the facilities.
A Strengthen implementation of TB recovery plan.

4. Mortality due to non- Inability to reduce NCDs A Implement the 90/60/50 cascade Strategy for improved
communicable diseases management of hypertension and diabetes and fill critical funded
reduced posts.

A Implementthe 5 X 5 (5 disease areas and 5 risk factors) strategy
to combat NCDs.

5. Mental Health Care integrated Violation of Mental Health Care Users Rightsinterms | A Prioritize the refurbishment of mental health infrastructure
into primary health care of safety and protection and access to appropriate projects to improve access to care, safety and protection.

level of care
Delays in contracting mental health practitioners in A Expedite use of mental health services from other healthcare
primary health care providers.

6. Malariarelated deaths reduced | Failure to implement Malaria guidelines A Review malaria clinical records and ensure adherence to

guidelines by health facilities.

7. Access, coverage and quality of | Inability to achieve Ideal Facility Certification A Conduct annual self-assessment, develop, implement and
public health services improved monitor quality improvement plans.

A Strengthen implementation of clinical governance policy.
Increased contingent liability A Capacitate priority areas (Staffing and equipment) and safe guard
medical records where there are potential liabilities.
Shortages of key personnel negatively affect access A Prioritise recruitment of key personnel to improve access and
and quality of care quality of care.

8. Improved patient experience of Inability patience to improve patient experience of A Conduct quarterly patient experience of care survey.

care care A Implement booking system to reduce patient waiting times.




Outcomes

Key Risks

Risk Mitigations

9. Leadership and governance Ineffective governance structures A Review and monitor compliance to the Institutional arrangements
strengthened in healthcare and governance structures policy.

A Regular audit of governance structures by assurance providers.

10. Financial management Qualification/disclaimer of audit opinion A Monitor compliance with rules and regulations.
strengthened in health sector A Implement and monitor audit recommendations and regular

report and review of progress by responsible managers.
Insufficient Budget to Address Accruals — May delay A Conduct Regular Risk Assessments — Identify vulnerabilities in
reduction efforts and negatively affect service financial and procurement processes to prevent future accruals
delivery and mitigate potential risks.
Inability to curb unauthorized irregular, fruitless and A Strengthen Internal Controls — Develop and enforce Standard
wasteful expenditure Operating Procedures (SOPs) for key financial processes such as
procurement, asset management and expenditure monitoring.

11. Appropriate human resources Poor implementation of multi-year recruitment plan A Conduct regular workforce planning and forecasting to address

for health and other critical Human Resources for Health future staffing needs and strengthen adherence to HRH policies
policies for effective functioning of human resources for health.
Budget cuts lead to poor capacity building initiatives A Prioritize critical training needs and where possible outsource
inhouse capacity building and training,

12. Robust and effective health Fragmented system integration and weak enterprise- | A  Deploy a centralised provincial integration layer to standardise
information systems for wide interoperability governance across legacy and system interfaces and internal integration and develop data
evidence-based management emerging platforms (HMS2, HPRS, Finance, HR, engineering capability to reduce over-reliance on vendors.

SCM) may result in data silos, duplication of records,
cybersecurity exposure, escalating integration costs,
and delayed NHI readiness.

13. Health infrastructure optimised | Budget reduction A Proper market research for accurate pricing.
for delivery of care Infrastructure that is not fit for purpose A Implement infrastructure plan accordingly to have well-

maintained health facilities fit for purpose.
Infrastructure projects completion delays negatively | A Continuous project evaluation, monitoring and reporting to

affect health care service delivery

facilitate timely completion of projects as per agreed
deliverables.




Public Entities [Not applicable to the department]

Name of Public Entity

Mandate

Key Outputs

Current Annual Budget

(R thousand)

Infrastructure Projects

1 | Construction of a new Construction of 09/07/21 31/03/202¢§ R43 081 R30 036 26 A4 9N 27.918777°S
Thandanani Clinic new clinic
2 | Dinaane ClinitNew Clinic Construction of 26/07/24 31/03/202¢§ R67 250 R16 264 26°49'5.25"E| 29°13'4.42"S
new replaceme
clinic
3 | Rheederpark Clinic Construction of 13/01/22 30/09/202¢ R38 157,00 R29202 | 26°43'14.75"E 27°57'37.56"S
Construction of New new replaceme
Replacement Clinic clinic
4 | Boitumelo Hosp. Contract Upgrading and 01/06/23 31/03/202¢ R 338,307| R28089 27°12'51"E | 27°38'34"S
Upgrade of H Block Kitch Additions
& Ablutions 3
5 | FeziNgubentombi Hospita Upgrading and .% 15/10/23 31/03/2024 R 7,941 R 7,732 27°49'37"E| 26°48'2"S
Installation of Clearview Additions =
fencing 'g
6 | Leratong Clinitlpgrades Upgrading and | 5| 26/10/21 05/02/2027 R13 454 R11 763 27.8061° E 26.1724° S
and Additions Additions S
7 | Pelonomi Hosp_Mental Upgrading and | 3| 13/10/23 31/03/202¢  R3 264 26.2447° E 29.1397° S
Health 72H Observation Additions S
Rooms Upgrade iS]
8 | Pelonomi Hospitéldditions Upgrading and “3 03/04/24 05/03/202¢ R22 452 R1 617 26.2447° E 29.1397° S
tothecommutengaiting Additions >
area 5
9 | Clinics and CHC's: Refurl Maintenance ar| ‘g 01/12/22 31/03/202¢ R 22,100 R 20,704 All districts All districts
and Replacement Mech Repairs =
Equip (Boilers,Autoclave S
Con 44 23/24 £
10 | Dr. JS Moroka Hospital: Maintenance ar, = | 25/05/23 31/03/202¢§ R55 350 R1 934 26.8347° E 29.2044° S
Rehabilitation, Renovatior Repairs 3
and Refurbishments of T
District Hospital
11 | Eva Mota Clinic Maintenance ar| 18/11/22 31/03/202¢ R 10,028 R8 262 Tsheseng
Refurbishment Repairs
12 | Manapo Hospital Renal Maintenance ar 18/04/24 31/03/202¢ R4 375 R1 066 28.804015 -28.536753
Repairs
13 | Masilo ClinidRefurbishmer Maintenance ar 8/11/21| 31/03/202¢ R 11,179 R11 170 Theunissen
of Clinic Repairs
14 | National Hospital: Repairs Maintenance ar 01/04/22 31/03/202¢ R 65,984 R 65,984 26.2064° E 29.1269° S
and renovation of Dental Repairs
clinic, stepdown, maternit
and Auditorium
15 | Pelonomi Maternity Maintenance ar 01/04/22 31/03/202¢ R28 990 R 22,891 26°14'43"E 29°08'32"S
Repairs
16 | Nelson Mandela Clinic Maintenance ar| 11/03/24 22/08/202¢ R 8,309 RO 609 Edenburg
Rehabilitation, Renovatior Repairs
Refurbishment
17 | OR Tambo Clini¢irginia Maintenance ar 26/10/21 31/0624 R11 410 R11 410 26.88734300/ -28.14977300
Refurbishment Repairs




Parys Hospitdhstallation
of Clearview Fence

Maintenance ar
Repairs

15/11/23

31/03/202¢

R 9,738

R 9,738

27.4718° E

26.8958° S

19 | Pelonomi Hospital: 5 | Maintenance ar 04/06/24 31/08/202¢§ R57 526 R 23,656 26.2447° E 29.1397° S
Refurbishment of all Roof Repairs
Phase 2

20 | Refurbishment of Bophel¢ 2 | Maintenance ar 13/11/23 15/08/202¢ R 18,615 R 12,566 (Petrusburg)

Clinic Repairs

21 | Stoffel Coetzee Hosp 2 | Maintenance ar 23/10/23 31/03/202¢ R3 354 RO 000 26°31'21"E| 30°13'27"S
Installation of Clearview Repairs
Fencing

22 | Tshepong Clinic in 2 | Maintenance ar 26/10/21 30/09/2027 R 13,316 R10690 | 264659.99E 284959.99 £
Verkeerdevlei Refurbishm Repairs

23 | Boitumelo Hospital: 4 | Maintenance ar 01/10/23 31/03/2027 R 7,251 R 7,251 27° 12'51"E| 27° 38'34"S
Installation of Clearview Repairs
Fencing =

24 | Bongani Hos_Maternity W 4 | Maintenance ar 2| 26/10/21 09/05/2025 R20 948 R20 948 26°47'15"E| 27°57'6"S
and other Wards Refurb Repairs o]

25 | Central & Specialised Hos 4,5 | Maintenance ar '% 01/12/22 30/06/202¢ R 13,000 R 12,505 Mangaung Mangaung
Planned Mech Equip Repairs E Metro Metro
(Boilers, Autoclaves 2
Cont44/23/24 :

26 | Central & Specialised Hos 4,5 | Maintenance ar 2 | 01/12/22 30/06/202¢ R 27,000 R 4,502 Mangaung Mangaung
Refurb and Replacement Repairs 2 Metro Metro
Mechan Equip (Boilers, =
Autoclaves exel4 of 2324 o

27 | Central & Specialised 4,5 | Maintenance ar £ | 01/12/22 30/06/202¢ R 15,000 R 11,439 Mangaung Mangaung
Hospital Planned Mechan Repairs % Metro Metro
Equipment (HVAC Cont 2
46/23/24 -

28 | Central & Specialised 4,5 | Maintenance ar ‘E 01/12/22 30/06/202¢ R 3,000 R 2,117 Mangaung Mangaung
Hospitals Planned Repairs = Metro Metro
Mechanical Equipment §
Medical Gas CON45/23/2 T

29 | Central & Speciati 4,5 | Maintenance ar 01/12/22 30/06/202¢ R 4,000 R 1,261 Mangaung Mangaung
Hospitals Refurbishment Repairs Metro Metro
Replacement (Medical
Gas)45 23/24

30 | Centra&k Specialised 4,5 | Maintenance ar 01/12/22 30/06/202¢ R 30,000 R 5,322 Mangaung Mangaung
Hospital Refurbish and Repairs Metro Metro
Replacement Mechanical
Equipment (HVAC) Cont
46/23/24

31 | Centra& Specialised 4,5 | Maintenance ar 01/07/21 31/03/202¢ R 59,339 R 59,339 Mangaung Mangaung
hospitals and replacemen Repairs Metro Metro
generators

32 | Centrak Specialized Hosp 4,5  Maintenance ar 01/07/21 31/05/202¢ R 30,000 R 19,125 Mangaung Mangaung
Refurbishment Electrical Repairs Metro Metro
Installation

33 | Central Hospit&lectrical 5 | Maintenance ar 01/07/21 31/05/202¢ R 2,000 26.1841339 | -29.1166247
Refurbishment Repairs
Planned/Maintenance

34 | Clinic & CHC's: Electrical| 2 | Maintenance ar 01/07/21 31/05/202¢ R 7,755 R 7,755 All districts All districts
Installation Repairs

35 | Clinic & CHCs: 2 | Maintenance ar 01/12/22 31/03/202¢ R 26,000 R 25,093 All districts All districts
Refurbishment and Repairs
Replacement Mech Equip
(HVAC Etc.) Coni/21/22
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Clinic & CHCs:
Refurbishment and

Replacement of Generatg

Maintenance ar
Repairs

01/07/21

31/03/202¢

All districts

All districts

37 | Clinics & CHC Planned Maintenance ar 01/07/21 31/03/202¢§ R 4,127 R 4,127 All districts All districts
Maintenance (Electrical) Repairs

38 | Clinics and CHE's Maintenance ar 01/07/21] 31/05/202¢ R 20,000 R 12,322 All districts All districts
Refurbishment of Electric Repairs
Installation

39 | Clinics and CHC's: Planng Maintenance ar 01/12/22 31/03/202¢ R 32,768 R 32,268 All districts All districts
Maintenance of Mechanic Repairs
Equipment (HVAC) Contr
46/23/24

40 | District Hospital Maint. Maintenance ar 01/12/22 30/06/202¢ R 111,728 R 111,528  All districts All districts
Refurb, and Upgr of Med Repairs
Gas 3

41 | District Hospital Maintenance ar| .% 01/12/22 30/06/202¢ R 89,443 R 89,143 All districts All districts
Refurbishment and Repairs =
Replacement Mechanical 'g
Equipment (HVAC) Contr 5
46/23/24 s

42 | District Hospital Maintenance ar| S 01/07/21 31/03/202¢ R 2,000 R 1,440 All districts All districts
Refurbishment Electrical Repairs S
Planned/ Maintenance 2

43 | District Hospital Maintenance ar, 2 | 01/07/21] 31/05/202¢ R 69,186 R 68,686 All districts All districts
Refurbishment of Electric Repairs o
Installation g

44 | District Hospital: Planned Maintenance ar ‘g 01/12/22 31/03/202¢ R 18,556 R 18,356 All districts All districts
Maintenance Mechanical Repairs =
Equipment ©

45 | District Hospital Maintenance ar € | 01/07/21 31/03/202¢ R 5,617 R 5,517 All districts All districts
Refurbishment Generator: Repairs =
Maintenance s

46 | District Hospitals Planned Maintenance ar T | 01/12/22 30/06/202¢ R 39,278 R 39,066 All districts All districts
Maintenance Mechanical Repairs
Equip HVAC Co#i6/23/24

47 | District Hospitals Planned Maintenance ar| 01/12/22 30/06/202¢ R 9,466 R 9,266 All districts All districts
Maintenance Mechanical Repairs
Equipment (Medical Gas)
Contr45/23/24

48 | District Hospitals Refurbis Maintenance ar| 01/12/22 30/06/202¢ R 76,222 R 76,022 All districts All districts
and replacement Mechan Repairs
Equipment (Boilers,
Autoclaves, et€ontr

49 | District Hospitals Maintenance ar 01/07/21 31/03/202¢ R 81,147 R 81,047 All districts All districts
refurbishment and Repairs
replacement of generator

50 | District Hospitals: Planne Maintenance ar| 01/12/22 30/06/202¢ R 22,270 R 22,070 All districts All districts
Maintenance Mechanical Repairs
Equip (Boilers, Autoclave
etc) Contrd4/23/24

51 | Embekweniistrict Hospital Maintenance ar| 01/10/23 31/03/202¢ R 3,394 R 2,827 27° 04'49.41" 30°18'01.74'
Installation of Clearview Repairs E S
fencing

52 | FSSON Refurbishment of Maintenance ar 31/01/22 31/03/202¢ R 19,595 R14 951 27e57' 26e4T7'
Bongani Campus in Welk Repairs

53 | John Daniel Newberry Maintenance ar 01/06/23 31/03/202¢ R15747,00 R5 009
Hospital Rehabilitation, Repairs
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Renovation and
RefurbishmenPhase 1

54 | Maintenance of District Maintenance ar| 01/04/25 31/03/202¢ R 11,849 R 11,749 Fezile Dabi Fezile Dabi
HospitalsFezile Dabi Repairs District District

55 | Maintenance of District Maintenance ar 01/04/25 31/03/202¢ R 8,900 R 3,883 | Lejweleputswi Lejweleputswi
HospitalsLejweleputswa Repairs District District
District

56 | Maintenance of District Maintenance ar 01/04/25 31/03/202¢ R 20,716 R 20,616 Mangaung Mangaung
HospitalsMangaung Metr Repairs Metro District Metro District

57 | Maintenance of District Maintenance ar 01/04/25 31/03/202¢ R 19,197 R 7,829 | Xhariep Distri¢ Xhariep Distric
Hospitals: Xhariep Distric Repairs

58 | Other Facilities: Refurbish Maintenance ar| 01/12/22 30/06/202¢ R 163,283 R 39,426 All districts All districts
and Replacement Repairs
Mechanical Equipment
(HVAC) Con#t6/23/24

59 | Other Facilities; Refurbish Maintenance ar | 01/12/22 30/06/202¢ R 99,361 R 29,361 All districts All districts
and Replacement Mech Repairs Q
Equip, Boilers, Autoclaves s
Contr44/23/24 £

60 | Pelonomi Hospital: CSSD Maintenance ar €| 03/04/24 04/01/2027 R8 248 R 3,873 26.2447° E 29.1397° S
Refurbishment Repairs =

61 | Pelonomi Hospital: EMS ¢ Maintenance ar g 19/02/24 14/10/24 R15 749 26.2447° E 29.1397° S
Disaster Management Repairs e

62 | Provincial HosRefurb of Maintenance ar -2 | 01/07/21 31/05/202¢ R 30,413 R 30,413 All districts All districts
Electrical Installation Repairs 5

63 | Provincial Hospital Refurk Maintenance ar @ | 01/12/22 30/06/202¢ R 35,366 R 35,366 All districts All districts
and Replacement Repairs o
Mechanical Equipment 2
(HVAC) Con#t6/23/24 2

64 | Provincial Hospitals Planr Maintenance ar, g | 01/12/22 30/06/202¢ R 51,617 R 51,617 All districts All districts
Maintenance Mechanical Repairs =
Equipment (Boilers =
AutoClavestc. Con T
44123124 £

65 | Provincial Hospitals Planr Maintenance ar 01/12/22 30/06/202¢ R 12,000 R 3,242 All districts All districts
Mech Equip(Med Gas Co Repairs
45/23/24

66 | Provincial Hospitals Planr Maintenance ar| 01/12/22 30/06/202¢ R 25,448 R 25,448 All districts All districts
Mechanical Equipment Repairs
HVAC CON 46/23/24

68 | Provincial Hospitals Maintenance ar| 01/12/22 30/06/202¢ R 26,000 R 2,657 All districts All districts
Refurbish and replaceme Repairs
Mechanical Equipment
(Medical Gas) Conf of
23/24

69 | Provincial Hospitals Maintenance ar| 01/07/21 08/03/202¢ R 56,641 R 56,641 All districts All districts
refurbishment and Repairs
replacement of generator

70 | Provincial Hospitals Maintenance ar 01/07/21 08/03/202¢ R 56,641 R 56,641 All districts All districts
refurbishment and Repairs
replacement of generator

( 1
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Public-Private Partnerships (PPPs)
PPP Name Purpose Outputs Current Value of End Date of
Agreement Agreement
AJaYUYGRTfUnNI ¢t ql efAge Adnel HRt 6 G UqLEYt qRGecqUT LE+qUT 1JT
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The continued fiscal constraints facing the Department require innovative infrastructure delivery mechanisms

and PublicTPrivate Partnerships remain a strategic instrument tai 132 1IJ1 ¢ DU WGI R2¢ qUWHE GRa¢ 0L
TU200YGEIHRG Rac qllWt ql pRAGEH YE I ORR nf 18R d&acHIRWAE R Dlan0xs0ce UWRHJIAL Y n
YGUI ¢ qRY U¢ liaddlGg R RyRISERIRGVICN NI | 2 R # 1J W TheteRehsion endlires apérdtiehal! O
continuity at Pelonomi and Universitas Hospitals while the Department progresses the new PPP configuration

and funding alignment.

The Department currently manages and/or is developing the following PPP initiatives

1. Universitas and Pelonomi Hospital Celocation PPP (Existing PPPextended to 30 November 2027)

2. Co-located Specialised Medical Facilities PPR Pelonomi and Universitas (New PPP under feasibility
realignment)

3. Parys Hospital Public Private Partnership Project (Feasibility stage)
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The department isutilising this extension period to3 U¢ 0 Rt WWaqd W 32 Rt 137 o [ qld (& rinadéIRGALLL
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G 6 ¢ finliténaging the extended PPP arrangement, thdepartment continues to prioritise ¢ GGl Y Gl R¢ q I WI R
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PART D: TECHNICAL INDICATOR DESCRIPTIONS (TIDs)
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ANNEXURES TO THE ANNUAL PERFORMANCE PLAN

ANNEXURE A: AMENDMENTS TO THE STRATEGIC PLAN

The department does not have any amendments to the Strategic Plan




ANNEXURE B: CONDITIONAL GRANTS

Name of Gran Purpose Outputs Current Period of
Annual Budget Grant
(R thousand)
Comprehensive To enable the health sector t¢ People living with HIV are tested, initiated on 1557 838 20%/207
HIV AIDS Grant develop an effective responsg treatment, and retained on care:
Component HIV and AIDS including unive A 255 public health facilities offering ART Servil
access to HIV Counselling an maintained.
Testing. A 13 239 ART client naive started ART during
To support the implementatio, A Number of patients on ART remaining in care
the National operational plan increased to 353 770
comprehensive HIV and AIDS A 1 040 Antenatal Care (ANC) clients to be initi.
treatment and care. lifelong ART.
To subsidize-art funding for | A 19041 HIV positive patients started on TPT.
the antiretroviral treatment ple A 2 600 professional nurses trained on HIV/AID
TB and chronic diseases.
A 23 318 treated for Male Urethritis Syndewne
episode.
HIV incidences reduced:
A 32700 895 male condoms distributed.
A 600 000 female condoms distributed.
A Maintain number of High Transmission Areas
intervention sites at 100.
A 5400 babies Polymerase Chain Reaction (P(
tested at around 10 weeks.
A 687 509 -astsgoensetled en HYY/ ttesti
(including Antenatal).
A 687 509 HIV tests done.
A 19041 Clients started oniFE&posure
Prophylaxis.
A 1100 sexual assault cases offered ARV prop
A 43 health facilities maintained to offer MMC s
A 27 805 Medical Male Circumcisions performe
A 530 active Lay Counsellors on stipends.
A 200 doctors to be trained on HIV/AIDS, STis,
chronic diseases.
A 1 500 noprofessionals trained on HIV & AIDS
and STIs and other chronic diseases.
Community A To enable the health sector t¢ A Number of functional WBPHCOTS increased 162 972 205/20Z7
Outreach Service develop and implement an A Number of active Community Health Workers
Grant Component effective response to HIV and receiving stipends increased 5 2
AIDS and Tuberculosis; to furl A Increased number of COS under 5 years see
Community Outreach Service A Increased number of COS 5 years and older !
prevention and protection of | A An increased number of pregnant women trac
health workers of exposure to CHWs.
hazards in the workplace. A Number of ART defaulters traced by Commu
Health Workers increased, 24 738
A Number of TB defaulters traced by Communit
Health Workers increased, 930.
Expanded Public To provide the eligible provin¢ A 133full time equivalents (FTEs) funded throug 10206 000 208/2027
Works departments with funding to grant.
Programme expand work opportunities A A minimum of 230 peopledi®ihdsen and 103
(EPWPIntegrated creation efforts in specific foci handyren) employed and receiving income thr
Grantfor areas, where labour intensive the EPWP Integrated grant for Provinces
Provinces delivery methods can be A A minimum average duration gfé286n days fol
maximised work opportunities created.
A 05 Districts to receigevies rendered.




Name of Gran Purpose Outputs Current Period of
Annual Budget Grant
(R thousand)
TB Grant A Tocombat HIV & AIDS and | A Number of TB contacts initiated on TB prever 34656 20%8/20Z7
Component reduce the burden of disease treatment (Under 5 years and 5 years and olc
to TB. combined) 6 500
A Number of patients tested for TB ushuriER:
Acid Amplification TestNJRAT) increase®B®
000
A Number of eligible HIV positive patients teste:
using urine lateral flow lipoarabinomanhanA)L
assay 800
A HIV positive clients screened for TB 1 860
A Number of people with drug sensitive TB trea
started on treatment (under 5 years and 5 ye:
older combinedS0
A Number of people with confirmed Rifampicin
Resistant/Multidrug Resistant TB started on
treatment 200
Mental Health To expand the mental health { A Health care professionals contracted. 9 16300 205/207
Grant service benefits through the | A Number of users seen by the contracted men
strategic purchasing of servic health care providers.
from healthcare providers.
Final Human To enable the health sector t¢ A 90 percent of eligible girls are vaccinated with 15916 20%8/20Z7
Papillomavirus prevent cervical cancer by me one dose of HPV vaccinendout of schools.
(HPV) Grant available HPV vaccinations fg A 90 percent of schools reached by the HPV va
eligible girls-andout of schools teams.
and progressive integration of
HPV grant into the integrated
school health programme (ISt
Social mobilization of commu|
on benefits of HPV for preven
of cervical cancer.
National Tertiary To enable provinces to plan, | A Number of National Central and Tertiary h 1 406 465 208/2027
Services Grant modernize, rationalize and providing components of Tertiary services ma
transform the tertiary hospital
service delivery platform
Ensure provision of tertiary he
services in South Africa.
To compensate tertiary faciliti
for the additional costs associ
with provision of these service
Statutory HR To appoint statutory positions| A Medical Officers [interns] of statutory posts 130 391 205/207
Component the health sector for systemat funded from this grant.
realization of human resource
health strategy and phasesf
National Health Insurance.
Support provinces to fund ser
costs associated with clinical
training and supervision of he
science trainees on the public
service platform.
Training To appoint statutory positions| A Increased numbeappointetegistrars. 170 577 205/20Z7
Component the health sector for systemat

realization of human resource
health strategy and phaseaf
National Health Insurance

Support provinces to fund ser
costs associated with clinical
training and supervision of he
science trainees on the public

service platform.




Health Facility A Infrastructure funding for A Increased number of health facilities complial 624 036 000

Revitalisation upgrades, refurbishment, ~ standards and regulations.
Grant maintenance and constructior A Improved health facilities fit for purpose as p
new facilities. infrastructure plan.

205/207

ANNEXURE C: CONSOLIDATED INDICATORS

[The department does not have any consolidated indicators]

Institution Output indicator Annual target Data source




ANNEXURE D: NSDF & District Delivery Model

Area of
intervention in Project Project Budget District Specific Project Social Longitude Latitude
NSDF & DDM Name Description | Allocation Municipality Location Leader Partners (East/west/+X) | (North/South/ -Y)
Water Water back | Maintenance | 2 000 000 | Lejweleputswa | Brandfort Chief All 26.4594 -28.6873
up of water Theunissen | Director: Municipalities 26.7101 -28.4019
tanks and Winburg Infrastructure 27.00731 -28.50959
boreholes Bultfontein | management 26.14116 -28.30632
Electricity Electricity Installation 2000000 | Thabo Qwa-Qwa | Chief All 28.80459 -28.53746
back-up of Standby Mofutsanyana (FSSON) Director: Municipalities
Generators Infrastructure
management
( )
| 135 J




