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Executive Summary

In November 2020, the South African National 
AIDS Council (SANAC) contracted Tinogona 
Investments to conduct a survey of community-
led organisations and networks who work in 
the HIV and TB field. The survey intended to 
determine the impact of COVID-19 on community-
led organisations work and services and the new 
efforts they have been undertaking in response 
to the COVID-19 pandemic. The report’s findings 
will inform SANAC on the critical role and 
impact of HIV community-led responses and the 
current challenges and opportunities they face 
due to COVID-19. The survey’s objective was to 
determine the HIV, TB and STIs service delivery 
disruptions encountered by community-led and 
community-based organisations in the context of 
COVID-19, including eliciting advocacy measures 
in place.

Using a mixed-method approach to data 
collection and triangulation of quantitative and 
qualitative data, this survey has shown that 
COVID-19 has had an adverse impact on the 
operations and ability to provide HIV, TB and 
STI services community-based organisations 
and their network partners. The areas most 
affected, particularly under levels 4 and 5 of the 
lockdown were primarily those that required 
beneficiaries to gather together, travel to get 
services and where organisational employees 
had to conduct community and/or home visits 
to provide services. The donor funds, including 
support from corporates and individuals, played 
an important role in responding to organisations 
to adapt and better respond to communities’ 

new COVID-19 related needs. The study has 
also shown that despite the negative impact of 
COVID-19, some positives recorded included 
different donors like Elma Philanthropy, PEPFAR, 
Global Fund, etc. immediately making funding 
available specifically for COVID-19 response, 
which in some cases resulted in CBOs and their 
network organisations recruiting additional staff 
as required. 

Adaptation to COVID-19 was principally placed at 
the community level where the affected people 
stay. Community-based organisations and their 
network organisations are uniquely placed at 
the community level to build human resilience to 
the adverse effects of COVID-19. By continuing 
service provision and demonstrating staff 
commitment to a common community cause, 
COVID-19 prevention efforts by CBOs placed 
communities at risk at centre stage enhancing 
social equity and promoting community 
cohesiveness. To that end, results of this 
survey have shown that mitigation, adaptation, 
response and recovery efforts by CBOs helped 
increase COVID-19 resilience among families 
and communities that were suffering from the 
adverse effects of lockdown restrictions as they 
could not earn an income of their own to feed 
their families. The section below presents key 
findings by the six WHO building blocks and the 
adaptation and advocacy measures adopted 
by the surveyed organisations. In addition, it 
provides some key recommendations that can 
be considered for COVID-19 response.
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SUMMARY OF COVID-19 IMPACT ON CBOS AND THEIR NETWORK PARTNERS

•	 Institutional,	corporate	and	individual	donors	are	essential	partners	 in	health	
care delivery at community level as they provided community response support 
to the emerging community needs

•	 As	a	 result	 of	 the	 support	provided	 through	different	donors,	 less	 than	 10%	
of the responding organisations reported stopping or scaling down service 
provision as a result of COVID-19

•	 This	 study	 found	 that	 service	 delivery	 targeted	 at	 risk	 and	 vulnerable	
populations like refugees can be highly compromised by lack of knowledge 
of frontline workers about the rights of such populations. This could result in 
increased stigma and discrimination in service delivery

•	 Restricted	movement	of	people	was	the	major	 impediment	to	accessing	and	
delivery of services but a necessary measure to for epidemic containment

•	 Under	 treatment,	 drug	 availability	 and	 refills	 were	 least	 affected	 relative	 to	
treatment initiation and adherence support. This could have been informed 
by the fact that some clients were placed on multi-month dispensations of 
medication which meant that they had enough supply of medication. Treatment 
initiation was heavily affected because it required people to move to health 
facilities and restrictions of movement partly prevented them from visiting 
health facilities. In addition, most people were afraid of visiting health facilities 
as they were overwhelmed with COVID-19 cases

•	 As	a	result	of	financial	constraints,	about	a	third	of	the	respondents	indicated	
having to reduce the working hours of employees which negatively impacted 
the welfare of frontline workers as they struggled to meet their personal and 
family obligations with reduced income

•	 Health	 financing	 under	 COVID-19	 presented	 both	 a	 financial	 crisis	 for	 other	
organisations while others received additional funding and had to increase 
their human resources to meet the new community needs 

Surveyed organisations 
reported being 
moderately and 
impacted by COVID-19 
financially.

received additional 
funding from institutional 
donors like PEPFAR, 
Global Fund and the Elma 
Philanthropy

predicted that they 
will be significantly 
affected financially in 
the coming 12 months

Individuals and 
corporates financially 
supported	about	30%	
of the CBOs and their 
network organisation

Service 
Delivery

Health 
financing 

50% 40%

50% 30%
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SUMMARY OF COVID-19 IMPACT ON CBOS AND THEIR NETWORK PARTNERS

Health 
Workforce 

and 
Operations

•	 At	the	time	of	conducting	this	survey,	South	Africa	was	under	lockdown	level	2	
with	much	eased	restrictions	and	over	56%	of	the	respondents	indicated	that	
they were fully operating onsite

•	 Organisational	 teamwork,	 staff	 commitment	 and	 partnerships	 (86%),	
beneficiaries	 needing	 CBO	 services	 (81%),	 continued	 support	 from	 the	
institutional	donors	(65%)	and	use	of	technology	platforms	(53%)	constituted	
the main factors that enabled CBOs business continuity

•	 While	23%	of	the	organisations	reported	having	retrenched	some	staff,	about	
37%	reported	having	hired	more	staff	to	meet	the	demand	for	additional	service	
provision in the communities

•	 Almost	all	organisations	 reported	 increased	anxiety	and	stress	 levels	among	
their staff as some staff were COVID-19 infected while others had to bear with 
the death of their loved ones

•	 While	 COVID-19	 prevention	 equipment	 and	 HIV	 prevention	 and	 testing	
commodities were reportedly in short supply, it was encouraging that HIV 
and	TB	treatment	were	significantly	less	affected	as	only	less	than	7%	of	the	
responding organisations reported experiencing stock-outs

•	 The	collection	of	data	at	the	point	of	service	delivery	and	its	timely	availability	
were the most reported data quality issues. This is mainly because of 
restrictions of movement of people to collect such data at community level and 
the prioritisation of service delivery than data collection

fully operating 
onsite

retrenched staff

hired more staff
56%

7%

23%

37%

lockdown level 2

 STOCK-OUTS for 
HIV and TB treatment

Essential 
supplies 

Information 
systems 
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SUMMARY OF COVID-19 IMPACT ON CBOS AND THEIR NETWORK PARTNERS

•	 About	70%	of	the	CBOs	reported	that	their	strategies,	policies	and	procedures	
were affected by COVID-19 and these included changes and modifications due 
to	misaligned	organisational	strategy	and	new	community	needs	(21%),	revising	
procedures, policies and regulations to incorporate COVID-19 compliance and 
prevention	(57%),	procurement	procedures	adapted	to	meet	the	urgent	need	
for	 supplies	 (18%)	 and	 reporting	 and	 accountability	mechanisms	weakened	
(21%)

70% 21%

57% 18%
Leadership 

and 
governance

Strategies, policies 
and procedures 
were affected by 
COVID-19

new community 
needs

Revising COVID-19 
compliance and 
prevention

Urgent need for 
supplies

•	 About	 70%	of	 the	 responding	 organisations	
reported to be providing direct services 
to those affected by COVID-19, with more 
than	 50%	 reporting	 frontline	 relief	 services	
(food, masks, sanitisers, etc.) and more 
than	 20%	 reporting	 (i)	 essential	 services	
(testing, treatment), (ii) psychosocial and 
mental health service for health workers 
and (iii) contact tracking. This shows that 
most organisations shifted their focus and/
or quickly incorporated COVID-19 prevention 
and response activities to their routine 
services

•	 Most	 organisations	 took	 advantage	 of	 the	
COVID-19 service delivery channels and 
integrated HIV, TB and STIs services with 
COVID-19 to ensure business continuity and 
access to beneficiaries

•	 CBOs	 and	 their	 networks	 also	 adopted	
technology-based platforms for rendering 
services to their beneficiaries. This included 
examples such as telephonic vulnerability 
assessments, use of WhatsApp groups 
for health information, education and 
communication, use of online cash-based 
platforms, etc.

•	 Community-based	 peer	 support	 to	 HIV/TB	
positive clients on treatment was adopted and 
strengthened as a way of ensuring maintained 
and increased treatment adherence. Peer 
educators were provided with airtime so that 
they could call their clients as needed

•	 CBO	 capacity	 to	 adapt	 was	 enhanced	 by	
donor flexibility allowing for reprogramming 
of initially targeted funding to COVID-19 

Adaptation
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responses. Such flexibility enabled some 
organisations to hire psychological support 
services for the mental health of their staff

•	 Another	 organisation	 reported	 using	 the	
additional funding to hire relief staff to cover 
the gap left by employees infected and/or 
affected by COVID-19

•	 In	terms	of	data	management,	the	integration	
of COVID-19 into existing health programmes 
and data collection helped with the smooth 
collection, analysis and reporting of data for 
HIV, TB and STIs

•	 To	 mitigate	 the	 challenges	 related	 to	 data	
collection, most organisations reported 
having to rely on community-based and 
trusted people to send them videos and 
number of beneficiaries being reached

Advocacy

The following are the advocacy measures 
adopted by community-led organisations and 
their networks both for business continuity of 
their organisations and for COVID-19 response:
•	 Stakeholder	meetings,	and	consultations	 for	

the development of advocacy and engagement 
structures were key advocacy approaches to 
ensure that CBOs have access to resources, 
support and an enabling environment for 
continued service delivery

•	 Other	 organisations	 advocated	 for	 service	
delivery for their target population. For 
example, one organisation engaged with 
health facility personnel to ensure improved 
knowledge of human rights as it relates to 
access to services by refugees and asylum 
seekers

•	 CBOs	also	advocated	for	increased	availability	
of COVID-19 personal protective equipment 
to ensure the safety of frontline workers and 
those with whom they encountered

•	 Advocacy	activities	also	focused	on	increasing	
funding support to community-based 
organisations as they had increased burden 
for service delivery

Recommendations

•	 The	 ability	 of	 the	 CBOs	 to	 adapt	 their	
programmes to include COVID-19 response 
demonstrates the availability of community 
capacity to respond to any forms of public 
health challenges that can be encountered. 
These organisations can be relied upon. 
Government and other stakeholders need to 
continue supporting the existence of these 
structures and strengthen their resilience as a 
way of building community level preparedness 
to address any future challenges

•	 Advocacy	approaches	of	meeting	stakeholders	
demonstrate the importance of community 
partnerships in responding to community 
health needs. These partnerships need to 
continue to be strengthened in the delivery of 
health care particularly as the country moves 
towards the National Health Insurance policy 
implementation 

•	 Community	systems	of	peer	to	peer	became	
the anchors of HIV treatment including delivery 
of medication for groups and community level 
support for adherence. If supported well, 
communities and their networks can manage 
health conditions that face them

•	 Strengthen	 all	 effort	 that	 decongest	 health	
facilities and create efficiencies within 
such facilities. This may include expanding 
community-based approaches to managing 
diseases such as community pick up points 
for chronic medication. Provision of multi-
month dispensations of medication is also 
helpful as patients do not have to frequently 
visit health facilities
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•	 Community-led	 organisations	 are	 key	
structures for systematic community 
consultations around individual and 
community perceptions of a potential 
COVID-19 vaccine. The development of key 
messages for the promotion of vaccine 
uptake can be derived from consultations led 
by these CBOs and their network organisation

•	 As	 CBOs	 are	 trusted	 organisations	 by	 the	
population they served during the COVID-19 
peak points, it is recommended that 
government and its stakeholders use the 
CBOs network to spread the message around 
the importance of taking COVID-19 vaccines 
for increased vaccine acceptability potential 
towards population immunity and total 
control of the epidemic

•	 Conduct	 further	 studies	 reaching	 to	 the	
individuals directly affected and infected by 
COVID-19 to deepen understanding of the 
extent of the impact of COVID-19 on their 
health and the various coping and adaptation 
mechanisms. This data will be important if 
triangulated with findings of studies such 
as this one in terms of providing a more 
comprehensive view of the impact of COVID-19 
towards building stronger community health 
response systems

•	 In	 disaster	 response,	 provision	 of	 essential	
supplies needs to be directed to reach 
organisations and cadre of staff that need 
them the most as they are at the forefront of 
response activities.
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In November 2020, the South African National 
AIDS Council (SANAC) contracted Tinogona 
Investments to conduct a survey of community-
led organisations and networks who work in 
the HIV and TB field, to learn about the impact 
that COVID-19 had on their existing HIV and TB 
work and services, as well as the new efforts 
they have been undertaking in response to the 
COVID-19 pandemic. The report’s findings will 
inform SANAC on the critical role and impact of 
HIV community-led responses and the current 
challenges and opportunities they face due 
to COVID-19. The survey’s objective was to 
determine the HIV, TB and STIs service delivery 
disruptions encountered by community-led and 
community-based organisations in the context of 
COVID-19, including eliciting advocacy measures 
in place.

Contextual background

The world is currently making frantic efforts 
to control a global public health pandemic—
COVID-19—that is spreading very fast with 
diverse levels of fatalities in different regions 
and countries. Starting in Wuhan, China in late 
2019, COVID-19 has become a global epidemic 
within a very short period. At the time of writing 
this report, South Africa was in the midst of the 
second wave (December 2020 onwards) of the 
virus. During this period figures on new cases, 
hospitalisation and deaths exceeded those of the 
first wave (March to December 2020), with fears 
that the country may experience a third wave. The 
focus of this report is on the impact of COVID-19 
during the first wave. 

In South Africa, since 05 March 2020, when 
the first coronavirus 2019 (COVID-19) case was 
reported, cases increased to about 726767 by 28 
November 2020 (Week 48 of 2020) with a 15.9 
percentage testing positive; lower than its peak in 
week	29	when	percentage	positivity	was	at	30.5%	
(Figure 1).1 In the period 01 March 2020 through 
28 November 2020, 4,559,957 laboratory tests 
for COVID-19 were conducted nationally. Weekly 
testing volumes decreased since a peak in week 

28. The number of tests performed in week 48 
were similar to the previous few weeks. Western 
Cape (361 per 100,000 persons) and Eastern 
Cape (306 per 100,000 persons) Provinces had 
the highest testing rates in week 48. Percentage 
testing	positive	decreased	from	a	peak	of	30.5%	
in	week	29	 to	9.5%	 in	week	43.	 In	week	48	 the	
percentage	 testing	 positive	 was	 13.8%,	 higher	
than has been observed in the previous 12 weeks. 
Percentage testing positive remained highest 
in	 the	Eastern	Cape	(32.2%)	and	Western	Cape	
(21.0%).	 Percentages	 testing	 positive	 were	
<10%	 in	 the	 Northern	 Cape,	 Free	 State,	 North	
West, Gauteng, KwaZulu-Natal, Mpumalanga and 
Limpopo. In week 48, compared to the previous 
week, the percentage testing positive increased 
in the Western Cape, KwaZulu-Natal and Gauteng, 
decreased in the Eastern Cape and North West, 
and did not change in Northern Cape, Free State, 
Mpumalanga and Limpopo.

This pandemic has called for extra mobilisation 
of resources to curb the disease and overcome 
financial losses whilst providing social protection 
to the poor (Government of South Africa 2020). 
The emergence of COVID-19 happened at a time 
when the South African health care system is 
overburdened by a quadruple burden of diseases 
resulting from communicable diseases such as 
HIV/AIDS and TB; maternal and child mortality; 
Non-Communicable Diseases (NCDs) such 
as hypertension and cardiovascular diseases, 
diabetes, cancer, mental illnesses and chronic 
lung diseases like asthma; as well as injury and 
trauma. According to the UNAIDS2, South Africa is 
home to almost one-fifth of people living with HIV 
worldwide and has an HIV prevalence rate of 20.4 
per cent among adults (15-19 years). Out of the 
almost 7.7 million people living with HIV (PLHIV) 
in the country, about 4.9 million are estimated to 
be on antiretroviral therapy (ART). About third of 
them are not virally suppressed. With evidence 
suggesting that those virally suppressed are 
not at higher risk (Nyasulu and Pandya 2020), 
there are increasing fears about those not virally 
suppressed and those not yet on ART.

1https://www.nicd.ac.za/wp-content/uploads/2020/12/COVID-19-Testing-Summary-Week-48-Dec-2020.pdf
2https://www.unaids.org/en/keywords/south-africa

Section 1: Introduction
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Figure 1: Weekly number of tests conducted and positive tests, South Africa, 1 March – 28 November 2020
Source: National Institute for Communicable Diseases (https://www.nicd.ac.za/wp-content/uploads/2020/12/COVID-19-Testing-Summary-Week-48-
Dec-2020.pdf)

Week Number Week Beginning No.	of	tests	n	(%) No. of positive tests Percentage	testing	positive	(%)

10 1 March 411(0.0) 8 1.9

11 8 March 2274(0.4) 71 3.1

12 15 March 2011(0.5) 662 3.2

13 22 March 16818(0.4) 411 2.4

14 29 March 171190(0.4) 377 2.2

15 5 April 24486(0.5) 522 2.1

16 12 April 41634(0.9) 980 2.4

17 19 April 75624(1.7) 1851 2.4

18 26 April 89252(2.0) 2783 3.1

19 3 May 136387(3.0) 5294 3.9

20 10 May 156636(3.4) 7141 4.6

21 17 May 155847(3.4) 10063 6.5

22 24 May 141139(3.1) 11053 7.8

23 31 May 135448(3.0) 12769 9.4

24 7 June 153199(3.4) 18820 12.3

25 14 June 162647(3.6) 28052 17.2

26 21 June 219594(4.8) 48212 22.0

27 28 June 265542(5.8) 66575 25.1

28 5 July 269041(5.9) 76663 28.5

29 12 July 246774(5.4) 75261 30.5

30 19 July 233047(5.1) 69797 29.9

31 26 July 182473(4.0) 51451 28.2

32 2 August 148700(3.3) 35432 23.8

33 9 August 11535(2.5) 22443 19.4

34 16 August 109462(2.4) 18310 16.7

35 23 August 99270(2.2) 14072 14.2

36 30 August 89724(2.0) 10894 12.1

37 6 September 93498(2.1) 10388 11.1

38 13 September 96978(2.1) 10516 108

39 20 September 78703(1.7) 8815 111

40 27 September 972250(2.1) 9625 9.9

41 4 October 103054(2.3) 10305 10.0

42 11 October 108578(2.4) 10488 9.7

43 18 October 111048(2.4) 10531 9.5

44 25 October 104884(2.3) 10010 9.5

45 1 November 105965(2.3) 10543 9.9

46 8 November 112506(2.5) 13018 11.6

47 15 November 121252(2.7) 16458 13.6

48 22 November 116781(2.6) 16103 13.8

TOTAL 4559957 (100.0) 16103726767 15.9
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Evidence that COVID-19 disrupts health service 
delivery is extensively documented. In his remarks 
ahead of the International AIDS Society Press 
Conference(6 – 11 July 2020, Virtual, Global), the 
WHO Director-General (Tedros Adhanom), stated 
that a recent survey conducted by the WHO noted 
that about seventy-three countries had warned 
that they are at risk of stockouts of ART as a 
result of the COVID-19 pandemic.  3Twenty-four 
countries reported having either a critically low 
stock of ARVs or disruptions in the supply of these 
life-saving medicines. 4 An interrupted time series 
analysis on the impact of the COVID-19 lockdown 
on HIV care in 65 South African primary care 
clinics showed that ART provision was generally 
maintained during the 2020 COVID-19 lockdown, 
but HIV testing and ART initiations were heavily 
impacted (Dorward et al 2021).

In response to the COVID-19 epidemic, the South 
African Government, like other countries, declared 
a national state of disaster and announced a 
number of Non-Pharmaceutical Interventions 
(NPIs) such as wearing of personal protective 
equipment (PPE), restricted movement of people 
and social distancing, to be undertaken to contain 
the spread of the virus. As shown in the South 
African COVID-19 timeline below (Figure 2), these 
measures were continuously being reviewed 
by the government based on epidemiological 
analysis of the COVID-19 situation in the country. 
Some of the measures put in place when the 
country was under level 4 lockdown in April 2020 
included confinement of people to their places of 
residence except under special circumstances, 
restricted inter-provincial movement of people 
and goods, social gatherings for special functions 
such as funerals were restricted to not more than 
50 people, inter alia.5  

3https://www.who.int/director-general/speeches/detail/who-director-general-remarks-at-the-ias-press-conference
4https://www.who.int/news/item/06-07-2020-who-access-to-hiv-medicines-severely-impacted-by-covid-19-as-aids-response-stalls 
5https://www.gov.za/documents/disaster-management-act-regulations-29-apr-2020-0000
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DECEMBER 
2019

DEC 2019
1st reported case in China

JAN/FEB WHO declared COVID 19 PHIEC outbreak
JAN/FEB 
SA, IMT, NCC, Natloc, Natjoint provincial structures 
set-up for COVID ersponse

MARCH
5 MARCH
First confrimed COVID-19 
case in SA

18 MARCH 
Pres Ramaphosa announce travel 
ban,school closure and, limiting 
gatherings <50
NATIONWIDE LOCKDOWN LVL 5

 27 MARCH 
1st COVID death

 
31MARCH 
Cases: 1 353
Deaths: 5
Tests:44 292

APRIL LEVEL 4 LOCKDOWN
8 APRIL 
Community Screening program 
launched

9 APRIL 
14-day lockdown extension

 
30 APRIL 
Cases: 5 647
Deaths: 103
Recoveries: 2 073
Tests:207 530

MAY
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Figure 2: Evolution of COVID-19 in South Africa and measures undertaken
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Despite the challenges posed by the COVID-19 
epidemic, there are also opportunities for 
innovative ways of delivering HIV, TB and STI 
services. To take advantage of such a situation, 
the country needs to understand how COVID-19 
has impacted service delivery capacity of 
organisations at the forefront of adaptation to 
the newly emerging disaster. In addition, data 
and information on how these organisations have 
adapted must be made available so that health 
system strengthening interventions can be 
developed to build a stronger response system 
ensuring that nobody is left behind.

This survey looked at the effects of COVID-19 
pandemic on the capacity of community-led 
and community-based organisations and their 
networks to deliver HIV, TB and STI services in 
their communities. The survey also looked at how 
these organisations have adapted to the ‘new 
normal’ under COVID-19 risk adjusted strategy 
and the advocacy activities they have carried out 
to ensure business continuity. To the knowledge 
of the consultants, this is a first-ever survey 
conducted in South Africa to determine the 
impact of COVID-19 on HIV, TB and STI service 
delivery by community-based organisations and 
their network organisations.

Section II: Survey Methods

Survey design

A Utilisation Focused Evaluation (UFE) approach 
was used for this survey of community-led 
organisations and their networks. The UFE, 
developed by Michael Quinn Patton6, is an 
approach based on the principle that an 
evaluation should be judged on its usefulness 
to its intended users. This approach’s choice 
was informed by the need to have results that 
would be useful towards the community-led and 
community-based organisations survival beyond 
Covid-19 pandemic. In addition, it was important 

for SANAC and other stakeholders to understand 
the functional state of these organisations so 
that capacity strengthening interventions can be 
designed to ensure that these organisations can 
“come back better” in terms of recovery from 
the adverse effects of COVID-19 and its NPIs for 
prevention and control.

Conceptual framework

Guided by previously conducted studies (Nyasulu 
and Pandya 2020), this study applied the WHO 
health systems framework and its six building 
blocks to assess how COVID-19 pandemic has 
affected the South African health system. Our 
conceptual approach integrated the service 
delivery services and the WHO six building blocks 
and the HIV, TB and STI cascade analytical 
approach to design the questionnaire and 
interview guides used in this study. Table 1 below 
presents our conceptual framework and reflects 
experiences from other surveys and reports 
conducted already in other studies that include 
South Africa.

6 https://www.who.int/director-general/speeches/detail/who-director-general-remarks-at-the-ias-press-conference
7 https://www.who.int/news/item/06-07-2020-who-access-to-hiv-medicines-severely-impacted-by-covid-19-as-aids-response-stalls
8 https://www.gov.za/documents/disaster-management-act-regulations-29-apr-2020-0000
9 Michael Quinn Patton – https://wmich.edu/sites/default/files/attachments/u350/2014/UFE_checklist_2013.pdf
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WHO building 
blocks

Focal areas for assessing 
COVID-19 impact for HIV, 

TB, STIs

Adaptation measures 
for business continuity 
(External and Internal 

factors)

Expected outcomes

Service 
delivery

•	Prevention	
(information, education, 
communication, 
awareness, supplies)

•	Testing	(kits,	
environment, service 
availability, etc.)

•	Treatment	(adherence,	
availability, viral load, 
access to other health 
services)

•	Outcomes	(viral	load	
services, TB and STIs 
treatment outcomes, 
etc.)

•	Covid-19	Non-
Pharmacological 
Interventions (NPIs)

•	Key	and	priority	
population services

TECHNOLOGY 
•	Operating	virtually

Need for our services

Adaptability & Creativity 
in Operations (Adjusting 
the existing programs and 
launching new services)

Partnerships (Sharing 
best practices, 
mobilising our network 
of partner organisations, 
partnerships with relief 
organisations)

Evidence-based decisions 
to balance Covid-19 
adaptation (NPIs) and 
essential service delivery

Health 
workforce

•	Volunteers

•	Full-time	staff

•	Other	support	staff

TECHNOLOGY 
•	Operating	Virtually

Information 
systems

Functionality of systems 
for:

•	Production	(collection	
and collation)

•	Analysis

•	Dissemination,	and

•		use	of	timely	and	reliable	
information

TECHNOLOGY 
•	Operating	Virtually

Table 1: Conceptual framework for conducting a survey on the impact of Covid-19 on community-led organisations and their networks
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WHO building 
blocks

Focal areas for assessing 
COVID-19 impact for HIV, 

TB, STIs

Adaptation measures 
for business continuity 
(External and Internal 

factors)

Expected outcomes

Essential 
supplies

•	TB,	HIV,	STIs	prevention	
commodities

•	Covid-19	Prevention	
Protective Equipment 
(masks, soap and 
sanitisers, etc.)

•	ART

•	TB	treatment

•	STIs	treatment

Partnerships (Sharing 
best practices, 
mobilising our network 
of partner organisations, 
partnerships with relief 
organisations)

Donors Flexibility 
(Loosening requirements 
on current grants) 

Continued Funding 
(Timely funding for 
ongoing projects and 
support for COVID-19 relief 
efforts

Health 
financing

•	Availability	of	funding	for	
business continuity

•	Availability	of	funding	for	
Covid-19 adaptation

FINANCES 
•	Innovation	in	Fundraising	
•	Trust	&	Reputation	
•	Cutting	Expenses	
•	Financial	Reserves

Morbidity and mortality 
from HIV, TB and STIs 
reduced

Leadership 
and 
governance

•	Availability	of	Covid-19	
adaptation guidelines

•	Accountability	systems

•	Oversight

•	Coalition	building	with	
other organisations

•	Team	Commitment	
•	Communication	&	

Listening 

•	Planning	

•	Adaptability	and	
Creativity 

•	Partnerships

Source: Authors (adapted from Nyasulu and Pandya 2020)
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A mixed method (quantitative and 
qualitative) sequential explanatory design7  
was used for the survey with quantitative and 
qualitative data collected to determine the 
HIV, TB and STIs service delivery  8 disruptions 
encountered by community-led and community-
based organisations in the context of COVID-19, 
including eliciting advocacy measures in place. 
This design entailed the following phased 
approach:

1) Development of draft survey questionnaire 
and qualitative semi-structured interview 
guide informed by the conceptual framework 
above

a. Review of both tools and finalisation by the 
Survey Technical Team

2) Building the survey questionnaire onto an 
online survey monkey platform for exploratory 
data collection

3) Electronic data collection with follow-up calls 

4) Analysis of quantitative data and identification 
of areas that require follow-up

5) Finalisation of qualitative data collection 
tool for collection of follow-up explanatory 
information

6) Qualitative data collection through telephonic 

and online interviews with a sector 
representative sample of participants across 
provinces

7) Analysis of qualitative data and triangulation 
of both quantitative and qualitative datasets

8) Report writing, submission and presentation 
to stakeholders

Service delivery functional definition

According to the SANAC provided Terms 
of Reference (TORs) for this study, service 
delivery for this survey was defined broadly 
to include services such as health education; 
outreach; ART delivery; supplying masks, 
soap and sanitizers; peer support for ART 
adherence; nutrition support; financial 
support; counselling, testing, and prevention 
services; support for harm reduction, including 
commodities and medications; psychosocial 
support; paralegal support; community-led 
monitoring; advocacy to protect and expand 
the space for communities to provide these 
services; and more.

Following approval of the inception report by 
SANAC, a list of potential participants was 
obtained from SANAC. In addition, the survey 
consultants used their professional networks to 
reach out to as many organisations as possible. 
An introductory letter to the survey also 
requested that potential participants share the 
survey link with their network to ensure increased 
coverage of the participating organisations and 

their network. While a purposive sampling was 
adopted for the study, the thrust was on ensuring 
that, to a large extent, the study findings are 
representative and generalisable to all sectors 
and networks. The different categories of 
organisations targeted included organisations 
representing all the 18 SANAC CSF sectors 
(People Living with HIV and AIDS (PLHIV), Sex 
Workers, Faith, Higher Education, Sport, Arts 

7Mixed-methods sequential explanatory design implies collecting and analyzing quantitative and then qualitative data in two consecutive phases within one study (https://journals.sagepub.com/
doi/10.1177/1525822X05282260).
8Service delivery for this survey is defined broadly, for example, services could include health education; outreach; ART delivery; supplying masks, soap and sanitizers; peer support for ART adherence; nu-
trition support; financial support; counselling, testing, and prevention services; support for harm reduction, including commodities and medications; psychosocial support; paralegal support; community-led 
monitoring; advocacy to protect and expand the space for communities to provide these services; and more.

Overall Survey Approach

Approach to data collection
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& Culture, Labour, Research, Law & Human 
Rights, Youth,  Men, Women, Non-Governmental 
Organisations, Traditional Leaders, Traditional 
Health Practitioners, Health Professionals, People 
with Disabilities, Children, LGBTIQ+ (Lesbians, 
Gays, Bi-sexuals, Trans-gender, Intersex, Queer 
& gender non-conforming people); business and 
other network organisations such as those funded 
by Global Fund and PEPFAR. A representative 
of each organisation, with full knowledge of the 
organisation’s operations, was requested to 
complete the questionnaire. 

After a review of the quantitative results, 
participants for key informant interviews (KIIs) 
were selected, again, focusing on ensuring a 
comprehensive representation of the sectors 
and their network. To that end, 20 key informants 
were selected representing and ensuring 
coverage of all SANAC sectors and other network 
organisations servicing other vulnerable groups 
like refugees, farm workers, migrants, and inter 
alia. In the end, key informant interviews were 
stopped at 14 after reaching saturation.

Results

This section presents the responses of 119 South 
African community-led and community-based 
organisations and their networks with a primary 
aim of learning how the COVID-19 pandemic 
continues to impact their work, including activities 
disrupted, factors driving service disruptions 
and mitigation strategies implemented by CBOs 
including advocacy measures. The findings/
results section is covered and presented 
according to the following structure:

1. Profile of organisations surveyed and overall 
COVID-19 impact

2. Impact of COVID-19 on CBOs’ service delivery 
capacity, including activities disrupted, 
factors driving service disruptions and 
mitigation strategies implemented by CBOs, 
including advocacy measures.  This section is 
presented and structured according to the 6 
WHO building blocks namely:

A total of 227 contacts were obtained from 
SANAC and professional contacts of the survey 
consultants. Out of these, 14 had both telephone 
numbers and email addresses. Those with only 
telephone numbers but without email addresses 
counted to 33. In both cases, follow-up attempts 
were made to either  obtain the email addresses to 
which the survey link could be sent or reminding 
them to complete the emailed survey. All efforts 
to follow-up on these 47 contacts were futile 
with various responses obtained. These included 
numbers no longer working, contacts being on 

Service 
Delivery

Health 
financing 

Essential 
supplies 

Information 
systems 

Leadership 
and 

governance

Health 
Workforce 

and 
Operations

6 WHO BUILDING BLOCKS
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voicemail, contacts not picking up their phones 
after requesting to be called at a later stage and 
other contacts not picking up calls. In the end, the 
survey link was emailed to about 194 contacts 
(227 contacts obtained minus 33 without email 
addresses). Out of a total of 194, 33 contacts 

Figure 3: Provinces in which CBOs are operating
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20.17%
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10.08%

5.04%

12.61%

13.45%

13.45%

17.65%

33.61%

returned a failed delivery status notification 
when the survey email was sent to them. As a 
result, the survey link was successfully delivered 
to 161 contacts out of which 119 completed the 
survey (see Annexure 1 for a list responding 
organisations),	giving	a	73.9%	response	rate.

Profile of organisations surveyed 
and overall COVID-19 impact

From the 119 survey respondents, all provinces 
were represented with the highest response 

rate	 being	 in	 Gauteng	 (33.6%),	 Kwazulu-Natal	
(29.4%)	 and	 the	 Eastern	 Cape	 (20.1%)	 (Figure	
3). 
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Figure 4: Total number of full-time salaried employees of the responding organisations

1 to 5
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The	surveyed	CBOs	and	their	network	with	more	than	50%	accounting	for	6	to	50	salaried	employees	
were the bulk of the respondents to the survey (Figure 4). 

The level of personnel who completed the survey 
within the organisations was predominately 
the	 executives	 (63%)	 and	middle	management	
(28%)	 (Figure	 5).	 This	 gives	 credibility	 to	 the	
survey findings as these are well knowledgeable 
about the impact of COVID-19 on the operations 
of their organisations.

More	than	60%	of	the	responding	organisations	
indicated more than 1 million rands annual 
funding,	 with	 about	 37%	 representing	 funding	
of more than 3 million rands per year (Figure 
6).  This shows that the survey targeted and got 
most of its responses from small organisations 
which are mostly operating at the local level and 
maybe at higher risk of being adversely affected 
by COVID-19.

Executive level; 
63,03%

First level 
supervisory; 

9,24%

Middle level 
27,73%

Figure 5: Level of person completing the survey within the 
responding organisations
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Figure 6: Responding organisations’ annual funding
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Figure 7: Sector representation by responding organisations
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Most organisations surveyed work to support People Living with HIV and AIDS (PLHIV), Women and 
children, NGOs and youth (Figure 7). All the 18 civil society SANAC sectors were represented.
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Figure 8: Approach best representing responding organisations service delivery

Figure 9: Type of COVID-19 related service rendered by responding organisations
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About	 70%	 of	 the	 responding	 organisations	
reported to be providing direct services to those 
affected	 by	 COVID-19,	 with	 more	 than	 50%	
reporting frontline relief services (food, masks, 
sanitisers,	 etc.)	 and	more	 than	 20%	 reporting	
(i) essential services (testing, treatment), (ii) 

psychosocial and mental health service for 
health workers and (iii) contact tracking (Figure 
9). This shows that most surveyed organisations 
have had to adapt their programming to include 
and respond to the community COVID-19 
adaptation needs.

Nearly	87%	of	the	responding	organisations	were	
negatively affected by COVID-19 with more than 
67%	reporting	moderate	to	higher	effect	(Figure	
10). Slightly over a quarter of the responding 
organisations reported minor effect while about 
9%	reported	that	they	were	not	affected.	About	
87%	of	the	responding	organisations	indicated	
to be primarily supporting HIV, TB and STIs 

work. Additionally, prevention, testing services, 
treatment services (including outcomes) 
and care and support (psychosocial support, 
food distribution, GBV, etc.) were reported by 
about	92%,	63%,	44%	and	87%	organisations,	
respectively. 

Most	respondents’	work	uses	community	and	household-based	(54%)	and	integrated	approaches	
(both	facility	and	community	based)	(32%)	(Figure	8).
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Figure 11: Prevention services disrupted

PrEP

PEP

Condom distribution

Lubricants distribution

Needle and syringe 
exchange

Voluntary Male Curcumcision

Inforation, Education and 
Communication

Community Campaign

Other

15.65%

86.09%

67.83%

22.61%

2.61%

15.65%

57.39%

8.70%

22.61%

Expectedly, those services that required people to 
gather together, like community campaigns, were 
highly disrupted mainly due to the movement 
restriction on people. In addition, most of the 
organisations were not COVID-19 ready initially 
and could not let their beneficiaries meet at their 
offices, which resulted in most of them stopping 
services. Most disruptions were reported to have 
occurred during levels 4 and 5 of the lockdown 
regulations.9 A representative of an organisation 
providing Gender-Based Violence (GBV) victim 
support substantiated this position by saying:

“There was limited movement, and we could not go 
to police stations where we mostly got our services 
especially in levels 5 and 4.” Key Informant 
Interviewee, Gauteng

In addition, most of the GBV victims were 
reportedly not open to receive telephonic 
support as they were not comfortable sharing 
their circumstances over the phone:
“Most of our clients are not comfortable talking 
telephonically.” Key Informant Interviewee, 
Limpopo

Impact of COVID-19 on responding 
organisations by each WHO 
building block

Service Delivery 
Impact on service delivery is captured by the 
following HIV and TB related pillars (i) Prevention, 
(ii) 1st 90-testing and linkage services (iii) 2nd 90 
-Treatment (iv) the 3rd 90-viral suppression.

Prevention
Over	 90%	 of	 the	 responding	 organisations	
reported disruption of prevention activities 
related to HIV, STIs and TB due to COVID-19. 
The following prevention services were mainly 
disrupted;	 community	 campaigns	 (86%),	
information, education and communication 
(68%),	 condom	 distribution	 (57%),	 voluntary	
male	circumcision	(23%)	and	PrEP	(23%)	(Figure	
11). 

Figure 10: Extent of COVID-19 effects on responding organisations
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9https://www.gov.za/covid-19/resources/regulations-and-guidelines-coronavirus-covid-19
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This sentiment was also shared by another KII 
whose organisation provides sex work prevention 
services. They indicated that as they used to reach 
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Figure 12: Mitigation strategies employed by responding organisations for prevention services

An organisation providing services to refugees 
and asylum seekers reported that they 
implemented the following adaptation measures 
to ensure business continuity:
•	 Use	 of	 remote	 and	 technology-based	

platforms

 “We adopted technology platforms for rendering 
services, we started telephone vulnerability 
assessment for refugees and asylum seekers 
eligibility and used online cash-based platforms 
(global money) using Standard bank voucher 
and they would withdraw at the ATM.” Key 
Informant Interviewee, Gauteng

•	 Continued	 telephonic	 psychosocial	 support	
and reduced home visits to special cases

Another organisation providing services to 
farm workers reported the following adaptation 
measures: 
•	 Developed	 WhatsApp	 groups	 for	 bulk	

messaging around HIV, TB and STIs instead of 
the usual support groups,

•	 Assigned	HIV	positive	clients	to	home	based	
carers for peer support. These peer educators 
were provided with airtime so that they could 
call their clients as needed,

•	 Incorporated	 HIV,	 TB	 and	 STIs	 prevention	
messages with other COVID-19 prevention 
education with farm workers. For example, 
the organisation would put HIV, TB and STIs 
prevention messages in COVID-19 prevention 
parcels containing sanitisers, soap, masks, 
among other items. 

10https://solidarityfund.co.za/

Prevention mitigation and advocacy 
measures

The main mitigation strategies employed by 
responding organisations for prevention services 
were integrating prevention services with 

out to sex workers at shebeens and taverns, the 
closure of these places meant it became difficult 
to reach this population. 

COVID-19	 services	 (64%),	 collaborating	 service	
delivery	with	other	organisations	(39%),	partially	
pausing	 services	 (36%)	 and	 referring	 to	 other	
service	providers	(30%)	(Figure	12).
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For COVID-19 prevention, most organisations 
reported having received support from different 
donor organisations including Networking HIV & 
AIDS Community of Southern Africa (NACOSA), 
AIDS Foundation South Africa (AFSA), among 
others. Other organisations also reported having 
received support for purchasing and distributing 
food parcels to highly vulnerable families from 
the Solidarity Fund 10.

This was meant to reduce the vulnerability that 
could drive family members into risky behaviour 
further exposing them from contracting HIV and 
STIs.

The advocacy measures put in place to 
address the experienced prevention service 
disruptions included stakeholder meetings and 
consultations	 (79%),	 media	 campaigns	 (28%),	
staff	 encouragement	 (72%)	 and	 peer-support	
mechanisms	(48%)	(Figure	13).

Stakeholder meetings and 
consultations

Media Campaigns

Staff encouragement 

Peer-Support mechanism 

Other

0.00% 20.00% 40.00% 60.00% 80.00% 100.00%

73.13%

27.83%

72.17%

47.83%

7.83%

Figure 13: Advocacy measures put in place to address the experienced prevention service disruptions

An organisation working with sex workers 
advocated for and lobbied the district Department 
of Health (DOH) to provide exemption letters 
for sex workers to travel to clinics for health 
services. Another organisation providing services 
to refugees and asylum seekers indicated that 
most frontline workers at health and other 
institutions are not knowledgeable about this 
population’s rights, which often results in 
stigmatisation and discrimination in accessing 
services. The sentiment was that this population 
is discriminated based on the thinking that they 
are like any other illegal migrant. 

Thus, advocacy activities included engaging 
with health facility personnel and educating 
them about this population’s rights in accessing 
services.

1st 90-Testing and linkage
About	 77%	 of	 the	 responding	 organisations	
reported disruption of HIV, STI, TB testing, and 
linkage activities due to COVID-19. The following 
factors were key drivers in disrupting testing kits 
(20%)	(Figure	14).	

100.00%

Figure 14: Factors driving testing services disruptions

Lack of testing kits

No Physical environment for 
testing

Restricted movement clients 

Other
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19.47%

33.63%

82.30%

15.04%
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The main mitigation strategies employed by 
responding organisations for testing services 
included	 increased	 self-testing	 (15%),	 scaling	
down	 on	 testing	 services	 (20%),	 pausing	
services	 (4%),	 integrating	 testing	 services	 with	
COVID-19	 services	 (47%),	 referring	 to	 other	

Figure 15: Mitigation strategies employed by CBOs for testing services

Increased self-testing

Scaled down on testing 
services

Stopped services

Intergrated testing services 
with COVID-19 services

Reffered to other services 
provider
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Other
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Additionally, other key measures put in place 
to address the experienced testing service 
disruptions included advocating for targeted 
testing for at risk/essential service populations 
(52%),	 budget	 increases	 for	 self-testing	 (16%),	

Advocated for targeted 
testing for at risk/essential 

service populations

Advocated for budget 
increase for self-tsting

Advocated for budget 
increase for COVID-19 PPE

Other

0.00% 20.00% 40.00% 60.00%

53.21%

15.93%

59.29%

16.81%

Figure 16: Advocacy measures put in place to address the experienced testing service disruptions

service	 providers	 (39%),	 increasing	 supply	 of	
COVID-19	personal	protective	equipment	(40%)	
and observing social distancing while continuing 
services	(55%)	(Figure	15).

and for COVID-19 personal protective equipment 
(59%)	(Figure	16).	Social	media	campaigns	were	
also utilised for lobbying government to take a 
stronger stance on GBV.
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2nd 90-Treatment
Over	 66%	 of	 the	 responding	 organisations	
reported disrupted treatment activities related to 
HIV, STI and TB due to COVID-19. The treatment 
service areas disrupted included initiating clients 
on	 treatment	 (36%),	 treatment	 adherence	
support	 (55%),	 treatment	 refills	 (20%)	 and	
drug	 availability	 (10%)	 (Figure	 20).	 It	 appears	
that COVID-19 disrupted mainly the initiation of 
people on ART and adherence support more than 
refills and drug availability. 

Figure 17: Treatment service areas mostly disrupted

Initiating clientson treatment

Treatment adherence support

Treatment refills

Drug availability

N/A 

Other

36.36%

55.45%

20.00%

10.00%

25.45%

8.18%
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This could be mainly because drugs were available 
in most facilities, but bringing people to facilities 
for initiation and support groups was difficult. 
As one of the key informant whose organisation 
provides services to truck drivers indicated, as 
other facilities closed down due to incidence of 
COVID-19 at such facilities, they received more 
clients for refill mainly from public health facilities 
and they provided them with services.
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Figure 18: Mitigation strategies employed by responding organisations for treatment services
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The main mitigation strategies employed by 
responding organisations for treatment services 
included	 stopping	 treatment	 initiations	 (4%),	
scaling	 down	 on	 treatment	 services	 (6%),	
integrating treatment services with COVID-19 

As shown in the graph above, there were limited 
cases in which organisations had to stop services 
or scale down as they adapted to the new situation 
mainly by integrating treatment services with 
COVID-19 prevention and education services. 
Decentralisation of treatment pick-up was 
another major adaptation approach employed. 
As one of the key informants stated:
“We made an exception for those picking 
medication from our organisation. The medication 
was now picked up from the manager’s house.” Key 
Informant Interviewee, Mpumalanga

Other organisations decentralised treatment 
collection points to their local offices that would 
traditionally not dispense medication.

In terms of treatment advocacy, the respondents 
indicated that they advocated for increased 
funding for civil society organisations (CSOs) 
activities	 at	 the	 community	 level	 (53%),	 multi-
month	 dispensing	 (34%)	 and	 safety	 in	 health	
facilities	 to	 continue	 treatment	 (49%)	 (Figure	
19).

Advocated for increased funding for civil society 
organisations activities at community level

Advocated for for multi-month treatment

Advocated for increased safety in health facilities to 
continue treatment

Other
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Figure 19: Advocacy measures put in place to address the experienced treatment service disruptions

services	 (45%),	 implementing	 community	
ART	 distribution	 (32%)	 and	 community-based	
support	 groups	 (36%)	 and	 increased	 multi-
month scripting and dispensing of medication 
(26%)	(Figure	18).
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3rd 90-Viral Suppression
About	58%	of	the	CBOs	reported	disrupted	viral	
load activities related to HIV due to COVID-19. The 
following outcomes related to laboratory results/
services were disrupted; HIV viral load testing and 
access	to	results	(58%),	TB	treatment	outcome	
and	access	 to	 results	 (33%)	and	STI	 treatment	

outcome	and	access	to	results	(34%)	(Figure	20).	
Disruption of these services was not surprising 
as, countrywide, even results for COVID-19 
tests were also delayed due to overwhelmed 
laboratories as a result of increased demand for 
COVID-19 lab testing.

HIV viral load testing and 
access to results

TB treatment outcome and 
access to results

STI treatment outcome and 
access to results

Other

0.00% 20.00% 40.00% 60.00%

57.55%
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Figure 20: Outcomes disrupted related to laboratory related results/
services

The main mitigation strategies employed by 
CBOs for viral load activities included stopping 
all	outcome	testing	services	(8%),	scaling	down	
on	 outcome	 testing	 services	 (22%),	 integrating	
outcome testing services with COVID-19 services 
(61%)	(Figure	21).

Stopped all outcome tsting 
services

Scaled down  on outcome 
testing services

Integrated outcome testing 
services with COVID-19 

testing

Other
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Figure 21: Mitigation strategies employed by responding organisa-
tions for viral load related services

As getting treatment outcomes from the 
laboratories became increasingly difficult, 
expectedly, the main advocacy measures adopted 
by surveyed organisations were for increased 
laboratory	capacity	(53%).	

Health financing 
The great majority of surveyed organisations 
were negatively impacted financially by COVID-19 
(68%).	 The	 level	 of	 financial	 impact	 was	 as	
follows;	 minor	 impact	 (15%),	 moderate	 impact	
(33%),	 severe	 impact	 (27%)	 and	 not	 affected	
(25%)	(Figure	22).	
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Figure 22: Level of financial impact for responding organisations
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Figure 23: Expected funding impact or decreases in the next 12 months

For	 CBOs	 not	 affected,	 43%	 reported	 to	 be	
expecting to be impacted negatively by COVID-19 
in the coming year and reflected the following 
expected	decreases;	(i)		by	1	to	5%	(34%)	(ii)	by	
6	to	10%	(16%)	(iii)	by	11-15%	(5%)	(iv)	by	16	to	
20%	(13%)	(v)	by	more	than	20%	(33%)	(Figure	
23). Most of these organisations who expected a 
decline in funding was due to their donor grant 
funding coming to an end and COVID-19 situation, 
making it difficult for them to get funding for their 

traditional activities. As one of the key informants 
indicated, most of the funders are now putting a lot 
of emphasis on COVID-19 response, thus funding 

CBOs that already received extra funding 
amounted	to	65%	and	this	was	mainly	from	the	
following	sources;	corporates	 (14%),	 individuals	
(18%),	 South	 African	 Government	 (14%)	 and	
institutional donors (USAID, CDC, Global Fund, 
etc.)	 (52%).	 The	 institutional	 donors	 played	 a	
significant role in their support of government and 
communities to be able to respond to COVID-19 
(Figure 24).

available for other diseases is not so common as it 
used to be prior to COVID-19

Corporates
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Figure 24: Sources of extra funding for surveyed organisations

Proportion of additional funding to overall 
annual budgets was reflected as follows; 1 to 
5%	(53%),	6	to	10%	(20%),	11-15%	(11%),	16	to	
20%	(5%)	and	more	than	20%	(12%)	(Figure	
25). The following quote is both illustrative of 
the institutional donors support as well as the 
impact that such support had on beneficiaries 
at risk of being affected by HIV and STIs:
“We applied and received additional funding of 
about 4 million rands from the Elma Philanthropy, 
reaching about 1345 refugees with cash-based 
assistance.” Key Informant Interviewee, North 
West
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Figure 25: Proportion of additional funding to overall annual budgets

CBOs reflected the following as the type of 
funding they needed the most in the next 12 
months; unrestricted funding for operational 
costs	(73%),	regular	funding	for	current	projects	
(66%)	and	COVID-19	relief	 funds	(58%)	(Figure	
26). The requirement of unrestricted financing 
was perhaps due to the need for flexibility in 
expenditure as most organisations will recover 
from COVID-19.

Unrestricted funding for 
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Regular funding for 
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COVID-19 relief fund

Other
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73.08%
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Figure 26: Type of funding needed the most by CBOs in the next 
12 months

About	80%	of	 the	CBOs	 reported	 that	changes	
were made in expenditure due to COVID-19, 
with funds reprogrammed towards COVID-19 
(53%),	 virtual	 operations	 (43%)	and	 restricting	
funds	 to	 core	 operations	 only	 (37%),	 being	 the	
main changes (Figure 27). The following quote 
illustrates how funds were reprogrammed to 
suit the predominantly COVID-19 needs of the 
communities they serve: 
“Most of travel money from donors was re-

Funds reprogrammed 
towards COVID-19

Funds redirected 
towards virtual oper-

ations

Funds restricted to 
core operational only

Other

0.00% 10.00% 20.00% 30.00% 50.00%40.00%

52.88%

43.27%

36.54%

15.38%

Figure 27: Type of financial changes and adjustments made by 
CBOs due to COVID-19

CBOs reported various measures taken to 
manage the impact of COVID-19 financially. This 
included mainly raising new funding for COVID-19 
response	 (46%),	 negotiating	 with	 donors	 to	
re-programme	 funds	 (37%)	 and	 reducing	
staff	 working	 hours	 (37%)	 (Figure	 28).	 Data	
in the figure below shows that while COVID-19 
negatively impacted the operations of most 
responding organisations in various ways, almost 
half of them managed to raise additional funding 
to respond to the community COVID-19 needs. In 
addition, donors were reportedly flexible in terms 

programmed to COVID-19.” Key informant 
interviewee, KwaZulu Natal
In other cases, organisations had to move funds 
from one programme area to another, although 
within similar budget items:

of reprogramming funding to the new emerging needs. The reduction of staff working hours and the 
associated salary cuts was another adaptation measure which hit hard on communities as some of the 
employees were bread winners in their families.

“We had to take money from our donor programmes 
to transport our non-funded care workers from DOH 
side to go to the field.” Key informant interviewee, 
Eastern Cape
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Figure 28: Measures taken to manage the impact of COVID-19 on CBOs finances
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Health Workforce and Operations 
The reported operational landscape for CBOs at 
the time of conducting this survey is reflected in 
Figure	29.	More	than	80%	of	the	CBOs	reported	
fully operating onsite at their offices and remotely, 
and	about	2%	had	all	operations	suspended.	

By conducting this study, South Africa was in a 
less restrictive lockdown level 2, which could 
explain why most organisations reported fully 
operating onsite. The situation could have been 
different under levels 4 and 5 when restrictions 
were much tighter.

Figure 29: Current operational landscape for CBOs
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The following were reported as the drivers to 
successfully continue operations during the 
pandemic; technology (operating virtually) 
(53%),	 beneficiaries	 needing	 our	 services	
(82%),	 donors	 (continued	 funding)	 (65%),	

donors	 (flexible	 funding	 conditions)	 (34%),	
organisational (teamwork, commitment, 
partnerships,	etc)	(86%)	and	finances	(reserves,	
fundraising,	cutting	expenses)	(31%)	(Figure	30).	
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Figure 30: Drivers to successfully continue operations during the pandemic

Technology (operating virtually)

Beneficiaries needing our services

Donors (continued funding)

Donors (Flexible funding conditions)

Organisational (teamwork, commitment, 
partnerships, etc)

Finances (reserves, fundraising, cutting, 
expenses) 

Other

53.40%

81.55%

65.05%

33.98%

86.41%

31.07%

3.88%

0.00% 20.00% 40.00% 60.00% 80.00% 100.00%

Figure 31: Percentage of staff laid-off
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About	23%	of	the	CBOs	reported	retrenchments,	with	percentage	of	staff	laid-off	predominately	between	
1-9%	(18%)	(Figure	31).

It	was	also	encouraging	to	note	that	about	37%	
(a percentage higher than those who retrenched) 
reported additional recruitment of staff in order 
to respond to COVID-19, with percentage of staff 
recruited	 predominately	 between	 1-9%	 (29%)	
(Figure 32). The following quote is illustrative:
“… there was more work as we received additional 
funding and needed to reach to more people. 
There was a lot of desperation among people and 
influx of people needing services.” Key informant 
interviewee, Limpopo

Figure 32: Percentage of staff added due to COVID-19
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Over	50%	of	the	CBOs	reported	that	employees	
were infected with COVID-19 and had to self-
isolate,	 and	 only	 4%	 reported	 COVID	 related	
deaths. As a result, the remaining employees 
were overwhelmed by the ever-growing needs of 
the community.

“Two professionals went on isolation because they 
had COVID-19 and we were left with skeleton staff. 
Funerals are also causing pressure as staff are 
affected and needing to attend to these which means 
them taking time off. A lot of them were overwhelmed 
taking on additional duties of COVID-19. There was 
a lot of anxiety.” Key informant interviewee, Free 
State

To adapt to the devastating impact of COVID-19 
on employees’ welfare, some organisations 
were fortunate to have psychologists who would 
provide professional counselling support to their 
employees:
“Through relief fund, we recruited a psychologist 
to offer PSS to staff.” Key informant interviewee, 
Limpopo

Another organisation reported using the 
additional funding to hire relief staff to cover the 
gap left by employees infected and/or affected by 
COVID:
“We hired and paid for ad-hoc staff, these are 
freelance people on our network, for a three-week 
relief.” Key informant interviewee, Western Cape

Essential supplies
 
Over	 50%	 of	 CBOs	 reported	 that	 activities	
were disrupted due to lack of essential supplies 
because of COVID-19. The following were the types 
of commodities missing that caused disruptions; 
prevention	 commodities	 (28%),	 testing	
commodities	 (22%),	 treatment	 commodities	
(8%)	and	COVID	related	commodities	i.e.	masks,	
sanitisers	 (32%)	 (Figure	 33).	 This	 data	 further	
supports the fact that treatment seemed to 
have been prioritised or less affected than other 
service areas such as prevention.

Figure 33: Type of commodity (missing) that caused disruptions
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CBOs reported the mitigation strategies 
they employed due to disruptions related to 
missing essential commodities and these 
included;	 mobilising	 additional	 funding	 (30%),	
reprogramming	 existing	 funding	 (30%),	

collaborating with other partners to reduce 
costs	 (34%)	and	 focusing	on	essential	 services	
(life	 threatening)	only	(26%)	(Figure	34).	These	
mitigation approaches were common with other 
service areas.
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Figure 34: CBOs mitigation strategies that were employed due to disruptions related to missing essential commodities
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Information systems
About	 65%	 of	 the	 CBOs	 reported	 disruption	
in monitoring and evaluation (M&E) activities 
due to COVID-19. The following represents the 

Figure 35: Type of M&E activities disrupted due to COVID-19
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From the services disrupted, it is evident that 
those that were related to the movement of 
people physically collecting data were the most 
affected (collection and timeliness) compared 

main types of M&E activities disrupted due to 
COVID-19;	 data	 collection	 (42%),	 timely	 data	
availability	(29%),	reporting	(19%),

to those that could be conducted on electronic 
systems (analysis, dissemination and use). One 
of the informants reflected on data collection 
delays:
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“We experienced data delays as assessments were 
done virtually and beneficiaries delayed sending 
documents because they needed internet services, 
and this then delayed the process of allocation of 
services.” Key informant interviewee, Gauteng

There were also reports around falsification of 
information in cases where online assessments 
were done:
“Some beneficiaries would not be truthful about the 
composition of their household members as they 
needed to get more resources.” Key informant 
interviewee, Gauteng

CBOs employed various mitigation strategies 
for M&E activities disrupted due to COVID-19 
and these included; technology (online data 
collection)	 (40%),	 use	 of	 community-based	
personnel	 for	 data	 collection	 (41%),	 delaying	
reporting	 to	 donors	 (23%),	 collaborating	 with	
other	organisations	for	data	collection	(16%),	use	
of	videos	and	pictures	for	data	verification	(22%)	
and use of telephonic calls for updates and data 
collection	(65%)	(Figure	36).

Figure 36: CBOs mitigation strategies employed for M&E activities disrupted due to COVID-19
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Leadership and governance
About	 70%	 of	 the	 CBOs	 reported	 that	 their	
strategies, policies and procedures were affected 
by COVID-19 and these included changes and 
modifications reflected below (i) changes based 
on misaligned organisational strategy and new 
community	needs	(21%)	(ii)	Revising	procedures,	
policies and regulations to incorporate COVID-19 
(57%),	 procurement	 procedures	 did	 not	
always	 follow	 policy	 (18%)	 and	 reporting	 and	
accountability	 mechanisms	 weakened	 (30%)	
(Figure 37). 

The changes were mainly reflected in shifting 
focus from other services to emphasise 
COVID-19 response as well as revising policies 
and procedures, including everyday COVID-19 
symptom screening of employees as they entered 
office premises. In addition, research protocols 
and activities were adjusted to ensure the safety 
of both researchers and participants.
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Figure 37: CBOs key strategies, policies effects and changes/modifications due to COVID-19
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Figure 38: How CBOs adapted to the policy changes as a result of COVID-19
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CBOs reported various ways they adapted to 
the policy changes as a result of COVID-19 and 
these predominately included, reduced reporting 
requirements	 and	 frequency	 (18%),	 relaxing	

procurement requirements to quicken processes 
(13%)	and	implementing	other	activities	outside	
the	organisation’s	mandate	(35%)	(Figure	38).
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Conclusion and 
Recommendations

Using a mixed method approach to data collection 
and triangulation of quantitative and qualitative 
data, this survey has shown that COVID-19 has had 
an adverse impact on the operations and ability to 
provide HIV, TB and STI services by community-
based organisations their network partners. The 
areas mostly affected, particularly under levels 4 
and 5 of the lockdown were primarily those that 
required beneficiaries to gather together, travel to 
get services and where organisational employees 
had to conduct community and/or home visits 
to provide services. The donor funds, including 
support from corporates and individuals, played 
an important role in responding to organisations 
to adapt and better respond to the new COVID-19 
related needs of communities. The study has 
also shown that despite the negative impact of 
COVID-19, some positives recorded included 
different donors like Elma Philanthropy, PEPFAR, 
Global Fund, etc. immediately making funding 
available specifically for COVID-19 response, 
which in some cases resulted in CBOs and their 
network organisations recruiting additional staff 
as required. 

Adaptation to COVID-19 was principally placed at 
the community level where the affected people 
stay. Community-based organisations and their 
network organisations are uniquely placed at the 
community level to build human resilience to the 
adverse effects of COVID-19. By continuing service 
provision and demonstrating staff commitment 
to a common community cause, COVID-19 
prevention efforts by CBOs placed communities 
at risk at centre stage enhancing social equity and 
promoting community cohesiveness. To that end, 
results of this survey have shown that mitigation, 
adaptation, response and recovery efforts by 
CBOs helped increase COVID-19 resilience 
among families and communities that were 
suffering from the adverse effects of lockdown 
restrictions as they could not earn an income of 

their own to feed their families. The section below 
provides some key recommendations that can be 
considered for COVID-19 response.

Recommendations
•	 The	 ability	 of	 the	 CBOs	 to	 adapt	 their	

programmes to include COVID-19 response 
demonstrates the availability of community 
capacity to respond to any forms of public 
health challenges that can be encountered. 
These organisations can be relied upon. 
Government and other stakeholders need to 
continue supporting the existence of these 
structures and strengthen their resilience as a 
way of building community level preparedness 
to address any future challenges

•	 Advocacy	approaches	of	meeting	stakeholders	
demonstrate the importance of community 
partnerships in responding to community 
health needs. These partnerships need to 
continue to be strengthened in the delivery of 
health care particularly as the country moves 
towards the National Health Insurance policy 
implementation 

•	 Community	systems	of	peer	to	peer	became	
the anchors of HIV treatment including delivery 
of medication for groups and community level 
support for adherence. If supported well, 
communities and their networks can manage 
health conditions that face them

•	 Strengthen	 all	 effort	 that	 decongest	 health	
facilities and create efficiencies within 
such facilities. This may include expanding 
community-based approaches to managing 
diseases such as community pick up points 
for chronic medication. Provision of multi-
month dispensations of medication is also 
helpful as patients do not have to frequently 
visit health facilities

•	 Community-led	 organisations	 are	 key	
structures for systematic community 
consultations around individual and 
community perceptions of a potential 
COVID-19 vaccine. 
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•	 The	 development	 of	 key	messages	
for the promotion of vaccine uptake 
can be derived from consultations 
led by these CBOs and their network 
organisations.

•	 As	 CBOs	 are	 trusted	 organisations	
by the population they served 
during the COVID-19 peak points, it 
is recommended that government 
and its stakeholders use the CBOs 
network to spread the message 
around the importance of taking 
COVID-19 vaccines for increased 
vaccine acceptability potential 
towards population immunity and 
total control of the epidemic

•	 Conduct	 further	 studies	 reaching	
to the individuals directly affected 
and infected by COVID-19 to deepen 
understanding of the extent of 
the impact of COVID-19 on their 
health and the various coping and 
adaptation mechanisms. This data 
will be important if triangulated 
with findings of studies such as this 
one in terms of providing a more 
comprehensive view of the impact of 
COVID-19 towards building stronger 
community health response 
systems

•	 In	 disaster	 response,	 provision	
of essential supplies needs to be 
directed to reach organisations and 
cadre of staff that need them the 
most as they are at the forefront of 
response activities.
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