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Executive Authority Statement  

 

This Strategic Plan of the Free State Department of Health outlines the planned outcomes that the 
department will pursue and achieve over the period, 2025 – 2030. The constitution of the Republic of South 
Africa places the obligation to progressively promote socio-economic rights, including access to affordable 
and quality health care on the state.  

The Medium-Term Development Plan (MTDP) 2024/2029, which represents the implementation plan of the 
National Development Plan (NDP), clearly sets out the national priorities. The Strategic Priority 2 of the 
MTDP seeks to reduce poverty and tackle the high cost of living and further pronounces the statement of 
intent as investing in people through education, skills development and affordable quality healthcare. 

The mandate of the department is further derived from relevant pieces of legislation, such as the National 
Health Act, 2003 (Act No. 61 of 2003), National Health Insurance Act, 2023 (Act No. 20 of 2023) and 
including:  

• Medium Term Development Plan - 2024/29 
• Sustainable development Goals - 2030; and  
• Health Sector policies and strategies over the coming five-year planning period.  

The department has identified eleven outcomes to ensure the attainment of the impact of improving the live 
expectancy of the Free State community to 65 years by 2030”.  These outcomes have a design to pursue 
the progressive achievement of universal health coverage, through the implementation of the National 
Health Insurance to address the inequities and financial hardships in accessing quality health care. 

As the Executive Authority responsible for Health in the province, I therefore endorse and commit to adhere 
to the Strategic Plan 2025/30 for the achievement of the department outcomes as outlined in this 
document.  
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Accounting Officer Statement  
 
 
The Free State Department of Health (FSDoH) has a constitutional obligation to promote socio-economic rights, 
including access to affordable and quality health care for the community of the Free State province. This 
obligation is further concretised in our departmental vision of ensuring that the community in the province has a 
“long and healthy life”. Therefore, the department has identified the key impact of “improving the life expectancy 
of the Free State community to 65 years by 2030”.  

The strategic focus of the department is aligned to the 2024/29 MTDP, where the health priorities were outlined. 
This strategic plan is aligned to the MTDP priorities to ensure that the health outcomes of the 7th Administration 
are realised. The outcomes of the department are structured to ensure that they are aligned to priorities of the 
health sector as outlined by the National Department of Health. The focus of the outcomes for the department 
are on the following key elements:  

✓ Reducing maternal, neonatal, infant and child mortality 
✓ Reducing HIV/AIDS, TB and malaria related deaths 
✓ Reducing premature deaths related to non-communicable diseases, including mental ill-health  
✓ Improving access, coverage and quality of public health care services and the patient experience of care 
✓ Strengthening leadership and governance in healthcare 
✓ Strengthening financial management and investing in the requisite human capital 
✓ Implementing robust and effective health information systems for evidence-based management 
✓ Optimizing health infrastructure for delivery of care 

 
In line with our vision, we shall continue to focus on the interventions directed at reducing avoidable and 
premature deaths related to the burden of disease the province faces. These include the premature and 
avoidable maternal and neonatal mortalities and the cascades for both communicable and non-communicable 
diseases. We shall also continue the trajectory of strengthening the mental health care services, including 
ensuring our capacity to admit the referrals from the Department of Justice. 

We must progressively strengthen the Primary Health Care services as the pillar of comprehensive health care 
services. This will improve the cost-efficiency of health services as patients will be seen at appropriate levels 
and costs. We shall utilize the different available avenues, such as the Social Cluster, in dealing with the social 
determinants of health, particularly focused on health promotion and disease prevention.  

The department will further give particular focus to improving financial management to ensure effective and 
efficient deployment of limited resources to the earnest endeavours to achieve the set targets and desired 
outcomes. To this end we shall spare no effort in improving the audit outcomes for regulatory audit from qualified 
to unqualified opinion, while retaining the unqualified opinion on the audit of predetermined objectives. 

This strategic plan will progressively be implemented through the annual performance plans and the annual 
operational plans. To ensure concerted implementation of these plans and achievement of the set targets over 
the next five years, we shall institute monitoring and evaluation processes to consistently monitor the progress 
made. 
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Official Sign Off  
  
It is hereby certified that this Strategic Plan: 
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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 quality) health care. 

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

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

 
• People also have the right to access information if it is required for the exercise or protection of a right; 
• This 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 
• This right also enables people to exercise their autonomy in decisions related to their own health, an important 

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

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

1. Everyone has the right to have access to: 
• Health care services, including reproductive health care; 
• Sufficient food and water; and 
• Social security, including, if they are unable to support themselves and their dependents, appropriate social 

assistance. 
2. The state must take reasonable legislative and other measures, within its available resources, to achieve the 

progressive realisation of each of these rights; and 
3. No one may be refused emergency medical treatment. 
 
Section 28 of the Constitution 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 Health’s Portfolio 
 
• National Health Act, 2003 (Act No. 61 of 2003) - Provides a framework for a structured health system within the 

Republic, taking into account the obligations imposed by the Constitution and other laws on the national, provincial 
and local governments with regard to health services. The objectives of the National Health Act (NHA) are to: 

o unite the various elements of the national health system in a common goal to actively promote and improve the 
national health system in South Africa; 

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

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

o 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 

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 
 

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

• 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 
No.85 of 1993) - Provides for the requirements that 
employers must comply with in order to create a safe 
working environment for employees in the workplace. 

• Compensation for Occupational Injuries and 
Diseases Act, 1993 (Act No.130 of 1993) - Provides 
for compensation for disablement caused by 
occupational injuries or diseases sustained or 
contracted by employees in the course of their 
employment, and for death resulting from such 
injuries or disease. 

• 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 an institution responsible for the state’s information 
technology system. 

• Skills Development Act, 1998 (Act No 97of 1998) - 
Provides for the measures that employers are required 
to take to improve the levels of skills of employees in 
workplaces. 

• 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 
No.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 0f 1985) - Provides for the 
safeguarding of certain public premises and vehicles 
and the protection of the people in or at these public 
premises and vehicle. 

 

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

National Health Insurance Act 
 
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 
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Sustainable Development Goals 
 
Figure 2: Sustainable Development Goals 

 

Goal 3: Ensure healthy lives and promote well-being for all at all ages 
  
3.1 By 2030, reduce the global maternal mortality ratio to 
less than 70 per 100,000 live births. 
3.2 By 2030, end preventable deaths of new-borns and 
children under 5 years of age, with all countries aiming to 
reduce neonatal mortality to at least as low as 12 per 1,000 
live births and under-5 mortalities to at least as low as 25 
per 1,000 live births. 
3.3 By 2030, end the epidemics of AIDS, tuberculosis, 
malaria and neglected tropical diseases and combat 
hepatitis, water-borne 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 well-being. 
3.5 Strengthen the prevention and treatment of 
substance abuse, including narcotic drug abuse and 
harmful use of alcohol. 
3.6 By 2020, halve the number of global deaths and 
injuries from road traffic accidents. 
3.7 By 2030, ensure universal access to sexual and 
reproductive health-care services, including for family 
planning, information and education, and the integration of 
reproductive health into national strategies and 
programmes. 
3.8 Achieve universal health coverage, including 
financial risk protection, access to quality essential 

health-care services and access to safe, effective, quality 
and affordable essential medicines and vaccines for all. 
3.9 By 2030, substantially reduce the number of deaths 
and illnesses from hazardous chemicals and 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 non-
communicable diseases that primarily affect developing 
countries, provide access to affordable essential medicines 
and vaccines, in accordance with the Doha Declaration on 
the TRIPS Agreement and Public Health, which affirms the 
right of developing countries to use to the full the provisions 
in the Agreement on Trade-Related Aspects of Intellectual 
Property Rights regarding flexibilities to protect public 
health, and, in particular, provide access to medicines for 
all. 
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, for early warning, risk reduction and 
management of national and global health risks 

 
 



 
11 

 

Medium Term Development Plan 2024-2029   
 
MTDP 2024-2029 serves as the 5-year medium-term plan for the 7th Administration of Government.  It also is 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) 
Reduce Poverty and tackle the high cost of living and (3) : A capable, 
ethical and developmental state.  
 
The health sector is under Priority 2 which intends to reduce poverty 
and tackle the high cost of living and the statement of intent: Investing 
in people through education, skills development and affordable 
quality healthcare. The general outcome is to: Develop and empower 
South Africans.  
 
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 coverage through 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 palliative care services required for South Africa’s burden of disease. 

3. Improve the quality of health care at all levels of health establishments, inclusive of private and public facilities. 
4. Improve resource management by optimizing human resources and healthcare infrastructure and implementing 

a single electronic health record.

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 2nd Presidential Health Compact, 
aimed at “Accelerating Health System Strengthening and National Health Insurance (NHI) Implementation.”
 
Presidential Health Compact 2024/2029: Outlines 10 pillars below; 
 

1. Augment human resources for health (HRH). 
2. Improved access to essential medicines, vaccines, and medical products through better supply chain management. 
3. Execution of the infrastructure plan for adequate and well-maintained health facilities. 
4. Engagement of the private sector in improving access, coverage, and quality of health services. 
5. Improvement of quality, safety, and quantity of health services with a focus on primary healthcare. 
6. Improvement of public sector financial management systems and processes. 
7. Strengthening governance and leadership for oversight, accountability and health system performance. 
8. Engagement and empowerment of the community for community-based care. 
9. Development of an information system for guiding health system policies and investments. 
10. Pandemic prevention, preparedness and response (PPPR). 
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Court Ruling with Significant Ongoing Impact on the Operations of the Department  
 

NOYILA JUDGEMENT  

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. In the circumstances, the other provinces have a clear interest in the matter and are able to offer assistance to the SCA in 

its determination of the issues before it. 
 

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

 
6. With due regard to the respective positions taken by the parties in this litigation and mindful of the role of an amicus curiae, 

if admitted, the provinces will limit themselves to submissions that are relevant, useful and have not been addressed by the 
parties to the litigation. 

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

 
8.1 An overview of the provincial budget process. 
8.2 An expenditure trend analysis for the past 5 to 10 years in relation to the medico-legal claims 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 funding programmes such as emergency medical services, support services, facilities management, 
and hospital services, were taken out of such programmes to meet these claims. 

8.4 The cash flow challenges experienced by the provincial departments because of having to pay out claims. 
8.5 The ability of the provincial health departments to implement the public healthcare remedy and the undertaking to 

pay remedy. 
8.6 The measures are being taken to ensure that if an award is made in respect of a plaintiff residing in a particular 

province, such an award can be implemented in another province. 
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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 
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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. It is a 
rural province of farmland, mountains, goldfields and widely dispersed towns. The province is divided into one 
metropolitan municipality (Mangaung Metropolitan Municipality) and four district municipalities, which are further 
subdivided into 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 825km². 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 
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External Environmental Analysis  
 

Demography  

The need to understand and monitor population growth patterns is very crucial especially gender and age analysis. 
This is important for proper resource planning and allocation within the population especially social support 
resources such as 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.  According to [Stats SA, mid-year estimates 2024], Free State population is 
projected to be just over 3 million, with an estimated growth of about 0.7% per annum which is about half of the 
country’s growth rate.   
 
Big share of the province’s population resides in Mangaung Metro and Thabo Mofutsanyana District. Xhariep District 
is sparsely populated of the five districts and has the smallest population share but it is the biggest in land distribution. 
The figure below shows average annual population growth rate between 2013-2023, with Mangaung Metro 
experiencing the highest population growth rate followed by Fezile Dabi District, both above the provincial growth 
average. On one hand, Xhariep District has had the lowest average population growth rate during the same period.  

Figure 4: Estimated Average Annual Population Rate 2013, 2018 & 2023 by District & Province 

 
Source: South Africa Regional eXplorer v2510 
 
The provincial population predominantly has more females than males; the composition of female population is 
51.25% and males occupy the remaining percentage. Higher share of population in 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 population pyramid below shows the provincial population vs that of the country, with age and gender 
projections. It depicts a rather 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 [2028] 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. 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 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. 
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Figure 5: Free State Province vs. South Africa - 2023 

 
Source: South Africa Regional eXplorer v2510 
 
Fertility and mortality Patterns  

Levels of mortality, fertility and migration are estimated for the base year and projected for future years and 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.  

Population census estimates of 2022 indicate the decline in fertility rates in the province and they remain lower in 
current years [South Africa Regional eXplorer v2510].  

COVID-19 pandemic has had a devastating social and economic impact world-wide and this goes for the scourge of 
HIV & AIDS. There was an increase in the number of excess deaths which affected life expectancy in the province 
and everywhere else in the world where similar challenges were experienced. Stats SA mid-year population 
estimates:2024 demonstrates a noticeable decline in AIDS-related deaths in the country due to advancement in 
medicine, access to life-long antiretroviral treatment and decline in excess COVID-19 deaths. This is reflected in 
increased life expectancy across all provinces in SA.   

Information on the size of population, its distribution and characteristics is therefore crucial for describing and 
assessing its economic, social and demographic circumstances for developing sound and responsive policies and 
programmes. This is also important as the country is gearing up for the implementation of National Health Insurance.  
Between 2002 and 2023 medical aid insurance coverage has declined nationally from 15.9% to 15.7%. This could 
be attributed to many factors including the current economic climate in the country. According to [General Household 
Survey: 2023], 13.3% of individuals in the Free State are members of medical aid schemes. This remains below the 
national average of 15.7% and this means that 86.7% of the population in the province is uninsured and relies on 
state resources for health care services. 
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Life Expectancy 

Life expectancy at birth reflects the overall mortality level of a population. Current measures of mortality indicate an 
improvement in Life expectancy at birth in the country from 54.7 in 2002 to 66.5 years in 2024. 
 
According the [Stats SA mid-year population estimates:2024], life expectancy at birth for males is lower than that of 
females throughout the years. Between 2002 and 2006, there was a decline in life expectancy at birth which was 
attributed to AIDS-related deaths and again during the COVID-19 pandemic the mortality rates increased negatively 
affecting overall life expectancy in the entire country. Whilst the Life expectancy at birth indicator is an important 
health indicator it should not be interpreted 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 mid-year population estimates: 2024].   The graph 
below demonstrates life expectancy at birth by sex for both males and females.  

Figure 6: Total Life Expectancy over time, 2002 [54.7 Years] – 2024 [66.5 Years] 

Source: STTATSSA Mid-Year Population Estimates 2024 

 
Despite an increase in life expectancy in SA, Free State remains the province with the lowest life expectancy, lower 
than the country average of 63.6 for males and 69.2 years for females.  Estimates from [Stats SA mid-year population 
estimates; 2023] show that life expectancy in FS is 57 for males and 63.8 females years average.  

Figure 7: Free State Life Expectancy against other Provinces in the country [2021-2026] 

 
 Source: STTATSSA Mid-Year Population Estimates 2023 
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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 and 
segmentation require the Department to prioritize vulnerable population groups in service design and provision. 
According to the latest findings from [GHS 2023], Free State has second highest disability prevalence at 7.1% after 
Northern Cape at 10.1%. This necessitates the department to be more inclusive in service delivery and ensure that 
infrastructure of health facilities is conducive to rendering quality health care services and accommodates people 
with disabilities, including all vulnerable groups and offers 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 2023 also paints FS as one of the provinces with higher percentage of informal dwellings at 
14.5% above national average of 12.2%. Some of these informal dwellings are hard to reach areas to access service 
delivery. As at end of 2023/24 financial year, the province operated 59 mobile clinics and had 181 WBOTs conducting 
PHC outreach services to households in different wards.  

The spectra of social determinants of health and diseases of lifestyle call for rigorous targeted community-based 
health education and promotion. This can be achieved through well-coordinated inter-sectoral collaboration. This 
will improve the health of the communities and people will also learn to take control of their lives. 
 
A selection of some indicators regarding social determinants of health in the Free State Province are outlined below. 

Figure 8: Household services diamond 

 
Source: South Africa Regional eXplorer v2510 
 

According to the results from 2022 Stats SA census, there is an 
indication of increased percentage of population receiving services 
in the province. The diagram shows that Free State is fairly doing 
better than national average in four of the stated indicators; 
sanitation, water, electricity and refuse removal. Despite 
improvement, indicators such as percentage of both child-headed 
and female-headed households contribute negatively to health 
outcomes. The province is  ranked amongst provinces with higher 
percentage of female-headed households at 50.9% and the country 
average is at 49.6%. According to Stats SA, Thabo Mofutsanyana 
district has the highest percentage [56%] of female-headed 
households in the province.
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Provision of clean drinking water is crucial to improving the health of the communities and fighting diseases. Diagram 
8 demonstrates that FS is performing above average on some indicators, and GHS of 2023; also demonstrates that 
access to piped water in the Free State has increased to 93.3% which is above the national average of 87%. There is 
a notable decline of 2.3% compared to 2022 findings.  However, Mangaung Metro remains the lowest at 91.7% over 
an average of 97.2% in other metros. Xhariep, Thabo Mofutsanyana and Fezile Dabi are among the districts with 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. According to [Stats 
SA, GHS; 2023] 45.7% of the population in the province have reported water interruptions that lasted at least two 
days. 

Findings from [Stats SA GHS; 2023] indicate that households connected to the mains electricity supply was at  92.1% 
in the province above the country average of 89.8%. This is an improvement in comparison to the previous years.  
Electricity cuts have improved but frequent water shortages negatively affect service delivery and economic activities 
in the province. About 6% of the households still don’t have access to electricity in the province and about 30% of 
such are in Thabo Mofutsanyana District. Xhariep remains  the district with the lowest number of households with 
electricity for lighting and other purposes at 37 900 [4.38%], which also shows a slight negative increase from 2022 
findings, [South Africa Regional eXplorer v2510:2023]. 

Sanitation also plays an important role in environmental hygiene and fighting diseases. Statistics from [Stats SA, 
GHS;2023] demonstrate an improvement in  number of households with access to improved sanitation. Despite the 
improvement, there are still households with no toilets but they use pit toilets and bucket system. [South Africa 
Regional eXplorer v2510:2023] demonstrates that Mangaung Metro has both the  highest number of flush toilets at 
219 774 and that of no toilets at 2 358 and there are still more pit toilets in Thabo Mofutsanyana [40 042].  Both 
Lejweleputswa and Fezile Dabi have the highest number of bucket system sanitation. Generally, FS ranked 4th at 
86.8% with households that have access to improved sanitation which is above the national average of 83.3%.  

Environmental hygiene is crucial for disease prevention and management and regular formal waste removal is thus 
important. In the province, refuse removal at least once a week by authorities is above the national average of 62.6% 
at 68.9%, [Stats SA, GHS;2023]. However, in rural areas refuse removal once a week or less by authorities was at 
20.8% in comparison to  76.7% in urban areas. This demonstrates significant gaps in service delivery where 
communities don’t have adequate equal access to services and about 20% of the households have reported to be 
removing their own refuse while 5.6% did not have access to such services. Collaborative efforts are crucial to 
improving social determinants of health for all members of the community to benefit equally. 

In modern day living, access to internet is crucial for communication and access to critical information concerning 
the communities, e.g. health promotion messages and other important community communication, etc. Access and 
use of internet as means of communication has 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;2023], households with 
access to the Internet, any kind in FS province was at 75.3% a bit lower than the country average of 78.6%. 

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 3rd highest provinces where 
grants are the main source of household income after the salaries, [Stats SA, GHS;2023].  In metropolitan areas, 
Mangaung reported the highest percentage of households surviving on grants at 27.8%. This demonstrates the 
magnitude of demand for government basic services in the province. According to the [South Africa Regional eXplorer 
v2510:2023], in 2023, an estimated 6.55% of the households in the Free State Province, were living on R30,000 or 
less per annum and the percentage has declined slightly from 2022 which was at to 8.19%.  
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Figure 9: Households by income bracket - Free State Province, 2013-2023 

Source: South Africa Regional eXplorer v2375:2022 

 
The above diagram depicts the socio-economic hardships faced by the communities in the province, suffering more 
are poor marginalized communities. It shows an increase in the poverty gap, not just in the province but in the entire 
country. According to 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. Poverty is a multi-
dimensional in nature and can be measured in various ways. 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. 
This is eminent with the increase in severe acute malnutrition case fatality rate in facility to children <5 years in the 
province in recent years. Level of household income, poverty and unemployment have direct impact on education 
outcomes, crime incidences, increased dependency on government for basic services including health care, etc. 
Latest data from Stats SA also portrays an exponential decline in agricultural activities in the province, and this could 
be contributing to the heightened unemployment,  poverty and food inadequacy in the province. 

 

Figure 10: Unemployment rate – in the Free State – District Comparison: 2013, 2018 & 2023           1st Quarter of 2024 

 
South Africa Regional eXplorer v2510:2023          Stats SA; 2024 
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All these challenges and the vast household income gaps affect the marginalized and vulnerable groups, mainly 
children, people with disabilities and women. It puts pressure on the sector which is already challenged with limited 
resources and continuous annual budget cuts. The above charts demonstrate unemployment status in the province. 
It was on the decline in Mangaung and Thabo Mofutsanyana. On one hand, there was an increase in 3 other remaining 
districts. The provincial picture also shows that in the 1st quarter of 2024, FS had an unemployment rate of 38%, 5.1% 
higher than that of the country. According to Stats SA; 2024, FS was among the 3 provinces with highest 
unemployment rate in the 1st quarter of the current calendar year. 

Data from [South Africa Regional eXplorer v2510:2023] on the diagrams below demonstrates that percentage of 
people living in poverty is also on rise. It also portrays sluggish employment growth in the province in 2023. Over 60% 
of the province’s population is living in poverty. 3 of the 5 districts live above 60% poverty rate. The picture is in line 
with the current economic growth in the country at large, slow and affecting vast majority of its citizens negatively. 
With unemployment rate of 38% and above 60% 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 
a certain number of months for paid experiential learning. Incrementally, the department permanently employs a 
certain percentage of interns upon completion of their internship programme. 

 

Figure 11: Percentage of People living in Poverty - FS Municipalities 

   
South Africa Regional eXplorer v2510:2023  

 
Climate change - effects on Health 

According to [Sustainable Development Goals; Country Report South Africa: 2023] the Southern 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. 
 
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., 
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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 leave many families vulnerable, vector borne diseases like diarrhea and cholera, could 
be on the rise. In response to water shortages, the department has installed water tanks in some health facilities and 
will continue to install more as a way of 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. There is a need to transition from coal to more innovative renewable energy 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.  

 
Non-natural causes of death constituted 8.3% of all deaths while the remaining 91.7% was due to natural causes. 
The highest percentage of non-natural causes of death emanated from Other external causes of accidental injury 
(W00-X59) at 69.4%. 2nd cause of non-natural was Assault (X85-Y09) at 14.2%, then Event of undetermined intent 
(Y10-Y34) at 7.9% and fourthly, Transport accidents (V01-V99) at 6.8%, [Mortality and causes of death in South 
Africa, 2020]. 
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Figure 12: Leading underlying natural causes of death – All ages, both sexes, FS  

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

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

According to the District Health Barometer (2022/23), pneumonia was the leading cause of death to children under 
the age of 5. Globally progress has been made in reducing pneumonia deaths in children. In SA both pneumonia and 
influenza contributed 8% in children <5 years deaths. Other causes of death to children under 5 years include 
cardiovascular diseases.  

Birth asphyxia which is closely associated with preterm complications and wasting are contributing causes of death 
in this age group as well. The challenge posed by wasting exists concomitantly with the decline in exclusive 
breastfeeding rate which was at 44.1% in the 2023/24FY, a slight increase from 2022/23FY. Lejweleputswa recorded 
lowest at 26.1% during the same period also a slight decline from 2022/23, 26.7% and Xhariep recorded the highest 
at 61.7% above the provincial average of 44.1%. HIV/AIDS and TB feature prominently as major causes of death. 
These are public health problems that require targeted interventions if the child mortality rates are to be decreased 
in the province. 

NCDs are predominantly the major causes of death followed by cerebrovascular and heart diseases. These are 
common leading causes of mortality among the age ≥50 years group of population. However, the major leading 
causes of death differ from district to district, but NCDs are dominant in many.  Recent studies have shown that there 
is a decline in the prevalence of  HIV/AIDS [The Sixth South African National HIV, Behavioural and Health Survey]  and 
AIDS-related deaths have also declined [DHIS]. Despite the decline, it remains the dominant cause of death in three 
of the five districts in the province. The spectrum and impact of NCDs require intensified health education and 
promotion and strengthened management of illnesses at all levels of care. 
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Internal Environmental Analysis  
 
UNIVERSAL HEALTH COVERAGE (POPULATION AND SERVICE COVERAGE) 

Table 1: Service Delivery Platform 

Source: DHIS 2024/25 
 

The table above shows different types of service delivery platforms across all 5 districts in the province. However, 
the number is inadequate due to the growing demand for health services. There are other challenges which include 
staff shortages to fully utilize mobile services to access areas in the periphery. Road infrastructure is another 
challenge and this requires collaboration with relevant sectors to ensure that all citizens access services. 
 
Community Health Workers Programme and Outreach Visits 

Community-based services form a very crucial link between the community and health system. WBPHCOTs which 
are led by nurses and CHWs provide basic PHC services which are not limited to assessing health status of 
individuals in households, health education, promotion, including counselling and adherence support services. They 
identify and refer those in need of preventive, curative or rehabilitative services to relevant PHC facilities for formal 
access to health care service which then make them first line in accessing health care services.  
 
The services mostly provided by these groups are not limited to child health, such as Vitamin A administration, etc. 
They are monitored as a proportion of the total number of households within the catchment areas. Data from [Stats 
SA GHS: 2023] indicates that Free State Province had 999 000 households with female-headed households at 44.6% 
above national average of 42.3% and  average household size of 3.5. In 2023/24, the province had a total of 181 
functional WBPHCOTs with plans to increase the number for improved coverage. The challenges in maintaining the 
adequate number of WBPHCOTs range from budgetary constraints to regular unavoidable resignations of team 
members.  
 
As of end of 3rd quarter 2024/25, the province achieved OHH visit coverage of 13.7%. The department strives to 
maintain higher household outreach coverage by increasing the number of trained community health care workers 
and WBPHCOTs to strengthen PHC outreach services. Below is the number of community-based household visits 
by province and by district in 2023/24. 
 
 
 
 

Org Unit Type Fezile Dabi 
District 

Municipality 

Lejweleputswa 
District 

Municipality 

Mangaung 
Metropolitan 
Municipality 

Thabo 
Mofutsanyana 

District 
Municipality 

Xhariep 
District 

Municipality 

Grand 
Total 

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

 
4 

Satellite Clinic - - - - - - 
Specialised Clinic - - - - - - 
Specialised Hospital - - 1 - - 1 
Grand Total 68 77 69 117 39 370 
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Table 2: Community-based Services Coverage 
Org Unit Data Element Name 2023/2024 
fs Free State Province COS headcount - sum 2 207 633 

COS household 1st visit 124 372 
COS household follow-up visit 651 660 

fs Fezile Dabi District Municipality COS headcount - sum 462 515 
COS household 1st visit 18 094 
COS household follow-up visit 135 233 

fs Lejweleputswa District Municipality COS headcount - sum 615 472 
COS household 1st visit 32 708 
COS household follow-up visit 219 924 

fs Mangaung Metropolitan Municipality COS headcount - sum 223 587 
COS household 1st visit 29 367 
COS household follow-up visit 45 787 

fs Thabo Mofutsanyana District 
Municipality 

COS headcount - sum 579 424 
COS household 1st visit 37 589 
COS household follow-up visit 147 704 

fs Xhariep District Municipality COS headcount - sum 326 635 
COS household 1st visit 6 614 
COS household follow-up visit 103 012 

Source: DHIS 2023/24 
 
The table above shows community health services total headcount, household 1st visits and follow-ups in 2023/2024. 
Data trends in the table above demonstrate an incline in both headcounts and service coverage in all districts and 
province. The increase in community-based services is well aligned with WBOTs [181] during the same period. Despite 
the observed increase in headcount coverage, there have been challenges that affected the programme, such as high 
vacancy rate of Outreach Team Leaders [OTLs] which were reported in different districts. The province will continue to 
strengthen community based service to access health care services in the communities. 
 
PHC Utilisation 

The Primary Health Care (PHC) utilisation rate indicator measures the average number of PHC visits per person per 
year to a PHC facility. The province is experiencing a decline in PHC utilisation rate for both the clients below 5 years  
and above the age of 5. However, the situation has improved a bit amid the COVID-19 pandemic.  Mangaung Metro 
performed lowest on both indicators at 1.5 and 2.6. Xhariep and Thabo Mofutsanyana are the two districts which 
perform best in both indicators. Mangaung Metro and Lejweleputswa districts performed lower than the provincial 
average on both indicators. 
 
Table 3: PHC Service Utilisation  

Org Unit 

2023/2024 

PHC headcount 
total 

PHC utilisation 
rate 

PHC headcount 
under 5 years 

PHC utilisation under 
5 years rate 

fs Free State Province 520 7094 1.8 761 193 3 

fs Fezile Dabi DM 915  770 1.8 125 582 3.1 

fs Lejweleputswa DM 1 124545 1.7 153 210 2.9 

fs Mangaung MM 1 356 405 1.5 188 400 2.6 

fs Thabo Mofutsanyana DM 1 487 185 2 250 000 3.4 

fs Xhariep DM 323 189 2.5 44 001 3.4 
Source: DHIS 2023/24 
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The decline in PHC utilisation rate occurs in conjunction with the implementation of decanting strategies such as 
household visits by WBOTs and Central Chronic Medicine Dispensing and Distributions [CCMDDs]. Number of active 
CCMDD beneficiaries indicates a cumulative increase over time. With regards to Mangaung Metro, the use of private 
health services also plays a role in achieving the set target. However, the reduction in the PHC utilisation rates for 
children under the age of 5 poses a concern due to 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 access all the service. 
 
 
PHC Expenditure per Headcount  
 
Health Financing is one of the crucial six building blocks in effective sustainable health systems so that there is equity 
in accessing health 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 at this level. PHC remains the heart for access to public health services for 
improving life expectancy including all other envisioned health outcomes. The NHI bill outlines the need to strengthen 
PHC services to improve quality and access for all citizens in an equitable and cost-effective manner. Over time PHC 
expenditure per uninsured population has capita has been on the rise in the province. This also includes District 
Health Services Expenditure per capita also with a focus on uninsured population.  
 
Figure 13: DHS & PHC Expenditure Per Capita 2022/2024  

 
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 increase. In the long run, this will negatively affect provision of efficient and quality 
health services.  This denotes that UHC will not be effective hence the need for NHI. 

Expenditure per capita has also increased in the province, including the entire country, this is an indication of the 
shrinking budget allocations vs expenditure in health care services. The deployed strategies such as decanting 
patients could be contributing to the decline in <5 PHC utilisation rate and affecting health costs. This needs further 
review. This is particularly important to achieve the outcome in reducing maternal, neonatal, infant and child 
mortalities in the province and ensuring that 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 

The efficiency indicators in hospitals are a crucial proxy in measuring how well the hospitals operate. Few have been 
discussed below. OPD new client not referred rate remained stable in different levels of care except for National 
Central hospital where there is a spike in the previous financial year. A noticeable decline has also been observed at 
the tertiary hospital during the same period.  In comparison to the previous final years, 2023/24 has seen a slight 
increase in PHC utilisation rate, this could be attributed to decrease in OPD not referred rate in some hospitals.  
Poorly functioning or sub-optimal use of PHC facilities and  improper implementation of a referral policy also 
contributes to unstable referral pathways between levels of care.  As a result, this creates an over-burden at hospital 
level as patients are by-passing PHC services directly accessing hospitals.   

 
Treating patients at hospital level is costlier and this requires proper implementation of referral policy to ensure 
sustainable health services in the long run. National Health Insurance policy bill outlines the need strengthen PHC to 
attain universal health coverage and improve health sector financial sustainability.  
 
On the other hand, the table below shows an increase in ALOS but decrease in IBUR. The  slight decrease in ALOS 
can be observed in tertiary hospital, it is stable in regional hospitals but an increase is noticed on the remaining 
hospitals.  

Table 4: Hospital Service 
Free State Province OPD new client not 

referred rate 
Average length of stay –  

total Inpatient bed utilisation rate 

Hospital Type 2021/22 2022/23 2023/24 2021/22 2022/23 2023/24 2021/22 2022/23 2023/24 
District Hospitals 53% 56% 54.5% 3.2 days 3 days 3.4 days 51.5% 52.1% 42.2 
Regional Hospitals 47.6% 45.9% 46.6 6 days 5.9 days 5.9 days 67.3% 69.2% 61% 
Provincial Tertiary 
Hospital 6.7% 7% 5.1% 6.3 days 6.3 days 6.2 days 77.5% 76.9% 57.8% 

National Central 
Hospital 5.3% 5.6% 14.6% 8.2 days 7.8 days 7.9 days 65.1% 67.1% 65.9% 

Source: DHIS 
 
Table 5: Hospital Care Outputs 

Source: DHIS 

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

Table 5 depicts an increase in caesarean section rate in all levels of care except in central hospital where a decline 
is observed in 2023/24, there is a downward trend observed. This high rate of C/S could imply more high-risk obstetric 
cases. 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 improve antenatal care, neonatal mortalities and reduction in maternal death. 
Referral to higher level of care must be prioritized especially in smaller hospitals where capacity is inadequate. 

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

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

District Hospitals 5.7% 4.8% 5% 14% 14.9% 17.7% 

Regional Hospitals 6.2% 6% 6.6% 26.1% 48.2% 50.3% 

Provincial Tertiary Hospital 4.5% 4.3% 4.2% 48.7% 51.1% 53.4% 

National Central Hospital 5.4% 3.7% 3.6% 75% 72.3% 66.9% 
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Downward trend is observed in inpatient crude death rate but there is still fluctuation in some hospitals.  Both district 
and regional hospitals have recorded a slight increase but decrease is observed in both tertiary and national central 
hospitals. Correct referral pathways to better-resourced level of care for  high-risk patients is key in avoiding 
unavoidable deaths.  
 
Table 6: Efficiency indicators for Referral Hospitals 

Type of Hospital OPD new client not referred rate Average Length of Stay - Total Inpatient bed utilisation rate 
Referral Hospitals 2021/22 2022/23 2023/24 2021/22 2022/23 2023/24 2021/22 2022/23 2023/24 

Regional 
Hospitals 

Boitumelo  46.6% 48.7% 38.2% 5.1 days 5.7 days 6.3 days 53.1% 62% 57.5% 

Bongani  58% 57% 61.4% 7.1 days 6.7 days 6.5 days 72.5% 67.8% 63.8% 

Dihlabeng  11.6% 8.7% 15.4% 5.3 days 5.1 days 4.6 days 89.2% 92% 71.6% 

Mofumahadi 
Manapo 
Mopeli  

51.3% 44% 42.9% 6 days 5.7 days 5.8 days 65.3% 68.5% 55.3% 

Provincial 
Tertiary 
Hospital 

Pelonomi  
6.7% 7% 5.1% 6.3 days 6.3 days 6.2 days 77.5% 76.9% 57.8% 

National 
Central 
Hospital 

Universitas  
5.3% 5.6% 14.6% 8.2 days 7.8 days 7.9 days 65.1% 67.1% 65.9% 

 

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

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

The massive decrease in IBUR could mean different things, inaccessible health care service or patients being 
discharged quickly or the health system that is able to manage burden of diseases. This could also imply the proper 
functioning of the lower levels of care or effective outreach services to lower levels of care in the province. Improper 
functioning and management of referral hospitals could have poor implications on both efficient management 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 inefficiency within the referral hospitals.  

Table 7: Hospital Case Management Indicators 

Source: DHIS 

 
Provincial tertiary and National central hospitals are the only ones with slight decrease in inpatient crude death rate 
in comparison to other hospitals as indicated in the table above. inpatient crude death rate has increase in all regional 

  Inpatient crude death rate Delivery by Caesarean section rate 

Referral Hospitals 2021/22 2022//23 2023//24 2021/22 2022/23 2023/24 

Regional Hospitals Boitumelo Hospital 6.5% 6.8% 8.6% 36.1% 39.1% 42.6% 

Bongani Hospital 9.6% 7.4% 7.5% 57.9% 55.5% 59% 

Dihlabeng Hospital 6.2% 3.6% 3.7% 49.9% 52.4% 50.1% 

Mofumahadi Manapo 
Mopeli Hospital 

5.2% 5.1% 5.3% 39.1% 42.4% 43.1% 

Provincial Tertiary 
Hospital 

Pelonomi Hospital 
3.9% 4.5% 4.2% 48.7% 51.1% 53.4% 

National Central 
Hospital 

Universitas (C) Hospital 
5.4% 3.7% 3.6% 75% 72.3% 66.9% 
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hospitals with more increase observed in Boitumelo hospital. On the other hand, the decrease in C/S rate is reported 
Dihlabeng and Universitas Hospitals only in 23/24, all other hospitals have reported an increase.   

Generally, in 2023/24, there is an observed fluctuation across hospitals as demonstrated on the above table on crude 
death rates. The same pattern is observed in all hospitals during the period in comparison with the above for C/S rate. 
According to [Saving Mother Report: 2023], Free State was 2nd highest province which conducted C/S after Kwazulu 
Natal.  
 
Figure 14: Expenditure per Patient Day Equivalent in All Hospitals 

 
Source: District Health Barometer/DHIS 

 
Above figure depicts a fairly steady upward trend in the expenditure per PDE across all hospitals over the period in 
observance. This indicator combines financial data and service throughputs to measure efficiency. It is mostly affected 
by the fixed costs and the different services 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. Some of these hospitals are 
resource-constrained and tend to have limited demand for hospital services. However, with the decline in IBUR and 
ALOS as presented earlier in the section, it is evident that demand for hospitalisation was also low. However, there is 
an exponential increase in expenditure per PDE but stable in conjunction with the current economic climate.  
 

Referral hospitals on one hand have a high expenditure per PDE as depicted on the graphics above. However, some 
district hospitals expenditure per PDE is much higher than that of the district hospitals.  Central hospital Expenditure 
per PDE remains high. This could be because of  both costs of medical consumables and clinical specialization at 
this level of care. OPD new clients not referred rate has also increased significantly at this level of care but decrease 
is observed in both ALOS and IBUR respectfully. There 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.   
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Patient Experience of Care (PEC) and Service Delivery Improvement Plan (SDIP) 
 
The Department has implemented and monitored the Service Delivery Improvement Plan (SDIP) over the 2021/2024 
period. The SDIP focused on queue management in PHC facilities and in specific service areas in the hospitals, some 
of the key focus areas included the provision and availability of medication in PHC facilities and values and attitudes. 
Inter alia, the key measures of the SDIP implementation included the PHC utilisation rates, patient waiting times, 
availability of medicines and the patient satisfaction rates. 
 
The level of satisfaction of the patients with the health care services was assessed through the patient experience of 
care (PEC) survey, which is conducted during the 2nd quarter of each financial year. Below are some of the results for 
2023/24 from the survey per level of care and district. 
 
Figure 15: Patient Experience of Care Satisfaction Rate Preliminary Results 2023/24 

 
Source: DHIS [PEC Module] 

 

The overall PEC survey results for 2023/24 show that patients were generally not satisfied with the waiting times and 
cleanliness across most levels of care. This has a negative impact on the average provincial score to just 70.3% as 
well. Overall results show that most patients were not satisfied with health services in Lejweleputswa district, 
followed by Mangaung Metro, Xhariep performed above all other district with 76.8%. Above 80% satisfaction was 
reported in Xhariep district with two other districts reporting just above provincial average.  
 
Based on the PEC survey outcomes, each health facility and district will develop, implement and monitor quality 
improvement plans, with particular focus on the priority areas where low levels of satisfaction were achieved, 
including the ones not displayed on the graphics above, such as access to service and patient safety.  
 
The SDIP has highlighted the need to improve waiting times in health facilities and this can improve PEC outcomes. 
PEC results of 2023/24 show patient satisfaction with waiting times at 60.2% average provincial score and the lowest 
performance of 45% at the community health centres. National Central hospital recorded the highest at 67.9%  and 
it was also the highest cleanliness at 84.5%. Department will train Frontline Staff on citizen-centered service delivery  
approach to improve both service delivery and levels of patient satisfaction levels. All other categories of employees 
will also be trained on excellent customer service with the same aim of improving service delivery. 
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The 2025/30 SDIP is being developed for implementation over the next 5 years. The three key focus areas identified 
in the SDIP aim to improve quality of health services in the following areas:  
• Hospital Services: Availability and Utilisation of operating theatres 
• Laundries: Rendering of laundry services  required by the department  to realise its outcomes. 
• Health Facilities Management: Refurbishment, upgrading and maintenance of existing facilities including health 

technology.  
 

Emergency Medical Services 

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

Figure 16: EMS Operational ambulance coverage 

 
Source: DHIS 

 

The low EMS operational ambulance coverage impacts negatively on the ambulance response times, which has 
consistently been less than the set targets, especially in the urban areas. EMS urban Priority 1 response under 30 
minutes rate has ranged between 56.6% in 2021/22 to 49.1% in 2022/23. Despite the slight decline in the EMS rural 
Priority 1 response under 60 minutes rate from 86.8% in 2021/22 to 80.7% in 2023/24, the performance remains 
much better than the latter.  

As at end of 2023/24, 22 dedicated obstetric ambulances were rostered against the target of 25. The output is mainly 
affected by the long-standing shortage of requisite skills, i.e., Advanced Life Support and it also has a negative impact 
on the efficacy of inter-hospital transfer of maternal and neonatal patients. The number of rostered planned patient 
transport vehicles has decreased from 70 in 2023/24 to 25 at end of previous financial year. The department is 
expediating ways in which patients can be attended to where they are without travelling to where specialists are. The 
department will continue to strive for better-resourced  EMS to improve response times and coverage. 
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Maternal and Women’s Health 

Maternal death is defined as the death of a women while pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration and the site of pregnancy (WHO definition).  The maternal mortality in facility ratio is a proxy 
indicator for the population 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. 
 
Figure 17: The Primary Obstetric Causes of maternal deaths in FS 

 
Source: Saving Mothers – Annual Report  

 

The graph shows the primary obstetric causes of maternal deaths in Free State in 2023. Hypertension was the leading 
cause of maternal deaths, accounting for 16 deaths (24.6%), followed by non-pregnancy-related infections with 10 
deaths (15.4%). Obstetric hemorrhage and unknown causes accounted for 8 each which translates to 12%. The top 
3 causes of death have not changed despite recommendations by National Committee in Confidential Enquiry into 
Maternal Deaths (NCCEMD). Medical and surgical disorders were also amongst the top causes of primary obstetric 
maternal deaths in the province with 7 deaths (10.8%).  

 The new trend in the province is an increase in fatalities associated with ectopic pregnancy as well as co-incidental 
causes and both account for 5 deaths each at 7%. The main contributing factor to coincidental causes is poor 
accessibility to choose of termination of pregnancy leading to suicide. Anesthetic deaths are the least common in the 
province and only accounted for 1 death (1.5%) in 2023.  

From the data above, the department must focus on prevention and management hypertension, with well-resourced 
health institutions and skilled clinicians. The increasing number of deaths with unknown causes reflects the non-
adherence to maternal death investigations protocol. To address this challenge, the department has delegated 
maternal death assessors in the province to take responsibility of all maternal deaths in the facilities to minimize loss 
of records. Additionally, the department is strengthening  working relationship between the health facilities and the 
forensic pathologists to ensure compliance with Act 41 of 2003, regulations regarding rendering forensic pathologies. 
Community awareness on processes to follow in case of a maternal death in the community and this involves 
corporation from the private health practitioners.  
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Figure 18: Couple year protection rate 2021/22 – 2023/24 

 
Source: DHIS 
 
Maternal and women’s health indicators are very crucial in empowering women and youth towards a meaningful 
sexual reproductive health decision. Over the years there has been a fluctuation in couple year protection rate both 
provincially and at district level. Despite the fluctuation caused mainly by stock shortages on some items, the 
province has been performing well. Department continuous to monitor the accessibility of reproductive health 
services, compliance and stock availability of consumables to ensure increased access to basic services and 
coverage.  
 
Figure 19: Antenatal 1st Visit Coverage 2023/24 

 
Source: DHIS 
 
The picture above illustrates the provincial coverage of antenatal care at 1st visit in the 2023/24 FY. The province's 
performance has declined from 75.4% achieved in 2022/23, especially in the area of antenatal first visit coverage. 
Nevertheless, the performance of ANC 1st visits before 20 weeks has marginally improved in comparison to the 
2022/23 FY. Mangaung and Lejweleputswa exhibited a rate of antenatal first visits before 20 weeks that was lower 
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than the provincial average. Xhariep demonstrated the greatest performance above the provincial average. 
Lejweleputswa demonstrated the highest level of performance in the overall antenatal first coverage.  

The performance of rural districts, such as Xhariep, is generally better due to the predominant reliance on public 
health 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. 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: 2023 highlighted a 
significant 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 20: Deliveries 2023/24 

 
Source: DHIS 
 
The graph above illustrates deliveries in the facility during 2023/24. The delivery in facility rate in Mangaung was the 
highest at 86.8% exceeding the provincial average of 76.6%. The 3 districts, Fezile Dabi, Lejweleputswa and T 
Mofutsanyana performed above 70% on the same indicator and Xhariep was the lowest at 28.2% due to the fact that 
most deliveries in district happen in Mangaung. An increase in delivery in facility rate is an indicative of enhanced 
access to care that women have. Despite 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. Xhariep district had a high percentage of adolescent 
pregnancy, but the number of deliveries is limited. Each district develops interventions to address the identified 
district-specific obstacles. The provincial delivery by caesarean section rate was at 34.1%, with output higher than 
the provincial average recorded in  Mangaung at 40.8% due to referral hospital dominance in the area. According to 
[Saving mothers Report: 2023], Free State province is the highest after Kwazulu-Natal with caesarean section 
delivery rate in health facilities.  
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Figure 21: Number of Maternal deaths in facility, Province & Districts 

  
Source: DHIS  
 
The graph above displays performance on maternal death in facility across all 5 districts including the province in 
2023/24. There is a slight increase in comparison to 2022/23 FY. In 2023/24, Thabo Mofutsanyana predominantly 
contributed to a higher number of maternal deaths, on the contrary, Xhariep has contributed more in iMMR at 198.8 
per live births with 2 maternal deaths.  Ectopic pregnancy and co-incidental deaths seem to be also on the rise in the 
province and this requires relevant attention.  

The province is using the targeted approach in curbing maternal mortalities, i.e., the re-skilling of clinicians on 
Essential Steps in the Management of Obstetric Emergencies [ESMOE], accrediting facilities for safe deliveries, 
targeting all facilities that conduct deliveries. However, some of the noticeable challenges are because of low 
standards in antenatal care and where mothers choose to deliver at home. [Saving Mothers Report: 2023] mentions 
that 8.2% of deaths happened at home, 1.5% happened in transit and majority of maternal deaths happened in public 
hospitals [84.9%] and 5.2% in private sector.  Health education in communities is ongoing on the risks of delaying to 
seek medical help for both mother and baby. There is a significant decrease in the actual number of maternal deaths 
in the province. However, there are still gaps that need to be addressed for the department to work towards SDG 3 
target of 70 maternal deaths per 100 000 live births by 2030.  
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Table 8: Women and Maternal Health Performance Province and District 2023/24 

 

 

The table above shows the performance of maternal and women’s health indicators in 2023/24. Maternal mortality 
in facility ratio has increased from 95.1 in 2022/23 to 104.8 per 100K live births in 2023/24.  Lejweleputswa reported 
the lowest maternal mortality in facility ratio, lower than the SDG 3 target of 70. Mangaung recorded lower than the 
provincial average performance but still above 100 per 100 000 live births. On the contrary, Xhariep is the worst 
performing district despite recording only 2 maternal deaths due to very low denominator.  Fezile Dabi and T 
Mofutsanyana districts have also not performed well on this indicator.  On one hand, Mangaung Metro and Thabo 
Mofutsanyana including Lejweleputswa recorded the high number of babies born before arrival at the delivering 
health facilities during the same period.  

Lejweleputswa, Thabo Mofutsanyana and Xhariep districts performed well on Mother postnatal visit within 6 days 
rate, above the provincial target of 80% and the remaining 2 districts are well above 70%. Teenage pregnancy is a 
challenge country-wide. Fezile Dabi, Thabo Mofutsanyana and Xhariep were above the provincial average of 13.3% 
on Delivery in 10-19 years in facility rate.  Xhariep district recorded only one delivery on 10-14 years during the same 
period but other districts had quite a significant number of deliveries of the same age. There is generally limited sexual 
health education and access to sexual reproductive health among youth. To improve the situation, the number of 
functional youth friendly services are being increased in all districts and continuous strengthening of sexual 
reproductive health education in schools and communities. Dialogues to empower youth on sexual reproductive 
health, GBV and substance abuse have been conducted in collaboration with Higher Health Education, strategic 
partners and institutions of higher learning. 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 education, with specific focus on socio-economic 
circumstances and education wholistically. 

Maternal mortality in facil ity ratio {per 100 000] 104.8 112.5 50.8 102.1 139.4 198.8

Maternal death in facil ity 47 8 5 15 17 2

Born alive before arrival at facil ity 3 748 592 913 1 005 1 012 226

Live birth in facil ity 41 100 6 516 8 933 13 692 11 179 780

Delivery 10-14 years in facil ity [No.] 106 14 22 36 33 1
Delivery in 10-19 years in facil ity rate [%] 13.3 14.9 12.8 11.8 14.2 18.8
Delivery in facil ity - sum 41 392 6 683 8 997 13 558 11 360 794

Antenatal client start on ART rate [%] 100.7 100 99.4 102.5 98.5 108.1
Antenatal known HIV positive but NOT on ART at 1st visit 159 39 19 58 38 5
Mother postnatal visit within 6 days rate [%] 84.2 76.8 94.8 75 85.5 164.2
Mother postnatal visit within 6 days after delivery 34 849 5 133 8 529 10 172 9 711 1 304
Antenatal 1st visit before 20 weeks rate [%] 62.8 64.9 58.4 61.3 64.6 73.4
Antenatal 1st visit before 20 weeks 24 680 4 212 5 164 6 517 7 256 1 531
Antenatal 1st visit total 39 288 6 492 8 842 10 630 11 238 2 086
Couple year protection rate [%] 87.5 90.7 89.1 84.1 86.9 96.2
Contraceptive years dispensed 509 845 87 901 110 153 147 384 142 024 22 384
Cervical cancer screening coverage [%] Output 42.8 44.5 42.8 40.4 44.4 44.2
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All districts have performed well on couple year protection rate in 2023/24. According to [District Health Barometer: 
2022/23] Free State was the highest performing province on his indicator.  This is attributed to the increase in condom 
distribution and ongoing community education on the use of contraceptives. This indicator endeavors towards the 
empowerment of women and youth on sexual reproductive health and their rights. 

The table above indicates an average provincial performance on key indicators to preventing maternal deaths in 
facility. This calls for a comprehensive package of interventions that include the prevention of unplanned and teenage 
pregnancies, involvement 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. However, there has been 
a decline on cervical cancer screening coverage though a slight improvement has been observed beyond the COVID-
19 pandemic.  Targeted interventions have been developed and are continuously being monitored to improve 
performance in all districts and intensify campaigns to promote uptake in all districts. 

The high delivery 10 – 19 years in facility rate is a concern provincially, as well as nationally. Focused interventions 
are also being implemented in specified areas within the districts to reduce the high rate of teenage pregnancy.  For 
instance, advocacy sessions have been conducted within communities and schools on dangers of teenage 
pregnancy. Other community-based and faith-based organisations have been involved to promote youth zones and 
raise awareness on teenage pregnancy. The department has also taken primary health care services to different 
communities to ensure access to basic service and promote health awareness.  

 

Child Health 

Both the neonatal in-facility rate and stillbirth rate continue to be a challenge in the province. The performance of 
both indicators experienced a consistent decline in the previous financial year. In 2023/24, still birth in facility rate 
remained above 20 per 1 000 live births in 4 of the districts. Xhariep was the only district that had 12.2 below the 
provincial average of 13.4. Some of the factors contributing to poor performance on both neonatal and still birth 
include among others late referral to the next level of care and some systematic challenges that result in unsafe 
environment for neonates. The department is continuously re-skilling clinicians across all levels of care to ensure 
prompt referral to the next 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 for  
preventable fatalities.  

Figure 22: Still birth and Neonatal facility rate 2023/24 

 
   Source: DHIS 
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The province endeavours to reach the 90% mark in immunisation coverage to children <1year. The average provincial 
performance was 76.4% in the previous FY and it declined further during the 1st quarter of the current FY, 71.7%. Only 
Lejweleputswa district performed above the provincial average of 76.2% at 84.9% in 2023/24. Death in facility <1 
year rate is higher than the provincial average in 2 of the districts and the most under-performing district was Fezile 
Dabi at 16.3%. Xhariep, Thabo Mofutsanyana and Mangaung districts performed well on the same indicator. 
Outreach services will be conducted to geographically hard to access areas, extend PHC working hours [where 
possible] and risk communication and community education on the importance of childhood immunisations and 
general health in all districts. Immunization monitoring charts with target population for under 1 distributed to all 
districts and data analysis was conducted and district with low performance were identified and QIPs were 
developed to address areas gaps in the system. 

Figure 23: Immunisation coverage <1 year 2023/24 

Source: DHIS 

PHC<5 years utilization rate remained constant for a certain period in the province. Use of private health services in 
and around Mangaung Metro could be contributing to the province not reaching the set target as the Metro is 
continuously under-performing of this indicator. This calls for scientific research. 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. 

Figure 24: <5 years Crude Fatalities in the Province 2023/24 

 
Source: DHIS 
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The province has been successful in reducing three of the key drivers of childhood  mortalities, i.e., diarrhoea, 
pneumonia and severe acute malnutrition (SAM) case fatalities over the years but in some cases it still remained high 
in comparison to other provinces. According to Stats SA GHS, 2020: food inadequacy has been experienced in the 
country. In Free State, 13.3% of population has experienced food inadequacy, and this is above the national average 
of 11.7% and this could have a negative effect of the fight against SAM. This highlights the challenges of sustainable 
food security in many households. Thabo Mofutsanyana and Lejweleputswa districts reported 10.6% and 14.8% 
respectively.  

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

The increase in SAM fatalities in children <5 years, could signify the magnitude and severity of poverty as 
unemployment and poverty levels rise in the province. The effective tracking of crude fatality rates at all levels of care 
is warranted and targeted interventions to reduce child mortalities should be developed collaboratively with other 
sectors to address some social determinants of health. The department will continuously strive to improve access 
to quality health care especially to vulnerable and marginalized communities such as children. 
 
Table 9: Child Health performance Indicators per Province and District in 2023/24 

 

Province

Death in facil ity under 1 year rate [%] 8.1 16.3 9.3 6.6 8.1 0.9

Inpatient death under 1 year total 1 036 170 249 371 242 4

Death under 5 years against l ive birth rate [%] 2.8 2.9 3 3 2.5 0.8

Live birth in facil ity 41 100 6 516 8 933 13 692 11 179 780

Early neonatal death in facil ity rate [per 1 000] 14.4 16.7 17 13.9 12.4 2.6

Neonatal death in facil ity rate [per 1 000] 18.7 21.6 21.7 19.1 14.9 3.8

Child under 5 years diarrhoea case fatality rate [%] 1.3 1.2 0.7 1.6 2 0

Diarrhoea death under 5 years 25 4 4 6 11 0

Diarrhoea separation under 5 years 1955 324 575 378 556 122

Child under 5 years pneumonia case fatality rate [%] 4.4 8.8 2.6 1.1 5.4 0

Pneumonia death under 5 years 98 45 14 5 34 0

Pneumonia separation under 5 years 2 242 511 546 440 628 117

Child under 5 years severe acute malnutrition case fatality rate [%] 9.3 5.9 14.8 7.7 10.6 2.9

Severe acute malnutrition death under 5 years 76 8 21 20 26 1

Severe acute malnutrition inpatient separation  under 5 years 817 135 142 260 246 34

Infant PCR test positive around 10 weeks rate [%] 0.3 0.7 0.3 0.2 0.3 0

Infant PCR test positive around 10 weeks 25 9 6 3 7 0

Infant PCR test around 10 weeks 7 713 1 219 1 925 1 972 2 164 433

Immunisation under 1 year coverage [%] 76.2 79.1 84.9 72.7 72.2 75.1

Immunised fully under 1 year new 38 514 6 406 8 966 10 603 10 560 1 979

Infant exclusively breastfed at DTaP-IPV-Hib-HBV 3rd dose rate [%] Output 44.1 59 26.1 45 46.2 61.7

Measles 2nd dose 1 year coverage [%] 73.9 77.2 82.7 70.7 67.7 80.5

Measles 2nd dose 37 091 6 218 8 737 10 275 9 817 2 044

Vitamin A dose 12-59 months coverage [%] 58.9 61.1 62.1 54.7 58.4 64.9

Vitamin A dose 12-59 months 206 531 32 983 48 622 51 452 63 444 10 030

COS Vitamin A dose 12-59 months 32 633 7 053 4 250 13 339 4 877 3 114
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Despite the slight decrease in deaths of children under 1-year, Perinatal Problem Identification Programme (PIPP) 
Report: 2023/24 data shows that the main causes of all neonatal deaths 43% (birth weight ≥500 grams) are  due to 
immaturity related complications, 21.4% caused by infection of which nosocomial infection is the highest cause 18% 
are due to hypoxia and congenital abnormalities at 12.6%.  There are also complications of prematurity intrapartum-
related events which account for above 40%, with mainly intrauterine hypoxia and infections such as septicaemia, 
pneumonia, etc. being the main contributors. This is eminent with the high neonatal death in facility rate at 18.7 per 1 
000 live births in the previous FY. Fezile Dabi, Lejweleputswa and Mangaung have recorded the highest neonatal 
deaths above provincial average. 

 

Figure 25: FS Major causes of neonatal deaths - 2023/24 

 

 

The chart above demonstrates that children die mostly in their first few days of life due to premature related 
complications [PIPP: 2023]. The report highlights few avoidable conditions that could have escalated deaths at this 
age group; inappropriate response to poor fetal movements by mothers, delay in attending antenatal care, health 
institutions acquired infections and inadequate clinical resources such as doctors and nurses in delivering health 
institutions to name a few. Efforts need to be strengthened to educate mothers about the importance of early access 
to antenatal care ensure, before 20 weeks gestation and strengthening of referral and linkage to PHC facilities post-
delivery and better-resourced health facilities. 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. 

Vitamin A coverage has also decreased from 61.3% in 2022/23  FY to 58.9% in 2023/24. Fezile Dabi, Lejweleputswa 
and Xhariep districts have performed above provincial average with Xhariep performing highest. Thabo Mofutsanyana 
and Mangaung Metro performed lower than the provincial target, averaged 54%. 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 use and analysis for all outreach services will be cleaned-up continuously to ensure accuracy on 
reporting and informed decision making. Linking creches with PHC facilities and strengthening of  outreach services 
and provision of Vitamin A drops during outreach services will be done. 

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

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

 

HIV and AIDS  

Table 10: Provincial and District HIV 95-95-95 Cascade (October 2024)  
Indicator 

Name 
Population 

Group 

Progress as 
at October 

2024 

Free State 
Province 

Fezile Dabi 
District 

Lejweleputswa 
District 

Mangaung 
Metro 

Municipality 

Thabo 
Mofutsanyana 

District 

Xhariep 
District 

Target 

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

1st - 95 
PLHIV who 
know their 

status 

Total 
population 

%  
achieved 

96% 
[412 816] 

 96%                                 
[69 031 

98% 
[89 204] 

94% 
[115 363] 

97% 
[124 019] 

96% 
[15 199] 

Adult Females 
97% 

[270 989] 
96% 

[44 228] 
98% 

[59 658] 
95% 

[74 728] 
97% 

[82 513] 
97% 

[9 862] 

Adult Males 
95% 

[133 620] 
95% 

[23 414] 
97% 

[27 737] 
93% 

[38 358] 
96% 

[39 114] 
95% 

[4 997] 

Children (<15) 
87% 

[8 207] 
86% 

[1 389] 
88% 

[1 809] 
85% 

[2 278] 
88% 

[2 392] 
89% 
[340] 

 

2nd - 95 
PLHIV on 

ART 

Population 
Group 

%  
achieved 

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

Total 
population 

89% 
[395 760] 

92% 
[66 107] 

 93%                                 
[87 036] 

82% 
[88 570 ] 

91% 
[119 699] 

91% 
[14 599] 

Adult Females 
91% 

[261 696] 
93% 

[42 638] 
94% 

[58 566] 
84% 

[70 712] 
93% 

[80 233] 
92% 

[9 547] 

Adult Males 
87% 

[126 937] 
91% 

[22 276] 
91% 

[26 876] 
78% 

[35 675] 
89% 

[37 361] 
87% 

[4 749] 

Children (<15) 
82% 

[7 127] 
81% 

[1 192] 
80% 

[1 594] 
78% 

[1 932] 
86% 

[2 106] 
73% 
[86] 

 

3rd - 95 
Virologically 
Suppressed 

Population 
Group 

%  
achieved 

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

Total 
population 

95% 
[198 519] 

95% 
[33 219] 

94% 
[39 660] 

96% 
[47 948] 

95% 
[72 898] 

90% 
[6 942] 

Adult Females 
95% 

[134 940] 
96% 

[21 862] 
94% 

[27 354] 
96% 

[32 447] 
95% 

[50 076] 
90% 

[4 676] 

Adult Males 
95% 

[62 629] 
96% 

[11 174] 
94% 

[12 067] 
96% 

[15 352] 
95% 

[22 522] 
90% 

[2 195] 

Children (<15) 
78% 

[1 739] 
71% 
[263] 

86% 
[325] 

83% 
[377] 

76% 
[686] 

73% 
[86] 

 
Narrative: 

As of October 2024, provincial performance on HIV 95-95-95 was at 96-89-95 against the total population using data 
available in public and private sectors. Results from each population group vary across districts and province. The 
province including all districts, are not performing well on the 2nd 95 and viral load completion rate. Only 
Lejweleputswa and Thabo Mofutsanyana districts have reached 90% achievement on the 2nd 95 during the reporting 
period.  The same districts have also achieved over 90% on the 2nd 95 on adult females. The children <15 years 
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population group is not performing well across all 95-95-95 cascade in the entire province.  
 
The performance displayed on the table above indicates that the focus should not only be on initiating clients on ART 
but retaining them on care is as important to ensure better 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, there is a need to ensure that all eligible clients are initiated on treatment and are retained on 
care. The 2nd  95 strategy requires attention across all population groups in the entire province. A total of 242 980 are 
virally suppressed and eligible for Differentiated Model of Care (DMOC) strategy of which 163 816 are adult female, 
76 619 are adult male and lastly 2 858  are children in total population. 
 
TUBERCULOISIS 

Provincial TB Treatment Outcomes Trends 

The Free State province has seen a fluctuation in the total number of patients registered with drug-susceptible TB (All 
DS-TB) between 2019 and 2023.  This ranged from 11 240, 7 960, 8 007, 9 838  and decreased to 8 547 in 2023. 

In 2022, the department successfully treated 7 013 (71.3%) of those registered. There was however, a slight 
decrease in those who died (from 1 003 (13%) to 1 205 (12.3%)) and those that left the programme without 
completing treatment from 1 009 (13.1%) to 1 140 (11.6%) in the previous year. 

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

▪ TB screening will be strengthened in all facilities by using comprehensive health screening tools. 
▪ The treatment success is highly reliant on reduced LTFU and death rates; 

o Provincial TB recovery plan version 3.0 with the following key objectives, will be implemented: 
• Create demand for TB testing and treatment services through advocacy and communication   
• Increase the number of people identified with TB 
•  Establish reliable linkage pathways 
• Improve retention in care, 
• Strengthen TB prevention, 
• Increase the use of data for monitoring and decision making  

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

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

o Improve treatment adherence  and prevent patients loss to follow-up through interviews on community and 
national radio stations  and promote new policies such as uptake of TPT, SMS notification,  etc. 

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

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

o Strengthen counselling services to establish good patient relationship  between clinicians and patients to 
improve programme performance. 
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Drug-resistant TB (DR-TB) treatment success rate increased from 59.4% in 2020 to 61.2% in 2021, with a LTFU rate 
that increased from 12% in 2020 to 12.9% in 2021. The introduction of BPaL-L which is a 6 months regimen enables 
more patients to qualify, therefore, will improve treatment completion, LTFU and death rates. 

 
Table 11: TB Cascade 2023 

 
 
The PHC headcount fluctuated between 2019 and 2023 from 5 557 560 to 4 409 643 and at least 90% of that total 
count should be screened for the presence of TB symptoms. TB screening for symptoms in 5 years and older 
improved from 75.6% in 2019 to 94.8% in 2023, which was a great achievement.  TB test done in those 5 years and 
older was 95.7 %. Those who started on treatment following diagnosis is an important indicator and the province 
achieved 92.8%.  

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

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

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

 
Table 12: XDR/MDR -TB Outcomes 

Period Number started 
on treatment 

Treatment 
Success 

Rate 

Death Rate Loss to follow 
up rate 

Treatment 
Failure Rate 

Not evaluated 
Rate 

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

 

Free State Norm
PHC Head Count 4 409 643 %

Screen for TB symptoms 5 years and older 90% 4 179 420 94.8

Client 5 years and older eligible for TB test 2-10% 48 202 1.2
TB test 5 years nad older using TB NAAT 90% 46 151 95.7

DS-TB bacteriologically confirmed 5 years and older 2-10% 5 239 11.4

DS-TB clinically confirmed 5 years and older 2-10% 1 478 3.1

 DS-TB start treatment 5 years and older 92-100% 8 216 92

TB contacts 5 years and oder started on TPT 100% 1 029 30.7

2023
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The number of patients initiated on DR-TB treatment fluctuated over the years [Table 12], with the lowest recorded 
in 2021. The highest number of patients initiated on treatment was 407, which was recorded in 2017. The highest 
treatment success rate was recorded in 2018 at 65.9%, then decreased to 61.2% in 2021.   

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

However, LTFU rate has hugely improved over the last five years [Table 12], the lowest was recorded in 2019 at 10.5% 
compared to the 15% that was recorded in 2017. Treatment failure has also increased to 1.3% and clients that are 
not evaluated in 2021 was 0.9%. 
 
Non-Communicable Diseases [NCDs]  
 
Non-communicable diseases are some of the common causes of death in South Africa, including the Free State. 
According to the [National Strategic Plan for The Prevention and Control of Non-Communicable 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 some of the top 10 causes of death in the country, including the Free State. Sustainable 
Development Goals, Country Report South Africa: 2023 states that physical health and mental well-being determine 
the quality of life we can live and influence the health and mental well-being of those we come into contact with each 
day. Promotion of healthy lifestyles within the communities is crucial as it ensures that communities take charge of 
their own health. Early detection is important at the Primary Health Care level to prevent complications due to NCDs 
and ensure that those eligible have early access to treatment. In 2023/24 FY, over 1.8 million people aged 18 years 
and older were screened for hypertension and about 0.9% were found to be eligible and were initiated on treatment. 
Percentages of clients who were put on treatment varies across the districts in the province as demonstrated on the 
table below.  

 
Table 13: Hypertension new client 18 years and older detection rate 2023/24 

Org Unit Name Client 18-44 
years screened 

for hypertension 

Hypertension 
client treatment 
new 18-44 years 

Client 45 years 
and older 

screened for 
hypertension 

Hypertension 
client treatment 

new 45 years 
and older 

Free State Province 1 257 392 7 859 566 751 9 413 
Percentage initiated on treatment 0.6% 1.4% 
Fezile Dabi District  204 836 1 327 75 533 2 407 
Percentage initiated on treatment 0.6% 3.1% 
Lejweleputswa District  248 275 1 878 102 414 2 407 
Percentage put treatment 0.7% 2.3% 
Mangaung Metropolitan  302 435 2 779 182 504 2 284 
Percentage initiated on treatment 0.9% 1.2% 
Thabo Mofutsanyana District  424 165 1 500 172 946 1 986 
Percentage initiated on treatment 0.3% 1.1% 
Xhariep District  77 681 375 33 354 329 
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Org Unit Name Client 18-44 
years screened 

for hypertension 

Hypertension 
client treatment 
new 18-44 years 

Client 45 years 
and older 

screened for 
hypertension 

Hypertension 
client treatment 

new 45 years 
and older 

Percentage initiated on treatment 0.4% 0.9% 
Source: DHIS 

Controlled blood glucose is very important in the reduction of  potential risks of life-threatening complications like 
heart attack, stroke, etc. There has been a fluctuation with the trends of Normal Haemoglobin A1c (HbA1c) tests with 
result ≤8% rate. There is a steady increase on the performance of the indicator as depicted on the graph below.  
 
Figure 26: Normal Haemoglobin A1c (HbA1c) test result  ≤8% rate 

 
 
 
Poor implementation of the programme protocols has been identified as a challenge in some PHC facilities, they were 
not conducting  HbA1c tests on diabetic clients. Compliance is being monitored throughout the province and some 
facilities are conducting tests on side and this might help improve performance of the indicator and management of 
diabetic clients.  

 
Proper 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. This is not limited to prevention and treatment of substance abuse including 
harmful use of alcohol. To improve management of mental health disorders at primary care, the department will 
further contract psychologists and or registered counselors to attend to mental health clients and eligible clients will 
be initiated on treatment. Mental health care boards will be maintained. The progress and functionality of the 
country’s economic and social activities are dependent on the well-being of all citizens.  
 
 
 
 
 



 
46 

 

MTEF Budgets  
 
OVERVIEW OF THE FISCAL ENVIRONMENT AND ITS IMPACT ON THE FUNDING FOR HEALTH SERVICES 
 
The global and domestic economic outlook 

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

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

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

 
▪ The country continues to grapple with a high unemployment rate, slow economic growth and persistent 

structural challenges, including inefficiency in key sectors such as energy and transportation.  
 

The 2025 MTEF Budget Framework  

▪ The Provincial Budget Framework continues to be under pressure as defined by the constrained fiscal space as 
a result of on-going fiscal consolidation stance by central government. The current MTEF period is guided by the 
following principles:  
o Fiscal Sustainability: Achieving a balance between revenue and expenditure, debt level and other fiscal 

aggregates in a manner that promotes economic stability over the economic cycle and ensures a 
sustainable fiscal position in the medium to long term period. 

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

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

▪ The negative consequences of the projected below inflationary growth for our Provincial Fiscal Framework are 
an indication that the departments will continue to face fiscal challenges. The departments are reminded that 
new spending priorities will require the identification of savings and reprioritization within the current baselines. 

▪ The fiscal consolidation position and data updates to the provincial equitable share formula continue to impact 
on the provincial allocations and require prudent fiscal management by all. 

 

ALIGNMENT OF BUDGET AND FUNDING FOR DEPARTMENTAL PRIORITIES 

▪ The department will have to vigorously evaluate its programmes and reprioritize funds towards core priorities. 
▪ In line with the principles of allocative efficiency and value for money, budgets must align with national and sub-

national plans, which include the National Development Plan (NDP) Vision 2030, the 5-Year NDP 
Implementation Plan (Medium-Term Development Plan), Budget Priorities Framework (Mandate Paper), 
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government priorities, Provincial Growth and Development Strategies (PGDS) and MEC’s injunctions for the new 
cycle. 

 
Initial allocation for 2025 MTEF 

▪ The economy of the country is not growing at the desired level and hence provincial budget framework continues 
to be defined by the constrained fiscal space. 

▪ The 2025 MTEF budget is set and guided by the following:  
o Budget must be aligned to national and provincial plans. 
o The 2025 budget composition and spending must stimulate and support economic growth and achievement 

of greater value for money. 
o Funds must be shifted from non-essential items to priority items that support service delivery. 
o This must include proposals for non-priority programmes and projects to be scaled down or closed, changing 

service delivery models, and using technology more effectively.  
 
TRANSFORMATION / REALIGNMENT OF BUDGETING PROCESSES TOWARDS NHI IMPLEMENTATION 

Over the years, the Department has implemented the different elements of PHC re-engineering, including the 
establishment and deployment of WBOTs, contracting of general medical practitioners in clinics and the 
implementation of decanting strategies in the form of CCMDDs and treatment adherence clubs. All the health 
facilities are also subjected to the accreditation programme against the standards of the Ideal Health Facility 
framework. 
In preparation for the implementation of the NHI, the Department will progressively implement the following 
interventions: 

• Review and redesign of health service platform and the related packages and organograms in line with the NHI. 
• All health facilities subjected to the IHF accreditation programme must be compliant on Ideal Health Facility 

criteria. 
• The implementation of quality improvement plans to ensure the compliance of the ambulances and EMS 

stations with the new EMS regulations. To this end, the FSDoH has developed an automated online system for 
the registration of both public and private EMS. 

• Review of all the department’s partnership agreements. 
 

MEASURES TO ENSURE THE DEPARTMENT’S FINANCIAL STABILITY AND SUSTAINABILITY 

The following measures are already in place in the department: 
 
▪ Effective cash flow management. 
▪ Adherence to cost containment measures is emphasized. 
▪ Budget process that is open and transparent. 
▪ Procurement of Goods and Services in an economical way. 

 
The following areas need to be improved: 
 
▪ Budget management at facility level. 
▪ Managed procurement process, which impacts on accruals and payables. 
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▪ Monthly cash management that is linked to the budget allocation and expenditure.  
▪ Prioritisation of the budget items and services in order of their sensitivity. 
▪ Enhanced measures on revenue collection for patient services rendered. 
▪ Increased controls on payment of services providers to minimize financial loss as a result of interest charged. 
▪ Encouragement of ethical environment will also ensure that the department achieve financial stability and 

sustainability.  
▪ Packaged services must be made available to the population with priority given to equity and cost-effective 

services. 
 

Table 14: Allocation over MTEF Period per Programme  

 

Table 15: Allocation Over MTEF Period per Economic Classification  

 

 Outcome 
 Main 

appropriation 

 Adjusted 

appropriation 

 Revised 

estimate 
 Medium-term estimates 

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

Programmes

1. Administration  324 335           324 410           316 573           348 084             362 084             326 216           406 857           412 765           434 406          

2. District Health Services 5 833 705        6 005 464        5 820 011        6 034 807          6 064 807          5 975 102        6 279 932        6 521 074        6 768 725        

3. Emergency Medical Services  960 226          1 004 356         977 237           974 852            1 001 852          1 103 968         995 765          1 021 557        1 053 553        

4. Provincial Hospital Services 1 664 711        1 687 731        1 711 951        1 892 153          1 892 153          1 746 663        1 997 391        2 059 667        2 137 349        

5. Central Hospital Services 2 477 250        2 892 871        2 987 727        3 178 752          3 223 752          2 977 441        3 385 732        3 586 808        3 794 519        

6. Health Science & Training  249 251           321 422           278 633           342 604             297 604             251 974           322 510           332 126           347 977          

7. Health Care Support Services  157 157           159 283           164 963           174 747             174 747             168 019           175 655           180 890           187 456          

8. Health Facilities Management  534 251           790 957           759 213           771 510             744 310             744 310           623 662           652 113           679 653          

Total 12 200 886      13 186 494      13 016 308      13 717 509        13 761 309        13 293 693      14 187 504      14 767 000      15 403 638      

Direct charge on the Provincial Revenue Fund

Members remuneration                                                                                                                                                                                                                             

Other (Specify)

Total payments and estimates 12 200 886      13 186 494      13 016 308      13 717 509        13 761 309        13 293 693      14 187 504      14 767 000      15 403 638      

LESS:

Departmental receipts not surrendered to Provincial 

Revenue Fund

(Amount to be financed from revenue collected in terms 

of Section 13 (2) of the PFMA)

 146 378           213 487           77 598             143 863             187 753             307 866           150 681           157 461           164 546          

Adjusted total payments and estimates 12 054 508      12 973 007      12 938 710      13 573 646        13 573 556        12 985 827      14 036 823      14 609 539      15 239 092      

 2024/25 

Outcome
Main 

appropriation

Adjusted 

appropriation
Revised estimate Medium-term estimates

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

Current payments 11,431,975          11,981,604          12,135,791          12,717,150          12,818,513          12,434,673          13,581,470          14,048,884          14,667,941          

Compensation of employees 8,387,307            8,663,674            8,955,297            9,516,387            9,457,176            9,165,832            9,928,324            10,335,874          10,727,315          

Goods and services 3,043,972            3,314,910            3,175,184            3,200,604            3,361,173            3,268,636            3,653,021            3,712,851            3,940,460            

Interest and rent on land 696                      3,020                   5,310                   159                      164                      205                      125                      159                      166                      

Transfers and subsidies to: 156,506               205,317               114,642               140,059               128,165               122,169               147,603               137,443               147,240               

Provinces and municipalities 3                          –                          117                      –                          –                          108                      –                          –                          –                          

Departmental agencies and accounts 61,000                 57,000                 63,218                 68,082                 68,082                 64,653                 45,990                 43,218                 44,263                 

Higher education institutions –                          –                          –                          –                          –                          –                          –                          –                          –                          

Foreign governments and international organisations –                          –                          –                          –                          –                          –                          –                          –                          –                          

Public corporations and private enterprises 6,463                   11,025                 4,600                   10,000                 24,000                 22,214                 –                          –                          –                          

Non-profit institutions 2,353                   11,253                 2,752                   4,000                   4,000                   3,111                   4,211                   4,411                   4,609                   

Households 86,687                 126,039               43,955                 57,977                 32,083                 32,083                 97,402                 89,814                 98,368                 

Payments for capital assets 612,405               999,573               765,875               860,300               814,631               736,851               458,431               580,673               588,457               

Buildings and other fixed structures 432,335               641,113               498,140               498,874               489,202               514,038               212,197               282,956               329,411               

Machinery and equipment 179,870               358,460               267,735               339,313               323,629               221,013               246,234               297,717               259,046               

Heritage Assets –                          –                          –                          –                          –                          –                          –                          –                          –                          

Specialised military assets –                          –                          –                          –                          –                          –                          –                          –                          –                          

Biological assets –                          –                          –                          –                          –                          –                          –                          –                          –                          

Land and sub-soil assets –                          –                          –                          –                          –                          –                          –                          –                          –                          

Software and other intangible assets 200                      –                          –                          22,113                 1,800                   1,800                   –                          –                          –                          

Payments for financial assets –                          –                          –                          –                          –                          –                          –                          –                          –                          

Total economic classification 12,200,886          13,186,494          13,016,308          13,717,509          13,761,309          13,293,693          14,187,504          14,767,000          15,403,638          

LESS:

Departmental receipts not surrendered to Provincial 

Revenue Fund1

(Amount to be financed from revenue collected in terms 

of Section 13 (2) of the PFMA)

146,378               213,487               77,598                 143,863               187,753               307,866               150,681               157,461               164,546               

Adjusted total economic classification 12,054,508          12,973,007          12,938,710          13,573,646          13,573,556          12,985,827          14,036,823          14,609,539          15,239,092          

2024/25
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Audit Outcomes of FS DoH 2023/2024 

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

The Trading Entity of the department also received a qualified audit opinion for 2023/24 Financial Year with regard to 
a system challenge to determine the weighted-average cost of inventory and cost of sales. 
 
The Department maintained an unqualified opinion on its performance information for the three programmes  that 
were audited by the Auditor General. 
 
To address the qualification paragraphs: 
▪ 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. 
▪ Training of Finance officials will be emphasized, 
▪ 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, 
▪ Skilled capacity has been requested from National to assist with immovable assets qualification paragraph. 
 
 

Human Resources for Health  
 
ORGANISATIONAL CULTURE  

Culture is about shared values, beliefs, attitudes and practices that define an organization’s identity and shape its 
behaviour. It encompasses the unwritten rules, norms and expectations that influence how employees interact with 
each other, clients and stakeholders. The key components of the organisational culture are values which guide 
behaviour and decision making and leadership style which significantly influences the culture. Understanding and 
actively shaping organisational culture creates positive, productive and conducive work environment which has 
impact on job satisfaction, motivation and retention of staff. 

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

HUMAN RESOURCE FOR HEALTH PLAN  

The current Human Resource Plan 2022-2025 is coming to an end in 2025. A new Human Resources Planning 
Committee has been appointed for the purpose of determining priorities and targets for the Human Resource Plan 
2025-2028. In the current HRP 2022-2025 the following priorities were identified, recruitment and selection, training 
and development as well as employment equity. 
 
The progress made in different priority areas include approvals of the Retention Strategy, Employment Equity Plan, 
Acting in Higher Post Policy, Working Time including Overtime, Payment of Resettlement Cost, Transfer and 
Secondment of Employees.  The following draft policies were submitted to multilateral committee for final 
consultation; Recruitment & Selection Policy, Special leave and RWOPS.  
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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, 37.5% was achieved as at end of March 2024. On one hand, the national target for 
disability representatives at workplace is 2%, and 0.3% was achieved as of end March 2024. 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 of end of 1st quarter 2024/25, 36.9% was achieved of the 40% 
quarterly target due to the insufficient number of women-owned businesses for goods, services during the reporting 
period. 

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

As of January 2025, the department had a fixed staff establishment of 23 136 posts, 16 143 are active filled and 
30.2% vacancy rate. The department works tirelessly to ensure synergy between the organisational structure, 
departmental strategic plan, individual performance agreements and job descriptions. Based on age analysis, age 
group 41-50 years carries more labour force of the department at 33% and the youth age group [19-35 years] 
combined is at 21%. 
 
Staff turnover 

 
The staff turnover of critical personnel in the department was 0.53%, [Persal report 7.6.2 FSH appointment details 
report and 7.6.4 service termination report,  April 2024 to December 2024]. The turnover of critical and scarce skills 
negatively affects the quality and accessibility of health care services. This exposes the department to increased 
negative staff morale. The figure below demonstrates the need for the department to make much needed 
improvements in provision of quality health care services underpinned by evidence-based clinical practice. Improved 
operational efficiency and proper utilisation of human resources in the health sector including appropriate strategies 
in recruitment, retention and future human resources planning will strengthen health system. 
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Figure 27: Appointments & Terminations Apr 2024 - Dec 2024   

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

 

PERFORMANCE MANAGEMENT DEVELOPMENT SYSTEM [PMDS] 

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

The department is behind with the payment of rewards for the period 2023/2024 for Level 1-12 and SMS for 
2022/2023 and 2023/2024. 2023/24 will be paid in the new financial year and all outstanding payments will be made 
within the MTEF period.   

HUMAN RESOURCE DEVELOPMENT AND CAPACITY BUILDING   

The objective of training and development is to facilitate the acquisition of new skills and the improvement of current 
skills by enhancing existing knowledge and change employees’ behaviour in the workplace.  Training and 
development support the implementation of administrative reform and modernisation, as well as improves the 
professional/technical skills and qualifications of staff to increase the efficiency and effectiveness. 

Higher Education and Training Programs are offered through the two colleges: Free State School of Nursing (FSSON) 
and Free State College of Emergency Medical Care (FSCoEC). The department strives to ensure accreditation of the 
programmes offered at 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 will come to an end in 2025, there will be no intake in 2025 
through the University of Johannesburg. 

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.  
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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 

In line Professionalization Framework, Pillar 4 on Continuous Learning and Professional Development, the 
department continues to award employees bursary opportunities through the identification of priority areas of study 
as contained in the Annual Performance Plan of the Department and Human Resource Plan. Bursaries are widely 
advertised, and awareness raised throughout the department. An online bursary application system was introduced 
to ease the application process and to make it accessible to all 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. This will 
be addressed as soon as the structure is completed to align with the 2025/30 strategic plan. 

LABOUR RELATIONS  

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

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

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

EMPLOYEE HEALTH & WELLNESS  

Employee Health and Wellness Programme promotes and supports the physical, mental and 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. The programme is still not meeting the minimum mandate of its services 
due to capacity challenges 

The programme will respond to building a healthy workforce through conducting employee staff morale surveys, 
establishing partnerships with relevant stakeholders, monitors and evaluate progress and communicate details of 
the of program throughout the organisation.  
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Information & Communication Technology (ICT)  
 
The Department has made great strides in leveraging on innovative Information and Communication Technology to 
enhance patient care and improve administrative functions. The following initiatives were undertaken:  

• Automation of Key Functions: will implement electronic leave (e-leave), hospital medical procedure booking 
system and SCM file-tracking system for operational efficiency. 

• HMS2 Deployment: will roll out to 6 new district hospitals, which will bring the total number of hospitals using 
HMS2 to 16. This system is primarily aimed at improving clinical record-keeping and revenue collection. 

• 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. 

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

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

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

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

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

• Clinician Training: Collaborating with CUT on digital literacy training for clinicians as part of HMS2 deployment. 
• 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 all done following the characteristics of data 
quality.  

While there are still some challenges in data management in the department, there have also been some gains, such as 
standardisation of data collection tools for hospitals and PHC facilities including daily data capturing in all 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. The department has implemented data decentralisation in 220 PHC 
facilities and 14 hospitals by end of financial year 2023/24. This has improved the data quality and alignment in health 
facilities. The department benchmarked a patient information system from Eastern Cape Department of Health called 
HMS2, which has currently been 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 that aims to reduce patient waiting times, one patient file, one 
entrance and one exit have proven beneficial. The project is ongoing in hospitals and once completed, it will improve 
continuity of care.  

Relevant data quality control measures are being implemented, such as use of SharePoint for data management throughout 
the department. This has allowed easy sharing and use of data across different stakeholders, including the NDoH. The daily 
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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 of 2022/23 and of 2023/24. Furthermore, there 
were no material audit findings for Budget Programme 2, 4 & 5.  

Despite the strides that have been made by the province in improving data 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 Department is coordinating and enabling 
research within the province. Significant research activities include the Free State Health Research Priority Setting, annual 
research day, 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 (PSM) 2023, held on September 4th. 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 numerous multisectoral disaster responses, both provincially, nationally and 
internationally. These includes the tailings dam disaster in Jagersfontein in 2022, various flooding incidents within the 
province, snowfalls in the Eastern Cape and the Drakensburg, and major international disasters, such as the tsunamis and 
earthquakes.   
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The department played a leading role in the 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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PART C: MEASURING OUR PERFORMANCE 

1. Institutional Performance Information  

2. IMPACT STATEMENT & OUTCOMES 
 
In order to develop this Department plan,  PESTLE and Theory of Change 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 stated as follows; “ Reduce poverty and tackle the high cost of living.” Sector 

outcome puts emphasis on; “improved access to affordable and quality healthcare.” Over the next five years, 

the department will strive to achieve the following outcomes for improved life expectancy: 

 

IMPACT STATEMENT  OUTCOMES 

Life expectancy of the 
Free State community 
improved to 65 years by 
2030 

1 Maternal, neonatal, infant and child mortality reduced 
2 HIV/AIDS related deaths reduced 
3 TB mortality reduced 
4 Malaria related deaths reduced 
5 Mortality due to non-communicable diseases reduced 
6 Mental Health Care integrated into primary health care 
7 Access, coverage and quality of public health services improved 
8 Improved patient experience of care 
9 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 
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3. MEASURING OUR OUTCOMES 

3.1 Impact Statement: Life expectancy of the Free State community improved to 65 years by 2030 

MTDP PRIORITY 2 Reduce poverty and tackle the high cost of living 
Outcome Outcome Indicators Baseline 

(2023/2024) 
5-year Targets 

(2025/30 
Maternal, Neonatal, Infant and Child 
Mortality reduced 

1. Neonatal death in facility rate (per 1 000 live births) 19.7  10  
2. Under 5 mortality rate  (per population <5 years) 28  15  
3. Maternal Mortality in facility ratio (per 100 000 live births) 107.37  70  

HIV/AIDS related deaths reduced 4.  ART death rate 2.3% 2% 
TB mortality reduced 5. All DS-TB client death rate 12.3% 8% 
Malaria related deaths reduced 6. Malaria case fatality rate 2.6% 0% 
Mortality due to non-communicable 
diseases reduced 

7. Hypertensive diseases death rate  6.8%  4%  
8. Diabetes Mellitus death rate 6.2%  3.8% 
9. Cataract surgery rate (per 1 000 000 population) 2 600.2  3 000  

Mental Health Care integrated into 
primary health care 

10. Number of PHC facilities equipped appropriately for 
mental health care services 

New  
indicator 20 
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3.1.1 PLANNED PERFORMANCE OVER THE FIVE-YEAR PLANNING PERIOD 
 
MATERNAL, NEONATAL, INFANT AND CHILD MORTALITY REDUCED 

Proper care and management of women during pregnancy is key in addressing related complications to both 
the mother and the baby. The department will tirelessly work towards reducing preventable under 5 mortalities, 
decreasing stunting in children and all other childhood illnesses that are major causes of under 5 fatalities. This 
will be done through collaboration with other sectors including municipalities as they are  responsible for 
provision of basic services to preserve the lives of  the communities. The reduction in maternal, under five, 
infant and neonatal mortalities will lead to the reduction in crude mortality rates and ultimately to improved 
health and increased life expectancy.  

The achievement of the planned outcomes will be in line with the long term programme of strengthening health 
care programmes to address the burden of disease.  

Key Enablers  

▪ Improved accessibility and quality of PHC services including effective management of WBOTs for health 
promotion, health screening and referrals.  

▪ Intersectoral collaboration with other departments to address the social determinants of health that 
impact on the health of children.  

▪ Improve access to health care facilities: reduction of waiting times for EMS, implementing booking 
system in clinics, extending operational hours and correcting staff attitude. 

▪ Improved accessibility to contraceptive methods and increased couple year protection rate.  
▪ Prevention of unplanned pregnancies. 
▪ Enhanced capacity for safe maternity, neonatal and child health services. 
▪ Skilled clinicians, including midwives, medical specialists and emergency care officers.  
▪ Outreach and In-reach by specialists from both tertiary and academic hospitals to the districts for capacity 

building. 
▪ Adequate number of dedicated obstetric ambulances.  
▪ Availability of Neonatal High Care beds per district.  
▪ Reconfiguration of service platform.  

 

HIV/AIDS RELATED DEATHS REDUCED AND TB MORTALITY REDUCED 

 
The reduction in mortalities due to TB, HIV/AIDS and malaria will lead to Longer Life Expectancy as TB and 
HIV/AIDS are jointly the leading cause of mortalities in the Province. While malaria is not endemic to the Free 
State, the early detection and treatment of the few incidences that occur in the province will reduce related 
deaths and contribute to increased life expectancy.  

Key Enablers  

▪ Continued community engagement and empowerment. 
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▪ Dedicated funding for the comprehensive implementation of HIV/AIDS 95-95-95 and TB 90/90/90 
Strategies.  

▪ Implementation of the Ministerial 10-point plan for the 90/90/90 strategy acceleration. 
▪ Continued capacity of pharmaceutical industry to ensure consistent availability of antiretrovirals and TB 

medication.  
▪ Adequate supervision of  WBOTs to improve coverage and provide effective health promotion, HIV testing, 

TB screening and referrals and other health conditions that are within their scope of work.   
▪ Formalised collaboration with multiple stakeholders, including other government departments, institutes 

of higher learning, NGOs, Private sector on HIV/AIDS and TB programmes. 
▪ Increase access to point-of-care diagnostic equipment for prompt identification and subsequent 

management of both HIV/AIDS and TB programmes. 
▪ Implementation of customized TB prevention packages to key and vulnerable populations to ensure a 

people-centred approach in collaboration and management of the disease. 
▪ Active case findings, index testing and prompt initiation of eligible patients on ART, TB and/or malaria 

treatment.  
▪ Effective CCMDDs and Treatment Adherence clubs for stable ART clients.  

 

MALARIA RELATED DEATHS REDUCED 

In a quest to reduce malaria-related deaths, the department will strengthen community awareness and 
intensify case finding efforts for early detection. Review of current clinical guidelines will be done to ensure 
proper management of Malaria.  

Key Enablers: 

▪ Training of health care workers to ensure effective management of malaria cases. 

▪ Create community awareness in districts that are malaria prone. 

▪ Ensure adequate availability of medical consumables for malaria treatment.  

▪ Use of notification system for effective response to malaria incidences in the province. 

 

MORTALITY DUE TO NON-COMMUNICABLE DISEASES REDUCED 
 
The department will work towards reducing the burden of diseases by screening eligible population groups for 
cervical cancer, hypertension, diabetes, mental health and other illnesses. The active case finding approach 
will ensure that people have quick access to treatment to prevent complications and mortalities due to non-
communicable diseases.  This will further contribute to increased life expectancy in the province.  

Key Enablers 

▪ Inter-sectoral collaboration on the promotion of healthy lifestyles and prevention of NCDs.  
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▪ Effective health education and health promotion programmes, targeting the social determinants of health 
and diseases of lifestyle. 

▪ Active screening at the health facilities, community settings and institution of treatment for eligible patients.   
▪ Continued availability of funding and medication for the treatment / management of non-communicable 

diseases. 
▪ Effective NCCMDDs and Treatment Adherence clubs.  
▪ Improve eye care services throughout the province and train sufficient number of health personnel on 

ophthalmology nursing. 

 

MENTAL HEALTH CARE INTEGRATED INTO PRIMARY HEALTH CARE 

▪ Ensure that PHC facilities are well equipped for management of mental health disorders. 
▪ Recruit mental healthcare personnel at PHC level to ensure adequate coverage and access to mental 

health care services. 
▪ Train health care professionals on mental health and prevention strategies. 
▪ Conduct awareness campaigns to prevent stigmatisation and ensure that all eligible mental health users 

have access to treatment. 
▪ Expansion of the mental health care services through phased implementation of the Mental Health grant. 

 

ACCESS, COVERAGE AND QUALITY OF PUBLIC HEALTH SERVICES IMPROVED 
 
To improve accessibility, coverage and quality of health care services, the department will ensure timely 
review of patient safety and morbidity and mortality incidents from all the health facilities in all districts. The 
department will re-look into the functioning of DCSTs to derive value and have umbrella focus in all districts. 
 
M&M reviews will be conducted monthly per hospital for consistent root cause analyses of all the adverse 
clinical events and this will ensure timely closure of PSIs. These processes will lead to implementation of 
interventions geared at the prevention of recurrence of avoidable morbidities and mortalities within the 
health services. PEC satisfaction survey rate will be conducted and quality improvement plans will be 
developed to improve satisfaction levels of patients and quality of care provided. 
 
The aforementioned interventions will contribute to improved quality of public health services, which will in 
turn result in increased life expectancy. 
 
Key Enablers  
▪ Prioritisation of resources for the medico-legal high-risk areas, i.e. Obstetrics & Gynaecology, 

Neonatology and Anaesthesia. 
▪ Procurement and appropriate development of essential health technology and other relevant 

resources for health care provision.  
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▪ Implementation of electronic patient record for consistent availability of patient health information and 
continuity of care and safeguarding of patient medical records. 

▪ Resourcing the EMS with the requisite purpose-built ambulance fleet, skills and expertise to increase 
EMS operational ambulance coverage and response times to all areas in the province. 

▪ Consistent implementation of all the nine legs of clinical governance.  
▪ Strengthen implementation of the FSDoH Litigation Reduction strategy (6 point plan). 
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3.2 Impact Statement: Life expectancy of the Free State community improved to 65 years by 2030 
 

MTDP PRIORITY 2 Reduce poverty and tackle the high cost of living 
Outcome Outcome Indicators Baseline 

(2023/2024) 
5-year Targets 

(2025/30 
Access, coverage and quality of public health 
services improved 

11. Percentage of facilities OHSC certified 20% 80% 
12. Number of functional ward-based outreach 

teams 181 190 

13. Operational ambulance coverage 0.47 0.55 
Improved patient experience of care 14. Patient experience of care satisfaction rate 81.1% 90% 
Leadership and governance strengthened in 
healthcare  

15. Number community engagements held (by MEC) New  
indicator 10 

16. Number of hospitals compliant to clinical 
governance policy  

New  
indicator 32 

Financial management strengthened in health 
sector 

17. Audit outcome for regulatory audit expressed by 
AGSA Qualified opinion Unqualified opinion 

Appropriate human resources for health 18. Number of medium to large district hospitals with 
multi-disciplinary teams of health professionals 

New  
indicator 5 

19. Medical officers per 100 000 population 25 per 100 000 28 per 100 000 
20. Professional nurses per 100 000 population 125 per 100 000 135 per 100 000 
21. Percentage of female representivity at senior 

management 37.5% 50% 

22. Percentage of employees with disability 0.3% 0.1% 
Robust and effective health information systems 
for evidence-based management 

23. Number of health facilities implementing 
electronic patient clinical records 10 50 

Health infrastructure optimised for delivery of care 24. Percentage of health facilities with completed 
capital infrastructure projects 70% 90% 
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3.2.1 PLANNED PERFORMANCE OVER THE FIVE-YEAR PLANNING PERIOD  

 

ACCESS, COVERAGE AND QUALITY OF PUBLIC HEALTH SERVICES IMPROVED  

The shared supervision for WBOTs will improve coverage and efficiency of community-based PHC services 

to the households including peripheral areas.  The enrolled nurses to lead multiple teams for effective 

service coverage. This will increase the household visit coverage as well as the department’s capacity to 

promote health, prevent ill-health, detect illnesses early and refer appropriately. The contracting of medical 

doctors at PHC facilities will bring more clinical skills and expertise to the PHC level and closer to 

community.  

The implementation of CCMDDs will bring chronic medication closer to the relevant clients and also relieve 
bottlenecks and reduce long waiting times in PHC facilities which contributes to low patient satisfaction 
rates.  

The achievement of the above-mentioned outcomes and other relevant measures will contribute towards 
UHC. 

The achievement of the outcomes will also contribute towards achieving the provincial priority of re-
engineering PHC as envisaged in the FSGDS. 

Key Enablers 

▪ Progressive, deliberate and consistent prioritisation of resources towards PHC services. 
▪ Address public health needs in the districts by  including health promotion and community development 

officers as part of staff complement.  
▪  Continuous increase of functional CCMDDs and treatment adherence clubs and the enrolment of 

beneficiaries. 
▪ Support districts in rural areas with retention strategies (inclusive of EMS) to ensure the district’s self-

reliance and reduce the number of level 1 referrals. 

ACCESS, COVERAGE AND QUALITY OF PUBLIC HEALTH SERVICES IMPROVED 
 
The department will increase the proportion of clinics, community health centres and hospitals complying 
with the ideal health facility framework for improved quality of care.  
 
Well-resourced EMS with the requisite purpose-built fleet, skills and expertise will lead to an increase in 
operational ambulances, which in turn will improve the ambulance coverage and expedite EMS response 
times. Reduction in the number of towns without ambulances will improve EMS coverage and response 
times. 
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The improved quality of health services will in turn promote Universal Health Coverage as more health 
facilities will meet the requirements of NHI.  
 
Key Enablers  
▪ Procurement and appropriate development of essential health technology and other relevant 

resources for health care provision.  
▪ Arrangement of departmental contracts on key pharmaceutical items to improve procurement of 

medicines and medical consumables. 
▪ Continued implementation of health infrastructure development and maintenance in line with the 

infrastructure norms and standards.  
▪ Progressive prioritisation of resources towards EMS. 
▪ Progressive establishment of new EMS stations in the province. 
▪ Implementation of the programme for the compliance of public ambulances and EMS stations with the 

EMS regulations. 
 
LEADERSHIP AND GOVERNANCE STRENGTHENED IN HEALTHCARE  

The effective mitigation of the department’s strategic risks to low level and the implementation of internal 
and external audit recommendations will lead to the achievement of unqualified audit opinion by the AGSA, 
which would be indicative of good leadership and governance.  

The implementation of QIPs and the monitoring and response forums will improve the clinical governance 
in all districts.  

The proper management of the department’s cash flow and the timely payment of invoices will improve 
financial stewardship and sustainability of the department.  

Key Enablers 
▪ Implementation of all the nine legs of clinical governance.  
▪ Strengthen functionality of hospital boards and clinic committees consisting of members with requisite 

skills.  
▪ Responsive community engagements to address needs and health promotion. 
▪ Implementation of service platform redesign and the linked budgeting. 
▪ Implementation of performance management framework that links the budget allocations, 

performance objectives, expenditure and performance outcomes. 
▪ Re-alignment of budgeting towards NHI implementation. 
▪ Strengthening contract management in the Department. 
 

FINANCIAL MANAGEMENT STRENGTHENED IN HEALTH SECTOR 

Healthy financial management is key for sustainability of health services. The department will focus on 
improving financial sustainability of the department by proper alignment of budget and fund to the priorities, 
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proper management of goods and services and capital assets. This will assist in reduction of fruitless and 
wasteful expenditure and accruals and eventually improve audit outcome of the department. 

Key Enablers 
▪ Implementation of effective combined assurance programme.  
▪ Implementation and monitoring of audit action plans.  
▪ Implementation and monitoring of internal controls.  
▪ Re-prioritization of funding to non-negotiable items to maintain basic service delivery. 
▪ Implementation of a costing model to assist with costing of the departmental plans to derive value for 

money. 
▪ Reduction of less-essential and non-essential budgets. 
▪ The Financial Control Committees (FCC) and Expenditure Control Committees (ECC) will be convened 

on regular basis to ensure that expenditure incurred is in line with priorities. 
▪ All warm bodies will be fully budgeted and be fully effective. 
▪ All HR accruals will be listed and costed per institutions. 
▪ Ensure compliance with SCOA, ensuring that budget is allocated to the lowest Cost Centre level and 

item level. Misclassifications and journals will be linked to Performance Management of officials. 
▪ Department will develop strategies that will assist to bring back the alignment of cash and budget. 
▪ Prioritise the payment of Accruals and Payable and ensure reduction. 

 
APPROPRIATE HUMAN RESOURCES FOR HEALTH 

The availability of requisite human resource and skills will strengthen the capacity of the department to 

provide quality health services and this will contribute to the implementation of UHC.  

Key Enablers  

▪ Effective talent recruitment and retention.  
▪ Improved turnaround times in filling of critical vacancies 
▪ Availability of funding for compensation of employees. 
▪ Capacitated medium to large district hospitals. 
▪ Maintain accreditation status with statutory bodies.  
▪ Implement skills development programs. 
▪ Monitor, evaluate and implement  clinical training programs. 

ROBUST AND EFFECTIVE HEALTH INFORMATION SYSTEMS FOR EVIDENCE-BASED MANAGEMENT 

An innovative, data-driven health information system that digitises processes, strengthens data use and 

supports evidence-based decision-making will contribute towards improved healthcare outcomes. 
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Key Enablers 

▪ Implementation of the electronic health record to ensure availability of patient data in all health facilities 
to promote continuity of care. 

▪ Automate business processes to improve efficiency. 

▪ Digitization of medical records, with a focus on maternal records, enhancing health intelligence and 
data management. 

▪ Strengthening cyber security and creating awareness amongst all employees of the department. 
▪ Collaborating with institutions of higher learning to advance use of technology in the department. 
▪ Digitization of assets verification and recording processes. 
▪ Sufficient ICT infrastructure and human resources to strengthen ICT functions.  

 

HEALTH INFRASTRUCTURE OPTIMISED FOR DELIVERY OF CARE 
 
Effective infrastructure development and maintenance will enhance the capacity of the department to 
provide quality health services and also contribute towards the public health facilities meeting the NHI 
requirements, thus improving UHC. 

Key Enablers  
▪ Continued dedicated funding for infrastructure projects. 
▪ Effective maintenance of health infrastructure.  
▪ Continuous monitoring of infrastructure projects to ensure quality and timely completion.  
▪ Effective implementation of the FSDoH-DPW SLA on Infrastructure.  
▪ Institution of the optimised Infrastructure Delivery Management System.  
▪ Installation of emergency power supply per health facility. 
▪ Installation of alternative water supply and storage, e.g. boreholes, reservoirs and alternative power 

supply, e.g. solar systems, heat pumps at health facilities. 
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4. KEY RISKS  
Outcomes Key Risks  Risk Mitigations 
1. Maternal, Neonatal, Infant and 

Child Mortality reduced  
• Inability to reduce maternal, child 

and infant mortalities. 
• Inefficient interfacility transportation 

• Adequate resourcing (Staffing and 
equipment) for maternal, neonatal and 
paediatric services 

• Community and whole sector involvement 
in reducing preventable mother and child 
mortalities. 

• Strengthen leadership and governance. 
• Strengthen primary health care services to 

prevent potential complications. 
• Improve efficiency of interfacility transport 

2. HIV/AIDS related deaths 
reduced 
 

Inability to curb new incidences of HIV 
and implement UTT  

• Implement the 95-95-95 strategy for 
HIV/AIDS programme. 

Decreased funding from Developmental 
Partners leading to inability to provide 
quality services 

• Reallocation of conditional grant budget to 
ensure sustainability of quality services. 

• Realign targets to be in line with available 
budget. 

3. TB mortality reduced Failure to reduce TB incidence rate • Community health education on treatment 
adherence and early presentation at the 
facilities. 

• Implementation of the Dot strategy. 

Inability to improve TB treatment 
success rate and reduce lost to follow up 

4. Mortality due to non-
communicable diseases 
reduced 
 

Inability to reduce NCDs • Improve community awareness and health 
promotion and education in collaboration 
with other departments and stakeholders, 
etc. to fight NCDs. 

5. Mental Health Care integrated 
into primary health care 
 

Violation of Mental Health Care Users 
Rights in terms of safety and protection 
and access to appropriate level of care 

• Prioritize the refurbishment of mental 
health infrastructure projects to improve 
access to care, safety and protection. 

Delays in contracting mental health 
practitioners in primary health care 

• Expedite use of mental health services from 
other healthcare providers. 

6. Malaria related deaths reduced  Failure to implement Malaria guidelines • Review malaria clinical records and ensure 
adherence to guidelines by health facilities. 

7. Access, coverage and quality of 
public health services improved 

Inability to achieve Ideal Facility 
Certification 

• Conduct annual self-assessment, develop, 
implement and monitor quality 
improvement plans. 

• Strengthen implementation of clinical 
governance policy. 

High medicines cost • Participate in the NDOH contracts for 
pooled procurement for non-awarded 
items. 

Increased contingent liability • Capacitate priority areas (Staffing and 
equipment) and safe guard medical records 
where there are potential liabilities. 

Shortages of key personnel and 
negatively affecting access and quality of 
care 

• Prioritise recruitment of key personnel to 
improve access and quality of care. 

8. Improved patient experience of 
care  

Inability patience to improve experience 
of care 

• Conduct quarterly patient experience of 
care survey. 
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Outcomes Key Risks  Risk Mitigations 
• Strengthen consultative processes with the 

community to address their needs. 
• Conduct staff indaba to improve values and 

attitude of personnel.  
• Implement booking system to reduce 

waiting time 
9. Leadership and governance 

strengthened in healthcare  
Inability to enhance leadership and 
governance for accountability for 
effective functioning of health system  

• Strengthen leadership and governance for 
effective health system performance and 
accountability. 

10. Financial management 
strengthened in health sector 

Non-Implementation of Audit 
Recommendations 

• Monitor implementation of audit 
recommendations and hold responsible 
managers accountable for addressing 
findings. 

Insufficient Budget to Address Accruals – 
May delay reduction efforts and 
negatively affect service delivery 

• Conduct Regular Risk Assessments – 
Identify vulnerabilities in financial and 
procurement processes to prevent future 
accruals and mitigate potential risks. 

Inability to curb irregular, fruitless, and 
wasteful expenditure 

• Strengthen Internal Controls – Develop and 
enforce Standard Operating Procedures 
(SOPs) for key financial processes such as 
procurement, asset management and 
expenditure monitoring. 

11. Appropriate human resources 
for health 

Poor implementation of multi-year 
recruitment plan and other critical 
Human Resources for Health policies 

• Conduct regular workforce planning and 
forecasting to address future staffing needs 
and strengthen adherence to HRH policies 
for effective functioning of human 
resources for health. 

Budget cuts lead to poor capacity 
building initiatives  

• Prioritize critical training needs and where 
possible outsource inhouse capacity 
building and training,  

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

System Integration (interoperability) 
challenges – Incompatibility with existing 
systems may be costly to integrate and 
cause delays to implement 

• Comprehensive System Integration 
Planning – Ensure strategic ICT 
infrastructure purchasing and compatibility 
and phased implementation approach with 
thorough testing. 

13. Health infrastructure optimised 
for delivery of care 

Budget reduction • Proper market research for accurate 
pricing. 

Infrastructure that is not fit for purpose • Implement infrastructure plan accordingly 
to have well-maintained health facilities fit 
for purpose. 

Infrastructure projects completion 
delays negatively affect health care 
service delivery 

• Continuous project evaluation, monitoring 
and reporting to facilitate timely completion 
of projects as per agreed deliverables. 

 

5. Public entities 
The Department does not have any public entities 

Name of public entity Mandate Outcomes Current annual budget  
N/A N/A N/A  
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6. PART D: TECHNICAL INDICATOR DESCRIPTION (TID) FOR STRATEGIC PLAN  
Indicator Title Definition Source of 

data 
Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

Neonatal death in 
facility rate (per 1 000 
live births) 

Infants 0-28 days 
who died during 
their stay in the 
facility per 1 000 
live births in 
facility 

DHIS and 
Service 
Registers 

Numerator: Neonatal 
deaths (under 28 days) 
in facility 
Denominator: Live 
births in facility  

Lower neonatal 
deaths 

N/A N/A Lower 
neonatal death 
in facility would 
mean 
improved ANC 
care 

MCWH/District 
Directors/Hospital 
CEOs 

Under 5 years 
mortality rate 

Children under 5 
years who died 
against the 
population of 
children under 5 
years per 1 000 

DHIS, DHA 
and Stats SA 

Numerator: Death  
under 5 years total 
Denominator: 
Population under 5 
years  

Accurate 
recording and 
reporting 

Children N/A Lower rate MCWH/District 
Directors/Hospital 
CEOs 

Maternal mortality in 
facility ratio (per 100 
000 live births) 

Maternal death is 
death occurring 
during pregnancy, 
childbirth and the 
puerperium of a 
woman while 
pregnant or within 
42 days of 
termination of 
pregnancy, 
irrespective of the 
duration and site 
of pregnancy and 
irrespective of the 
cause of death 
(obstetric and 
non-obstetric) per 
100 000 live births 
in facility. 

DHIS Numerator:   
Maternal death in 
facility 
Denominator:   
Live births known to 
facility 

Data quality Women N/A Lower 
maternal 
mortality ratio 
in facilities 
indicates better 
obstetric 
management 
practices and 
antenatal care 

Director: MCWH, 
Hospital CEOs & 
District Directors 

ART death rate ART cumulative 
death – total as a 
proportion of ART 

TIER.Net & 
DHIS, 

Numerator: ART 
cumulative death – total 

Quality of data 
reported 

N/A 
 

N/A Lower rate of 
ART deaths 

Chief Director: 
Health 
Programmes 
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Indicator Title Definition Source of 
data 

Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

start minus 
cumulative 
transfer out 

Service 
Registers 

Denominator: ART start 
minus cumulative 
transfer out 

All DS-TB client 
death rate 

ALL TB clients 
who started drug-
susceptible 
tuberculosis (DS-
TB) treatment and 
subsequently died 
as a proportion of 
all those who 
started DS TB 
treatment 

TIER.Net & 
DHIS, 
Service 
Registers 

Numerator: All DS-TB 
client death 
Denominator: All DS TB 
treatment start 

Accuracy 
dependent on 
quality of data 
from reporting 
facility 

N/A N/A Lower levels of 
death desired 

Chief Director: 
Health 
Programmes 

Malaria case fatality 
rate 

Deaths from 
malaria as a 
percentage of the 
number of cases 
reported 

Malaria 
Information 
System, DHIS 

Numerator: Malaria 
deaths reported 
Denominator: Malaria 
case reported 

Accuracy 
dependent on 
quality of data 
from reporting 
facility 

N/A N/A Lower rate Chief Director: 
Health 
Programmes 

Hypertensive 
diseases death rate 

Total number of 
all deaths due to 
Hypertensive 
diseases reported 
as a proportion of 
all causes of  
death reported in 
the province 

Stats SA;  
Mortality and 
causes of 
death in South 
Africa, DHA 

Numerator: Number of 
Hypertensive diseases 
deaths reported  
Denominator: Total 
number of all causes of 
death reported 

Availability of 
periodic Stats 
SA report 

N/A N/A Better health 
promotion 

Chief Director: 
Health 
Programmes 

Diabetes Mellitus 
death rate  

Total number of 
all deaths due to 
Diabetes Mellitus 
reported as a 
proportion of all 
causes of  death 
reported in the 
province 

Stats SA; 
Mortality and 
causes of 
death in South 
Africa, DHA 

Numerator: Number of 
Diabetes Mellitus  
deaths reported 
Denominator: Total 
number of all causes of 
death reported  

Availability of 
periodic Stats 
SA report 

N/A N/A Better health 
promotion 

Chief Director: 
Health 
Programmes 
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Indicator Title Definition Source of 
data 

Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

Cataract surgery rate Cataract 
operations 
completed per  
1 000 000 
population 

Theatre reports Numerator: Cataract 
operations completed  
Denominator: Total 
population  

N/A N/A N/A Higher rate Hospital CEOs 

Number of PHC 
facilities equipped 
appropriately for 
mental health care 
services 

PHC facilities 
equipped with 
psychology 
infrastructure  
and equipment, 
(private 
consultation 
rooms  
and group 
facilitation rooms, 
lock up filing  
cabinets for 
secure storage of 
psychology  
specific files, 
psychological 
assessment  
instruments) 
where 
psychologists 
deliver services. 

Facility 
Reports 

Count all PHC facilities 
equipped with 
psychology 
infrastructure  
and equipment where 
psychologists deliver 
services. 

N/A N/A N/A More PHC 
facilities to be 
equipped 

Chief Director: 
Health 
Programmes 

Percentage of 
facilities OHSC 
certified  
 
 
 
 

Percentage of 
health facilities 
certified by OHSC 
as a proportion of 
all public hospitals 
across all levels of 
care 

Regulated 
Standards 
Reports 

Numerator: Number of 
hospitals certified by 
OHSC 
Denominator: Total 
number of public 
hospitals  

Data accuracy N/A N/A Higher 
percentage 
certified by 
OHSC 

Hospital CEOs & 
Manager: Quality 
Assurance 
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Indicator Title Definition Source of 
data 

Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

Number of functional 
ward-based outreach 
teams 

Number of ward-
based outreach 
teams that have 
outreach team 
leaders (OTLs) 
and report data on 
the DHIS. 

Reports/Letters 
of appointment 

Count number of ward-
based outreach teams 
that are functional 

Accurate 
reporting  

N/A N/A More 
functional 
teams might 
mean 
increased 
coverage 

Chief Director: DHS, 
CBS / Outreach 
Services 
Programme 
Manager 

EMS operational 
ambulance coverage 

Number of all 
rostered 
ambulances per 
10 000 people in 
the province. 

Fleet 
management 
reports 

Numerator: EMS 
Operational 
Ambulances 
Denominator: Total 
population in the 
province  

Good record 
keeping and 
data accuracy 

N/A N/A High coverage  Director: 
Emergency 
Medical Services 

Patient experience of 
care satisfaction rate 

Total number of 
Satisfied 
responses as a 
proportion of all 
responses from 
Patient 
Experience of 
Care survey 
questionnaires. 
[This indicator is 
reported in PHC, 
district, regional, 
tertiary & central 
hospitals]. 

PEC DHIS 
Model 

Numerator: Patient 
experience of care 
survey satisfied 
responses 
Denominator: Patient 
experience of care 
survey total responses 

Data accuracy N/A N/A Higher 
percentage 
could indicate 
good quality of 
care 

Chief Director: 
DHS and District 
Directors/ 
Hospitals CEOs 

Number of 
community 
engagements (by 
MEC) 

Community 
engagements held 
by the MEC; 
taking PHC to the 
communities, NHI 
discussions, and 
all other matters 
related to health 
promotion and 

Reports All engagements to the 
community held by 
MEC: Health 

N/A N/A All districts More 
community 
engagements 

Office of the MEC 
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Indicator Title Definition Source of 
data 

Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

awareness and 
health services  

Number of hospitals 
compliant to clinical 
governance policy 

All hospitals that 
are compliant to 
clinical 
governance policy 

Reports Count all hospitals 
compliant to clinical 
governance policy 

N/A N/A N/A All hospitals to 
comply 

Hospital CEOs 

Audit outcome for 
regulatory audit 
expressed by AGSA 

Audit outcome for 
regulatory audit 
expressed by 
AGSA for the 
previous financial 
year. 

Documented 
Evidence: 
Annual Report, 
Auditor 
General’s 
Report 

Categorical Auditor 
General’s opinion 

N/A N/A N/A Unqualified 
audit opinion 

Chief Financial 
Officer 

Number of medium to 
large district hospitals 
with multi-disciplinary 
teams of health 
professionals 

District hospitals 
that are 
capacitated with 
multi-disciplinary 
teams consisting 
of for instance; 
family physician, 
physiotherapist, 
occupational 
therapist, speech, 
and audio 
therapist. 

Persal Report Count all medium to 
large district hospitals 
capacitated with multi-
disciplinary teams of 
health professionals 

Accurate 
reporting 

N/A N/A High number Chief Director: 
Human Resources 
Management and 
Planning 

Proportion of medical 
officers per 100 000 
population 

Medical officers 
actively employed 
in public health 
sector during the 
reporting period 
as a proportion of 
100 000 
population in the 
province. 

Persal Report Numerator: Medical 
officers actively 
employed 
Denominator: Total 
population in the 
province  

Accurate 
reporting  

N/A N/A High 
Proportion 

Chief Director: 
Human Resources 
Management and 
Planning 

Professional nurses 
per 100 000 
population 

Professional 
nurses actively 
employed in 

Persal Report Numerator: 
Professional nurses 
actively employed 

Accurate 
reporting  

N/A N/A High 
Proportion 

Chief Director: 
Human Resources 
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Indicator Title Definition Source of 
data 

Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

public health 
sector during the 
reporting period 
as a proportion of 
100 000 
population in the 
province. 

Denominator: Total 
population in the 
province  

Management and 
Planning 

Percentage of female 
representivity at 
senior management 

Total number of 
female senior 
managers as a 
proportion of all 
managers at 
Senior 
Management 
Service (SMS) 
level in the 
department. 

Persal Report Numerator: Number of 
female senior 
managers in the 
department 
Denominator: Total 
number of all senior 
managers in the 
department 

Implementation 
of multi-year 
recruitment 
plan 

N/A N/A Achieve equity 
targets 

Chief Director: 
Human Resources 
Management and 
Planning 

Percentage of 
employees with 
disability 

Total number of 
all employees with 
disabilities as a 
proportion of all 
employees in the 
department. 

Persal Report Numerator: Number of 
employees with 
disabilities 
Denominator: Total 
number of all 
employees 

Implementation 
of multi-year 
recruitment 
plan 

N/A  N/A Achieve equity 
targets 

Chief Director: 
Human Resources 
Management and 
Planning 

Number of health 
facilities 
implementing 
electronic patient 
clinical records 

Public health 
facilities 
implementing 
electronic patient 
clinical records.  

Implementation 
Reports 

Count all health public 
health facilities 
implementing electronic 
patient clinical records 

N/A  N/A N/A  More facilities 
to implement 
electronic 
patient clinical 
records 

Directors: ICT & 
Information 
Management 

Percentage of health 
facilities with 
completed capital 
infrastructure project 

Percentage of 
health facilities 
with completed 
capital 
infrastructure 
projects (i.e., 
practical 
completion or 

Project 
management 
information 
systems 
(PMIS) 

Numerator: Total 
number of health 
facilities with completed 
capital infrastructure 
projects i.e., Practical 
Completion Certificate 
(or equivalent) issued. 

Good record 
keeping 

N/A All districts More health 
facilities to be 
in good 
condition to 
improve 
service 
delivery 

Chief Director: 
Infrastructure 
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Indicator Title Definition Source of 
data 

Method of Calculation 
/ Assessment 

Assumptions Disaggregation of 
Beneficiaries 
(where applicable) 

Spatial 
Transformation 
(where applicable) 

Desired 
performance 

Indicator 
Responsibility 

equivalent 
achieved for 
projects 
categorised as 
new and 
replacement, 
upgrade and 
additions or 
rehabilitation, 
renovations, 
refurbishments) 
expressed as a 
percentage of the 
number of health 
facilities planned 
to have completed 
capital 
infrastructure 
projects. 

Denominator: Total 
number of health 
facilities planned to 
have completed capital 
infrastructure projects 
i.e., Practical 
Completion Certificate 
(or equivalent) planned 
to be issued. 
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Annexures to the Strategic Plan 

Annexure A: NSDF and The District Delivery Model  

Areas of 
intervention in 
the NSDF & 
DDM 

Five-year planning period   
Project name Project Description  Budget 

allocation  
District  
Municipality 

Specific 
location 

Project leader Social 
partners 

Longitude  
(East/West/+X) 

Latitude  
(North/South/-Y) 

Water  Intervention 
project for 
water security 

Installation of water 
tanks and digging of 
boreholes 

20 000 All districts All districts CD: 
Infrastructure 

Municipalities All districts  All districts 

Electricity Intervention 
project for 
back-up 
electricity 

Installation of 
standby generators & 
solar system 

100 000 All districts All districts CD: 
Infrastructure 

Municipalities All districts  All districts 

Environmental 
Management 

Management 
of medical 
waste 

Upgrading of medical 
waste facilities in 
health institutions 

100 000 All districts All districts CD: 
Infrastructure 

Municipalities All districts  All districts 
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Annexure B: List of abbreviations 
ACRONYMS DEFINITIONS 
ACSM Advocacy, Communication and Social 

Mobilization 
AFS Annual Financial Statement  
AGSA Auditor General of South Africa 
AIDS Acquired Immune Deficiency Syndrome  
ANC Ante – natal care 
ALOS  Average Length of Stay 
ART Anti – Retroviral Treatment 
ARMS  Assisted Reality Medical System 

BoD Burden of Diseases 
CCMDDS Central Chronic Medicine Dispensing and 

Distributions 
DCST  District Clinical Specialist Team  
CEO Chief Executive Officer 
CHWs Community Health Workers 
COGTA Department of Cooperative Governance and 

Traditional Affairs. 

CUT  Central University of Technology  

C/S Cesarean Section  
DDM District Delivery Model  
DHB District Health Barometer 
DHIS District Health Information System 
DHS District Health Services  
DMOC Differentiated Model of Care 
DPSA Department of Public Service and 

Administration 
DoH Department of Health 
DS - TB Drug Sensitive Tuberculosis 
DPW Department of Public Works 
ECC Expenditure Control Committees  
ECDOH Eastern Cape Department of Health 
EMR Electronic Medical Record  
EMS Emergency Medical Services 
ESMOE Essential Steps in the Management of Obstetric 

Emergencies 
EIP extended programme on immunization 
EPWP Expanded Public Works Programme  
FSDoH Free State Department of Health 
FCC Financial Control Committees  
FSGDS Free State Growth Development Strategies 
FSSON Free State School of Nursing 
FSCoEC Free State College of Emergency Medical Care  
FY Financial Year 
GNU Government of National Unity 
GBV Gender Based Violence  
GHS General Household Survey   
HSM2 Health Management System version 2 
HIV Human Immunodeficiency Virus 
HPRS Health Patient Registration System 

ACRONYMS DEFINITIONS 
HPCSA Health Professional Council of South Africa  
HRH  Human Resource FOR Health  
HR Human Resource 
HRH Plan Human Resource for Health Plan 
IBUR Inpatient Bed Utilization Rate  
ICT Information Communication Technology  
LTFU Lost to Follow Up 
MCWH&N Maternal, Child and Women’s Health and 

Nutrition 
MEC Member of Executive Council 
MPL Member of Provincial Legislature 
MTDP Medium-Term Development Plan 
MTEF Medium-Term Expenditure Framework 
MPL Member of Parliament  
NCCEMD National Committee in Confidential Enquiry 

into Maternal Deaths 
NCCMDDS Neonatal Critical Care Minimum Data Set 
NCDs Non-Communicable Diseases 
NGOs Non-Governmental Organizations 
NDOH National Department of Health  
NDP National Development Plan 
NHA National Health Act 
NHI National Health Insurance 
NSDF National Spatial Development Framework  
OHH Outreach Households 
OHSC Office of Health Standards Compliance 
OPD Out-Patient Department 
OTLs Outreach Team Leaders 
P1 Priority one 
PDE Patient Day Equivalent 
PDMS Performance Development Management 

System 
PEC Patient Experience of Care 
PEM Protein Energy Malnutrition 
PESTEL Political, Economic Social, Technology, 

Environment and Legal  
PGDS Provincial Growth and Development Strategy 
PHC Primary Health Care 
PLHIV People Living with Human Immunodeficiency 

Virus 
PMIS Project Management Information System 
PPIP Perinatal Problem Identification Programme 
PPPR Pandemic prevention, preparedness and 

response 
Prep Pre-Exposure prophylaxis 
PSI Patient safety incident 
PSM Public Service Month  
QIPs Quality Improvement Plans 
RWOPS Remunerative Work Outside Public Service 
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ACRONYMS DEFINITIONS 
SAM Severe Acute Malnutrition 
SCA Supreme Court of Appeal 
SCOA Standard Charts of Accountants  
SLA Service Level Agreement  
SDGs Sustainable Development Goals 
SDIP Service Delivery Improvement Plan 
SANC South African Nursing Council  
SMS Senior Management Services 
SOC state-owned companies 
SOP Standard Operating Procedure  
STATS SA Statistics South Africa 

ACRONYMS DEFINITIONS 
SITA  State Information Technology Agency  
TB Tuberculosis 
TID Technical Indicator Description 
TPT  Tuberculosis Preventive Treatment  
UBPL Upper Bound Poverty Line 
UHC Universal Health Coverage 
WBOTs Ward-based Outreach Teams 
WBPHCOTs Ward-based Primary Health Care Outreach 

Teams 
WHO World Health Organization  
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