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FOREWORD
As an implementation plan for HIV, STIs and TB activities, the
Bokone Bophirima Provincial Implementation Plan (PIP) on HIV, TB
and STIs (2017-2022) builds upon the achievements of previous
interventions and takes lessons from the shortcomings established in
the review of the North West Strategic Plan on HIV, TB and STIs
(2012–2016). In addition, this PIP is informed by the National
Strategic Plan (NSP) for HIV, STIs and TB (2107-2022)
contextualised to the specific needs of North West Province. We have
as much as is practicable, aligned this PIP with national, international
and regional obligations, commitments and targets in respect of HIV,
STIs and TB.
The PIP (2017-2022) is a major milestone in which the HIV and
AIDS, epidemic is addressed comprehensively together with its sister
diseases – TB and STIs, taking into consideration geographical, age and gender disparities of these
epidemics. There is more prominence bestowed on a multi-sectoral involvement to facilitate a better
managed, well resourced, efficient and effective multi-pronged response. It is important for all
stakeholders to take ‘the business unusual’ approach as we work towards the radical socio-economic
transformation of the province.
This PIP, being informed by the NSP 2017-2022 and the Multisectoral District Implementation plans
(2018/2019), will articulate the practicalities of implementing the strategies, the associated
Monitoring & Evaluation (M&E) plan by which progress will be measured; as well as how the various
activities will be financed.
I would like to take this opportunity to thank all those who contributed to the development of the
North-West PIP for HIV, STIs and TB, 2017–2022. As we continue to advocate for Zero new HIV,
TB and Sexually Transmitted Infections; Zero deaths associated with HIV and TB; and Zero
discrimination, we need to realise that the PIP is only the beginning, and that the real work lies ahead.

PROF JOB MOGKORO
NORTH WEST PROVINCE PREMIER

EXECUTIVE SUMMARY
Remarkable progress has been achieved during the implementation of the North West Provincial
Strategic Plan on HIV, TB and STIs (2012-2016). As of mid-year 2016, it was estimated that in the
North West Province there were 503 766 (13,5%) people living with HIV (PLHIV) of whom 26 790
are children under the age of 151. Nearly half (46,2%) of PLHIV were on treatment as of mid-year
2016. New HIV infections decreased by 12% between 2011 and 2016; with the most significant
achievement being the 52% reduction in the number of new HIV infections in infants at or before
birth. The HIV epidemic remains feminized with adolescent girls and young women being most at risk.
TB incidence has steadfastly decreased between 2011 and 2015; however, TB remains the main cause of
death in the province. HIV and TB prevalence and incidence varies according to geographic area,
population group, age and sex. Bojanala, Dr Kenneth Kaunda and Ngaka Modiri Molema are identified
as HIV/TB high burden areas. Hence, the need for a targeted approach in implementation of
interventions.
Building upon the success, gaps and challenges of the past, this Bokone Bophirima Provincial
Implementation Plan (PIP) on HIV, TB and STIs (2017-2022) operationalises the National Strategic
Plan (NSP) on HIV, TB and STIs (2017-2022). Since the first year of implementation is gone, the
PIP covers the period from 2018 to 2022. The PIP is a living document which will be reviewed on a
yearly basis to accommodate emerging data, lessons learnt and best practises. The PIP is laid out in
modified results oriented framework which identifies key results (broad activities at output level)
expected for each objective/outcome, responsible entities for implementation, geographic area and
priority group of focus. A Monitoring and Evaluation (M&E) framework is attached to give
performance and outcome indicators. Targets are given where applicable.

The objectives of the PIP are as follows:
o To provide a framework for aligning and harmonizing contributions of all stakeholders to
enhance coordination and efficiency in the implementation efforts.
o To provide guidance on geographical and population prioritisation of HIV prevention
interventions to optimise reduction of new infections while ensuring that no one is left behind.

1. Introduction
Background to the PIP
The Bokone Bophirima Provincial Implementation Plan (PIP) on HIV, TB and STIs a multi-sectoral
implementation plan which operationalises the National Strategic Plan (NSP) on HIV, TB and STIs
(2017-2022). It provides guidance for implementation from 2017 to 2022. The PIP is a living
document which will be reviewed periodically.
As shown in Figure 1, The PIP should be read in conjunction with the NSP, which outlines the
national strategies and long term outcomes. The NSP outlines the goals, strategic objectives and critical
enablers. The PIP lists agreed upon ‘key broad activities’ to be implemented by the multi-sectoral
stakeholders and associated outputs which will contribute to the outcomes and impact identified in the
NSP. Annual work plans from the various stakeholders at programme or project level will provide
more granular detail on the activities.
Figure 1: The relationship between the NSP and the Provincial Implementation Plan

The specific objectives of the PIP are as follows:
o To provide a framework for aligning and harmonizing contributions of all stakeholders to
enhance coordination and efficiency in the implementation efforts.
o To provide guidance on geographical and population prioritisation of HIV prevention
interventions to optimise reduction of new infections while ensuring that no one is left behind.
The PIP is laid out in a modified results oriented framework which identifies key results (output level)
expected for each objective/outcome, responsible entities for implementation, geographic area and
priority group of focus. A Monitoring and Evaluation (M&E) framework is attached to give
performance and outcome indicators. Targets are given where applicable.
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Development of the Bokone Bophirima Provincial Implementation Plan on HIV, TB & STIs
(2017-2022)
The development of the PIP (2017-2022) was informed by a participatory approach. The NSP was
the basis of all consultations. Multi-sector stakeholder (from government departments, civil society
including People living with HIV, non-parastatals, private sector, local government) consultations
which aimed to gather information on HIV, TB and STIs, challenges and identification of key
activities were held. These were held at district level and provincial level. District level consultations
yielded Multi-District Implementation Plans which have been consolidated with the provincial
consultations to develop the PIP.
Further, an epidemiological review which included an in-depth analysis of available data using the
Focus for Impact approach and a rapid review of the Provincial Strategic Plan on HIV, TB and STIs
(2012-2016) which documented progress and gaps in the response that needed to be addressed was
done.
A Lead consultant was hired to review and consolidate the PIP. The consultant worked with the
Steering Committee which was made up of representation from key stakeholders including the
Departments of Education and Sport Development, Health, Social Development, Office of the Premier
(OoP), PEPFAR Provincial Liaison and the People Living with HIV (PLHIV) sector. The Steering
Committee participated in validating the document. The PIP was also validated by the National Task
Team at the South African National AIDS Council (SANAC) Secretariat.
Goals of the Provincial Implementation Plan on HIV, TB and STIs (2017-2022)
The National Strategic Plan on HIV, TB and STIs (NSP) (2017-2022) is an ambitious strategy
which works towards the virtual elimination of new HIV infections and AIDS by 2030 as the long
term goal. For the period of the NSP, the following are the goals and respective intermediate outcomes:
o Goal 1: Accelerate prevention to reduce new HIV and TB infections and STIs.
o Goal 2: Reduce morbidity and mortality by providing treatment, care ad adherence support for
all.
o Goal 3: Reach all key and vulnerable populations with customised and targeted interventions.
o Goal 4: Address the social and structural drivers of HIV, TB and STIs and link these efforts to
the NDP.
o Goal 5: Ground the response to HIV, TB and STIs in human rights principles ad approaches.
o Goal 6: Promote leadership and shared accountability for sustainable repose to HIV, TB and
STIs.
o Goal 7: Mobilize resources and maximize efficiencies to support the achievement of NSP goals
and ensure a sustainable response.
o Goal 8: Strengthen strategic information to drive progress towards achievement of NSP goals.
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2.

Demographic and Epidemiological Profile of the North West Province
Demographic Profile
The North West has a total population of 3 748 438 which has grown by about 1.5% between 2011
and 20162. The population constitutes about 6.7% of the South African population3. There are more
males than females with a sex ratio of 104. About 8,6% of the population is living with disability4. The
population is predominantly youthful as 36.6% is below the age of 355. According to the Child Gauge
report (2014) there were about 60 000 children under the age of 18 without both parents, about
42 000 were maternal orphans, while 154, 000 children are paternal orphans6. There are about 12 585
child-headed households.
There are four district
municipalities,
namely
Bojanala Platinum, Dr
Kenneth Kaunda, Ngaka
Modiri Molema and Dr
Ruth Mompati. Bojanala
Platinum District is the
most populous district
especially in its Rustenburg
and Madibeng sub districts
due to the mining and
other economic activities7.
Dr Ruth Segomotsi is the
least populous.
The province faces the
challenges of poverty,
unemployment
and
inequality The province is
predominantly rural with a poverty headcount of 8.8% and poverty intensity of 42,5%. About 25% of
households reported to have run out of food 12 months preceding the Community Survey of 2016.
Access to electricity for cooking and lighting increased to 84% and 89% respectively. About 14% of
households did not have access to piped water in 2016.
Life expectancy has increased from 55, 2 years in 2011 to 62, 4 years in 2016 whilst infant mortality
decreased from 48,2 to 33, 7 deaths per 1000 live births and under 5 mortality rate decreased from 70,
8 to 44,1 deaths per 1000 live births8.
Community Health Survey, 2016. Statistics South Africa.
ibid
4
ibid
5
ibid
6
Department of Social Development Annual Performance Plan 2017/2018, North West Government
7
ibid
8
ibid
2
3
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Epidemiological Profile
The North West has an estimated 503 766 (13,5%) people living with HIV (PLHIV) of whom 26
790 are children under the age of 15 as of midyear 20169. The HIV prevalence has increased steadily
between 2011 and 2016 which has largely been attributed to the success of the Antiretroviral
Treatment Programme. New HIV infection also continues to drive the HIV prevalence up.
The epidemic remains feminized with the prevalence level at 25,5% among women of sexually
reproductive age (15-49) compared to 14,5% men of the same age group in 201610. It is estimated that
nearly 7 out 10 female sex workers and about a quarter (25,5%) of men who have sex with men were
living with HIV in 201611. HIV prevalence varies according to geographic area and population group
justifying the need for a targeted response. HIV prevalence is highest in Bojanala Platinum District at
13,3% (219 823) followed by Ngaka Modiri Molema at 11,9% (105 640) and Dr Kenneth Kaunda
12,9% (95 770), and Dr Ruth Mompati District at 11,6% (53 515), respectively12.
New HIV infections have declined by 11,4% between 2011 and 2016 (previous implementation
period) albeit at a very slow rate, which is short of the targeted 50% reduction13. The HIV incidence in
the North West Province was estimated at 0.70% (22 577) in 2016. A summation from the Thembisa
model shows that sexual contact and vertical transmission continue to be the main modes of HIV
Transmission in the province (see Figure 1).
Figure 1 shows that the most significant achievement has been the 60% reduction in new HIV
infections among infants before or at birth between 2011 and 2016. However, the pace of reduction
was slower (29%) during the breastfeeding period when compared to the 50% reduction target.

Jonhson L. THEMBISA version 4.1: A model for evaluating the impact of HIV/AIDS in South
Africa. Cntre for Infectious Disease Epidemiology and Research, University of Cape Town; 2018.
Available: https://www.thembisa.org/content/downloadPage/Thembisa4_1.
10
ibid
11
ibid
12
District Health Estimates, 2016
13
North West Province Annual Report 2016/2017. Office of the Premier
9
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Figure 1: New HIV Infections according to mode of transmission, North West
Province, 2011-2016
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Source: Thembisa model, Version 4.1
New HIV infections continued to differ between males and females, with females at higher risk. In
2016, about 6 177 young women (15-24) were estimated to have been newly infected with HIV
compared to 2 224 of young men (15-24) counterparts14.
Preliminary results of the South African Demographic Survey of 2016 suggest high risk sexual
behaviours as a key driver of new HIV infections. The province had the highest proportion of women
aged 15-49 who reported to have had multiple sexual partners when compared to the other provinces 15.
About 8% of the sexually active women (15-49) reported to have had more than two sexual partners in
the year preceding the survey, with only about half (57%) having used a condom16. Whilst about 18%
of sexually active males of the same age group reported to have had two or more sexual partner in the
year preceding the survey and 53% of them having used a condom17. The survey also reported that the
province had the highest proportion of teenage pregnancy in the country with 20% of the respondents
being pregnant or had had their first child18.
ART coverage has increased steadily since 2011 to 2016. Of the 503 766 estimated to be living with
HIV in 2016, about 46,2% were receiving ART according to the Thembisa model. Linkage and
retention to care and quality of care remains a challenge.

Jonhson L. THEMBISA version 4.1: A model for evaluating the impact of HIV/AIDS in South
Africa. Cntre for Infectious Disease Epidemiology and Research, University of Cape Town; 2018.
Available: https://www.thembisa.org/content/downloadPage/Thembisa4_1.
15
National Department of Health (NDoH), Statistics South Africa, South African Medical Research
Council (SAMRC) and ICF. 2017. South African Demographic and Health Survey 2016: Key
Indicators. Pretoria, South Africa, and Rockville, Maryland, USA
16
ibid
17
ibid
18
ibid
14
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Figure 2 shows trends in estimated ART coverage for the province from 2011 to 2016.
Figure 2: ART Coverage in the North West Province, 2011-2016
60%
50%
40%
30%
20%
10%
0%
2011

2012

2013

2014

2015

2016

ART coverage

ART coverage in males age 15+

ART coverage in females age 15+

ART coverage in children <15

Source: Thembisa model, Version 4.1
ART coverage has steadily increased in the province between 2011 and 2016 in all ages groups and
sex. It is estimated that total ART coverage increased to 46,2% in 2016, from the 2011 estimate of
26,1%. ART coverage is least (38,3%) in males aged 15 years and older when compared to females 15
years and older (51,4%) and children under the age of 15 (45,4%) according to the Thembisa model.
TB incidence has decreased by about 35% between 2011 and 2015 from 816.6 per 100 000 cases to
528.3 per 100 000 cases19 (see Figure 3). This is largely attributed to increased investment in TB case
finding, diagnosis and treatment. The province has also strengthened the TB/HIV integration.
Figure 3: TB Incidence (diagnosed cases) in the North West, 2011-2015
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Vanleeuw, L. Mzobe, Y. Loveday, M. (2017). Tuberculosis. Ed Massyn N, Padarath A, Peer N, Day
C, editors. District Health Barometer 2016/17. Durban: Health Systems Trust
19
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Despite the reduction in the TB incidence cases, TB was the main cause of death in 2015 20. TB deaths remain
unacceptably high. Figure 5 shows that TB deaths are declining; however, they remain remarkably high. In 2015,
it is reported that 9% of TB deaths occurred against a target of 5%21.
Figure 4: TB deaths (All TB) in the North West province, 2011-2015
14
12
10
%

11

12
10

10

8

9

6
4
2
0
2011

2012

2013

2014

2015

Source: District Health Barometer 2016/2017
TB deaths differ according to district. Dr Kenneth Kaunda District recorded the highest proportion of
TB deaths (11,8%) in 2015. Dr Ruth has the second highest death rate (9.7%) followed by Ngaka
Modiri Molema (8,7%) and Bojanala (7,8%) respectively22. Complications due to HIV and TB comorbidity, high loss to follow up, late presentation by TB clients for treatment are some of the main
causes of high TB death rate23.

Statistics South Africa. 2017. Mortality and causes of death in South Africa, 2015: Findings from
death notification. Statistical Release P0309.3
21
Vanleeuw, L. Mzobe, Y. Loveday, M. (2017). Tuberculosis. Ed Massyn N, Padarath A, Peer N, Day
C, editors. District Health Barometer 2016/17. Durban: Health Systems Trust
22
ibid
23
North West Province Annual Report 2016/2017. Office of the Premier
20
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3. Focus for Impact
Epidemiological data, as discussed above, shows that the epidemics differ by population group and
geographic location. Hence a continuous understanding of factors explaining these geographical and
population group differences is important for identification, development and improvement of
interventions.
The PIP uses the ‘Focus for Impact’, a geospatial mapping approach which prioritises key and
vulnerable populations and geographic areas (high burden areas) which are identified as being the most
affected and infected by HIV, TB and STIs. ‘The purpose of the Focus for Impact approach is to
ensure saturation of high impact prevention and treatment services and strengthened efforts to address
the social and structural factors that increase vulnerability to infection’24. Comprehensive prevention
and care will continue to be provided across the province, however, intensified and concentrated efforts
will be provided for the identified HIV and TB high burden districts and key and vulnerable
population25.
Priority districts and sub-districts
Bojanala Platinum District, Ngaka Modiri Molema and Dr Kenneth Kaunda were identified as the high
HIV and TB burden districts in the province26, where intensified and concentrated efforts to
prevention, treatment, care and support will be provided. These three districts are part of the 27
priority districts in the country.
District
Bojanala Platinum District
Ngaka Modiri Molema
Dr Kenneth Kaunda

Sub-district
Rustenburg, Madibeng, Kgeteleng, Moses Kotane
Mahikeng, Ratlou, Ditslobotla, Tswaing
Matlosana, Maquassi Hills

Priority populations
The priority populations, identified according to available epidemiological data will receive a targeted
response. These are listed as follows:
Key population for HIV and STIs
Adolescent girls and young women (AGYW)
Sex Workers
Men who have sex with men
Farm labourers
Mining communities
Key Population for TB
People living with HIV (PLHIV)
Inmates
Children < 5 years
South Africa’s National Strategic Plan for HIV, TB and STIs 2017-2022
ibid
26
ibid
24
25
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Mining and farming communities
Informal settlements
Household contacts of (sensitive and drug resistant) TB index patients
Health care workers and Pregnant women
Vulnerable populations for HIV and STIs
AGYW
Orphans and Vulnerable children (OVC)
Men
People living in informal settlements, mining and farming communities
Migrants and undocumented foreigners
People Living with Disabilities
Lesbians, Gays, Bisexual, Transgender and Intersex (LGBTI)
Priority Areas
The PIP builds upon what has been achieved in the past implementation period and scales up proven
interventions to achieve the goals of the NSP. The priority interventions will be based on the
combination HIV prevention package which is comprised of biomedical, behavioural and structural
interventions in the priority areas. The interventions are as follows:
o
o
o
o
o
o
o

Social and Behaviour Change Communication (SBCC);
She Conquers Campaign
HIV Testing Services;
Treatment and care
Condom and lubricant programming;
Voluntary Medical Male Circumcision;
Prevention and management of co-morbidities (TB, STIs and non-communicable diseases)

Social and Behaviour Change Communication
The preliminary results of the South African Demographic Survey of 2016 suggest high risk sexual
behaviour in the province27. Hence strengthening and scaling up of behaviour change interventions will
seek to promote and sustain positive behaviours such as abstinence, delay of sexual debut among
adolescents and young people, reduction of risky sexual behaviour, stigma and discrimination; and
elimination of cultural and social norms which drive the epidemics. Behaviour change interventions are
also instrumental in creating demand to increase uptake of HIV, TB and STI prevention and treatment
services. These will be delivered via a range of communication channels including mass media (print
and broadcast), social media, interactive materials, and interpersonal communication (dialogues,
community, group and one on one educational and counselling sessions, drama, music, dance, marches).

National Department of Health (NDoH), Statistics South Africa, South African Medical Research
Council (SAMRC) and ICF. 2017. South African Demographic and Health Survey 2016: Key
Indicators. Pretoria, South Africa, and Rockville, Maryland, USA
27
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HIV Testing Services (90-90-90
HIV Testing services are critical for achievement of the 90-90-90 targets by 2020 in the North West.
The goal of HIV testing services (HTS) is to identify PLHIV timeously through the provision of
quality testing services for all --including adults, children, couples and families -- and effectively linking
them to appropriate prevention, care, treatment and support services to provide an integrated service at
all levels of the public health service delivery system28. Some of the key challenges in the province
include low yield of HIV positivity, poor linkage to care and support; and poor uptake of testing
services by men. Hence, targeted HIV testing services will be provided to improve HIV positive yields.
This will be done using differentiated HIV testing model including provider initiated, mobile testing,
self-testing and community based testing, lay testing, couple or partner and index testing targeting high
yield populations. The HTS will be scaled up in Bojanala, Dr Kenneth Kaunda and Ngaka Modiri
Molema as high burden areas. The targeted testing will be implemented along with the social behaviour
change communication interventions for demand creation.
Treatment, care and Support (90-90-90 targets)
Treatment, care and support encompasses a continuum of actions and interventions at various stages
including Pre-ART, ART, TB/HIV co-infection, Viral Load Suppression, nutrition and psychosocial
support. According to Johnson et al (2017) ART coverage and viral load suppression are critical
factors that predict new HIV infections and mortality rates in the province29. At present, ART
coverage and viral load suppression remain major gaps in the HIV treatment cascade. This means
putting 90% of those living with HIV on treatment and retaining them on treatment especially the
hard to reach population like men and key and vulnerable populations. Priority activities will seek to
scale up the implementation of the Universal Test and Treat Policy. The President of South Africa has
launched a campaign to have 2 million PLHIV put on treatment by 2020. Training and mentorship of
health care providers is critical to ensure adherence to the policy. Viral Load suppression is critical in
tracking the third 90 target in the Fast Track targets for 2020 and activities to increase retention in
care and adherence to treatment are critical.
Condom and Lubricant programming

Condom and lubricant programming is implemented as part of the combination prevention approach
critical for prevention of new HIV and STI infections as well as unintended pregnancy. This
intervention seeks to improve access, demand and use of condoms among targeted and the general
sexually active group especially key and vulnerable populations. The free branded condoms and
lubricants will be distributed via public facilities, community peer distribution channels, social
marketing and commercial distribution outlets. It is also critical to strengthen the condoms and
lubricant supply chain so as to meet the demand.

National Department of Health. 2015. National HIV Testing Services: 2015. Policy and Guidelines
2015.
29
Johnson LF, Dorrington RE, Moolla H. (2017). Progress towards the 2020 targets for HIV
diagnosis and antiretroviral treatment in South Africa. S Afr J HIV Med. 2017;18(1),
a694.https://doi.org/10.4102/sajhivmed.v18i1.694
28
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Voluntary Medical Male circumcision

Voluntary Medical Male circumcision (VMMC), another intervention in the combination prevention
approach, reduces the risk of HIV infection by 60% in circumcised HIV negative men30. Additionally,
the protective effect of VMMC against other sexually transmitted diseases has been well-documented31.
VMMC coverage is low as about 39% of eligible men aged 15-49 are circumcised32. Hence, it is very
critical for the province to create demand using SBCC approaches and to train public health care
providers in the three priority districts. The target is HIV negative men aged between 15 and 34 year
of age with research indicating that the 20-34 age group yields the higher impact in HIV prevention33
34
.
Management and prevention of co-morbidities (TB, STIs and non-communicable diseases).
The province has done well in decreasing the new HIV infections. However, the TB incidence remains
high and the TB programme is plagued by a number of challenges including high TB death rate, high
loss to follow up and defaulter rate, late presentation by TB patients for treatment, poor data
management and non-adherence to TB guidelines by public health care providers which results in low
TB screen rates35. The TB programme will focus on intensified case finding using various methods
such door to door testing campaigns, in workplaces, primary and tertiary institutions, taxi ranks, places
of worship and focused screening at all public health facilities. TB screening will be linked with
effective treatment for all diagnosed with TB. Integration of health care services testing and training
and mentoring health care providers are some of the key activities. SBCC methods (such as campaign,
dialogues, use of print, broadcast and social media). Infection control campaigns such as hand washing
and cough hygiene are essential. Interventions reducing stigma and discrimination are important to
facilitate health-seeking behaviour and treatment adherence.
Untreated sexually transmitted infections increase the risk of acquiring and transmitting HIV infection.
They are a proxy of risky sexual behaviour. Hence, the province priorities improving access to STI
screening and treatment as part of the comprehensive prevention package. Training of health care
providers and integration of STI services in the primary health care continuum are some of the critical
services.

Kriple, K. Opuni, M. Schnure, M. Sgaier, S., Castor, D. Reed, J. Nieuhmeli, E & Stoyer, J. (2016).
Age Targeting of Voluntary Medical Male Circumcision Programs Using the Decision Makers’
Program Planning Toolkit (DMPPT) 2.0. PLOS One. 1(7): e0156909
31
ibid
32
Jonhson L. THEMBISA version 4.1: A model for evaluating the impact of HIV/AIDS in South
Africa. Cntre for Infectious Disease Epidemiology and Research, University of Cape Town; 2018.
Available: https://www.thembisa.org/content/downloadPage/Thembisa4_1.
33
Kripke, K. Chen, P. Voazzano, A. Thambinayagam, A. Pillay Y. et al (2017) Cost and Impact of
Voluntary Medical Male Circumsicion in South Afrca: Focusing the Program on Specific Age groups
and Provinces. PLOS ONE 12(1). https://doi.org/10.1371/journal.pone.0169802
34
Kriple, K. Opuni, M. Schnure, et al (2016)
35
Statistics South Africa. 2017. Mortality and causes of death in South Africa, 2015: Findings from
death notification. Statistical Release P0309.3
30
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HIV, TB and non-communicable diseases form part of the ‘quadruple burden of diseases’ in the
province.36 Co-morbidity of HIV and non-communicable diseases is increasingly becoming common.
In 2016/2017, the hypertension incidence rate was 16 cases per 1 000 population whilst the diabetes
incidence rate was 1.4%. Healthy lifestyle activities in communities and organisational level will be
promoted during the implementation of the PIP. The North West Office has a Provincial
Implementation plan on Non-communicable diseases.

Sayed, B. Kengne, A. (2017). Non-communicable diseases. Ed Massyn N, Padarath A, Peer N, Day
C, editors. District Health Barometer 2016/17. Durban: Health Systems Trust
36
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4. The role of the Reconciliation, Healing and Renewal Directorate including multisectoral
stakeholders
The Provincial Development Plan (2030) of the North West Province envisions a radical social
transformation by 2030. The Reconciliation, Healing and Renewal (RHR) under the North West
Office of the Premier coordinates the HIV, TB, STIs and non-communicable response in the province.
The RHR Directorate which has secretariat at provincial, district and local municipality level will
coordinate the multisectoral HIV, TB and STI response.
The role of RHR will include:
 Creation and strengthening of partnerships for an expanded response among all sectors;
 Coordinate and monitor implementation programmes and strategies of the provincial multisectoral response to the epidemic;
 Advocate for effective involvement of stakeholders in the implementation of programmes and
NSP strategies;
 Ensure periodic review of the PIP and MDIPs and other related matters;
 Recommend appropriate research around HIV/AIDS;
 Mobilize resources for the implementation of HIV, TB and STIs programmes and;
 Provide policy advice to Government.
RHR Directorate will deliberately establish, facilitate and maintain collaboration among all
stakeholders to leverage on knowledge, expertise, reach and resources. Propelled via regular
coordination meetings and task teams under the political leadership/authority, the combined and
varied strengths of the multisectoral stakeholders will accelerate the province’s progress towards
realization of the NSP goals. Effective coordination by RHR of the identified priority activities in this
PIP will also ensure that there is no duplication of effort and that all stakeholders are involved.
A participatory and utility focused approach to monitoring of outputs and outcomes and evaluation of
long term outcomes as per the targets and indicators highlighted in PIP and MDIPs, will be employed.
A Provincial Monitoring and Evaluation (M&E) Plan and district level M&E plans, developed in
consultation with the multisectoral stakeholders gives detailed guidance on monitoring and evaluation
of the response. Additionally, RHR will be responsible for facilitating the updating of priority districts
and sub-districts, key and vulnerable populations that are referred to in the PIP.
Figure 2 shows the proposed organisational structure that will form part of the system responsible for
responding to HIV, TB and STIs in the province, with the Office of the Premier being the secretariat.
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Figure 5: Organisational Structures on HIV, TB and STIs
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Co-chair: Civil
Society

All multi-sectoral stakeholders play a major role in the provincial response based on their expertise and
strength. The multisectoral stakeholders are defined as the government departments, local government,
parastatals, academia (Institutions of Higher learning), and the 18 civil society sectors. The 18 civil
society sectors are as follows: People Living with HIV (PLHIV) Sex workers, Disability, Men,
Women, Children, Traditional Healers. Traditional Practitioners, Health Professionals, LGBTI, Non
Governmental Organizations & Community based organizations, Faith Based Organizations, Sports
and Entertainment, Labor, Youth, Law and Human Rights, Higher Education.
The role of these stakeholders is to:
1. Act as primary implementers of PIP activities at district and sub-district level. The PIP also
highlights the lead agency/stakeholder who takes the lead responsibility for the priority
activities.
2. Make policy recommendations based on their experience and expertise;
3. Share insight and expertise gained from their work;
4. Bring the needs of the community to the attention of Government through regular
coordination meetings;
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5. Implementation Matrix
This section outlines the Implementation plan in a results and accountability framework. The
framework is presented for each goal respectively.
5.1 Goal 1: Accelerate prevention to reduce new HIV and TB infections and STIs.
‘Breaking the cycle of transmission’
The province seeks to employ the combination prevention interventions (biomedical, behavioural and
structural interventions) to break the ‘cycle of transmission.’ The main modes of HIV transmission are
through sexual contact and vertical transmission. Undetected TB continue to be a reservoir for
community transmission. Hence, intensified case finding in children and other vulnerable population
groups remains a key gateway to treatment, care and support.
The intermediate outcomes are as follows expressed as Strategic Objectives:
 Reduced new HIV infections to less than 6 295 by 2020 from 19 950 in 2016 through
combination prevention interventions;
 Reduced TB incidence (all types) by at least 30% from 528.4/100,000 population in 2015 to
less than 370 /100,000 by 2022;
 Significantly reduce gonorrhea, syphilis, and chlamydia infection, to achieve the virtual
elimination of congenital syphilis, and maintain high coverage of HPV vaccination.
The outcomes will be realised through implementation of the following strategies outlined in the NSP:
1.
2.
3.
4.
5.

Achieving 90-90-90 by 2020 for HIV and TB;
Implementing the new National Sexually Transmitted Infections Strategy;
Scaling up high impact prevention interventions;
Renewing the momentum for sexual risk reduction;
Scale up comprehensive sexuality education and linkage to sexual and reproductive health
services and
6. Implementation of the ‘last mile’ plan to achieve the elimination of mother to child
transmission of HIV.
The

broad

activities

for

these

approaches
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are

in

the

matrix

below.

Goal One: Accelerate prevention to reduce new HIV and TB infections and STIs.
Priority population Geographic
focus
Objective 1.1: Reduce new HIV infections to less than 6 295 by 2020.
Conduct awareness and educational campaigns utilising existing community AGYW & male
Bojanala
structures to communicate HIV, TB and STI prevention related messages (e.g partners
Dr Kenneth
CBOs, Community Leaders/ Healers, WBOTs, Churches, Schools/Youth,) Sex workers
Kaunda
and via billboards, drama, song/music, talks, community dialogues, door to MSM
Ngaka Modiri
door, social, print and broadcast media.
Pregnant women
Molema
(NMM)
Conduct HIV prevention campaigns against risky sexual behaviour such as
multiple and concurrent partnerships, age desperate relationships, gender based
violence and stigma and discrimination.
Provide comprehensive targeted HIV testing services using differentiated HIV AGYW
Bojanala
testing model including provider initiated, mobile testing, self-testing and Men 20-34
Dr Kenneth
community based testing, lay testing, index testing targeting high yield Sex workers
Kaunda
populations.
Migrantworkers
NMM
MSM
Distribute branded condoms (Max and Femidoms) and lubricants in non- Men
stigmatising collection points.
Pregnant women &
male partners
Train public health care providers to conduct quality medical male circumcision
(VMMC).
Key activities

Sub Objective 1.1.1.
Revitalise information, education and
communication programmes in
school, health, workplace and
community settings

Sub objective 1.1.2:
Implement targeted biomedical
prevention services tailored to setting
and population.

Sub objective 1.1.3:
Provide sensitive and age-appropriate
sexual and reproductive health
services (SRH) and comprehensive
sexuality education (CSE).
Sub objective 1.1.4:
Provide Pre-Exposure Prophylaxis
(PREP) to identified risk
populations.
Sub objective 1.1.5:
Provide targeted services to prevent
MTCT of HIV and syphilis in the
prenatal and postnatal period.

Provide Anti-retroviral therapy as treatment and as prevention (Pre-exposure
prophylaxis & Post Exposure Prophylaxis).
Establish and provide Adolescent and Youth Friendly Services (AYFS) in
facilities, schools and communities.

Lead agency

Responsible for implementation

(DSD)

DSD, DoE&SD, DoH, READ, Department of
Mines, SAPS, HEAIDS, Correctional services,
Private sector, Civil society sectors,
Implementing partners, Office of the Premier
(OoP)

DoH

DSD, DoE&SD, DoH, READ, Department of
Mines, SAPS, HEAIDS, Correctional services,
Private sector, Civil society sectors,
Implementing partners, private health care
providers.

AGYW

Bojanala
Dr Kenneth
Kaunda
NMM

DoE&SD

DoH, DSD, HEAIDS, Private sector, Civil
society sectors, Implementing partners, SAPS,
private health care providers.

Bojanala

DoH

Raise awareness via social, print and broadcast media

AGYW
Sex Workers
MSM

DSD, DoE&SD, DoH, SAPS, HEAIDS,
Correctional services, Private sector, Civil
society sectors, Implementing partners,

Provide HIV testing and counselling for couples; for the Mother & child in
Immunization programmes and home based testing for index children.

Pregnant women
and male partners

DoH

DSD, DoE&SD, DoH, READ, Department of
Mines, SAPS, HEAIDS, Private sector, Civil
society sectors, Implementing partners

Track ART adherence and retention in the PMTCT cascade to ensure
continuum of HIV services.

Mother & child
pair

Bojanala
Dr Kenneth
Kaunda
NMM

Train Life Skill Educators to deliver the sexuality education curriculum.
Provide risk reduction programmes through 'Steeping Stone', 'Prepare' and
'Respect for You' programmes.
Pilot distribution of PREP in Bojanala.
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Implement Kids Alive programme at health care facilities.
Trace mother and child pair for treatment, care and support as part of
postnatal care through WBOTS, community health workers and Peer educators
(Mentor Mothers)
Key activities
Priority population
Objective 1.2: Reduce TB incidence (all types) by at least 30% from 528.4/100,000 population in 2015 to less than 370 /100,000 by 2022
Sub objective 1.2.1: Increase coverage Train clinicians on a standardized guided screening process with TB diagnostic PLHIV
of Preventive Therapy Uptake
support.
TB patients

Geographic

Lead agency

Responsible for implementation

Dr Kenneth
Kaunda
NMM

DoH

DSD, DoE&SD, DoH, READ, Department of
Mines, HEAIDS, Correctional services, Private
sector, Civil society sectors, Implementing
partners,

Dr Kenneth
Kaunda
NMM
Bojanala

DoH

DSD, DoE&SD, DoH, READ, Department of
Mines, HEAIDS, Correctional services, Private
sector, Civil society, Implementing partners,

Integrate Isoniazid Preventive Therapy (IPT) delivery into primary health care
services
Sub objective 1.2.2: Promote TB
infection control

Provide directly observed treatment (DOTs)
Conduct case finding among household contacts of TB clients through Ward
Based outreach teams (WBOT), screening of all PHC attendees, under-fives,
DS and DR TB etc.
Conduct TB awareness campaigns (dialogues, IEC material distribution
through print, broadcast and social media) to promote self-presentation for
treatment and reduce stigma and discrimination.

Under fives
Farm workers
Mine workers
PLHIV
Inmates
TB clients (DS and
Dr-TB)

Provide directly observed treatment (DOTS) through use of WBOTS and lay
counsellors.
Use computerized patient records and patient-tracking systems.
Objective 1.3: Significantly reduce gonorrhea, syphilis, and chlamydia infection, to achieve the virtual elimination of congenital syphilis, and maintain high coverage of HPV vaccination.
Sub objective 1.3.1: Scale up STI
Provide outreach screening, treatment services and condom distribution in High Sex workers
Bojanala
DoH
DSD, DoE&SD, DoH, READ, Department of
prevention by providing high quality
Transmission Areas (HTAs).
MSM
Dr Kenneth
Mines, HEAIDS, Correctional services, Private
health information and timely health
Farm and mine
Kaunda
sector, Civil society, Implementing partners,
services for persons at risk
Conduct active partner tracing and case finding using partner, provider referrals workers
NMM
and expedited partner therapy (delivering medication or prescription to infected AGYW
partner).
PLHIV
Pregnant women
Provide STI awareness through dialogues, educational sessions and IEC
materials.
Sub objective 1.3.2: Scale-up and
Vaccinate of all Grade 4 girl learners ages 9 years & above at all public schools Grade 4 learners 9
Bojanala
DoH
DSD, Private sector, Civil society,
maintain high levels of HPV
through the School Health team.
years and older.
Dr Kenneth
DoE & SD
Implementing partners,
vaccination in grade 4 learners
Kaunda
NMM
Sub objective 1.3.3: Develop and
Train and sensitize health care workers to provide comprehensive STI screening MSM
Bojanala
DoH
DSD, HEAIDS, Correctional services, Private
implement effective STI partnerand diagnosis.
Sex workers
Dr Kenneth
sector, Civil society, Implementing partners,
notification strategies
AGYW
Kaunda
Deliver medication or prescription to infected partner.
NMM
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5.2: Goal 2: Reduce morbidity and mortality by providing treatment, care and adherence support for
all.
‘Reaching 90-90-90 in every district’
As in the rest of the country, life expectancy among PLHIV has increased significantly in the North
West which has been attributed to the scaling up of ART. However, it remains the province faces key
challenges and gaps in enrolment and retention in treatment and care. According to Statistics South
Africa, TB is the main cause of death, while STIs are a major cause of morbidity. Reaching the 90-9090 in every district is very important because it is estimated to result in elimination of the epidemics by
2030.
The strategic approach under Goal 2 is to focus on achieving 90-90-90 targets for HIV ad TB and
addressing STIs comprehensively. The intermediate outcomes expressed as Strategic Objectives are as
follows:
 Implement the 90-90-90 strategy for HIV;
 Implement the 90-90-90 strategy for TB;
 Improve STI detection, diagnosis and treatment.
The following are the strategic steps as outlined in the NSP:
1. Increase the proportion of people living with HIV who know their HIV status to 90%;
2. Increase TB case detection to 90%;
3. Strengthen screening and diagnosis of STIs;
4. Increase antiretroviral treatment coverage from 48% in 2016 to above 90% by 2022;
5. Increase treatment coverage for TB;
6. Improve treatment for STIs;
7. Ensure that 90% of all patients receiving antiretroviral therapy are virologically suppressed;
8. Scale up and strengthen implementation of adherence strategies for chronic diseases;
9. Improve cure rates for drug-susceptible and drug resistant TB and STIs;
10. Prevent and or minimise the emergence of HIV, STI and TB drug resistance;
11. Expand pharmacovigilance for HIV and TB;
12. Provide holistic, integrated people centred care and support and;
13. Promotion of innovation in delivery of interventions.
The

broad

activities

for

these

approaches
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are

in

the

matrix

below.

Sub Objective 2.1.1:
90% of all people living with HIV know
their HIV status.

Sub objective 2.1.2:
90% of all people with diagnosed HIV
infection receive sustained antiretroviral
therapy).

Goal Two: Reduce morbidity and mortality by providing treatment, care and adherence support for all.
Key activities
Priority
Geographic
Lead
population
focus
agency
Objective 2.1 Implement the 90-90-90 Strategy for HIV
Provide comprehensive targeted HIV testing services using AGYW
Bojanala
(DSD)
differentiated HIV testing model including provider PLHIV
Dr Kenneth
initiated, mobile testing, self-testing and community based Sex workers
Kaunda
testing, lay testing, index testing targeting high yield MSM
Ngaka Modiri
populations.
Men
Molema
Farm workers (NMM)
Conduct awareness and educational campaigns through
print, broadcast and social media on HIV testing.
Provide training and re-fresher courses to laboratory and
health care providers, including lay counsellors to ensure
quality testing.
Implement patient cantered differentiated care model (Fast
Lane, Centralised Chronic Medicines Dispensing and
Distribution [CCMDD] and Adherence Clubs).
Develop and distribute treatment literacy materials in local
language via print, broadcast and social media.

Responsible for implementation
DSD, DoE&SD, DoH, READ,
Department of Mines, SAPS, HEAIDS,
Correctional services, Private sector, Civil
society, Implementing partners, Office of
the Premier (OoP)

Men
Sex workers
MSM
Children and
Adolescents

Bojanala
Dr Kenneth
Kaunda
NMM

DoH

DSD, DoE&SD, DoH, READ,
Department of Mines, SAPS, HEAIDS,
Correctional services, Private sector, Civil
society, Implementing partners,

AGYW

Bojanala
Dr Kenneth
Kaunda
NMM

DoH
DoE&SD
DSD

SAPS, HEAIDS, Private sector, Civil
society, Implementing partners,

Develop of a tracking tool for lost to follow up and
implement according to AGL

Sub objective 2.1.3: 90% of all people
receiving antiretroviral therapy are virally
suppressed.

Implement Pharmacovigilance on ART and build capacity
for health care workers and clients
Provide re- training of personnel on utilisation of HIV
Clinical Stationery.
De-centralise point of care viral load testing.
Provide health education and treatment literacy in
healthcare facilities, adherence clubs and communities
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Key activities
Sub objective 2.2.1:
Find 90% of all TB cases and place them
on appropriate treatment

Sub Objective 2.2.2:
Find at least 90% of the TB cases in key
populations (the most vulnerable
including PLHIV with low CD4 counts,
under served, at risk populations) and
place them on appropriate treatment
Sub Objective 2.2.3:
successfully at least 90% of those
diagnosed with DS TB (and 75% for
those with DR TB).
Sub objective 2.4..1:
Increase detection and treatment of
asymptomatic STIs by 50%

Sub objective 2.4.2:
Increase the detection and treatment of
STIs

Priority
Geographic
population
focus
Objective 2.2 Implement the 90-90-90 Strategy for TB
Train clinicians on a standardized guided screening process PLHIV
Dr Kenneth
with TB diagnostic support.
TB patients
Kaunda
Under fives
NMM
Conduct TB awareness campaigns (dialogues, IEC material Farm workers Bojanala
distribution through print, broadcast and social media) to Mine workers
promote self-presentation for treatment and reduce stigma PLHIV
and discrimination.
Inmates

Lead
agency

Responsible for implementation

DoH

DSD, DoE&SD, DoH, READ,
Department of Mines, Correctional
services, Private sector, Civil society
working in HIV/TB, Implementing
partners.

DoH

Department of Mines, Correctional
services, Private sector, Civil society
working in HIV/TB, Implementing
partners.

DoH

DSD, DoE&SD, DoH, READ,
Department of Mines, HEAIDS,
Correctional services, Private sector, Civil
society, Implementing partners,

Conduct intensified case finding through screening of all
attendees to public health facilities and community testing
especially in TB prone areas and place on treatment.
Conduct intensified case finding using targeted
comprehensive HIV testing campaigns.
Provide DOTs using WBOTS and lay counsellors.
Identify all close household contacts of MDR/ XDR-TB,
without active disease for monitoring for 2 years after
disease onset in index patient
Attach all DS TB and DR TB clients to Ward Based
Community health workers for tracing and linkage to care.

DS TB
clients
DR TB
clients

Dr Kenneth
Kaunda
NMM
Bojanala

Training of staff on the new regimen and conduct clinical
audits.
Objective 2.4: Improve STI detection, diagnosis and treatment
Conduct active partner tracing and case finding using Sex workers
Bojanala
partner, provider referrals and expedited partner therapy MSM
Dr Kenneth
(delivering medication or prescription to infected partner). Farm and
Kaunda
mine workers Ngaka Modiri
Train HCW on revised guidelines (advanced STI care and AGYW
collection of appropriate specimen collection).
PLHIV
Pregnant
Distribute IEC material on STIs in local language.
women
Implement the District STI Quality Of Care Assessment
(DISCA) Tool.
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5.3 Goal 3: Reach all key and vulnerable populations with customised and targeted interventions.
‘No one left behind’
Epidemiological data for the North West province shows that HIV, TB and STI prevalence and
incidence varies according to population group, hence the need for a targeted approach in service
delivery for greater impact. Section 3 outlines the key and vulnerable population groups that will be of
focus during the 2018 to 2022 implementation period. The overall approach is that no one will be left
behind as access to high quality prevention, treatment, care and support services will be scaled up for all
but with a special focus on the key and vulnerable populations.
The following are intermediate outcomes (expressed as Strategic Objectives) that will be achieved:
 Increase engagement, collaboration and advocacy of key and vulnerable populations in the
development and implementation of social and health support activities;
 To provide an enabling environment to increase access to health services by key and vulnerable
populations.
The outcomes will be realised through implementation of the following strategies outlined in the NSP:
1.
2.
3.
4.

Tailor made health and social services and the mode of delivery;
Sensitise providers to address the needs of key and vulnerable populations;
Ensure multi-sectoral engagement;
Engage communities in the development and implementation of social and health support
activities;
5. Build robust household and community capacity engagement and inclusion;
6. Eliminate stigma, discrimination and unitive laws that burden key and vulnerable populations;
7. Strengthen strategic information for action on key and vulnerable populations.

The broad activities for the strategies are outline in the implementation matrix below.
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Goal 3: reach all key and vulnerable populations with customised and targeted interventions.
Key activities
Priority
Geographic
Lead agency
Responsible for implementation
population
focus
Objective 3.1: Increase engagement, collaboration and advocacy of key and vulnerable populations in the development and implementation of social and health support activities
Sub Objective 3.1.1:
Coordinate and facilitate the establishment of a civil society 18 Civil Society
Bojanala
RHR
Office of the Premier, 18 Civil
The RHR will include at least one Forum.
sectors
Society Sectors
representative from a key and vulnerable
Dr Kenneth
population group.
Coordinate and facilitate the nomination of district and
Kaunda
provincial civil society sector leaders.
NMM
Develop term of reference for the Civil Society Forum.
Sub objective 3.1.2:
Coordinate and facilitate resuscitation of formal civil society
Civil Society
Implementing
partners,
DoH,
Support key and vulnerable population structures.
Forum
DoE&SD,
DSD,
Correctional
social capital by encouraging community
services, Justice, SAPS
networks that include advocacy agendas Train Civil society on advocating for equal rights and
RHR
for equal health and human rights.
Human rights.
Sub objective 3.1.3:
Train peer educators.
AGYW
Civil Society
Civil Society sectors implementing
All key and vulnerable population
PLHIV
Forum
partners, DoH, DoE&SD, DSD,
programmes should adopt a peer-led Establish support groups
Sex work
Correctional services, Justice, SAPS
approach to implementation.
LGBTI
Advocate and source funding for peer education.
People living with
Disability
Objective 3.2 To provide an enabling environment to increase access to health services by key and vulnerable populations
Sub objective 3.2.1:
Provide targeted comprehensive combination prevention AGYW
Dr Kenneth
DoH
DSD, DoE&SD, DoH, READ,
Enable increased access to tailored health packages via mobile services at flexible times (after hours).
PLHIV
Kaunda
Department of Mines, Correctional
services through differentiated service
People living with
DoE & SD
services, Private sector, Civil society
delivery approaches that are tailored for Distribute condoms and lubricants to HTA sites, hair salons, Disability
NMM
sectors, Implementing partners.
the populations served.
hotels, brothels, correctional services, track inns, taxi ranks, Sex worker
DSD
mines, sheebeens.
LGBTI
Bojanala
Inmates
Sub Objective 3.2.2:
Provide targeted specialized health education via awareness
Farm workers and
Enable increased access to health campaign, social media, print media and broadcast media.
communities
information and social and behaviour
Mine workers and
change communication interventions.
Conduct targeted skills development and empowerment
communities
programme
Use peer educator to disseminate targeted health information.
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Key activities
Sub Objective 3.2.3:
Expand the provision of rehabilitation,
comprehensive psychosocial support and
mental health services for people living
with and affected by HIV and TB
Sub Objective 3.2.4:
Further train and sensitise healthcare
professionals in the identification and
delivery of appropriate services for key
and vulnerable populations
Sub Objective 3.2.4:
Integrate rights-based components in all
health and social programmes to
holistically serve key and vulnerable
population clients and patients

Establish and maintain support group
Screen for mental health in targeted key and vulnerable
populations as part of psychosocial services.
Provide support for gender based violence (GBV) (sexual,
physical, mental/emotional and economic).
Train health care providers on identification of STIs, mental
health and gender based violence.

Monitor implementation of rights based approach in all
health and social programmes.
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Priority
population
PLHIV
Sex workers
AGYW
MSM

Geographic
focus
Dr Kenneth
Kaunda
NMM
Bojanala

Lead agency

Responsible for implementation

DSD
DoH

Civil society sectors, Implementing
partners. Department of Mines,
Correctional services, Private sector

MSM
Sex workers
AGYW

Dr Kenneth
Kaunda
NMM
Bojanala

DoH

Implementing partners

MSM, PLHIV,
People living with
Disability
Sex workers
AGYW
Migrants

Dr Kenneth
Kaunda
NMM
Bojanala

Department of
Public Service &
Administration

Civil Society sectors; implementing
partners, DoH, DoE&SD, DSD,
Correctional services, Justice, SAPS

Goal 4: Address the social and structural drivers of HIV, TB and STIs and link these efforts to the
NDP.
‘A multi-department, multi-sectoral approach’
The South African Demographic and Health Survey (2016) shows that the North West province is
characterised by high risky sexual behaviour namely multiple and concurrent partnerships with low
condoms usage, age desperate relations, early sexual debut among especially adolescent girls and young
women which are high risk factors for HIV and STIs. Gender based violence (physical, sexual,
emotional and economic), poverty, inequality, stigma and discrimination, alcohol and drug abuse are
drivers of HIV. Poverty is also a determinant of TB as it fosters poor nutrition and residence in
informal settlements with poor ventilation. Other determinants of TB include air pollution in mining
and farming communities, smoking and lack of knowledge and access to quality TB health care services.
All stakeholders will prioritise addressing these social and structural drivers. The objectives are as
follows:
 Implement social and behaviour change programmes to address key drivers of the epidemics
and build social cohesion;
 Increase access to and provision of services for all survivors of sexual and gender-based violence
in the 3 priority districts by 2022;
 Scale up access to social protection for people at risk of and those living with HIV and TB in
priority districts;
 Implement and scale up a package of harm reduction interventions to address the harmful use
of alcohol and drugs in all districts;
 Implement economic strengthening programmes with a focus on youth in priority districts;
 Address the physical structural impediments for optimal prevention and treatment of HIV, TB
and STIs.
The outcomes will be realised through implementation of the following strategies outlined in the NSP:
1. Reducing vulnerability, enhancing sustainability and linking the response to HIV, TB and
STIs to the broader development agenda;
2. Expansion of SBCC campaigns and programmes that build the resilience of individuals,
parents and families;
3. Reduce poverty and vulnerability through scaled-up social protection;
4. Scale up access to food security;
5. Expand a comprehensive package of interventions through the ‘She Conquers’ campaign;
6. Change gender norms and prevent and address gender based violence;
7. Better define and scale up harm reduction services and ;
8. Implement environmental interventions for TB control.
The broad activities for the strategic approaches are outlined in the matrix below.
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GOAL 4: Address the social and structural drivers of HIV, TB and STI infections and linking them to NDP Goals.
Key Activities
Priority
Geographic
Lead
Responsible for implementation
Population
focus
agency
Objective 4.1: Implement social and behaviour change programmes to address key drivers of the epidemic and build social cohesion.
Sub Objective 4.1:
Deliver prevention and early intervention services to
AGYW
Bojanala
DSD
DoE & SD, Implementing partners,
Reduce risky behaviour through the vulnerable children through community based child and
Dr Kenneth
Civil Society sectors,, Private sector
implementation of programmes that youth care - Isibindi model and Drop in centres model.
Kaunda
build resilience of individuals,
NMM
parents and families.
Conduct and facilitate discussions between parents
&/caregivers and children both girls and boys aged (9-12
years) to openly discuss “sexuality” issues (Families Matter
Programme).
Deliver structured inter-personal and group SBCC and
resilience programmes targeting youth such as YOLO, ZAZI,
Buddy systems
Provide positive parenting and family cohesion for families of
vulnerable youth.

Sub-objective 4.1.2

Comprehensive age specific and
appropriate support for learners and
out-of-school youth.

Sub-objective 4.1.3

Strengthen the capacity of families
and communities.

Conduct interpersonal and community dialogues on sexual
behavioural, GBV, stigma and discrimination, and harmful
traditional practices that increase vulnerability.
Create Adolescent and Youth Friendly centres for biomedical
services.

AGYW

Bojanala
Dr Kenneth
Kaunda
NMM

DoE & SD
DSD

DoH, Implementing partners, Civil
Society sectors, Private sector

AGYW
Parents/Guardians

Bojanala
Dr Kenneth
Kaunda
NMM

DSD

DoE & SD, Implementing partners,
Civil Society sectors, Private sector

Train learners and out of school youth on life skills including
safe sex, economic empowerment through Life Skills
education, YOLO, ZAZI and other youth programmes
Provide screening for gender based violence (sexual, physical,
emotional/mental and financial) and provide appropriate
referrals.
Conduct Family matters programme.
Capacitate single parent families including Child Headed
Households, Youth Headed Households and Granny
Headed Households.
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Key activities

Priority
Geographic
Lead
population
focus
agency
Objective 4.2: Increase access to and provision of services for all survivors of sexual and gender-based violence in the 3 priority districts by 2022.
Sub-objective 4.2.1
Implement the Integrated Provincial Gender Based Violence
AGYW
Bojanala
DoH
Increase access to provision of Plan.
Sex workers
Dr Kenneth
SAPS
services for all survivors of sexual
MSM
Kaunda
and gender-based violence.
Capacitate all community health centres to offer ONE stop
Women and
NMM
comprehensive care to the victims of Sexual and Domestic
children
violence in a friendly environment.

Responsible for implementation
DSD, Implementing partners, civil
society sectors, DoJ.

Build capacity of service providers to offer sensitive service to
all survivors of sexual and GBV.

Sub-objective 4.2.2

Conduct community mobilization and sensitization activities
to create demand services related to GBV.
Provide victim empowerment programmes e.g. everyday
heroes.

AGYW
Bojanala
Sex workers
Dr Kenneth
MSM
Kaunda
Provide Therapeutic programme for adolescent victims of
Women and
NMM
traumatic sexual abuse incidents.
children
Objective 4.3: Scale up access to social protection for people at risk of and those living with HIV and TB in priority districts.
Sub-objective 4.3.1
Develop and issue out IEC material that promotes the rights
PLHIV
Bojanala
Ensure that all HIV- and TB- and responsibilities of grant beneficiaries.
Dr Kenneth
infected persons who are eligible
Kaunda
have access to social grants.
NMM
Sub-objective 4.3.2
Establish household, local and community food gardens
PLHIV
Bojanala
Scale up access to food security and (institutional gardens, backyard gardens, fruit trees,
OVC
Dr Kenneth
nutritional support.
distributing of veggies packs, goats & chickens) including
People living with Kaunda
provision of indigenous goats & chickens.
disability
NMM
Objective 4.4: Implement and scale up a package of harm reduction interventions for harmful use of alcohol and drugs in all districts.
Sub-objective 4.4.1
Raise awareness on available centres and services through
People who inject
Bojanala
Scale up access and provision of in- social print and broadcast media
drugs
Dr Kenneth
and
out-patient
rehabilitation
Kaunda
services for all who use alcohol and Decentralize of In and Outpatient Treatment Centers in the
NMM
drugs.
existing hospitals
Objective 4.5: Implement economic strengthening programmes with a focus on youth in priority focus districts.
Sub-objective 4.5.1
Link youth structures with available economic youth
AGYW
Bojanala
Economically empower targeted development opportunities (YES, NYS, NYDA)
Youg people (15- Dr Kenneth
groups of young people by
34)
Kaunda
Provide support for survivors of
sexual assault.

27

DoH

Implementing partners, civil society
sectors, DoJ.

SAPS

SASSA

DSD, DoH, civil society sectors,
Private sector

DSD

Local Municipalities, Implementing
partners, civil society, private sector

READ
DSD

SAPS, Community Safety, DoE &
SD, DoH, REED, implementing
partners, civil society sectors, private
sector.
Local municipalities, Office of the
Premier, DSD, DoE & SD, HEAIDS,
Implementing partners, Private Sector

increasing the availability
economic opportunities.

of

Conduct a provincial summit to harmonize and mobilize for
economic opportunities for young people.
Key activities

NMM

Priority
Geographic
population
focus
Objective 4.6: Address the physical building structural impediments for optimal prevention and treatment of HIV, TB and STIs
Sub-objective 4.6.1
Implement norms and standards of the integrated
Inmates, Informal
Bojanala
Improve ventilation and indoor air
infrastructure blue print
settlements
Dr Kenneth
quality in congregate settings.
Kaunda
Monitor and Evaluate compliance to norms and standards
NMM
Sub-objective 4.6.2
Develop an advocacy campaign for health promotion specific PLHIV
Bojanala
Develop an advocacy campaign for
to TB control
Inmates,
Dr Kenneth
health promotion specific to TB
Informal
Kaunda
control.
settlements,
NMM
mining and
farming
communities.
Sub-objective 4.6.3
Build and revamp houses to accommodate people living with
People living with Bojanala
Improve structural accommodations disabilities.
disabilities
Dr Kenneth
for people with disabilities.
Kaunda
NMM
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Lead
agency

Responsible for implementation

DPW

Correctional Services, DoH, Housing
companies, Local Municipalities

DoH

DSD, DoE&SD, DoH, READ,
Department of Mines, Correctional
services, Private sector, Civil society
sectors, Implementing partners.

DPW

Correctional Services, DoH, Housing
companies, Local Municipalities

Goal 5: Ground the response to HIV, TB and STIs in human rights principles and approaches.
‘Equal treatment and social justice’
The People Living with HIV Stigma Index Study, which measured the extent of stigma and
discrimination, found that 19,5% of PLHIV in the North West reported to have experienced some
form of external stigma. It study was carried in Dr Kenneth Kaunda and Ngaka Modiri Molema. The
study also found that internalised stigma was the most prevalent form of stigma as PLHIV reported to
have experienced shame, guilt, low self-esteem and blamed oneself. Legal frameworks already exist in
the province which stipulate the need for equal treatment and social justice.
Hence, ‘to reduce both externalised and internalised stigma by 50% and ensure that human rights
principles are reinforced across the response to HIV and TB, the following strategic approaches will be
used’:





Monitor and respond to human rights abuses;
Scale up SBCC initiatives to reduce stigma;
Invest in expanding training and sensitisation programmes to reduce stigma and;
Specific interventions to address the added vulnerability of key and vulnerable populations to
stigma and discrimination and human rights abuses.

These approaches will achieve the following outcomes, expressed as Strategic objectives:
1. Reduce stigma and discrimination among people living with HIV or TB by half by 2022;
2. Facilitate access to justice and redress for people living with, and vulnerable to, HIV and TB;
3. Promote an environment that enables and protects human and legal rights and prevents stigma
and discrimination.
The broad activities for the strategic approaches are outlined in the implementation matrix below:
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Sub-objective 5.1.1:
Revitalise community based support
groups to deal with internalized stigma.

Sub-objective 5.1.2:

Reduce stigma through community
education.

Goal Five: Ground response to HIV, TB and STIs in human rights principles and approaches
Objective 5.1: Reduce stigma and discrimination among people living with HIV or TB by half by 2022
Key activities
Priority
Geographic
population
focus
Establish and maintain support groups to deal with internalized stigma.
PLHIV
Bojanala
TB patients
Dr Kenneth
Train peer outreach workers on stigma and discrimination.
LGBTI
Kaunda
Sex worker
NMM
Provide Peer mobilization and support.
Conduct stigma and discrimination community awareness raising and
educational campaigns.
Develop advocacy and educational material on HIV, TB and STIs to
reduce stigma and discrimination.
Engage key stakeholders such as community leader, religious and
traditional leaders to challenge social norm that promote stigma and
discrimination via dialogues, radio talk shows, campaigns etc.

PLHIV
TB patients
LGBTI
Sex worker

Bojanala
Dr Kenneth
Kaunda
NMM

Lead
agency
DSD

Responsible for
implementation
DoH, DoE &SD, SAPS, DoJ,
Implementing partners, Civil
Society sectors, Local
Municipalities.

DSD

DoH, SAPS, DoJ,
Implementing partners, Civil
Society sectors, Local
Municipalities.

DoJ

DoH, SAPS, DoJ,
Implementing partners, Civil
Society sectors, Local
Municipalities.

Conduct community awareness raising campaigns and community
dialogues.

Sub-objective 5.2.1:

Improve legal literacy about human
rights and laws relevant to HIV and
TB.

Use of media, including advertising campaigns, entertainment designed to
educate (“edutainment”), and integration of non-stigmatizing messages
into broadcast and print media
Objective 5.2: Facilitate access to justice and redress for people living with and vulnerable to HIV and TB.
Train outreach workers, peer educators, religious, traditional and legal PLHIV
Bojanala
systems and Law enforcement agents on human rights and laws relevant to
Dr Kenneth
HIV and TB.
Kaunda
NMM
Conduct awareness-raising campaigns that provide information about
rights and laws related to HIV through media (e.g. TV, radio, print,
Internet, social media, music, drama, song and dance)
Conduct Peer outreach to raise awareness and knowledge
Set up telephone hotlines that provide information of human rights and
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laws relevant to HIV and TB
Key activities

Priority
population
PLHIV
AGYW

Geographic
Lead
focus
agency
Sub-objective 5.2.2:
Integrate of healthcare services with legal systems to ensure an effective
Bojanala
DoJ
Make HIV- and TB-related legal and efficient referral system.
Dr Kenneth
services available and accessible.
Kaunda
NMM
Objective 5.3: Promote an environment that enables and protects human and legal rights and prevents stigma and discrimination.
Sub-objective 5.3.1:
Develop a Human Rights Accountability scorecard through the guidance All multisectoral Bojanala
RHR
Implement
a
Human
Rights of SANAC.
stakeholders
Dr Kenneth
Accountability Scorecard.
Kaunda
Administer Human Rights Scorecard.
NMM
Sub-objective 5.3.2:
Conduct periodic policy reviews and gap analysis on laws, regulations and PLHIV
Bojanala
RHR
Monitor implementation of laws, policies relating to HIV and TB.
Dr Kenneth
regulations and policies relating to
Kaunda
HIV and TB and identify areas for Advocate and lobby for law and policy reforms.
NMM
reform.
Conduct systematic monitoring of the implementation of laws,
regulations and policies relating to HIV and TB.
Sub-objective 5.3.3:
Conduct capacity building for law enforcement agents (including Lawmakers and
Bojanala
DoJ
Sensitize
law-makers
and
law correctional services, police services, justice system) to better offer related law enforcement Dr Kenneth
enforcement agents.
HIV, STI and TB services.
agents
Kaunda
NMM
Provide HIV in Workplace programmes for law makers and law
enforcement agents
Objective 5.4: Promote an environment that enables and protects human and legal rights and prevents stigma and discrimination.
Sub-objective 5.4.1:
Develop and implement of policies at facility level that have a rights-based Public & private Bojanala
DoH
Train healthcare providers on human approach to prevent discrimination.
health care
Dr Kenneth
rights and medical ethics related to
providers
Kaunda
HIV.
Train and raise awareness of health care providers on human rights and
NMM
medical ethics related to HIV.
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Responsible for
implementation
SAPS, DoJ, Civil Society
sectors, NPA, Correctional
Services
Government departments, local
municipalities, civil society
sectors, Implementing partners.
Government departments, local
municipalities, civil society
sectors, Implementing partners.

SAPS, Correctional services

Implementing partners

Goal 6: Promote leadership and shared accountability for sustainable repose to HIV, TB and STIs.
‘Mutual accountability’
Intermediate outcomes:
 Strengthen RHR Directorate to provide effective co-ordination and leadership of all
stakeholders for shared accountability in the implementation of the NSP;
 Improve collaboration and co-operation between government, civil society, development
partners and the private sector.
‘The ambitious nature of the NSP requires coherence and optimal co-ordination, and regular
monitoring with continual feedback to enable change as needed.’ The following are the strategic
approaches:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Strengthen the RHR Secretariat;
Strengthen civil society participation and leadership;
Strengthen private sector engagement;
Improve collaboration and cooperation among national and provincial government
departments;
Improve collaboration and cooperation between government, civil society and private sector;
Strengthen the capacity of the RHR Directorate to contribute towards implementation of the
NSP and achievement of its goals and objectives;
Build local leadership;
Develop implementation plans and;
Increase cross-border co-operation.

The activities to implement the strategic approaches of the NSP are outlined in the Implementation
matrix below.
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Goal 6: Promote leadership and shared accountability for a sustainable response to HIV, TB and STIs
Objective 6.1: Strengthen the Reconciliation, Healing and Renewal (RHR) to provide effective co-ordination and leadership of all stakeholders for shared accountability in the implementation of the NSP.

Sub-objective 6.1.1: Formally establish the structures of
RHR on HIV, TB and STIs at national, provincial,
district and local level.

Key activities

Priority population

Provide human resource and capacity building on
coordination, resource mobilisation and M&E for RHR
secretariat.

RHR secretariat
Political leadership

Geographic
focus
Bojanala
Dr
Kenneth
Kaunda
NMM

Lead
agency
RHR

Responsible for implementation
Government departments, civil
society sectors, Implementing
partners, SANAC.

Conduct coordination meetings for the implementation of
strategies.
Establish Technical Task teams on key themes and the Civil
Society Forum,
Capacitate the Steering Committee with dedicated experts.
Provide capacity building for political leadership to build a
strong political commitment.

Sub-objective 6.1.2: Ensure representation of all
stakeholders in decision making structures at all levels.

Conduct quarterly RHR Forum meetings which mainstream
HIV, TB and STI as an agenda.
Conduct a stakeholder mapping exercise at district and
provincial level.

Multi-sectoral
stakeholders

Government departments, civil
society sectors, Implementing
partners

Private sector
Labour
All Civil society
sectors

SABCOHA, Private sector

Multisectoral
stakeholders

Government departments, civil
society sectors, Implementing
partners

Mobilize and facilitate representation by all stakeholders in
decision making.
Develop Terms of Reference for role clarification to all
participating stakeholders.
Sub-objective 6.1.3: Strengthen the role of the private
sector and labour in RHR Directorate.
Sub-objective 6.1.4: Ensure a central role for Civil
Society and community groups.
Sub-objective
6.1.5:
Monitor
annually
the
implementation of the accountability framework
through an Accountability Scorecard.

Develop Technical task teams
Develop Terms of Reference for Private sector and labour.
Develop Terms of Reference for civil society and community
groups.
Advocate for funding for the civil society sector
Develop and administer the Accountability Scoreboard.
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Civil society sectors

6. Monitoring, Reporting and Evaluation
This implementation plan is supported by the Provincial Monitoring and Evaluation (M&E) Plan
(2017-2022) and District M&E Plans which will explain in detail how monitoring and evaluation of
the PIP will be carried out. The M&E system for the PIP is a complex system which heavily relies on
the various M&E systems of the multisectoral stakeholders at provincial, district and sub-district level.
Hence, the M&E plans will be developed in collaboration with the stakeholders to promote alignment
of M&E activities.
An M&E Framework is presented as an annex outlining the output and outcome indicators that will be
used to monitor and evaluate the provincial response. Ideally, since the PIP is a results based framework
focusing on activities and outputs, it should mainly highlight output performance indicators. Indicators
selection has been prioritized to a limited number of indicators that are critical for decision making. A
Provincial Monitoring and Evaluation meeting was held to review and select indicators.
The RHR secretariat is responsible for co-ordinating monitoring and reporting activities. The multisectoral stakeholders implementing the priority activities are expected to submit their reports to RHR
secretariat at the respective levels. The RHR secretariat will collate, analyse and consolidate multisectoral reports for submission to a progressively higher level until it reaches SANAC and back. The
M&E system takes a utility focused approach, hence great emphasis is put on data use. Progress Review
meetings will be held at district level to review data and decision making. One provincial meeting will
be held at the end of the financial year.
There is limited human resource for M&E in the RHR secretariat. There is one M&E personnel
seconded by SANAC who will be responsible for resuscitating district level monitoring and report.
The following are the strategic approaches for Goal 8, which focuses on Monitoring and Evaluation:
1. Strengthen and promote multi-sectoral ownership and accountability of the NSP M&E system,
2. Strengthen capacity to generate and use available data effectively to monitor NSP performance;
3. Conduct independent reviews of progress and;
4. Develop and conduct the accountability scorecard annually.
The

broad

activities

to

implement

the
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strategic

approaches

are

outline

below

Goal 8 Strengthen strategic information to drive progress towards achievement of NSP Goals
Objective 8.1: Optimize routinely collected strategic health information for data utilization in decision making
Activities
Lead
Responsible for
Agency
implementation
Sub-Objective 8.1.1: Implement master Train all health care providers on the use of the Master patient index
DoH
Public and private health care
patient index for use in all service
facilities.
delivery settings
Sub-Objective 8.1.2: Link clinical,
Audit existing systems for compliance to the National Health Normative
DoH
Public and private health care
Laboratory and pharmacy data
Standards
facilities.

Sub-Objective 8.1.3: Establish health

information (HIE) exchanges for realtime data availability
Sub-Objective 8.1.4: Increase data
utilization

Develop inter-operability framework and implement software changes to
enable system linkages.
Develop data collection tools.

RHR

Develop dashboards for distribution to all stakeholders quarterly.
Capacitate personnel who utilize data in data analysis skills.
RHR

Conduct multi-sectoral stakeholder Progress reviews for decision making.
Objective 8.2: Rigorously monitor and evaluate implementation and outcomes of the PIP
Sub-Objective 8.2.1: Strengthen and
Facilitate and coordinate the development of Provincial and District M&E
RHR
promote multi-sectoral ownership and
Plans with participation from key stakeholders.
accountability of the NSP and PIP
M&E systems
Conduct quarterly District meetings to review progress, share lessons and
facilitate decision making as per the M&E plan.
Sub-Objective 8.2.2: Strengthen M&E
Train RHR secretariat at provincial and district level on data collection, key
capacity to effectively use available data
indicators, analysis and decision making.
to monitor NSP and PIP performance
and HIV, TB and STI at all levels
Conduct M&E technical working group meetings twice a year, or as need be,
for building capacity, lessons.

Sub-Objective 8.2.3: Ensure

harmonised, timely and comprehensive
routine systems to provide quality health
data at provincial and district levels and

Conduct M&E Capacity Assessments at provincial and district level.
Perform Data Quality checks using the Routine Data Quality Tool.
Advocate for timely data submission and quality checks by promoting
accountability.
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All multi-sectoral
stakeholders
All multi-sectoral
stakeholders
DoH, DSD, DoE & SD,
SAPS, REED, READ,
Correctional services, DoJ,
Research Institutes, North
West University,
implementing partners, civil
society sectors

across sectors

Sub-Objective 8.2.4: Disseminate

timely, relevant HIV, TB and STI
information to the public

Sub-Objective 8.2.5: Generate and
disseminate PIP Monitoring and
Evaluation Reports

Develop and disseminate a dashboard with key indicators quarterly.
Develop and disseminate Research Review quarterly.
Give Poster and oral presentations at conferences and media
Conduct Qualitative data collection with key informant interviews (Program
Managers, HAST Managers, Chief Directors, Community Health Workers,
M&E Officers) to document best practises, lessons learnt and generate data for
triangulation.
Conduct Group discussions with Technical teams to finalise PIP Annual
report.

Write PIP Progress Reports annually.
Objective 8.3: Further develop the national surveillance system to generate periodic estimates of HIV, TB and STI in the general population, and in key and vulnerable
populations
Sub-Objective 8.3.1: Institutionalise
Train personnel to conduct and interpret surveillance data
DoH
DoH, DSD, DoE & SD,
HIV, TB and STI surveillance within
SAPS, REED, READ,
the Department of Health
Correctional services, DoJ,
Research Institutes, North
Sub-Objective 8.3.2: Conduct routine
Conduct routine HIV, TB and STI surveillance activities.
DoH
West University,
HIV, TB and STI surveillance activities
DSD
implementing partners, civil
Sub-Objective 8.3.3: Conduct routine
Conduct mapping exercise for key population for size estimations.
DoH
society sectors
HIV, TB and STI surveillance activities
DSD
among key and vulnerable populations
Partner with the North West University for postgraduate students to perform
research studies and analysis of data.

Sub-Objective 8.3.5: Implement facility

Conduct routine HIV, TB and STI surveillance activities among key and
vulnerable populations
Implement facility and laboratory-based surveillance.

DoH
and laboratory-based surveillance
Sub-Objective 8.3.6: Implement nonImplement non-routine surveillance activities and surveys.
DoH
routine surveillance activities and
DSD
surveys.
Objective 8.4: Strengthen strategic research activities to create validated evidence for innovation, improved efficiency and enhanced impact
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Sub-Objective 8.4.1: Develop a

Conduct a meeting to develop a provincial and district Research agendas.

coordinated research agenda for the PIP
Coordinate and facilitate a Research Summit
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RHR

DoH, DSD, DoE & SD,
SAPS, REED, READ,
Correctional services, DoJ,
Research Institutes, North
West University,
implementing partners, civil
society sectors

Annex
MONITORING AND EVALUATION FRAMEWORK
Table A: PIP 2017-2022 Monitoring and Evaluation Framework – Core Indicator Matrix
Indicator
1

2

3

4
5
6

7
8

Number of new
HIV infections.

Infant PCR test
positive around 10
weeks rate.
(NIDS)
HIV test around
18 month positivity
rate
(NIDS)
Delivery 10 to 19
years in facility rate.
(NIDS)
Couple year
protection rate.
(NIDS)
Percentage of
schools that are
providing enhanced
comprehensive
sexuality education
(CSE) life
Medical male
circumcisions
performed (NIDS)
HIV tests done
(total)

Type
Impact

Impact

Impact

GOAL 1: ACCELERATE PREVENTION TO REDUCE NEW HIV, TB AND STI INFECTIONS
Disaggregation Data
Baseline
TARGET
source
(2016/17) 2017/18
2018/19
2019/20
2020/21
Objective 1.1 Reduce new HIV infections through combination prevention interventions
District; Sex,
Thembisa
Total: 22
≤16 236
≤12 923
≤9 609
≤6 295
Age (15 – 24, Model
577
25 – 49 years)
Young
women : 6
≤4 312
≤2 720
≤1 603
≤801
177
District
DHIS
2.%
184/12264
<1.5%
<1%
TBA
<1.5%
District

Outcome
Outcome

District

Output

Annual

RHR

TBA

Annual

DoH

≤6 295
≤801

DHIS

6.3%
(2015/16)

<2.5%

TBA

TBA

TBA

TBA

Annual

DoH

3584/55728
(10%)

<8%

<7%

TBA

TBA

Annual

DoH

District
DHIS

42.9%

≥42%

≥50%

≥55%

TBA

TBA

Annual

DoH

DoE& SD
Annual
Report

No baseline

310

575

620

776

931

Annual

DoE
& SD

Geographic
area

DHIS

48 774

25 275

≥25 275

≥30300

≥30300

TBA

Annual

DoH

Geographic
area, Sex

DHIS

843 193

678 988

722 067

765 146

TBA

TBA

Annual

DoH

Geographic
area

National
Indicator
Output

Who

DHIS
-

Outcome

When
2021/22
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Indicator
9

10
11
12

13

Type

Disaggregation

Number of free
self-testing kits
distributed in the
public sector
Male condoms
distributed (NIDS)
Female condoms
distributed

Output

Geographic
area

Output

Geographic
area, Sex
Geographic
area, Sex

Number of learners
reached through
combination
prevention
interventions aimed
at retention of
learners in schools
Number of learners
benefiting from
care and support
activities within the
Life skills HIV and
AIDS Programme

Output

Output

Geographic
area

National
Indicator

Data
source
DoH

Baseline
(2016/17)
TBA

Who

2018/19
TBA

TARGET
2019/20
TBA

When

2017/18
TBA

2020/21
TBA

2021/22
TBA

Quarterly

DoH

DHIS

38 (rate)

≥58348457

≥58348457

≥58348457

≥58348457

TBA

Annual

DHIS

0.9
(2015/16)

0.7-1

0.7-1

0.7-1

TBA

TBA

Annual

DoH

DoE& SD
Annual
Report

5 494

6 043

6592

7142

7692

8242

Quarterly

DoE
& SD

7 000

TBA

TBA

TBA

TBA

Annual

DoH

Output
Provincial
Indicator

Geographic
area

DoE& SD
Annual
Report

DoE
& SD

Objective 1.2: Reduce TB incidence (all types) by at least 30% from 528.4/100,000 population in 2015 to less than 370 /100,000 by 2022

14

15

16
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TB Incidence (all
types) per 100 000

Impact

TB symptoms 5
yrs and older
screened rate

Output

TB clients 5 years
and older start on
treatment rate

Output

Geographic
area
Geographic
area
Age: <5 years;
5 years+
Geographic
area

DoH
DHB;
ETR.Net

528.4 /
100 000
(2015/16)

≤501/100
00037

≤480/ 100
0002

≤440/1000002

≤390/ 100
0002

≤370 /
100 0002

Annual

DHIS

23.54%
(2015/16)

≥90%

≥90%

≥90

TBA

TBA

Annual

DoH

42.4%

≥90%

≥92%

≥95%

TBA

TBA

Annual

DoH

DHIS

Number rounded off to 10
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Indicator

Type

Disaggregation

Data
source

Baseline
(2016/17)

TARGET
2017/18

When
2018/19

2019/20

2020/21

Who

2021/22

17

TB MDR
Output
Geographic
treatment success
area, Age
TIER.Net 58.8%
≥60%
≥60%
≥65%
≥65%
TBA
Annual
DoH
rate
Objective 1.3: Significantly reduce T.Pallidum, gonorrhoea, and chlamydia infection, to achieve the virtual elimination of congenital syphilis, and maintain high coverage of HPV vaccination.
18 Male Urethritis
Output
Geographic
DoH
syndrome
area, Age 15 – DHIS
TBD
TBD
TBD
TBD
TBD
TBD
Quarterly
incidence
49 years
19

HPV coverage

Output

Indicator
20

21

22

38

AIDS Mortality

Percentage of people living with
HIV who know their HIV status

Percentage of people living with
HIV with known status on ART

Geographic
area, age, Type
of dose

DHIS

HPV 1st
dose –85%
HPV 2nd
dose 63.8%

Ist
dose:29600

HPV1st dose:
90%
HPV 2nd dose:
90%

2nd
dose:29600

90%
coverage
provincially
And at least
80% in
every
district

Goal 2: Reduce morbidity and mortality by providing treatment, care and adherence support for all.
Sub-Objective 2.1: Implement the 90-90-90 strategy for HIV
Type
Disaggregation
Data
Baseline
TARGET
source
(2016/17)
2017/18 2018/19 2019/20 2020/21
Impact
Geographic area, STATS
36.4%
TBD
TBD
TBD
TBD
Age, Sex
SA
(2014/15)

2021/22

Outcome

<90%

Geographic area
Thembisa
model

Outcome

Provincial

Thembisa
model

Adults:
87.5%38

88%

Women:
90.2%

≥90%

≥90%

≥90%

≥90%

≥90%

Men:83.7%

85%
90%

88%
90%

90%
90%

90%
90%

90%
90%

TBD

Thembisa 2015
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89%

90%

<90%

≤18.2%

Quarterly

DoH

When

Who

Annual

Stats SA
RHR

Annual

Annual

RHR

23
24

25
26

27

28
29

Percentage of people living with
HIV on treatment virally
suppressed.
Total clients remaining on ART

Outcome

TBD

90%

90%

90%

90%

90%

Annual

Geographic area,
Age, Sex,
Institution

DHIS

≥223 331

≥248
304

≥280
429

≥318
280

≥369205

TBA

Annual

Proportion of treatment sites
experiencing a stock out of
ARV/TB medicines
Percentage of adults and children
living with HIV known to be on
ART 12 months after starting
(Retention)

Output

Geographic area

DoH

TBA

TBA

TBA

TBA

TBA

TBA

Quarterly

Outcome

Geographic area,
Age, Sex

DHIS

72,5%
(adults)

90%

90%

90%

90%

95%

Annual

DoH

People living with HIV viral load
suppressed rate (VLS) at 12
months

Outcome

DHIS

79,2%
(child)
83,4%
(adults)

90%

90%

90%

90%

95%

Annual

DoH

Annual

DoH

<5%

<5%

<5%

≥95%

≥95

≥97%

Annual

≥90%

≥95%

≥97%

Annual

DoH

≥85%
TBA

≥90%
TBA

≥90%
TBA

Annual
Annual

DoH
DoH

Impact

Percentage of all people/clients
started on TB treatment

Outcome

30

TB treatment success rate

Outcome

31

Proportion of TB/HIV coinfected patients on ART
Proportion of district
hospitals/community health
centres and primary care clinics in
urban and high DR-TB burden
rural settings providing
comprehensive DR-TB services

Outcome

32

RHR
Thembisa
model

DoH
& Council
of Medical
AID
Schemes
DoH

TB death rate

Outcome

Provincial

Outcome

Geographic area
Age, sex

59,3%
(child)
Objective 2.2: Implement the 90-90-90 Strategy for TB
Geographic area
DHB
6.3%
<5%
<5%
(2015/16)
Geographic area
Age: <5, 5 years DHIS
87%
≥90%
≥92%
and older
Geographic area,
82.1%
≥80%
≥85%
DHIS
(2015/16)
Geographic area
Sex
DHB
64.6%
≥66%
≥80%
Geographic area DoH
TBA
TBA
TBA

41

DoH

Indicator

Type
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HIV prevalence
among specific key
and vulnerable
populations39

Outcome

34

Percentage of
specific key and
vulnerable
populations
reporting using a
condom

Outcome

Goal 3: Reach all key and vulnerable population with customised and targeted interventions
Disaggregation
Data source
Baseline
TARGET
TARGET
(2016/17)
2017/18 2018/19 2019/20 2020/21
Geographic area,
Thembisa
Young
sex, age, SW,
model;
people (15MSM, PWID,
24): 8.2%40
People with
Nationally
Sex worker:
disabilities, Inmates representative
No data
house hold
Inmates:
surveys
TBD
Miners: No
data
MSM: No
data
PWID: No
data
People with
disabilities:
No data
Geographic area,
Young
SW, MSM,
Surveys
people (15TBD
TBD
TBD
TBD
PWID, Inmates,
24): 8.2%41
People with
Sex worker:
disabilities, sex and
Inmates:
age.
Miners:
MSM: No
data

39

No target set for the indicator as it will be used for monitoring burden of disease only.

40

Source: HIV Prevalence, Incidence and Behavior Communication Survey, 2012

41

Source: HIV Prevalence, Incidence and Behavioral Survey, 2012

42

When

Who

Annual
&
periodic

RHR

2021/22

RHR
TBD

Periodic

Indicator
35

36

37

38

39

Type

Percentage of
specific key and
vulnerable
populations living
with HIV who
know their HIV
status (1st 90)

Outcome

Percentage of
specific key and
vulnerable
populations living
with HIV receiving
ART (2nd 90)

Outcome

Percentage of
specific key and
vulnerable
populations living
with HIV who have
suppressed viral
loads (3rd 90)

Outcome

Percentage of
specific key and
vulnerable
populations with
access to core
package of HIV,TB
and STI services

Outcome

Percentage of
inmates screened for
TB

Output

Disaggregation
Geographic area,
SW, MSM,
PWID, Inmates
People with
disabilities

Geographic area,
SW, MSM,
PWID, Inmates,
People with
disabilities
Geographic area,
SW, MSM,
PWID, Inmates,
People with
disabilities

SW, MSM,
PWID,
Transgender,
Inmates, Miners,
OVC

Screened at entry,
exit and biannually
(6 monthly)

Data source
Thembisa
model
Integrated
Biological and
Behavioural
Survey (IBBS)
Thembisa
model;
IBBS
Thembisa
model;
IBBS

IBBS

DCS
Programme

Baseline
(2016/17)
Young
people (1524):
Sex worker:
Inmates:
Miners:
MSM: No
data
Young
people (1524): TBD
Sex worker:
Inmates:
Miners:
MSM:
Young
people (1524):
Sex worker:
Inmates:
Miners:
Farm
Workers:
MSM:
Young
people (1524):
Sex worker:
Inmates:
Miners:
Farm
workers:
MSM:
OVC:
Screened at
entry: TBD
Biannually:

43

TARGET
2017/18

2018/19

2019/20

2020/21

When

Who

Annual

RHR
Secretariat,
DoH

RHR
Secretariat,
DoH

2021/22

TBD

90%

90%

90%

90%

TBD

TBD

TBD

90%

<90%

Annual

90%

90%

90%

90%

<90%

Annual

RHR
Secretariat,
DoH

TBD

TBD

TBD

TBD

TBD

Periodic

RHR
Secretariat,
DoH; DSD;
DCS

90%

≥90%

≥90%

≥90% y

≥90%

Annual

DCS

report
40

41

42

43

44

45

Percentage of
controlled mines
providing routine
TB screening at least
once a year
Percentage of people
who inject drugs
receiving opioid
substitution therapy
(OST)
Percentage of
specific key
populations who
ever experienced
human rights
violations

Output

Geographic area

Output

PWID
High burden Areas

Outcome

MSM, SW,
Transgender,
PWID

PWID IBBS

TBD
Exist: TBD
TBD

TBD

TBD

TBD

TBD

TBD

Annual

TBD

TBD

TBD

TBD

TBD

TBD

Periodic

TBD

TBD

TBD

TBD

TBD

TBD

Periodic

Department of
Mineral
Resources
RHR
Secretariat

Gender
Commission,
Department of
Justice

GOAL 4: ADDRESS THE SOCIAL AND STRUCTURAL DRIVERS OF HIV, TB AND STI INFECTIONS AND LINKING THEM TO NDP GOALS
Indicator
Type
Disaggregation
Data source Baseline
TARGET
When
(2016/17)
2017/18 2018/19 2019/20 2020/21 2021/22
Objective 4.1: Implement social and behaviour change programmes to address key drivers of the epidemic and build social cohesion
Percentage of individuals Outcome
HSRC
TBD
TBA
TBA
TBA
TBA
TBA
Periodic
who correctly identify
Geographic area, survey;
risks of HIV, STI and
sex, age
DHS 2016
TB transmission and how
to prevent them and
reject major
misconceptions about
HIV, STI and TB
Percentage men and
Outcome
Geographic area, Thembisa
Young men:
TBA
TBA
TBA
TBA
TBA
Annual,
women aged 15–24
sex, age
model
23.8%
Periodic
reporting the use of a
Young
condom with their sexual
women: 26%
partner at last sex
(Thembisa
2016)
Percentage of women and Outcome
Geographic area, HSRC
13%
TBA
TBA
TBA
TBA
TBA
Periodic

44

Who
RHR
Secretariat

RHR
Secretariat

RHR

46

47
48

49

50

51

men aged 15–49 years
sex, age
survey
(HSRC
who have had sexual
Survey, 2012)
intercourse with more
than one partner in the
last 12 months
Percentage young women Geographic
HSRC survey
13%
TBD
Periodic
and men aged 15–24
area, sex, age
(HSRC
who had sexual
Survey,
intercourse before age 15
2012)
(age at sexual debut)
Number of children
Geographic
DSD
TBD
200
200
200
TBD
TBD
Quarterly
(range) accessing services
area
in funded drop in centres
Number of orphans and
Geographic
DSD
53 000
58 170
60 640
63 217
TBD
TBD
Annually
vulnerable children (0area
17) receiving
psychosocial support
services
Number of organizations Geographic
DSD Annual & 40
48
48
48
TBD
TBD
Annually
trained on Social and
area
Quarterly
Behaviour Change
reports Report
programmes
Objective 4.2: Increase access to and provision of services for all survivors of sexual and gender based violence in the 3 priority districts
Proportion of everOutcome
District
DHS survey To be set
married or partnered girls
when the
or young women aged
DHS 2016
15-24 who experienced
data is made
physical or sexual
available
violence from a male
intimate partner in the
past twelve months
Number of victims of
Output
Geographic area DSD
7 936
6989
7452
7 922
TBA
TBA
gender based violence
accessing social services

45

Secretariat

RHR
Secretariat

Geographic
area, sex,
age

DSD

Geographic
area

DSD

Geographic
area

DSD

Geographic
area

Periodic
(5years)

RHR
Secretariat

Annual

DSD

52

53
54

Number of sexual assault
cases reported to the
police42
Number of beneficiaries
receiving social grants
Number of people
benefiting from poverty
reduction initiatives
through community
nutrition and
development centres
(CNDC & cooperatives)

55

Number of people
reached through
substance abuse
prevention programmes

56

Proportion of health
facilities accessible to
people with physical
disabilities

Output

Geographic area

SAPS
4 164
Annual
(2015/16)
Report
Objective 4.3: Scale up access to social protection for people at risk of and those living with HIV and TB in priority districts
Count
Geographic area, SASSA
Type of Grant
Cumulated
Drop in Centres DSD
7 936
6989
7452
7 922
TBA
TBA
over a 5 year and CNDC
Annual
period
report

Objective 4.4: Implement and scale up a package of harm reduction interventions for alcohol and substance use in all districts
Output
Age: children 18 DSD
256 488
115 016 117 530 119 304 TBD
TBD
years and below; Annual
Children
19 and above
report
younger than
18
141 350
57 500
59 625
61 786
TBD
TBD
19 years and
older
Objective 4.6: Address the physical building structural impediments for optimal prevention and treatment of HIV, TB and STIs
Output
Geographic area Facility
Type of health
Assessment TBD
TBA
TBA
TBA
TBA
TBA
facilities
reports

GOAL 5: GROUND THE RESPONSE TO HIV,TB, AND STIs IN HUMAN RIGHTS PRINCIPLES AND APPROACHES
Type
Disaggregation Data
Baseline
TARGET
source
(2016/17)
2017/18 2018/19 2019/20 2020/21 2021/22
Objective 5.1: Reduce stigma and discrimination among people living with HIV or TB by half by 2022
Percentage of people living
Outcome Geographic
Stigma
19.9% External
N/A
N/A
50%
with HIV who report stigma
area
Index,
Stigma among
reduction
and discrimination
Type of stigma SANAC
PLHIV
35% Internal
Indicator

57

42

No targets set as indicator is used for monitoring purposes.

46

Annual

SAPS

Annual

SASSA

Annual

DSD

Annual

DSD

Annual

NW DoH

How
often

Lead
Agency

Periodic

RHR
Secretariat

Stigma among
PLHIV
(Stigma Index,
2015)

GOAL 6: MOBILISE LEADERSHIP AND CO-ORDINTATION AT ALL LEVELS AND PROMOTE SHARED ACCOUNTABILITY FOR A SUSTAINALE RESPONSE TO
HIV, STI and TB
Indicator
Type
Disaggregation
Data source Baseline
TARGET
How
Lead
(2016/17)
often
Agency
2017/18 2018/19 2019/20 2020/21 2021/22
Objective 6.1: Strengthen RHR Directorate to provide effective co-ordination and leadership of all stakeholders for shared accountability in the implementation of the NSP
58 Accountability performance
Outcome District, Local
Scorecard
Baseline to be
Annual RHR
score:
Municipality;
report
established in 2017
Secretariat
with guidance from
SANAC
59

60

61

Percentage of RHR Forums
Output
Provincial and
RHR
0
0
30%
60%
100%
100%
(at provincial and district
district
Forum
level) on HIV, TB and STIs
Minutes
sitting.
Objective 6.2: Improve collaboration and co-operation between government, civil society, development partners and private sector sectors
Percentage of sectors with
Output
Sectors
RHR
Baseline to be
40%
60%
100%
100%
implementation plans that
Report
established in 2018
align with the NSP and
contribute to the PIP

Annual

RHR
Secretariat

Annual

RHR
Secretariat

GOAL 7:MOBILISE RESOURCES AND MAXIMISE EFFECENCIES TO SUPPORT THE ACHIEVEMENT OF NSP GAOLS AND ENSURE A SUSTAINABLE
RESPONSE
Indicator
Type
Disaggregation
Data source
Baseline
TARGET
How
Lead
(2016/17)
often
Agency
2017/18 2018/19 2019/20 2020/21 2021/22
Total expenditure on HIV,
Outcome Funding source:
Provincial
Baseline to
Annual RHR

47

TB and STIs
62

Percentage of sectors with
implementation plans that
align with the NSP (20172022) and contribute to the
PIP

Indicator
63
64

65
66

Output

Department,
sector
Sectors

Expenditure
Review
SANAC
Report

be
established
Baseline to
be
established

Secretariat
40%

60%

100%

100%

Annual

GOAL 8: STRENGTHEN STRATEGIC INFORMATION TO DRIVE PROGRESS TOWARDS ACHIEVEMENT OF NSP GOALS
Type
Disaggrega Data
Baseline
TARGET
tion
source
(2016/17)
2017/18
2018/19 2019/20
2020/21 2021/22
n/a

Lead
Agency

Annual

RHR
Secretari
at
DoH

Output

N/A

M&E Plan

PIP Five-year costed
Provincial M&E Plan

n/a

1

Output

NW M&E
Reports

Percentage of core
PIP indicators
reported

n/a

80%

85%

90%

100%

Annual

PIP Mid-term and
end-term Evaluation
conducted
Adoption of 5-year
PIP HIV, TB and
STI Research Agenda

Output

According
to NSP
Goal and
Objective
Province

NW PIP
reports

n/a

n/a

n/a

n/a

N/A

Research
Agenda

n/a

n/a

n/a

End of term
review
conducted
n/a

Periodic

Output

Mid-term
review
conducted
1

n/a

n/a

How
often

PIP Five-year costed
Provincial M&E
Plan
Percentage of core
PIP indicators
reported

48

n/a

RHR
Secretariat

Periodic

RHR
Secretari
at
RHR
Secretari
at

49

