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1. Vision, Mission, Philosophy and Strategic Direc on

Vision
Improved health and life quality for men, women and children across Southern Africa

Mission
JPS Africa empowers health professionals and communi es to build and sustain quality healthcare services in
low-resource se ngs through innova ve research and policy and cu ng-edge programmes. We do this in
collabora on with our partners.

Values
Caring & compassionate
Respect & fairness
Solid & sensible
Resolute & determined

Philosophy
JPS Africa strives to balance organiza onal needs with those of our employees. Rather than depending on
excessive rules, we rely on good judgment, common sense, crea vity, and dialogue to foster a pleasant and
harmonious workplace. We recognize that eﬀec ve human resources management respects the dignity and the
rights of all staﬀ members. Therefore, working condi ons, privileges, and beneﬁts promo ng both individual
well-being and program achievement will be maintained within prac cal limits.

Strategic Direc on
JPS Africa maintains a two- er capacity with regards to strategic direc on namely at Board level and at
management level. The strategic direc on for 2015/16 was focusing on the ﬁnal transi on from Jhpiego
Corpora on to fully- ﬂedged independence of JPS Africa and life of the company beyond. This will be achieved by
the provision of high-quality training (supported by implementa on science and innova ve research and
community based expansion), technical support and service provision on a con nuum of care in the public
health sector.
JPS Africa is further focusing on strengthening the eﬀorts to meet key, na onal targets set out in the Na onal
Strategic Plan and the various other HIV/AIDS policy statements and strategic documents. In this regard, JPS
Africa strives to provide a comprehensive, rights based approach to HIV/AIDS programming that is cognisant of
the need for eﬀec ve integra on of services including TB/HIV, contracep on and fer lity planning, child health,
human rights and gender issues. In addi on, all programs are supported by capacity building in monitoring and
evalua on as a focus area for our support to its partners.
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Message from the Chairperson of the Board
The JPS Africa NPC has established itself as a compe ve, formidable and yet very suppor ve player in the
Health Sector towards eﬀec ve and quality service delivery. The Management team under the very spirited,
enthusias c, ﬁrm but fair leadership of the MD/CEO has taken the NPC to new heights and has set the bar very
high for compe tors in the ﬁeld.
This is borne out of the Grants allocated to JPS Africa, the increasing calls to JPS Africa to assist and provide
support to other structures, the very prac cal tools developed which is very user friendly but most important
the contribu on that JPS Africa is making to the na onal health pla orm, led by Dr Yogan Pillay, Deputy DirectorGeneral of Health.
JPS Africa has exceeded its targets even though there has been a high staﬀ turnover in some of the sub units.
Nevertheless this did not deter the dedicated and commi ed MD/CEO to keep "pushing the boundaries" and
has demonstrated that with exemplary leadership provided much can be achieved. This is notwithstanding
challenging labour rela ons issues all of which the Management of JPS Africa has dealt with remarkably
successfully.
The JPS Africa Board is proud to be associated with the excellent Management team and we wish them well in all
future endeavours in 2017.

CHAIRPERSON
BChD, DDPH, BTh, MSc, MPA, MPH, PhD
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Message from the Managing Director
JPS Africa has sustained quality programming with another challenging but successful year across all programme
areas. The repor ng period has been extremely challenging but exci ng with a staﬀ complement increasing
from 13 employees in the previous ﬁnancial year to the current 98 full me staﬀ and more than 100 locums or
independent contractors, we managed to meet almost all programme targets and exceeding some and
maintaining quality programming. JPS Africa has embarked on ac ve transi oning of the organisa on under the
leadership of the Managing Director. We sourced an experienced Adver sing and Marke ng company to explore
our market posi oning, with the aim of developing an inspiring, yet diﬀeren ated brand posi oning and essence
for the new company brand going forward.
Following almost a decade of close collabora on and capacity building by Jhpiego, JPS Africa has now ﬁnally
transi oned into a fully-ﬂedged independent, self-sustaining en ty that will con nue to work on improving the
health and welfare of the South African people.
In the following ﬁnancial year, JPS Africa will con nue to focus on priority health needs of South Africa's most
vulnerable popula ons.
JPS Africa is focused on enabling lives and securing the future bringing change to our society with a focus on
NGOs and the Health Sector of Africa. JPS Africa oﬀers evidence based programmes, assistance and training to
those in impoverished communi es with the aim to inspire, educate and empower to deal with the issues
concerning HIV and AIDS.
JPS Africa, whose skills and principles were grounded in the Jhpiego competency based approach, will remain a
Jhpiego preferred partner working throughout South Africa on important public health ma ers. This unique
working rela onship between the two organisa ons will allow JPS Africa to build on the strong global reputa on
of Jhpiego to establish and envisage expanding its programmes across Southern Africa and eventually Africa.

Managing Director
MCur (University of Stellenbosch), MBL (UNISA School of Business Leadership)
Member of the Ins tute of Directors SA
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JPS Africa is a non-proﬁt organisa on registered in South Africa in terms of Sec on 21 of the Companies Act of
1973 (as amended) and currently works on four major projects which share a common goal of increasing access
to high-quality HIV and AIDS preven on services in South Africa.
Since 2007, JPS Africa has worked with groups from the community to the na onal level to build sustainable local
capacity through advocacy, policy development, and quality and performance improvement approaches. In
addi on to this, JPS Africa oﬀers the necessary high-quality experience implemen ng HIV/AIDS preven on, care
and support programs and eﬀec ve management skills to successfully implement and execute programmes.
BACKGROUND
Focus Areas
As a local en ty JPS Africa expanded its focus to work on the con nuum of care from pre-pregnancy through postpartum. A con nuum of care through me and place oﬀers vast opportuni es to raise funds and ensures that
mothers, their partners, children and new-borns receive health services seamlessly and eﬀec vely and work in
the following areas:
Ÿ HIV / AIDS including HCT, VMMC and MDR TB Service delivery, Training & Policy development and
Early Warning Indicators for ART
Ÿ CFP and RH (including Adolescent Sexuality). This area included the development of Sub-dermal
Contracep ve Implant Na onal Strategy and Roll out Plan
Ÿ Maternal and Child Health (MCH) including Integrated Management of Childhood Illnesses (IMCI) and
Neonatal Male Circumcision
Ÿ Infec on Prevent and Control
Ÿ Health Systems Strengthening (HSS)
Ÿ Capacity Building
Ÿ Health Informa on Management Systems
Ÿ Monitoring, Evalua on and Repor ng including
Accredita on, Registra on and Aﬃlia ons
JPS Africa (Associated Incorporated under Sec on 21) has been accredited with the Health and Welfare Sector
Educa on and Training Authority (HWSETA) as an educa on and training provider and the South African Medical
Associa on as accredited trainer for Voluntary Medical Male Circumcision and MDR TB. We are registered with
the Companies and Intellectual Proper es Commission (CIPC) as a Not for Proﬁt Company (NPC), registra on
2007/025216/08. JPS Africa is implemen ng the na onal MDR TB project in collabora on with the Department
of Health and University of Pretoria. JPS Africa is a member of:
Ÿ Ins tute of Directors
Ÿ American Chamber of Commerce
BACKGROUND
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The overall governance of JPS Africa resides with the Board of Directors, which comprises of individuals (5 of
whom, including the chairperson, are Black). The JPS Africa Board of Directors (BOD) func ons in accordance the
Companies Act and the King III Guidelines for Corporate Governance. JPS Africa is compliant to relevant South
African legisla on and regula ons. The JPS Africa Board of Directors, consis ng of local na onals and Jhpiego
Corpora on leadership, meets four mes per annum. The Board is advised by two Sub-Commi ees to facilitate
eﬀec ve governance: Audit & Risk- and Remunera on Sub Commi ee. The Annual General Mee ng happens in
December of every year.

Execu ve Director
Managing Director

Ida Asia, BCur (Hons), MCur, MBL

Independent Directors
Board Chairperson

Stephen Hendricks, MSc, MPH, MBA, PhD

Rajen Venkiah, B Admin, BA(Hons)

Company Secretary

(2015/16)

Sagie Pillay, BComm, MHMPP, MBA

Mothomang Diaho, MBBS, MBA

Douglas Mambera, Bcompt (Ac ng)

Ronald Magarick, MPH, PhD

Thandi Mabena, MBA ll (12/2015)

Zenobia Kiewiets

Nancy Caiola, MPH
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Audit & Risk Sub-Commi ee
Ronald Magarick (Chairperson)
Rajen Venkiah
Sagie Pillay
Ida Asia (non-vo ng)

Remunera on Sub-Commi ee
Thandi Mabena (Chairperson ll December 2015)
Stephen Hendricks
Sagie Pillay (Ac ng Chairperson)
Ida Asia (non-vo ng)

Other Internal Commi ees:
Management Commi ee
Ida Asia (MD/Chairperson)
Douglas Mambera (Chief Financial Oﬃcer)
Melusi Ndhlalambi (Chief of Party, VMMC ll October 2015)
Jacqueline Pienaar (Chief of Party, VMMC from November 2015)
Anna Peters (Chief of Party, MDR TB)
Human Resources Commi ee
Douglas Mambera (Chairperson)
Melusi Ndhlalambi ( ll October 2015)
Jacqueline Pienaar (From November 2015)
Ida Asia
Anna Peters
Zenobia Kiewiets (Scribe)
Occupa onal Health & Safety and Security Commi ee
Anna Peters (Chairperson from May 2016)
John Kigozi (Chairperson ll May 2016)
Ida Asia
Sharon Lebogang Mokone
Sydney Magudura
Mercia Tellie
Tender Commi ee
Anna Peters (Chairperson)
Ida Asia
Douglas Mambera
Melusi Ndhlalambi (Chairperson ll October 2015)
Jacqueline Pienaar
Zenobia Kiewiets
Joanne Kirsten (Scribe)
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Training & Quality Commi ee
Anna Peters (Chairperson)
Ida Asia
Jacqueline Pienaar
Douglas Mambera
Londy Mahwuto(Scribe)

JPS Africa NPC has a staﬀ complement of eighty nine (89). The management team consists of The Managing
Director, Chiefs of Party (COP) and Chief Financial Oﬃcer (CFO). The COPs, CFO and Monitoring & Evalua on and
Strategic Informa on Manager report to the MD. The Finance Oﬃcer and -Assistant report to the CFO and
Directors and Programme Oﬃcers report to COPs. The VMMC and MDR TB team report to the respec ve COPs.
Managing Director
The overall managerial and leadership responsibility and oversight of JPS Africa NPC rest with the Managing Director, Mrs I
Asia with oversight of its strategic direc on and aﬀairs provided by the Board of Directors.
Execu ve and Senior Management Team
Ida Asia (Managing Director)
Melusi Ndhlalambi (COP VMMC ( ll October 2015)
Jacqueline Pienaar (COP VMMC from November 2015)
Douglas Mambera (CFO)
Anna Peters (COP MDR TB)
Middle Management Team
Khaya Ntombasekhaya, Community Based Director
Matsie Mphahlele, Implementa on Science Director
Mercia Tellie, M&E Manager MDR TB
Lubwama John Kigozi, M&E and Strategic Informa on Manager VMMC
Sharon Lebogang Mokone, Programme Manager VMMC Project)
Vusi Mahlangu, Demand Crea on Manager
Aupa Noge, Training & QA Manager VMMC
Clinical Team VMMC
Thuli Mavuso, Trainer & Clinical Mentor VMMC
Masheke Setlhare, Clinical Associate
Itumeleng Tema, Clinical Associate
Florence Molefe, Team Leader
Mokgadi Maleka, Enrolled Nurse
Alfred Thukudu, Counsellor

Provincial Project Managers MDR TB
Susan Meyer
Petra Burt
Mavis Dolo
Lessie Mnisi
Dana Chilwa
Ntombizethu Duma
Samson Maredimoge
Nomakaya Matutu
Mwabisa Ndlela
Sonja van der Merwe
Peggy Sago
Bhekizitha Shazi
Sandile Shuping
Thobile Simelane
Sonja Botha

Clinical Nurse Prac
Petra Burt
Magdalene Sandt
Sonet Agenbach
Mpho Disipi
Sindiswa Jongile
Philip Lebese
Grace Makgamatha
Nompumele Mhlongo
Jerry Mokhampane
Zipporah Ncane
Themba Ntuli

oners

Support Staﬀ
Joanne Kirsten, Oﬃce Manager
Sydney Mugadura, Finance Oﬃcer
Zenobia Kiewiets, Admin, Logis cs,
HR Oﬃcer
Wikus Theron, Finance Assistant
Londy Mahwuto, Administra ve Assistant
Thabani Ndhlalambi, Logis cs Assistant
Raymond Kekana, Data Capturer
Veronica Lebethe, Data Capturer
Zandi Gumbi, Data Capturer
Abraham Rankhumise, Driver
Martha Thali, Cleaner
Data Capturers & Linkage Oﬃcers
Nkadimeng Magoneng
Tsepiso Molebatsi
Thomas Molobi
Credo Motloung
Maria Kekana
Sibongile Lerefolo
Rosy Mari
Lehlohonoldo Mofokeng
Zakhele Msweli
Rachel Ruiter
Theresa Temba
Zandile Siko
Thandeka Simelela
Nomusa Mthimkhulu
Zinthle Sinanile
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During the repor ng period ending September 2016, JPS Africa's programme complement comprises ac vi es
through the MC CDC fund award, MDR TB Global Fund award, Contracep on & Fer lity Planning BMGF award,
RO1 Research Nurse Case Management NIH award, WHO VMMC award, WHO EWI ART award and other funding
support from WHO Zimbabwe, Ford Motor Company, GP DOH and NW DOH.
4.1 Support for Long Ac ng Contracep ve Implant Training and Implementa on in South Africa

I Asia, Project Lead supported by L Kigozi & J Pienaar

With ﬁnancial assistance from the Bill and Melinda Gates Founda on, JPS Africa, has in collabora on with the
NDOH con nued with technical assistance to three provinces including Gauteng, Kwazulu-Natal and Northern
Cape suppor ng Contracep on and Fer lity Planning. JPS Africa con nues to use the Global training materials
developed by Jhpiego, MSD/Merck and Bayer suppor ng provincial RTCs, and incorpora ng it into the
na onal training materials.
4.1.1 The overall goals of the project are:
· BMGF-led ASI Programme is to create an enabling environment to expand access to long-ac ng and
permanent methods of contracep on including a par cular focus on implants at provincial level
· Fast track global and na onal eﬀorts to strengthen and improve family planning services through
advocacy, quality service provision, and scale-up, evidence-based programming and ac vely sharing
lessons learned.
The overall goal of technical assistance to the NDOH was to provide guidance and support to 3 provincial
departments of health for the rollout of SDCI services and thereby increase access to high-quality SDCI services at
public health facili es in South Africa and provide expanded contracep ve method choice for women seeking
contracep on. The ul mate goal is to improve the health of women, children, and their families and achieve all
the Millennium development goals speciﬁcally the SDG 3 by 2030.
The purpose was to facilitate:
· Improved knowledge and competency of master trainers in the 3 provinces
· Improved commodi es supply of SDCI
· Improved and eﬀec ve service delivery and training in SDCI services at a local level
4.1.2 Progress
a) Improved knowledge and competency of master trainers in the 3 provinces
This objec ve was achieved by strengthened DoH capacity at facility level to implement, manage and monitor
the na onal SDCI programme. Detailed plans were presented to three provinces in the repor ng period –
Gauteng, Kwazulu Natal and Northern Cape- which were later approved. This resulted in a total of nineteen (19)
trainings in Contracep on and Fer lity Planning (CFP) across the three provinces. Two trainings were held in
Gauteng province in Tshwane and Sedibeng districts, Northern Cape in Francis Baard-, JT Gaetsewe-, Namakwa-,
Pixley ka Seme-, and ZF Mgcawu district municipali es and Kwazulu Natal in eThikwini Metropolitan-,Harry
Gwala-, iLembe-, Ugu-, uMgungundlovu-, uMhkanyakude-, uMzinyathi-, uThukela-, and Zulland district
municipali es. These included Trainer of Trainer, Cascade trainings, training for Social Mobilisers. A total number
of 355 par cipants were trained by JPS Africa (NC – 73, GP – 74 and KZN – 208).
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Graph 1: Number of Trainings by Type
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Graph 2: Total number of par cipants trained
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The training included the Jhpiego developed competency based clinical trainings skills which included a variety of
training methodology e.g. classroom simula ons, role plays, case studies and group discussions, to ensure that
trainees were ac vely par cipa ng, thus op mizing transfer of knowledge and skills aimed at achieving the
intended training outcomes. Clinical prac ce with live clients were conducted over a period of 2 days at allocated
facili es to obtain competency on inser on of implants and IUCDs. In addi on selected trainees were followed
up with suppor ve supervision visits to assess transfer of skills post training and support the implementa on of
the sub dermal contracep ve implants and IUCDs. In addi on to the NDOH curriculum, Infec on Preven on and
Control measures and Balance Counselling plus Strategy were incorporated to address cri cal issues which are
directly linked to quality assurance in Implants service provision.
Integra on of PHC services and the linkage to SDGs were incorporated in CFP training of professional nurses. The
trainees were selected from various service delivery points e.g. postpartum ward, antenatal clinic, labour wards
for upcoming CFP training in Northern Cape, GP and KZN. We also included district coordinators and RTC
mangers.
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b) Improved commodi es supply of SDCI
This objec ve was mainly done through suppor ve supervision visits. JPS Africa would assess the district and
facility level supplies for during the visit for supplies, equipment and commodi es for the provision of LARCs
within the facility and district. Gaps iden ﬁed were reported to the district manager responsible for the supply
visibility system (SVS) func onality. It was found that the SVS was eﬀec ve facilita ng adequate electronic
checks of stock levels at facility level subject to a func onal mobile phone. However, stock outs were more at the
provincial depot level in Northern Cape with no gaps reported in KZN and GP. A cri cal gap observed was that
contracep on methods were not on the SVS and had to be monitored manually with stock cards for LARC
commodi es. These were conducted by the opera ons managers and veriﬁed by JPS Africa during SVS.
Con nuous collabora on with Implants suppliers (MSD and Bayer) ensured that implants were available for
training and service delivery.
c) Improved and eﬀec ve service delivery and training in SDCI services at a local level
Providing high quality contracep on and fer lity planning services to the people of South Africa, following the
rights based approach and wider choice of the contracep ve methods are the key provisions of the recently
published Na onal Contracep on and Fer lity Planning and Service Delivery Guidelines. Having uninterrupted
supplies of contracep ve commodi es, appropriately trained healthcare providers and appropriate community
mobiliza on interven ons are key components. Trainers, who are proﬁcient service providers and competent in
training skills, that use competency based approach to train the frontline providers in all components of SDCI
service delivery will go a long way in making quality fer lity planning services available to people in South African.
The clinical competency in LARC by master trainers has been tracked on a monthly basis through tracking
submissions of logs to the district clinical specialist teams and maternal child health departments at the district.
This has resulted into 62 IUDs been placed by the par cipants, 277 Implants inserted and 23 implants removed
to-date by the 355 trained par cipants. JPS Africa is in the process of data mopping and conduc ng Suppor ve
supervision verifying the data and will update accordingly before close out of the project in December 2016.
Data veriﬁcation by
L Kigozi during supportive
supervision visit to
Namakwa District
participants (2016)
Photos: I Asia

13

Graph 3: Total number of monthly implants inserted by selected districts in current ﬁnancial year
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4.2 Couple Year Protec on Rate: Tool for the Health Facility Manager

J Pienaar, Chief of Party VMMC supported by DSD and Training Teams

4.2.1 Background
CYP is the es mated protec on provided by contracep ve methods during a one-year period, based upon the
volume of all contracep ves sold or distributed free of charge to clients during that period.
JPS Africa developed the Couple Year Protec on Rate (CYPR) Tool to assist HCP and facility managers to
understand the concepts that inform this DHIS indicator. Based on prior engagements with HCPs and DoH teams,
it was apparent that this indicator is very poorly understood and poorly conceptualized in terms of
measurement. Considering the importance of this indicator and its subsequent role in the Na onal DIP process
and its u lity in SRH service management, the CYPR tool was designed to break down the components of the
CYPR indicator, and visualize the process of the calcula on for the user. The aim of the project was to enable the
user to understand how each FP method contributes to the CYPR, and how the rate is calculated using their
speciﬁc eligible popula on. It is impera ve for healthcare oﬃcials to understand how this par cular indicator is
constructed and how it can be used to measure contracep ve uptake at their community level.
4.2.2 Goal and Objec ve
To developed the Couple Year Protec on Rate (CYPR) Tool to assist HCP and facility managers to understand the
concepts that inform this DHIS indicator.
The objec ves included to:
· Design the CYPR tool to break down the components of the CYPR indicator, and visualize the process of
the calcula on for the user.
· Capacitate 300 HCPs across Uthukela District in KZN by conduc ng workshops to understand and use the
CYPR Tool by calcula ng the rate and measuring contracep ve uptake at district level
· To provide mentoring to HCPs in Uthukela District post training
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4.2.3 Progress
The CYPR Tool was designed as an interac ve tool with minimal data entry that enables the user to understand
which methods contribute the most to increase CYPR and iden fy trends in speciﬁc FP method uptake. The tool
collects all the relevant informa on required by the DHIS (hence no new data is to be collected), in age
desegrega ons. The tool autocompletes me-series graphical representa on of the data, and prompts the user
to discern any par cular trends regarding preferable or under-represented FP methods. As a result, the user can
iden fy appropriate ac ons to improve speciﬁc method service delivery (such as in-service training) or enhance
community demand for under-represented methods (such as speciﬁc SRH campaigns). The tool provides a
monthly dashboard with graph to visualize performance against facility targets. Furthermore, the tool tracks
historical method uptake on a monthly basis as well as delineates new method adopters versus con nua on
uptake, to discern success of local interven ons in promo ng respec ve methods.
JPS Africa in conjunc on with UNFPA provided Technical Assistance to the KwaZulu-Natal Department of Health
in introducing the tool to all districts and in developing a tailored model of implementa on across the Province.
To date more than 300 HCPs have been trained in understanding the importance of the CYPR indicator and in
using this tool. The training comprised Provincial workshops in collabora on with UNFPA and subsequent district
speciﬁc training and facility mentorship for HCPs in the Uthukela District.
It is an cipated that the increased understanding of the importance and u lity of the CYPR indicator and rou ne
use of this tool will enable facility managers to plan campaigns and family planning programmes tailored to their
respec ve community needs. HCPs now understand the importance of promo ng LARCs with bigger impact on
the CYP. Ul mately this TA eﬀort has endeavoured to improve facility-level monitoring of the CFP programme and
as such enhance responsive programming towards improved uptake of CFP counselling and methods. The
outcomes will be contribu ng towards the SDGs by reducing maternal and neonatal mortality, improving quality
of life and achieving universal access to sexual and reproduc ve health services. KZN RTC will rollout this project
to the rest of KZN districts.
4.3 Voluntary Medical Male Circumcision

J Pienaar, Chief of Party VMMC supported by DSD and Training Teams

4.3.1 Background
In the challenging and ever-changing ﬁght against HIV/AIDS, the global community has developed a number of
evidence-based eﬀec ve interven ons for the preven on of new HIV infec ons. Since 2007, WHO and UNAIDS
have recommended voluntary medical male circumcision (VMMC) as a strategy for HIV preven on especially in
countries with high HIV prevalence. These recommenda ons were based on randomized controlled trials that
showed that medical male circumcision reduces the risk of female-to-male sexual transmission of HIV by
approximately 60%.
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South Africa (SA) is one of the countries hardest hit by the HIV/AIDS epidemic with the largest number of people
living with HIV—an es mated 6.4 million adults and children. As part of the strategy to bring this HIV epidemic
under control in SA, the Na onal Department of Health (NDOH), in collabora on with development partners,
including the President's Emergency Plan for AIDS Relief (PEPFAR), set a target for VMMC of 4.3 million men (80%
of the men aged 15 – 49) by the end of 2016. To date, almost half of this target has been met with 2.05 million
medical male circumcisions (MMCs) having been performed. PEPFAR and its partners supported over 1 million of
those MMCs. The Centers for Disease Control (CDC) in SA is commi ed to con nuing to work with the NDOH,
PEPFAR and its partners to achieve the overall VMMC targets by December 2016.
Jhpiego (PR), and JPS Africa (SR), have been working with CDC under PEPFAR since 2009 to support the na onal
VMMC goals by promo ng, training on, and delivering quality VMMC services in selected districts of South Africa.
Over the dura on of the programme, JPS Africa has been steadily increasing and expanding the number of sites it
has been suppor ng to deliver VMMC services. By the end of Year 5 of the programme, JPS Africa was working
closely with the Provincial Departments of Health in Mpumalanga (Nkangala district), Gauteng (Sedibeng
district), and Limpopo (Sekhukhune and Waterberg districts). The overall goal of the program is to build capacity
within these provinces to scale up safe, comprehensive and quality VMMC services.
4.3.2 Goal and Objec ves
The goal of the project is to rapidly build sustainable capacity within the Gauteng, Mpumalanga, and Limpopo
PDOH and corresponding districts to promote primary preven on of HIV by scaling up safe, comprehensive
voluntary MMC services. The scale-up of MMC services in these districts has the poten al to signiﬁcantly
decrease the burden of HIV as the project scales-up and employs innova ve, high-impact strategies to reach
more men.
In order to achieve this goal, JPS Africa (implemen ng partner) has been working towards mee ng the following
objec ves:
1. Ensure the provision of high-quality, high-volume, integrated adult MMC services per NDOH guidelines
and the WHO minimum package at 23 hospitals and community health centers and their catchment areas
2. Collaborate with tradi onal circumcising communi es and leaders to oﬀer MMC as a component of
tradi onal ini a on rites
3. Work in partnership with mining and agricultural companies, and through unions, to bring MMC services
into the workplace
4. Collaborate with other HIV partners in the district to ensure the con nuum of care and promote and refer
clients to MMC

4.3.3 Programme YTD performance
Graph 4: Programme YTD performance

A total of 9964 medical male circumcisions were performed while 271 Prepex devices were placed.
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Figure 1: VMMC TA and Training: Nov 2015 – Aug 2016

Mos

Cas

Rns

Ens

ENAs

Counselors

Mobilizers

Total

148

26

68

19

6

31

105

403

Table 1: Number of MMC Facili es by Province and District

Province

District

No. Facili es

Gauteng

Sedibeng

7

Mpumalanga

Nkangala

3

Limpopo

Waterberg
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4.3.4 Year 5 Progress
The following sec on provides details on achievements under each program objec ve and reports on results as
compared to expected results set out at the me of the con nuing applica on for Py5.
Objec ve 1: Ensure the provision of high-quality, high-volume, integrated adult MMC services per NDOH
guidelines and the WHO minimum package.
With the set target of 10,528 circumcisions for PY5, JPS Africa supported by Jhpiego, focused on achieving greater
eﬃciencies in demand genera on and direct service delivery (DSD), ins tu onalizing con nuous quality
improvement (CQI) monitoring, and contribu ng to programme learning through results dissemina on. Overall,
by the end of the program year, JPS Africa was able to conduct 10,733 (102%) MMCs—exceeding the annual
target. The team worked within 34 facili es in the four target districts, and conducted 9 CQI assessments. Certain
hospitals, such as Bela Bela and Voortrekker hospital scored over 90% adherence to quality standards for MMC.
Service Delivery: JPS Africa employed a mixed method approach to service delivery that u lized the tradi onal
Jhpiego 'hub and spoke' approach as well as both long and short-term high-volume campaigns. The program
followed the 5-key implementa on processes of: (1) clearly outlining expecta ons, roles and responsibili es with
key stakeholders (district and facility leadership and demand crea on partners); (2) conduc ng whole site
orienta on for newly assessed sites (from the hospital director to cleaners); (3) jointly conduc ng detailed facility
assessments with facility leadership, district health oﬃcials and develop site-strengthening plans; (4) orien ng
MMC providers and liaise with PEPFAR training partners to conduct MMC training; and, (5) implemen ng MMC
services.
Fixed and Outreach Sites (hub and spoke model): In PY5 JPS Africa added on 8 addi onal ﬁxed sites for MMC
services to the already established 12 facili es providing circumcisions on a daily basis. In addi on, all sites served
as outreach points for allowing JPS Africa's roving teams to target communi es in the catchment areas. The
mobile clinic was essen al in achieving outreach targets.
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Table 2: Annual MMCs performed per facility in 2015/16

Month

Nkangala

Sedibeng

Waterberg

Tswane Metro (HQ)

Monthly Total

15 - Oct

6

148

135

0

289

15 - Nov

7

114

52

0

173

15 - Dec

9

184

87

0

280

16 - Jan

0

102

36

0

138

16 - Feb

41

222

280

0

543

16 - Mar

116

380

647

130

1273

16 - Apr

43

104

444

0

591

16 - May

239

177

342

0

758

16 - Jun

511

746

1135

0

2392

16 - Jul

1244

781

845

0

2870

16 - Aug

44

92

323

70

529

16 - Sep

21

95

481

300

897

2281

3145

4807

500

10733

District Total

Time-limited, high-volume campaigns: In PY5, JPA Africa demonstrated that targeted and well-planned minicampaigns could successfully reach addi onal numbers of circumcisions throughout the year, supplemen ng
the large numbers gained during the tradi onal winter campaign. JPS Africa implemented mini-campaigns
during school holidays and saw increases in numbers circumcised during those months. One such mini-campaign
was implemented from 30 March to 11 April 2016, during the Easter school holiday. A total of 14 health facili es
par cipated in the mini-campaign. Beforehand, JPS Africa conducted intensive and collabora ve site level
planning and demand crea on ac vi es. March, June and July 2016 contributed 1273, 2392 and 2870
circumcisions, respec vely towards the total.
As in the past years, JPS Africa con nues to see the majority of clients for medical male circumcision from
younger age categories. More than 77% (8,232) were from the 10 – 14 and 15 -19 ages group. The graph below
shows the numbers of medical male circumcisions performed. While this trend poses a challenge for immediate
term beneﬁts in reduc ons on HIV incidence, it does prepare South Africa for future preven on and curtailing of
the HIV epidemic. Table 2 above also depicts the seasonal preferences and campaigns conducted outlined above,
with the months of March, June and July yielding the majority of circumcisions.
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4.3.5 Products, Publica ons, Reports, or Presenta ons Developed in
Year 5
JPS Africa developed a video on VMMC from pre opera on to successful
circumcision recording the pa ent experience. En tled “JPS Africa footprint
in Voluntary Medical Male Circumcision” the video can be viewed on the JPS
Africa website at www.jpsafric.org. The video documents the experience of
the clients at a JPS Africa clinical site. JPS Africa also produced a poster
en tled “If you love it put a ring on it” See poster.

4.3.6 Training for Impact: Safer Circumcisions and Healthy Men
JPS Africa has been requested by World Health Organisa on (WHO) in collabora on with the Na onal
Department of Health to conduct standardiza on training on Voluntary Medical Male Circumcision (VMMC)
using both Forceps and Dorsal Slit Skills for a total of 65 NHI medical oﬃcers. Due to poor a endance by NHI
doctors, WHO / NDOH agreed that GPs and DOH doctors could be included. While South Africa has rapidly scaled
up the ART programme, and put over 3 million people on ART, and the incidence of HIV has been steadily
declining, it is s ll very high and priority a en on needs to be given to preven on strategies in order to reduce
the number of these new HIV infec ons.
In order to be able to meet the ambi ous MMC targets by 2016 and as part of a scale up plan for MMC, the
department is planning to train approximately 550 general prac oners in male circumcision, star ng with the
NHI districts. The goal of this training is to standardize skills of performing forceps guided and dorsal slip methods
for medical male circumcision under local anaesthesia. The ul mate goal is to reduce new HIV infec ons. This
training will strengthen the scale up of the MMC programme by increasing the pool of doctors that can assist with
performing MMC's.
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Figure 2: Partner Level Dorsal Slit Capacity Developed:

SFH
Aurum
TB-HIV
Jhpiego

Trainer of trainers

2

MMC Providers (one training)

15

Trainer of trainers

3

MMC Providers (one training)

10

Trainer of trainers

3

MMC Providers (two training)

18

Trainer of trainers

7

MMC Providers (two training)

34

Total

92

Classroom simula on

JPS Africa with support from CDC-SA has embarked upon a na onal training strategy to train DoH and Partner
HCPs across South Africa in standardized VMMC service delivery using surgical and Prepex-device techniques.
Training is focussed on achieving op mal safety and quality of procedural implementa on. The training
programme is holis c for clinical cadres and comprise all spheres involved in VMMC service delivery such as HCT,
group counselling, post-opera ve wound care, biomedical waste management and M&E. In an eﬀort to ensure
sustainable service provision within provinces in prepara on for the PEPFAR transi on, the JPS Africa training
package also included IEC materials, mobiliza on training and support to DoH sites across SA in undertaking
VMMC services independent of a PEPFAR-supported partner.
Furthermore, JPS Africa provided training to tradi onal structures on wound care to improve ini ate outcomes
within tradi onal circumcising schools. The training is provided within DoH or partner sites by cer ﬁed Master
Trainers that rove across the country to where training is needed. This also enabled our Master Trainers to
conduct a site assessment on the designated VMMC site and provide recommenda ons as necessary to ensure
op mal and safe prac ce. We provided training across 8 of the 9 provinces and trained 301 clinical cadres and
162 counsellors and mobilizers. Training was augmented by post-training mentorship visits where required by
our Master Trainers. JPS Africa was also intricately involved in se ng up the new PEPFAR supported AIDSFree
Online VMMC Training Hub which aims to reduce didac c teaching me and maximising prac cal exposure to
circumcision.
Table 3: VMMC TA and Training: Nov 2015 – Aug 2016

MNs

CAs

RNs

ENs

ENAs

Counselors

Mobilizers

Total

167

26

72

28

8

35

127

463

JPS Africa has achieved 130% of the funded target

20

Objec ve 2: Collaborate with tradi onal circumcising communi es and leaders to oﬀer MMC as a component
of tradi onal ini a on rites.
Pedi Chief Andries Mokhonto is a tradi onal leader of the Pedi people in Thembesili Hani of Mpumalanga
province. His community regularly conducts annual ini a on schools for boys. His son, Itumeleng Tema, a
qualiﬁed Clinical Associate, has been working for JPS Africa as an independent consultant in the VMMC
programme. He was later appointed as full me employee based on his excep onal skills and competence in MC.
JPS Africa was concerned about the high number of boys who die every year in ini al schools. This was mainly
due to poor quality of circumcisions at ini a on schools that do not meet the safety and infec on preven on
standards. According to media reports, at least 20 Mpumalanga ini a on-school applica ons were declined due
to non-conformity to required standards.
As a result, JPS Africa felt that something needed to be done to save young boys and men from needless death.
Upon a rou ne visit to the district and ar cle in the community newspaper caught the MC team's a en on. The
local Chief was interviewed on ini a on schools together with his son, Itumeleng who happened to be employed
by JPS Africa with the MC programme. JPS Africa saw the opportunity to involve Chief Mokhonto through his son
to gain easy entry into his ini a on school. The CA advocated for safe MMC within the villages of his father's
chiefdom. He convinced the Chief to allow him a surgical clean space and allow the ini ates Medical Male
Circumcision as entry point to the annual ini a on school. The Clinical Associate was allowed to perform MMC
on a total of 1159 ini ates during the winter months of June (340) and July (819).
Objec ve 3: Work in partnership with mining and agricultural companies, and through unions, to bring MMC
services into the workplace.
Building on the ini al partnership discussions with mining and agricultural companies and their unions, JPS
Africa expanded opportuni es to engage these private sector groups to facilitate increased access to MMC
services.
Objec ve 4: Collaborate with other HIV partners in the district to ensure the con nuum of care and promote
and refer clients to MMC.
JPS Africa collaborated with other NGOs, including CDC partners, who have strong networks and pla orms for
linking clients to MMC services. Rela onships have been established with TBHC, CareWorks, SACWTU, AURUM
Ins tute to provide demand crea on and referrals, as well as collabora on with local organiza ons funded by
DOH in Sedibeng, Waterberg and Sekhukhune districts.
In 2015 and 2016, JPS Africa was working relessly towards achieving the winter campaign targets despite
challenges. Primarily, the late arrival of carry over funds had not le enough me to mobilize and eﬀec vely
prepare for the campaigns. During discussions with CDC, JPS Africa noted that while we had hired addi onal
locums and expanded use of our mobile clinic as much as possible, we were not sure to meet our annual targets.
Jhpiego, JPS Africa and SACTWU nego ated a contract based on milestones and began implemen ng almost
immediately. This was repeated in FY5 for the same reason. Working with SACTWU allowed JPS Africa to double
its eﬀorts for part of August in 2015 and November /December 2015 and all of September primarily in Limpopo
and Mpumalanga provinces. Therefore, the teams were able to perform 1,236 and 2,261 circumcisions in August
and September 2015 with a set target for SACWTU of 1,500 by December 2016, respec vely. In summary, the
partnership was a successful endeavour for all par es and helped South Africa advance towards its na onal goals
for circumcision for HIV preven on and was repeated in 2016.
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4.4 EWI HIV Drug Resistance in South Africa: Capacita ng Local Public Health Managers to Iden fy Early
Warning Signs and Improve Health Outcomes
4.4.1 Background
JPS Africa is collabora ng and suppor ng the World Health Organiza on (WHO) and
the Na onal Department of Health and in undertaking HIV Drug Resistance (HIVDR)
surveillance across provinces in South Africa.

J Pienaar, Project Lead
supported by
L Kigozi & Z Gumbi

In recent years, the rapid scale up of ART for HIV infec on in resource-limited
countries has been iden ﬁed as an interna onal healthcare priority. Sub-Saharan
Africa remains the most aﬀected region with a total of 24.7 million which is 73% of the
total number of people es mated to be living with HIV around the globe.

At the end of 2015, SANAC es mated that 6.4 million South Africans are living with HIV with approximately 2.8
15 – 19 on an -retroviral therapy. Scaling-up ART in SA comprises the use of standardized and simpliﬁed
million
treatment regimens that are consistent with interna onal guidelines. The emergence and transmission of HIV
drug resistance (HIVDR) is an unavoidable consequence of ART, even when appropriate drugs are prescribed and
adherence is maximally supported.
Early warning indicators (EWIs) of HIV drug resistance are a key component of the World Health Organiza on
public health strategy to minimize and assess HIVDR in countries scaling up an retroviral therapy (ART). EWIs are
quality of care indicators which speciﬁcally assess factors associated with emergence of HIVDR at individual
an retroviral therapy clinics. The exis ng informa on of HIVDR resistance in South Africa indicates that the
transmi ed HIVDR in South Africa is moderate (5.3%).1 The virological failure in adults who are on treatment is
es mated at 7.0% between 12 and 15 months and at 11.3% between 25 and 36 months of treatment. Men,
young pa ents, pa ents enrolled in the ART programme with CD4 counts of <200, pa ents on D4T and AZT based regimens and those a ending large volume clinics have been iden ﬁed as being at more risk of developing
HIVDR.
The implementa on of HIVDR Early Warning Indictors (EWIs) has been iden ﬁed as one of the main
interven ons to minimize the emergence of HIV drug resistance. The aim of the implementa on of EWIs is to
iden fy health facili es with subop mal performance and target these facili es with appropriate interven ons
to improve their daily prac ces, and poten ally reduce or minimize risks of HIV drug resistance through the
improvement of quality of health care.
EWI rou ne surveillance alerts na onal ART programme managers on pa ent and health facility risk factors that
need increased a en on and interven ons to reduce the poten al popula on-level virological failure and
minimize the emergence of preventable HIV drug resistance.
4.4.2 Goal and Objec ves
The goal of the implementa on of the HIVDR Early Warning Indicator surveillance is to assess the extent to which
ART clinics and programmes are func oning in providing ART quality of care to PLHIV Na onal Summary of EWI
Surveillance.
The speciﬁc objec ves of EWI surveillance are:
· To measure ART facility factors known to be associated with good programma c func oning and the preven on of
HIVDR;
· Strengthening speciﬁc aspects of ART programme delivery at the clinic level will minimize preventable HIVDR and
promote the long-term eﬃcacy and durability of available ﬁrst- and second-line regimens;
· To facilitate correc ve ac ons to minimize condi ons which may favour the emergence of HIV drug resistance;
· Improve data completeness and use at facility level
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4.4.3 Progress
JPS Africa is collabora ng and suppor ng the World Health Organiza on (WHO) and the Na onal Department
of Health and in undertaking HIV Drug Resistance (HIVDR) surveillance across provinces in South Africa.

Training of local public health ofﬁcials in Early Warning Indicator Surveillance in the North West Province
Photos: J Pienaar

Monitoring EWIs alerts Local and Provincial ARV programme managers to clinic factors that need increased
a en on to reduce the poten al for signiﬁcant popula on-level virological failure and emergence of
preventable HIVDR.
Rou ne EWI monitoring alerts clinic and district managers to speciﬁc areas which require a en on and supports
overall op miza on of pa ent care. Currently, 68 countries are undertaking the process of HIVDR EWI
surveillance. JPS Africa is providing support in the training of public health oﬃcials on EWIs as well as in-the-ﬁeld
support to districts in undertaking this EWI process at facility-level, and providing exper se in data consolida on,
interpreta on and recommenda ons for ac on to provincial and district public health oﬃcials. Following the
training and support, local health oﬃcials and clinic managers are supported by JPS Africa to interpret their
surveillance ﬁndings, iden fy trends and decide on appropriate ac ons to mi gate HIV drug resistance in their
communi es. Furthermore, districts are supported to undertake this process rou nely, which builds local and
na onal data on quality of clinical care and emergence of drug resistance which subsequently provides an
evidence base for policy and management direc ves.
JPS Africa has supported the implementa on of EWI surveillance in 8 Provinces namely Limpopo, Free State,
Gauteng, Eastern Cape, North West, Mpumalanga, KwaZulu-Natal and the Northern Cape. As of November
2016, JPS Africa has trained over 1 900 public health oﬃcers (Medical Drs, Nurses, Pharmacists, HAST
Managers, M&E Managers) across 42 Districts in South Africa.
A collabora ve report between JPS Africa and WHO on the results from the Limpopo and Free State Province has
been incorporated into the WHO Global HIV Drug Resistance Report, and has been released at the IAS in July
2016. Furthermore, JPS Africa has been requested to assist with the integra on of TB Drug Resistance
Surveillance into the EWI process and has developed the surveillance system in consulta on with the WHO and
NDoH. It is an cipated that the integra on of EWI surveillance for HIV and TB will contribute to enhanced quality
of care at a facility level, reduce the development of drug resistance, improve cost eﬃciencies of the respec ve
programmes and ul mately improve health outcomes.
In total, 30 districts across 8 Provinces were supported, and 1 900 HCPs and Oﬃcials were trained during the
District Training and Facility-level support.
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4.4.3.1 Na onal Results
The HIVDR EWI Surveillance process has been introduced to 8 Provinces across South Africa, of which 5 provinces
have completed data abstrac on. In total, 536 sites were sampled across the ﬁve provinces (30 districts) as
follows:
Province
Limpopo

Number of Sites

Free State

51

Gauteng

109

Eastern Cape

127

Mpumalanga

63

Na onal

542

133

The number of sites sampled are closely correlated to the size of
the provinces in terms of number of districts. What can be seen is
that the greater the number of districts, the greater the number of
sampled sites. The Eastern Cape with 8 districts had sampled the
127 sites, whilst Mpumalanga sampled only 63 sites across its 3
districts. Limpopo sampled the most sites at 133, since the Mopani
district sampled 50% of their eligible sites.

4.4.3.2 Na onal Summary of EWI Surveillance
Graph 6: Na onal average scores for each EWI

On average 73% of pa ents across the 5 provinces collected their treatment on me (EWI 1), meaning that 26%
of pa ents were at least more than 2 days late. The average number of pa ents remaining in care at 12 months
from the respec ve cohorts across the 5 provinces was about 68%. Pharmacy stock availability for the sites
sampled was on average at 59%. According to the deﬁni on of this indicator, this would mean that the
pharmacies had no ARV stock-outs for any ARV for 7 months of the year.
Although three provinces scored 100% for EWI 4, Prescribing and Dispensing prac ces, Eastern Cape and
Limpopo has several cases of pa ents being on mono or dual therapy, thus reducing the Na onal average for EWI
4 to 97%.
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The EWI target for Viral Load Done is 80% for all pa ents remaining in care (TROA) at 12 months. This is the
poorest performing EWI at a na onal and provincial level. The na onal average performance of 57% across the 5
provinces is considered to be very low and this compromises the validity of the viral suppression score. Viral load
suppression (EWI 5b) among pa ents for whom viral load results were done, was es mated at 80% on average.
Even though the level of performance in terms viral suppression is encouraging, more eﬀorts are needed to
achieve the target of 90% as required.
4.4.3.3 Publica ons, Reports
A collabora ve report between JPS Africa and WHO on the results from the Limpopo and Free State Province has
been incorporated into the WHO Global HIV Drug Resistance Report, and has been released at the IAS in July
2016.

4.5 Mul Drug Resistant (MDR) TB

A Peters, Chief of Party MDR TB

4.5.1 Background
Mul drug resistant tuberculosis (MDR TB) is deﬁned as a disease caused by Mycobacterium tuberculosis that is
resistant to the most powerful ﬁrst – line, an – tuberculosis (TB) drugs, rifampicin (R) and isoniazid (INH). MDR
TB can be acquired primarily through direct infec on or can develop secondarily through inadequate treatment
of drug-suscep ble TB (DS-TB). This includes treatment interrup ons and defaul ng. MDR TB treatment is
lengthy, complex and can cause severe side eﬀects.
In the past MDR TB treatment has been hospital-based (centralized), with pa ents admi ed to a central
ins tu on for the intensive phase of treatment or longer if needed. In August 2011, the Na onal Department of
Health (NDOH) adopted guidelines to decentralize MDR TB management. Faced with a chronic shortage of
doctors, nurse-ini ated MDR-TB (NIMDR TB) treatment were implemented as part of the decentralized approach
where MDR-TB will be available at primary healthcare facili es, as recommended by the Na onal Strategic Plan
(NSP 2012-2016).
The beneﬁts of decentraliza on are to:
· Ease the burden on the health system
·
Reduce transmission of DR-TB by ini a ng treatment sooner
· Make more beds available
·
Improve pa ent adherence to medica on
· Improve cost eﬀec veness i.e., reduce lengthy hospital stays in specialized hospitals
·
Accommodate pa ent roles and responsibili es by trea ng them closer to home.
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The NDOH contracted JPS Africa and Johns Hopkins University School of Nursing, through a Service Level
Agreement (SLA) and a Corporate Agreement (CoAg) to support the implementa on of the MDR TB
decentraliza on program. The MDR TB programme was funded by Global Fund and PEPFAR (Centers for
Disease Control and Preven on) and phase one of the two and a half year programme with the new funding
period from April 2016 – March 2019.
4.5.2 Goal and Objec ves
The goal of the partnership is to support the decentraliza on of MDR TB treatment and the main objec ves of the
partnership are:
· To ensure quality MDR-TB treatment through capacity development and clinical mentoring
· To increase access to MDR-TB treatment ini a on through implementa on of NIMDR TB and communitybased management by training 198 nurse ini ators, 2500 primary health care clinicians to support MDRTB Services in Community and 10 100 Community Health workers (CHW)
· To improve data quality and repor ng through mHealth solu on (eMocha)
· To improve MDR-TB treatment cascade through establishment of tracing system through linkage oﬃcer.

Diagram 1: MDR TB Management process

26

MDR TB Training and workshop Photos: AC Peter

4.5.3 Global Fund Indicators with Targets and Progress
Table 3: Global Fund indicators and progress against targets
Indicator Indicator
No.
1
Increase of sites providing MDR TB treatment

Target No. Progress

% Reached

107

160

149

2

Number of data coordinators trained in EDRWeb

93

150

161

3

Number of district coordinators trained in TB tracing

91

97

107

4

Number of facili es trained in improved ototoxicity

93

221

238

5

Number of nurses trained in MDR TB ini a on and treatment (NIMDR)

198

301

153

6

Number of nurses trained in MDR TB management

2500

2676

107

7

Number of trainers trained in MDR TB ini a on in MDR TB treatment (NIMDR TB)

18

21

117

8

Number of ward-based CHW/CCG trained in TB tracing

10 100

10 105

100

Table 4: Impact Indicators
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Impact Indicator

Indicator/Deliverable

Number of MDR-TB
pa ents star ng MDR-TB
treatment at a NIMDR site

Number of Rifampicin resistant
pa ents star ng treatment

Propor on of
culture conﬁrmed MDR-TB
at site

Numerator: Culture conﬁrmed
MDRDenominator: Total Rif
Resistance

Number of clinics using
miLINC

Number of clinics

Year 1
Target

Year 2
Target

Achieved Achieved Achieved
2015
2016
2014
123

1273

300

Total

1696

80%
28
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4.5.4 Readiness Assessment
Prior to 2011, the na onal policy in South Africa mandated hospitaliza on of all DR-TB pa ents for treatment
ini a on. This resulted in long delays, inadequate bed capacity and infec on control in hospitals and pa ents'
inconvenience. To address these challenges the MDR-TB programme has rolled out to decentraliza on of DR-TB
management with the inten on of bringing DR-TB services closer to pa ents' homes through diﬀerent levels of
care listed below.
Sites not currently providing DR-TB services are also assessed for readiness in decentralizing MDR –TB services
whereas the sites that are already providing MDR-TB services are assessed to ensure provision of quality
services. DR-TB management is complex and demands skilled staﬀ to provide diagnosis, treatment and
monitoring in a specially equipped health facili es. It is therefore, important to assess readiness of the health
facili es before embarking on the DR-TB management services.
In partnership with NDOH, JPS Africa is conduc ng the assessments of health facili es to assist NDOH to assess
facili es and ensure that they are ready to decentralize the management of MDRTB services in the country. The
objec ve of the assessments are to determine needs and priori es for improving MDR-TB care 2) to assess
challenges in decentralizing management of MDR-TB 3) to ensure provision of quality services for treatment
sites. The assessments mainly focus on various health services provided by the facili es, policy guidelines and
treatment protocols, projected DR-TB load, human resources, pa ent management informa on systems,
community involvement, infrastructure (Diagram 1), infec on control, addi onal equipment needed and the
referral network facili es. A standard tool is used to collect informa on on systems. Key informants are
interviewed and prac ces of HCW prac ces are observed during a walk-through of the facility. Joint readiness
assessment is conducted with: NDOH, District, Sub-district oﬃcials and CSIR. Following the ini al assessments,
quality improvement plans for each facility are developed to help them a ain the minimum requirements to
support decentraliza on. Facili es were priori zed based on MDR-TB burden and absence of decentralized unit
in a district.
For the sites that are already providing MDR-TB care the purpose was to ensure provision of quality services.
The facili es that were assessed include MDRTB hospital, community health care centres, primary health care
centres and satellite MDR-TB facili es. The non-trea ng sites assessed for readiness were 93 and the trea ng
sites were 67. Majority of sites assessed were PHC sites with the Western Cape Province (37) taking the lead
with most facili es assessed followed by Gauteng Province. Western Cape was the only province that
engaged in infec on preven on and control risk assessment of facili es that provide MDR TB treatment.
Alloca on of IC equipment has been completed and communica on including speciﬁca ons for equipment
has been sent to the provinces. The CSIR has visited 7 provinces in prepara on for the installa on of IC
equipment and the report have been submi ed

Natural ven la on in the outpa ents wai ng areas of CHC's

Photos M Mphahlele
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Figure 4: Total no. of sites assessed for readiness and quality

Non-Trea ng site

Trea ng site

Figure 4 represent the number of facilities assessed on whether they are able to roll out MDR TB treatment.
Technical support has been provided on Infection Control and in-service training given to health care workers
speciﬁcally on personal protective wear, ﬁt testing, development of IC facility plans, how to herewith the conduct
risk assessments in different provinces. Fit testing was done on a regular basis as needed by the
provinces/districts, 291 HCWs were ﬁt tested. Patient ﬁles were reviewed during the visit and TB coordinators
guided on how to monitor records.

Review access to policy guidelines

Personal Protec on Fit tes ng

Photos: M Mphahlele

Photo: M Mphahlele

4.5.4 Training
JPS Africa is suppor ng the NDOH MDR TB decentraliza on through curriculum development and training of
nurse-mentors and professional nurses as well as other health care workers/clinicians.
The following trainings are supported by JPS Africa:
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4.5.4.1 Nurse Ini a on and Management of MDR TB Treatment (NIMDR):
This is a six week training where professional nurses with a Primary Health Care Diploma are equipped and
trained to be able to treat and manage MDR TB. The training includes the following:
Ÿ
5 days didac c training
Ÿ
5 days ancillary (prac cal) training that include the following modules:
Ÿ Physical examina on
Ÿ Audiology test and interpreta on of results using KuduWave machine
Ÿ Laboratory results interpreta on
Ÿ Chest X Ray interpreta on
Ÿ Ini a on of MDR TB Rx under supervision of a medical oﬃcer or trained CNP
Ÿ
Four weeks direct supervision by provided by a mentor
On comple on of the six week training, trainees are required to ini ate at least ﬁve uncomplicated MDR TB cases
on treatment and refer ﬁve complicate cases before they are cer ﬁed competent.
Ini a on of MDR TB treatment started in October 2015. To date a total number of 1696 pa ents have been
ini ated on MDR TB treatment mostly at hospital level except in Free State, Gauteng, and Northern Cape
provinces that ini ate at CHC and PHC level. In Free State province NIMDR nurses are roving and ini ate
treatment at primary care level.
4.5.4.2 Health Care Workers on MDR TB management (three day training)
The aim of the three day training is to capacitate managers and other health care workers on MDR TB
management. The training includes the basics of MDR TB epidemiology, diagnosis, treatment and preven on as
well as the interpreta on of NHLS results and audiology readings. A total of 2676 health care workers (HCW) were
trained on MDR TB.
4.5.4.3 Ototoxicity training
Injectable Aminoglycosides are extremely ototoxic and due to the lengthy treatment periods and previous
treatments, the hearing of all pa ents being treated for MDR-TB as well as XDR-TB is at risk and a proper
con nuous hearing monitoring program needs to run in co-opera on with the trea ng prac oner. The
proposed procedure for this monitoring is the use of KuduWave audiometers for measurement of hearing. Health
care workers are trained over two days to iden fy hearing lost and in the usage of the KuduWave audiometer. A
total of 221 HCW were trained on ototoxicity and the use of the KuduWave device.

Hearing test done at World TB Day (using the
mobile KuduWave device).
Photos: AC Peters
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4.5.4.4 Community Care Givers (CCG)/Home based care (HBC) trainings
The training is a one day training including the basics of MDR TB, symptom screening of TB, referral systems and
infec on control. 10105 CCG's received CCG/MDR TB training.
Graph 7: Number of CCG/CHW's trained in TB contact tracing

4.5.5 Electronic Drug Resistant Register (EDR.Web)
The EDR.Web is web-based electronic register that allows authorized users to access a central database of Mul
Drug Resistant (MDR) and Extensive Drug Resistant (XDR) facili es, pa ents and clinical treatment data, via an
internet browser. EDR.Web is used for the surveillance, analysis, program monitoring and evalua on and
management of DR-TB. Key informa on is readily displayed to allow for rapid decision making and to determine
where interven ons are needed.
The mHealth Director along with the Roving Data Capturers (RDC) facilitated 3 formal trainings in the Free State,
KwaZulu Natal and Western Cape provinces. Adhoc on-the-spot trainings was periodically managed by the RDC
during their support visits, thereby building local capacity in all 9 provinces. The RDC also played a major role in
ensuring that backlog data for the WHO 2014/2015 Annual Report was completed.

EDRWeb Training: Tshwane District
Photo: M Naicker

4.5.6 Linkage to Care
JPSA employed Linkage Oﬃcers in seven of the nine provinces. The LOs' main responsibility is to assist clinics
ini a ng and trea ng MDR TB pa ents by ensuring that new MDR TB pa ents are linked to care within ﬁve days
following laboratory diagnosis and retained in MDR TB care. MDR TB linkage teams have been stablished in the
communi es to link pa ents to care, trace and monitor treatment and act as peer navigators for pa ents and
families. A total of 1,439 pa ents were linked to care through home visits, tracing MDR defaulters, pa ent
contacts and follow-up on discharged pa ents from hospital to clinics. Pa ents were screened, referred to clinics,
provided support and health educa on.
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MDR TB follow-up visit Photo's: M Mphahlele

Back to Care Campaign

4.5.6.1 miLINC (mHealth Applica on for Linkage to Care)
To bridge the gap between MDR TB diagnosis and treatment, emocha ® Mobile Health Inc developed 3 mHealth
applica ons that is interfaced with the Na onal Health Laboratory Services (NHLS). This mHealth innova on
aims to link Rifampicin Resistant TB pa ents to care and treatment within 5 working days, in line with the
Na onal Strategic Plan.
In 2015, the emocha® applica on was oﬃcially named 'miLINC'. In the same year, miLINC was nominated for the
Best Health Innova on at the AppsAfrica Innova on Awards 2015. miLINC was ini ally launched and
implemented in March 2015 in Ugu District, KwaZulu-Natal. The applica on was implemented in three diﬀerent
categories of facili es namely, Murchison Hospital (District Hospital), Gamalakahe CHC (Community Health
Centre), and Kwa-Mbunde Clinic (PHC clinic). Thirty people were trained on the 3 miLINC applica ons, which
included the PHC App, the Linkage Oﬃcer App, and the MDR-TB App. The training also included training on the
revised NHLS barcoded request form. Monthly onsite support and mentoring also followed the launch.

Launch of MiLINC Photos: M Naicker

Training on miLINC in Ugu

In December 2015, miLINC was implemented in 2 districts in Eastern Cape, ie. Nelson Mandela Bay Metro and
Buﬀalo City Metro. A total of 24 sites are ac vely using miLINC.
Figure 5: Linkage to Care

TOTAL ENROLLMENT

TEST RESULTS

7734

5186

INITIATED INTO CARE

47

AVERAGE TIME TO
INITIATED INTO CARE

3 days, 15 hours
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4.5.6.2 Roving Data Capturers
Due to the backlog of DR-TB data, 6 Roving Data Capturers were employed in February 2015 to support the NDOH
with data capturing of MDR-TB data. The RDC's facilitated the capturing of Case Finding and Treatment Outcome
records into the EDRWeb in various MDR-TB units in all 9 provinces. Various reports were generated and
discussed with the facili es management. Capturing of data also included upda ng pa ent records for the WHO
2014 Annual report.
The RDCs have visited and supported 51 centralized and decentralized MDR-TB sites in 8 provinces up to date.
Onsite training and mentoring on EDR.Web was also accomplished during these visits.

WTBD 2015 & RDC at King Dinuzulu Hospital Photo: M Naicker

4.5.7 Monitoring and evalua on of MDR TB programme ac vi es
One of the du es of the M&E Manager is to monitor MDR TB programme ac vi es. Various M&E visits were
done using checklist that was developed for this purpose and piloted during a visit to Fezi Ngubentombi hospital
in Fezi Dabi district, Free State province during March 2015. M&E visits were conducted in all provinces.
4.5.7.1 M&E visit to provinces from March 2015 – March 2016
The M&E Manager conduct M&E visits in diﬀerent provinces to monitor MDR TB programme ac vi es. During
most of these visit similar observa ons were made that infec on control was poor, some provinces experience a
lack of MDR TB sta onary. Repor ng onto the DR TB electronic register is not done due to access problems
especially in the new ini a on sites as pa ents do not have registra on numbers. MDR TB drugs is s ll not
available at primary health care clinic although the drugs are on the EDL list except for Northern Cape, Free State
and Western Cape. Majority of nurses trained by JPS Africa on NIMDR is not yet ini a ng MDR TB treatment at
primary health care level, with the excep on of nurses in Free State, Gauteng and Northern Cape Province.
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M&E training Photo AC Peters

4.5.8 Highlights of the Repor ng Period
4.5.8.1 Conference Attendance

JPSA staﬀ presented at the following conferences during 2015/2016
Staﬀ member's name

Conference a ended

Topic presented

Oral or poster

Mani Naicker

Pre-SA AIDS Conference (Durban): Novel Package of Integrated Mobile
Achieving 90-90-90 in South Africa: Applica ons Reduces Time to Treatment
Innova ons and Best Prac ces
Ini a on for Pa ents with MDR-TB

Mani Naicker

IUATLD (Cape Town)

Using rou ne TB data to assess the
impact of the change in ART policy

Oral presenta on

Annatjie Peters

SA AIDS Conference (Durban)

Nurse Ini ated MDR TB Care: Is this
about task shi ing or task sharing

Oral presenta on

Annatjie Peters

IUATLD (Cape Town)

Results of a baseline infec on control
assessment at Decentralized MDR TB
facili es in South Africa

Oral presenta on

Khaya Mlandu

IUATLD (Cape Town)

Nurse-ini ated MDR-TB treatment

Oral presenta on

Matsie Mphahlele

IUATLD (Cape Town)

Site Readiness Assessment of Hospitals
in SA

Oral presenta on

Matsie Mphahlele

IUATLD (Cape Town)

Emergence of addi onal resistance
during Standard MDR-TB

Oral presenta on

Oral presenta on

90-90-90 Pre-Conference session SA AIDS Conference, Durban Photos AC Peters
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4.5.8.2 World TB Day
JPSA supported the World TB Day (WTB) held on 22 March 2016 at the Marapong Stadium, Marapong Township,
Lephalale, Limpopo Province. The theme of World TB day was: Ending South Africa's TB epidemic: Moving
towards the 90-90-90.
The Deputy President and Minister of Health a ended WTB Day. JPSA staﬀ supported diﬀerent health ac vi es
including Counseling and Tes ng and TB symptom screening. The data capturers supported the capturing of data
of all ac vi es done. Male circumcision services were also delivered by JPS Africa. Several provincial celebra ons
of World TB Day were supported by JPSA staﬀ in all provinces.

JPSA staﬀ who a ended the na onal World TB day celebra ons Photos AC Peters

4.5.8.3 Opening of new Sydney Parsons MDR TB Research Unit
Ida Asia, Anna Peters, Matsie Mphahlele and Joanne Kirsten a ended the opening of the new Sydney
Parsons MDR TB unit in eMalahleni.

Opening of the MDR TB Research Unit. Photos AC Peters
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4.5.8.4 WHO Review
A WHO review was done in 5 provinces (NW, KZN, WC, GP and EC) from 4 to16 October 2015. 3 JPS Africa staﬀ
members (A Peters, M Naicker and M Mphahlele) par cipated in the review while A. Peters served on the
Steering Commi ee). 8 areas of implementa on were assessed:
Ÿ Programme coordina on and partnerships
Ÿ Status of decentraliza on
Ÿ Clinical case management and outcomes
Ÿ Laboratory services support
Ÿ Drugs management and ra onal use
Ÿ Data management
Ÿ Community support systems
Ÿ Pa ent's perspec ves and demand crea on

WHO Review Gauteng ProvincePhoto's: M Naicker

4.5.8.5 Center for Strategic and Interna onal Studies (CSIS) visit
On behalf of the Center for Strategic and Interna onal Studies (CSIS), CSIS and some US senators visited
Murchinson Hospital in Ugu District in KZN on February 16, 2016 to assess the Drug Resistant support given by
PEPFAR to the Na onal Department of Health as well as to Ugu District in KZN. Following the visit to South Africa,
the research team were to write a report containing policy recommenda ons that will be used to brief the U.S.
government and the U.S. Congress on future funding and support to South Africa. They met with the ﬁrst nurse
who ini ated MDR TB treatment world-wide, cured MDR TB pa ents and with hospital staﬀ ini a ng MDR TB
treatment. They also visited the Na onal Health Laboratory services at the hospital as well as the out pa ents
department where MDR TB pa ents are seen.
The members of the delega on who visited Murchison Hospital included representa ves from the House Foreign
Aﬀairs Commi ee (Ms. L A Warner, Professional Staﬀ Member), U.S. Congress (Mr. N Bath, Health Policy
Director), U.S. Senate Commi ee on Health, Educa on, Labor and Pensions, U.S. Congress (Ms. M S Lapinski,
Health Policy Director), U.S. Senate Commi ee on Health, Educa on, Labor and Pensions, U.S. Congress (Mr. R
Downie, Deputy Director and Fellow), CSIS Africa Program (Dr. A Jackson, Senior Fellow), CSIS Global Health Policy
Center (Mr. S Angelo, Program Manager) and Research Associate, CSIS Global Health Policy Center.
The US team was joined by Na onal Department of Health, provincial TB manager of KZN, the district manager of
Ugu district, the CEO of Murchison Hospital, the Managing Director of JPS Africa and staﬀ.
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CSIS visi ng Murchison HospitalPhoto: AC Peters

JPS Africa was represented at an USA CSIS Round Table discussion on 3 May 2016 in Cape Town on TB/MDRTB
programs.
4.5.8.6 WHO TB Infec on Preven on and Control Core Group
JPS Africa was represented at the TB Infec on Preven on and Control Core Group mee ng April 25-26 2015 in
Geneva, Switzerland. The purpose of this mee ng was to further reﬁne the strategic plan which we started in
2014 and to complete work on the WHO budge ng tool for infec on control needs in laboratories and pallia ve
care se ngs for untreatable pa ents – par cularly in the home. It is envisaged that this tool will be adapted by
countries for conduc ng na onal assessments of TB infec on control prac ces and to measure progress over
me.
The two day mee ng provided an opportunity for key players to consolidate their thinking and produce a ﬁnal
dra of the strategic plan. Topics covered included; the review and update on development of strategic
elements; overview of key elements of strategy, format and template for SMART goals; debrief on stakeholder
discussions; ﬁnal dra s of vision, mission and strategic goals; developing medium term projects; communica ng
the strategy – agreement on approach.
4.5.8.7 Integra ng Pallia ve Care into DR TB con nuum of Care Model
JPS Africa was represented at a session on the integra ng pallia ve care into DR-TB con nuum of care model.
This was organized by URC in collabora on with TB Care and NDOH. The purpose of the Drug Resistant
Tuberculosis (DR-TB) pallia ve care workshop was to provide a strategic framework for the comprehensive
overview of the South African strategy on pallia ve care service delivery to drug resistant tuberculosis, chronic
and failing/failed cases of TB un l end of life. One of the expected outcomes was to outline a Framework for the
development of TB and DR-TB Pallia ve care guidelines.
4.6 Access to An -retroviral Therapy for Key Popula ons: Community ART in Tanzania

J Pienaar, Chief of Party VMMC
supported by DSD and Training
Teams

JPS Africa assisted Maternal, Adolescent and Child Health (MaTCH) of the University of the
Witwatersrand in developing a Community ART project for Key Popula ons in Tanzania.
Sex work and male-to-male sex is a criminal oﬀence in Tanzania and as such renders these
Key Popula ons marginalized from care and treatment. This means that FSWs and MSM
o en have no avenue to pursue sexual and reproduc ve health or access life-saving ART
due to the illicit nature of their sexual ac vi es. MatCH in collabora on with JPS Africa is
developing a 12 month project to provide ART and associated services to these KPs by

decentralizing service provision to brothels, safe houses and exis ng safe drop-in centres. This project aims to
explore the safety, feasibility and cost eﬃciency of decentralized ART in the country.
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JPS Africa assisted Maternal, Adolescent and Child Health (MaTCH) of the University of the Witwatersrand in
developing a Community ART project for Key Popula ons in Tanzania. Sex work and male-to-male sex is a criminal
oﬀence in Tanzania and as such renders these Key Popula ons marginalized from care and treatment. This means
that FSWs and MSM o en have no avenue to pursue sexual and reproduc ve health or access life-saving ART due
to the illicit nature of their sexual ac vi es. MatCH in collabora on with JPS Africa is developing a 12 month
project to provide ART and associated services to these KPs by decentralizing service provision to brothels, safe
houses and exis ng safe drop-in centres. This project aims to explore the safety, feasibility and cost eﬃciency of
decentralized ART in the country.
ART coverage rates in Tanzania are currently at 39%. Although the epidemic is largely generalized and HIV is
transmi ed mostly through heterosexual sex, Tanzania has concentrated epidemics among key popula ons such
as sex workers and, men who have sex with men (MSM). The na onal prevalence of HIV among MSM is es mated
to be 25%, and ranges between 14% and 37% among FSWs.
Currently, HIV screening and ART programmes are not tailored to the unique needs of these KPs, especially FSW
and MSM. HTS and ART are mostly only accessible through government clinics and facili es, with no op on of
decentralized care. These KPs are reported to negate access to screening and treatment for fear of persecu on
and prosecu on. As such, treatment seeking is delayed and results in higher viral loads in infected persons, which
increase infec vity and as such increase HIV transmission not only within these communi es but also across the
broader general popula on landscape.
Considering the social, legal and structural barriers to treatment and care for KPs, it is impera ve that Tanzania
engages in the ac ve provision of services in a modality more suitable to uptake of services by FSW and MSM. This
would include drop-in centers where FSW and MSM can screen for treatment in private and conﬁden al se ngs,
by qualiﬁed HCPs trained on and sensi ve to the spectrum of their needs.
The currently designed ART decentralized model of care is an en rely novel concept in Tanzania and is formulated
to serve FSWs and MSM in safe spaces by qualiﬁed HCPs and KP champions. This proof of concept service delivery
pla orm to be implemented by JPS Africa is aimed at improving access to ART for KPs and reducing transmission
networks within several districts of the country. The need for access to treatment is most likely an
underes ma on due to the underground nature of these most-at-risk communi es. Should this pilot project be
successful, there may be great poten al for con nuing service provision u lizing these pla orms and achieving
measureable impact in reducing HIV incidence within these KPs.
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A. Collabora ng with tradi onal circumcising communi es and leaders to oﬀer MMC as a component
of tradi onal ini a on rites.

Saving lives through safe and quality health services like VMMC o en requires that service providers go to great
lengths in making sure no man is le uncircumcised. In South African districts where JPS Africa works (in parts of
Mpumalanga, Limpopo and Gauteng Provinces), this does not come easily due to tradi onal and cultural
prac ces that hinder provision of medical male circumcision among ini ates. Ge ng tradi onal leaders to allow
MMC as part of ini a on and rite of passage could save a lot of lives of young ini ates who die every year from
complica ons from botched circumcisions.
Pedi Chief Andries Mokhonto is a tradi onal leader of the Pedi people in Thembesili Hani of Mpumalanga
province. His community regularly conducts annual ini a on schools for boys. His son, Itumeleng Tema, a
qualiﬁed Clinical Associate, has been working for JPS Africa as an independent consultant in the VMMC
programme. He was later appointed as full me employee based on his excep onal skills and competence in MC.
JPS Africa was concerned about the high number of boys who die every year in ini al schools. This was mainly due
to poor quality of circumcisions at ini a on schools that do not meet the safety and infec on preven on
standards. According to media reports, at least 20 Mpumalanga ini a on-school applica ons were declined due
to non-conformity to required standards.
As a result, JPS Africa felt that something needed to be done to save young boys and men from needless death.
Upon a rou ne visit to the district an ar cle in the community caught the MC team's a en on. The local Chief was
interviewed on ini a on schools together with his son Itumeleng who happened to be working for JPS Africa in
the MC programme. JPS Africa saw the opportunity to involve Chief Mokhonto through his son to gain easy entry
into his ini a on school. The CA advocated for safe MMC within the villages of his father's chiefdom. He
convinced the Chief to allow him a surgical clean space and allow the ini ates Medical Male Circumcision as entry
point to the annual ini a on school. The CA was allowed to perform MMC on a total of 1,159 ini ates during the
winter months of June (340) and July (819).
Launched in early 2011 with support from the U.S. Centers for Disease Control (CDC)/PEPFAR, this 5-year VMMC
project implemented by JPS Africa aims to prevent new HIV infec ons through scaling up of high-quality, highvolume, integrated VMMC services in partnership with provincial, district and tradi onal authori es. One of the
key focus area of this project is to collaborate with tradi onal circumcising communi es and leaders to oﬀer
VMMC as a component of tradi onal ini a on rites.
Chief Mokhonto chose to use JPS Africa's Clinical Associate to circumcise a total of 1,159 boys within two months.
The CA worked closely with the chief who commended the quality of the procedure, the high safety standards
and control of bleeding. Chief Mokhonto inherited his ini a on school from his grandfather and says: “It's not
many of us who agreed to work with the doctors. We saw that tradi onal healers cannot see what is happening
inside the human body”. Tema cau oned that it is not just chiefs who view the roll out with suspicion, but also
tradi onal surgeons who may have the most to lose. “This is how they make money, this is how they make a living”
We are saying that instead of us taking it from them, let's work with them”.
JPS Africa used the father-son rela onship to advance programme implementa on and at the same me that we
will save the lives of men in the chiefdom. The chief proudly works side by side with his professionally qualiﬁed
clinician son and showed that cultural prac ces need not be a barrier that can contribute to needless deaths but
rather should be used to enhance the lives and wellbeing of the people.
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A er many a empts to collaborate with tradi onal leaders, this story provided a breakthrough for future
collabora ons. A tudes among tradi onal leaders towards MMC are changing due to the high safety and
quality of MMC. The fact that Chief Mokhonto acknowledged the eﬃciencies in safe and clean medical
circumcisions and management of bleeding and no adverse events, this is an opportunity to con nuously oﬀer
VMMC as a component of tradi onal ini a on rites and thus save lives.
The ini a ve by Chief Mokhonto contributed in changing a tudes of tradi onal leaders towards MMC. This was
a huge achievement for JPS Africa building on the success of the previous year circumcising 181 ini ates from the
ini a on schools in Mpumalanga thus, reducing the burden of HIV burden within South Africa. Since 2011, JPS
Africa, as implemen ng partner for Jhpiego works in collabora on with the Departments of Health in
Mpumalanga, Limpopo and Gauteng and has successfully circumcised over 57,905 men, and averted more than
34,734 deaths from HIV and AIDS.
JPS Africa shows that it was possible to successfully collaborate with tradi onal circumcising communi es and
leaders to oﬀer MMC as a component of tradi onal ini a on rites.
Compiled by: I Asia (2016)
B. “Torture data and it will confess: Obtaining the complete data picture in fer lity planning through
feedback mee ngs at a facility to improve couple year protec on (CYP) repor ng”
It is o en said that eﬀec ve monitoring and supervision of health care programmes depends on complete,
accurate and mely ﬂow of data between primary health care facili es, hospitals and a central informa on hub.
For both the clinic staﬀ and health system managers, having access to reliable data that reﬂects the processes of
care and clinical outcomes is the ﬁrst step to ensuring eﬀec ve delivery of an interven on within a health care
system .
As part of rou ne post training mentorship for par cipants trained in updated Contracep on and Fer lity
planning (CFP) policy and guidelines, a mul disciplinary team visited sites in Namaqwa district, Northern Cape to
support several facili es. Among those visited were the district health informa on unit to determine the
contribu on to CYP of the long term reversible contracep ves (LARCs) speciﬁcally IUDs and subdermal implants
with which par cipants had been recently trained in. This informa on was shared with one hospital (Calvinia)
where the Assistant Nursing Manager was a recent graduate of the CFP training. Based on the six building blocks
for health system strengthening, a discussion around data use for decision making to improve LARC uptake was
ini ated.
A key ﬁnding noted was that when data was shared with facility par cipants, there was agreement that the data
was inaccurately reported due to missing sterilisa ons that had been performed not being part of the overall
district facility reports. This prompted the Snr M&E Manager of JPS Africa to request for a veriﬁca on of the
monthly sta s cs done by the facility, based on the key source document, ie the maternity theatre register
where all surgical sterilisa ons are performed and recorded. The process compared data reported in the theatre
register with hospital DHIS forms reported to the district since the new ﬁnancial year (April -October 2016) to
determine any variances. In the theatre register 22 sterilisa ons were performed as per the theatre register
compared to 19 reported by facility at district level.
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"I feel so bad... Why do we make the eﬀort in performing sterilisa ons and the eﬀort is not recognised? This is
really disappoin ng since we work so hard and nothing comes of it.” Sr Kotze - Maternity theatre professional
nurse.
This led to a discussion around what could have gone wrong. The Assistant Nursing Manager at the session had
this to say: “We were used to that - data being inaccurately reported - with data capturers going to the district for
quarterly data clean ups". “Our data ﬁrst goes to Sutherland, the sub-district, then to the district. That could be
the problem” - Mr Fabian Floris, Assistant Nursing Manager, Calvinia hospital.
The facility data capturer was then involved to explain the discrepancy as the key person repor ng. She explained
the data ﬂow process, from which it was determined that data was manually collected and submi ed to the subdistrict where capturing was done on the electronic DHIS systems. In other words, errors like transcrip on,
recording and input errors were explained as a few examples that could aﬀect the change in the data picture in
the DHIS at the point of capturing.
As part of the mee ng, main reasons cited for discrepancy were noted as due to the fact that the data capturer
had been recently trained and never inducted on the theatre register and how sterilisa ons were coded in it. This
was the major ﬁnding that was noted by the team. For example sterilisa ons were o en done in maternity wards
with caesarean sec on and recorded as "Caeser+BTL" but the data capturer was unaware that these meant a
tubal liga on had been done in addi on to caesarean sec on. The suppor ve supervision visit team then
resolved to ensure that the data capturer is trained to interpret the surgical theatre book codes and report them
accurately in the facility sta s cs which would then help improve the accuracy of the data.

Sr Kotze (left) and Mr Floris (right) checking back in the maternity
surgical register to count all sterilisations ever done in FY 2016.
Photo: L Kigozi

Using data for decision making: a multidisciplinary CFP programme
performance feedback meeting between JPSA and Calvinia hops staff
Photo: L Valeki

At the post-mee ng review the theatre nurse, Sr Kotze, was asked how she felt when data for the facility was
underreported. She said: “I really appreciated today's session and will make sure that I check the book with the
data capturer and sign oﬀ all my stats from theatre before they are reported so that we have an accurate picture"
Compiled by: L Kigozi (2016)
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C. A New Baby on the Block: Nurse Ini a on of MDR TB (NIMDR TB)
Not only does South Africa have the largest number of people living with HIV, but also has the third highest
burden of Mul drug Resistant-Tuberculosis (MDR-TB) infec on globally. Before 2011, Na onal Guidelines
mandated that all pa ents with drug resistant TB be hospitalized and started on treatment in the hospital. With
only a handful of specialized TB hospitals at that me, new cases quickly outstripped bed capacity. This was
compounded by a shortage of doctors and infec on control challenges. To address these challenges the MDR-TB
programme has rolled out decentraliza on of DR-TB management with the inten on of bringing DR-TB services
closer to pa ents' homes. Subsequently, South Africa became the ﬁrst country to implement nurse-ini ated
management of MDR TB (NIMDR TB). JPS Africa was the lead implementer of NIMDR TB.
In the previous grant JPS Africa trained 301 Provincial Department
of Health (DOH) NIMDR TB nurses where from 61 of these NIMDR
TB nurses are ini a ng MDR TB treatment to uncomplicated MDR
TB cases. Up to date a total of 2151 MDR TB pa ents have been
ini ated on treatment by these NIMDR TB nurses. JPS Africa
wanted to see what the diﬀerences between nurse and doctor
ini a ons of MDR TB were. Therefore a retrospec ve crosssec onal descrip ve record review was conducted over a 15
month period. A total of 5081 MDR-TB pa ent records were
reviewed where from 599 (11.8%) were were managed by nurses,
and 4482 (88.2%) managed by doctors.
Encouraging was the fact that 90% of these pa ents in the
cohort knew their HIV status 90% with no signiﬁcant diﬀerences
between the doctor and nurse management of MDR TB. Known
sputum results also did not show a signiﬁcant diﬀerence when
comparing conversion rates among nurse ini a on (37.40%)
and doctor ini a on (38.55%) pa ents. No signiﬁcant diﬀerence
was also found between pa ents legible for Cotrimoxazole
Therapy (CPT). The only signiﬁcant diﬀerence was between
An retroviral Therapy (ART) ini a ons for legible TB/HIV coinfected pa ents. The propor on of pa ents started by doctors
on ART were 91.57% whereas those managed by nurses were
77.2%. A follow-up review will be done on the ﬁnal outcomes of
these pa ents.

Conversion rate

38.55%

Doctor Ini ated

37.40%

Nurse Ini ated

The good news is that known sputum results did not show a signiﬁcant diﬀerence in outcomes between
doctor and nurse managed pa ents. The successful implementa on by JPS Africa of NIMDR TB showed that
pa ents can be managed by nurses as part of the decentralised approach for MDR TB. JPS Africa
implemented a successful program to strengthen the management of MDR TB in SA.
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