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1. INTRODUCTION 

The Partnership Framework in Support of South Africaôs National HIV and AIDS and TB 
Response (2012/13 ï 2016/17) (PF) between the Government of the Republic of South 
Africa (SAG) and the Government of the United States (USG) was signed by the South 
African Minister of International Relations and Cooperation and the United States Secretary 
of State on December 10, 2010.  The PF commits the SAG and USG to the following 
principles: South African leadership; alignment; sustainability; innovation and 
responsiveness to the epidemics; mutual accountability; multi-sectoral engagement and 
participation; gender sensitivity; financial commitments and transparency; and finally, 
fostering a collaborative and not contractual partnership. 

The PF Implementation Plan (PFIP) forms the roadmap for the implementation of these 
principles and is guided by the South Africa National Strategic Plan for HIV, STIs and TB 
2012 ï 2016 (NSP), which was launched on December 1, 2011.  The NSP extends over the 
same five-year period as the Partnership Framework.  The NSP is a multi-sector national 
plan that lies at the heart of the development agenda of the South Africa Government.  It 
calls on all government departments and civil society sectors to work together to achieve the 
national goals and targets for the HIV, STI, and TB epidemics.  The Presidentôs Emergency 
Plan for AIDS Relief (PEPFAR) supports this multi-sector approach, and this PFIP outlines 
how PEPFAR is to implement programs in support of the NSP.  

SAG continues to lead and increase funding for the HIV and TB national response and is 
increasing efficiency and impact by coordinating all development partner activities under the 
NSP.  The shared objectives for strengthening collaboration made in this PFIP are expected 
to be translated into action through further discussions at provincial and local levels as both 
the SAG and USG have committed to supporting a country owned, well managed, and 
properly executed HIV and TB response.  

In order to support the ambitious goals of the NSP, the USG and SAG have mutually 
decided that PEPFARôs investments in South Africa should gradually transition from support 
of direct clinical care and treatment services toward support for system strengthening, 
prevention, orphans and vulnerable children, and health services innovation.  As the SAG 
commits greater resources for the HIV and TB response and PEPFAR funding declines, the 
transition is expected to be implemented in a manner that puts the wellbeing of patients and 
vulnerable and affected populations at the center of all interventions.  While the SAG 
continues to increase the number of patients on treatment through the public health system, 
PEPFAR intends to keep long-term sustainability and health and social systems 
strengthening as priorities that lead to increased efficiency in implementation of the national 
response.  

2. COUNTRY CONTEXT 

2.1. HIV and AIDS and TB in South Africa 

South Africa has the largest HIV epidemic in the world with approximately 5.7 million people 
living with HIV.  It also ranks third in the world in terms of TB burden according to World 
Health Organization (WHO) estimates, with an incidence of 948 new infections per 100,000 
population in 2010, which is compounded by high levels of multidrug-resistant tuberculosis 
(MDR-TB).  The estimated number of confirmed MDR-TB cases among new pulmonary TB 
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cases in 2010 was 7,386.1  The high rates of co-infection (approximately 60% of TB patients 
are co-infected with HIV) lead to further expansion of the epidemics and complicate 
treatment and care of patients.  

HIV and its related opportunistic infections (TB, certain forms of cancer, diarrheal disease) 
contribute significantly to maternal mortality (50%) and mortality under five years of age 
(35%).  This is reflected in the challenge South Africa is experiencing in making progress to 
achieve Millennium Development Goals (MDGs) 4 and 5, relating to child and maternal 
mortality.  Child mortality initially increased from the MDG baseline in 1990 of 60 deaths 
under the age of 5 years per 1,000 live births, peaked at 82 deaths/1,000 births in 2003, and 
decreased to 56 deaths/1,000 births in 2009.  The maternal mortality ratio is an estimated 
310 maternal deaths per 100,000 live births (2008 data)2.  

In 2010 the South African National AIDS Council (SANAC) conducted a ñKnow Your 
Epidemicò survey in all provinces.  The report identified key biological, behavioral, social, 
and structural determinants of the HIV epidemic.  The report also identified key populations 
and geographic areas where HIV prevalence is concentrated.  The South Africa HIV 
epidemic is heterogeneous within provinces, districts, and sub-districts.  Thus, an effective 
response should be very localized and sharply targeted.  The table below highlights the 
geographic nature of HIV infection. 3 

Table 1: The annual rate, estimated number, and percentage of new HIV infections 
by province, 2010 

Province Estimated Annual HIV 
Incidence Rate 

Estimated New HIV 
infections 

Percentage of Total 
New Infections 

KwaZulu-Natal 2.3% 100 787 29.4% 

Gauteng 1.4% 68 618 20.0% 

Eastern Cape 1.6% 47 464 13.8% 

Limpopo 1.1% 29 599 8.6% 

North West 1.7% 29 106 8.5% 

Mpumalanga 2.0% 28 809 8.4% 

Free State 1.7% 23 104 6.7% 

Western Cape 0.5% 12 585 3.7% 

Northern Cape 0.7% 3 177 0.9% 

Total Annual HIV 
Infections 

1.2% 343 249  

2.2. South Africaôs National Strategy and Key Policies in Response 
to HIV and TB 

SAG has significantly expanded HIV prevention, care, and treatment programs since 2008 
and has set ambitious targets as indicated in the NSP.  The successes include but are not 
limited to: the national HIV Counseling and Testing Campaign, with 20 million tests 
conducted since the start of the campaign in April 2010;; the launch of the Accelerated 
PMTCT Plan that has resulted in universal access to PMTCT services across the country 
and a decrease to 2.7% of early transmission; significant scale-up of voluntary medical male 
circumcision with 500,000 conducted in the 2011; a rapid increase in access to antiretroviral 
treatment (ART) with an estimated 1.7 million people on treatment in 2012 making it the 

                                                 
1
 WHO Global TB Control Report, 2010 

2
 Source: 2012 Health Data Advisory and Coordination Committee (HDACC) Report 

3
 KYE/KYR Summary Report 2011 
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worldôs largest ART program; and improvement in the TB cure rate to 73%.  To build on 
these successes the new NSP has once again set ambitious targets to be achieved by 
2016/17 that include: 30 million people tested for HIV and screened for TB; 1.6 million men 
circumcised; 80% of people who need ART to receive it, and >85% TB cure rate for new 
smear positive cases.  This has been supported by a rapid increase in SAG spending for 
HIV from just under ZAR 5 billion (US$576 million) in 2008 to around ZAR 11 billion 
(US$1.25 billion) in 2012, with intentions for further growth in the coming years. 

The NSP is driven by South Africaôs long-term 20 year vision (2010-2030) of ñZero new HIV 
and TB infections, Zero new infections due to vertical transmission of HIV, Zero preventable 
deaths associated with HIV and TB, and Zero discrimination associated with HIV, STIs, and 
TB.ò  Four strategic objectives include:  

 Addressing social and structural barriers to HIV, STI, and TB prevention, care, and 
impact; 

 Preventing new HIV, STI, and TB infections; 

 Sustaining health and wellness; and 

 Increasing the protection of human rights and improving access to justice. 

The NSP also sets the following broad goals, which are supported by PEPFAR: 

 Reduce new HIV infections by at least 50%, using combination prevention 
approaches; 

 Initiate at least 80% of eligible patients on ART, with 70% alive and on treatment five 
years after initiation; 

 Reduce the number of new TB infections, as well as the number of TB deaths, by 
50%; 

 Ensure an enabling and accessible legal framework that protects and promotes 
human rights in order to support implementation of the NSP; and 

 Reduce the self-reported stigma and discrimination related to HIV and TB by 50% by 
2016. 

The NSP has also identified key strategic enablers that are to determine the success of 
implementation of the interventions of the strategic objectives: governance and institutional 
arrangements; effective communication; monitoring and evaluation (M&E); and research. 

In addition to the NSP, there are also several other key policy documents that define the 
SAG development agenda and have a bearing on the SAG and USG activities.  These 
include: 

National Development Plan 2030 (http://www.npconline.co.za/pebble.asp?relid=25): This 
plan identifies 20-year developmental goals for economic, social, educational, health, and 
social systems to eliminate poverty and reduce inequality by 2030.  The health pillar aims to 
provide ñquality health care for allò by increasing ART to all people who need it; speed up 
training of community specialists in medicine; recruit, train, and deploy between 700,000 and 
1.3 million community health workers; set minimum qualifications for hospital managers; 
implement the national health insurance in a phased manner; promote active lifestyles and 
balanced diets, control alcohol abuse, and promote health awareness to reduce non-
communicable diseases. 

Medium-Term Strategic Plan Framework (MTSF) 2009-2014  
(http://www.thepresidency.gov.za/docs/pcsa/planning/mtsf july09.pdf): The MTSF outlines 
SAGôs framework to improve the conditions of life of South Africans over the next five years.  

http://www.npconline.co.za/pebble.asp?relid=25
http://www.thepresidency.gov.za/docs/pcsa/planning/mtsf%20july09.pdf
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Of particular relevance is Strategic Priority 5: Improve the health profile of all South 
Africans.  Elements of the strategy include phasing in a National Health Insurance (NHI) 
system; increasing institutional capacities to deliver health system functions and initiate 
major structural reforms to improve the management of health services at all levels of health 
care delivery, but particularly hospitals; strengthening treatment of TB, particularly drug-
resistant TB; implementing the Comprehensive Plan for the Treatment, Management, and 
Care of HIV and AIDS; enhancing public health services to respond to a range of non-
communicable diseases, injuries, and trauma; and introducing new child vaccines to reduce 
cases of diarrhea and pneumonia, which are significant causes of child morbidity and 
mortality. 

Department of Basic Education: Integrated Strategy on HIV and AIDS, 2012 ï 2016 
(http://www.info.gov.za/view/DownloadFileAction?id=164847): Within the Department of 
Basic Education (DBE), this integrated strategy is in accordance with the NSP and with new 
thinking globally on rolling back HIV and AIDS.  The strategy relies on the framework of the 
NSP with prevention, treatment, care and support, and research/monitoring arms together 
with efforts to mainstream and strengthen a systemic response to HIV and AIDS.  It also 
defines interventions beyond the Life Skills Program to respond more comprehensively to 
the epidemic.  There are four major intended impacts of this strategy: 

 Improved learner and educator retention within the education system through HIV 
related interventions. 

 A contribution toward decreased HIV incidence among 15 ï 19 year olds and among 
educators, school support staff, and officials. 

 Improved sexual and reproductive health among learners, educators, school support 
staff, and officials. 

 Increased physical and psychological safety in all South African schools. 

Department of Social Developmentôs Strategic Plan, 2012 ï 2015 
(http://www.info.gov.za/view/DownloadFileAction?id=164902): This strategic plan aims to 
ensure the provision of comprehensive social services, which protect the poor and 
vulnerable within the framework of the South African Constitution and subsequent 
legislation; create an enabling environment for sustainable development; and deliver 
integrated, sustainable, and quality services in partnership with all those committed to 
building a caring society.  Specifically, the Plan aims to: reduce new HIV and AIDS infections 
through social and behavioral change; mitigate the psychosocial and economic impact of 
HIV and AIDS as well as TB and other chronic illnesses; and strengthen community capacity 
and systems. 

Ministerial Performance Agreements, previously referred to as the Health Negotiated Service 
Delivery Agreement (NSDA) (http://www.info.gov.za/view/DownloadFileAction?id=135747): 
The performance agreements between Ministers and the President are a charter that reflects 
the commitment of key sectoral and intersectoral partners linked to the delivery of identified 
outputs for specific sectors of government.  The Government has agreed on 12 key 
outcomes as the key indicators for its program of action for the period 2010-2014.  For the 
health sector, the priority is improving the health status of the entire population to contribute 
to the SAG vision of ñA long and health life for all South Africansò.  Four strategic outputs are 
identified: 

 Output 1: Increasing life expectancy  

 Output 2: Decreasing maternal and child mortality  

 Output 3: Combating HIV and AIDS and decreasing the burden of disease from 
tuberculosis 

 Output 4: Strengthening health system effectiveness 

http://www.info.gov.za/view/DownloadFileAction?id=164847
http://www.info.gov.za/view/DownloadFileAction?id=164902
http://www.info.gov.za/view/DownloadFileAction?id=135747
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Primary Health Care Re-engineering (http://www.phasa.org.za/wp-
content/uploads/2011/11/Pillay-The-implementation-of-PHC.pdf): The re-engineered 
approach to providing primary health care (PHC) services proposes a population based 
approach for the delivery of PHC outreach service to the uninsured population of South 
Africa of 41,992,831 people (84% of the total population).  Each province will develop a plan 
to roll out the three streams of the PHC Re-engineering including clinical specialist teams, 
school health, and ward-based PHC outreach teams.  This approach aims to strengthen the 
district health system and to do the basics better and is built upon the World Health 
Organizationôs health systems strengthening building blocks.  

National Health Insurance (NHI) (http://www.doh.gov.za/docs/publicity/2011/nhi_english.pdf): 
This policy aims to ensure the provision of universal health care to the entire population of 
South Africa.  NHI is a system that is to ensure all citizens of South Africa (and legal long-
term residents) are provided with essential healthcare, regardless of their employment and 
socio-economic status.  Quality is expected to be ensured through three mechanisms: 
improving the quality of services in the public health facilities; ensuring that, in every facility, 
certain basic core standards are complied with; and implementing a radical change to health 
care management within the public healthcare system in line with the 10-Point Plan of the 
Department of Health: ñOverhauling the health care system and improve its managementò.  

Human Resources for Health (HRH) Strategy for the Health Sector 2012/13 ï 2016/17: A 
vision to improve access to healthcare for all and health outcomes makes it necessary to 
develop and employ new professionals and cadres to meet policy and health needs, 
increase workforce flexibility to achieve this objective, improve ways of working and the 
productivity of the existing workforce, improve retention, increase productivity, and revitalize 
aspects of education, training, and research.  This strategy address three primary challenges 
in human resources for health (HRH) in South Africa, namely:  

 The supply of health professionals and equity of access 

 Education, training, and research 

 The working environment of the health workforce 

3. PEPFARôS SUPPORT TO SOUTH AFRICA 

PEPFAR was established to respond rapidly to the global HIV epidemic by addressing 
needs for HIV prevention, care, and treatment in high burden countries around the world.  
PEPFAR efforts began in South Africa in 2004, and since then, have scaled up rapidly; to 
date the USG has contributed more than 3.7 billion US dollars (ZAR 29.7 billion4). 

Table 2: PEPFAR Bilateral Funding for South Africa 2004 ï 2011 (US$ in millions) 

 

FY
5
 

2004 
FY 

2005 
FY 

2006 
FY 

2007 
FY 

2008 
FY 

2009 
FY 

2010 
FY 

2011 
FY 

2012 

FY 
2009 ï 
2010 
ARVs 

TOTAL 
FY 2004-

2011 

$89.3  $143.3  $221.6  $397.8  $590.9  $561.3  $560.4  $548.7  $483.7  $120.0  $3,717.0  

PEPFAR funding for South Africa is implemented by several USG agencies, including the 
U.S. Centers for Disease Control and Prevention, the U.S. Agency for International 

                                                 
4
 For the purposes of this document, the exchange rate used is $1 = ZAR 8 

5
 The US fiscal year is from October to September 

http://www.phasa.org.za/wp-content/uploads/2011/11/Pillay-The-implementation-of-PHC.pdf
http://www.phasa.org.za/wp-content/uploads/2011/11/Pillay-The-implementation-of-PHC.pdf
http://www.doh.gov.za/docs/publicity/2011/nhi_english.pdf
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Development, Peace Corps, National Institutes for Health, State Department, Health 
Resources and Services Administration, and the U.S. Department of Defense. 

PEPFAR enhances the multi-sectoral response of SAG by working with key departments at 
the national level and in all provinces.  These include the Departments of Health; Social 
Development; Basic Education; Higher Education and Training; Correctional Services; 
Defence; Public Service and Administration; Women, Children and People with Disabilities; 
National Prosecuting Authority; National Treasury, and the South African Police Service.  In 
addition, PEPFAR engages with SANAC (which has civil society representation) and the 
private sector. 

PEPFAR has direct funding agreements with more than 120 prime implementing partners, 
including SAG, parastatals, non-governmental organizations, unions, private entities, and 
universities.  Approximately 10% of PEPFARôs budget directly funds and provides technical 
assistance to several national departments and parastatals.  

PEPFAR funding has significantly strengthened the role of indigenous South African NGOs, 
leveraging the technical expertise and capacity that exists in South Africa.  The majority of 
funds for NGOs (approximately 80%) are for South African NGOs rather than international 
NGOs.  These NGOs have been able to provide technical assistance and capacity building 
to support SAGôs efforts to meet prevention, care and treatment targets. 

In the re-authorization of PEPFAR in 2008, the scope of the U.S. program shifted from an 
emergency response to that of building and sustaining health outcomes and systems 
through a closer alignment with host country priorities.  In May 2009 President Obama 
launched the Global Health Initiative (GHI), which guided USG investments in global health 
to support host country partners to plan, oversee, manage, and deliver health programs that 
are responsive to the needs of their people.  Hence, the PF aims to support improvements in 
the effectiveness, efficiency, and sustainability of the South African national response to HIV 
and TB and its goals and related objectives.  The PFIP Management Structure outlines the 
strategy for implementing PEPFAR programs in support of collaborative, transparent, and 
country owned response. 

4. PFIP MANAGEMENT STRUCTURE  

Major political and policy shifts have occurred in South Africa since 2008.  Political 
commitment, vision, and leadership is at an unprecedented level across a wide range of 
stakeholders thus presenting South Africa with a unique opportunity to scale up its programs 
and continue to reverse the tide of new HIV infections.  Two initiatives in particular have 
guided the management structures of the PFIP, namely the Aid Effectiveness Framework 
and the recommended governance structure for SANAC, which oversees the implementation 
of the NSP. 

The Aid Effectiveness Framework launched by the Minister of Health outlines the framework 
to coordinate all development assistance for health.  The National Department of Health 
(NDOH) assumes the leadership role in this process, by taking ownership of strategies, 
action plans, and review mechanisms. In collaboration with development partners, the 
NDOH focuses on results, links activities to outputs, ensures clear and unambiguous 
expectations, and facilitates the process of alignment and coordination.  This framework 
ensures that development partner resources are used more efficiently and effectively, 
fulfilling resource gaps. 

The current NSP, which focuses on prevention of new infections and a more integrated 
approach to responding to the TB and HIV epidemics, needs a stronger and more multi-
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sectoral approach than the previous NSP.  The new SANAC governance structures reflect 
stronger engagement and coordination with various government sectors, civil society, and 
provinces.  The SANAC Plenary is to continue to be chaired by the Deputy President, with a 
senior leader from civil society serving as deputy.  The SANAC Plenary is to have the nine 
provincial Members of the Executive Council for Health and a civil society counterpart 
representing each of the provinces.  Lastly, the role of the Provincial and District Councils on 
AIDS and the Secretariats at national, provincial, district, and local levels should be 
strengthened in a way that facilitates the work of implementing the NSP in a coordinated and 
sustainable manner.   

The transition of PEPFAR programs to the SAG as outlined in the PF is only be possible if 
the USG and SAG work more closely together.  The Steering and Management committees 
that manage the implementation of the PF intend to build on the multi-sectoral approach, 
strong leadership within SAG national departments, and improved coordination with 
provincial and district AIDS councils including provincial governments.  These management 
structures mark a major change in the way that the PEPFAR program in South Africa is 
coordinated including timely and transparent sharing of information between the USG and 
SAG.   

4.1. Steering Committee 

The Steering Committee (SC) is expected to provide strategic direction and oversight for the 
implementation of the PF/PFIP at the highest political level and ensures mutual 
accountability.  It is to be represented by key government departments that implement HIV 
activities, the National AIDS Council (which includes civil society), and provincial 
representation.  It is to be co-chaired by a member of the USG and SAG and should include: 

 The US Ambassador to South Africa [Co-Chair] 

 Minister of Health [SAG Co-Chair] 

 Representatives from the USG delegated by the US Ambassador including the CDC 
Director, USAID Director, and Health Attache 

 Ministers or a senior delegate from the following ministries: Health; Basic Education; 
Social Development; Correctional Services; Defense; Higher Education and Training; 
Women, Children, and People with Disabilities; Treasury; International Relations and 
Cooperation; and Public Service and Administration 

 Representative from the Office of the Deputy President 

 The SANAC Chief Executive Officer 

 One representative from each of the nine provinces as delegated by the Premiersô 
Offices. 

The SC is to meet twice per annum with the timing of the meetings tentatively scheduled for 
February and August in order to align with SAG planning and budgeting processes, as well 
as provide direction to the Management Committee in the development of the annual 
PEPFAR Country Operational Plan (COP) and then present the COP to the SC prior to 
submission to the Office of the Global AIDS Coordinator (OGAC). 

The objectives of the SC meetings are to: 

1. Discuss updates to South African and PEPFAR TB and HIV programmatic and 
geographic priorities;  

2. Review results of programs as they relate to the strategic objectives of the NSP 
including those of the SAG, PEPFAR, and other contributors;  
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3. Review progress on joint management and coordination of PEPFAR at national 

and provincial levels; and  
4. Review expected funding commitments from the SAG, PEPFAR, and other 

external resources in the HIV and TB response.   

4.2. Management Committee 

The Management Committee (MC) is expected to carry out the directives of the Steering 
Committee.  It is responsible for operationalizing, implementing, and monitoring the PEPFAR 
transition.  It intends to meet every other month to allow for sufficient time to deliver on the 
objectives outlined below.  It is to be represented by national-level representatives, but 
should also regularly liaise with provincial coordination structures.  Similar to the SC, the MC 
is also to be co-chaired by the USG and SAG. 

 PEPFAR Coordinator [Co-Chair] 

 Senior Advisor to the Office of the Deputy President [Co-Chair] 

 Senior technical managers delegated by the Ministries that form part of the Steering 
Committee 

 Senior technical managers delegated by the US Ambassador to South Africa 

 Membership from the SANAC Secretariat 

The MC is to be tasked with four key deliverables: 

1. As part of the Country Operational Plan: a) discuss programmatic priorities 
and budgets and provide technical input; b) assess programmatic 
performance; c) ensure that geographic priorities are reflected in the COP 
based on epidemiology and resource gaps; and d) review COP targets. 

2. Review regular progress on support to the NSP6 by the SAG and PEPFAR 
and on the transition of PEPFAR-supported activities as outlined in the PFIP 
M&E framework.  

3. Review new funding opportunities for PEPFAR funds.  Based on 
recommendations from the Steering Committee and USG technical working 
groups, there may be a need to develop new funding opportunities.  As SAG 
funding increases and PEPFAR funding declines over the course of the next 
five years, new funding opportunities should be carefully scrutinized.  They 
should only be considered if they are in line with the PF, meet NSP gaps, and 
have clear plans for sustainability.  Since funding opportunities are 
procurement sensitive, members of the Management Committee are 
expected to sign USG confidentiality agreements.  Provincial governments 
are to be consulted as needed.  As per the request of provincial governments, 
the USG has decided that, prior to funding new agreements, the USG is to 
request letters of support from provincial and district governments. 

4. Review SAG and PEPFAR HIV/TB expenditures to fully understand how 
PEPFAR resources are being directed not only by category such as human 
resources, equipment, etc., but also by province.  Beginning in September 
2012, all PEPFAR implementing partners are to expected to report 
expenditures in a standardized format.  These data are essential for informing 
the South African government budgeting process.  

                                                 
6 See illustrative baseline (June 2012) summary of current SAG and PEPFAR support to the NSP 

Strategic Goals, Appendix II.   
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As the membership of the MC includes representation from various sectors of the SAG and 
SANAC, the MC is to identify task teams or sub-committees to focus on specific issues as 
needs arise, and the teams may be dissolved as deliverables are met.  For example, recent 
discussions have identified the need to review the transition of clinical services; the PEPFAR 
prevention strategy and vision for the next five years; and the transition of OVC services.  

Transitional Task Team for Clinical Services 

The transition task team (TTT) for clinical services was established in June 2012, primarily 
because many current five year funding agreements are scheduled to end between June 
and October 2012, and many new ones with similar scopes are beginning in 
September/October 2012.  Although this group is expected to meet quite frequently during 
the next few months, once the new agreements are signed, the TTT is to meet on a monthly 
basis. 

In early July 2012, the TTT conducted an initial review of treatment partners by province to 
ensure that plans are in place to maintain the continuum and quality of care for persons on 
ART.  It was determined that patients would only be transitioned to public sector facilities 
where it has been carefully planned and coordinated and that transition plans should be 
consistent with the district and provincial planning processes.  In many cases, partner ART 
transition plans had already been carefully planned at the provincial and district levels, but 
those plans had not been reviewed comprehensively at the national level.  The summary of 
this review and next steps are included in Workstream 1 of PF Goal 2: Transition of PEPFAR 
Care and Treatment Program Support. 

These initial strategic discussions were needed at national level but similar discussions are 
needed at the provincial level and are expected to take place between August and 
September 2012.  The TTT mutually decided that USG and SAG members of the TTT would 
meet with relevant Department of Health representatives within each of the provinces to 
discuss clinical services transition plans and needs for priority service delivery and health 
systems strengthening as the new agreements are signed in the next few months.   

The TTT has also engaged with PEPFAR implementing partners to better understand the 
realities and challenges to implementation, to address issues as they arise, and to highlight 
successes of the transition.  These meetings are to be held regularly throughout the five year 
transition of the care and treatment program.  

Although this TTT was initially established to address the immediate issue of ensuring 
continuum of care with agreements ending and new ones beginning, the TTT serves to 
oversee the broader transition of clinical services.  This includes providing strategic direction 
to the transition of direct service delivery to health systems strengthening, and monitoring 
DOHôs efforts to assume direct service delivery currently provided by PEPFAR.  

The TTT has identified the immediate need to develop a joint communication strategy to 
ensure that stakeholders are informed about the USG and SAG joint vision for transition of 
clinical services.   

4.3. PEPFAR Coordination at the Provincial Level 

In South Africa, the national government sets policy and the NSP lays out the strategic 
objectives to be achieved by 2016.  However, each of the nine provinces develops targeted 
plans informed by the epidemiology of the province, and the provincial government is 
responsible for implementation of policies set at the national level.  Each province submits 
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annual business plans that outline the budget for the HIV conditional grant funding.  Because 
such planning and budgeting processes happen at the provincial level, there is an imperative 
to strengthen coordination of PEPFAR at that level. 

Currently, PEPFAR-funded programs are not thoroughly reflected in SAGôs provincial and 
district plans.  As PEPFAR funding decreases over the next five years, PEPFAR activities 
are to be integrated into SAG planning processes to ensure that PEPFAR activities are 
aligned and are meeting resource gaps.  Provinces are expected to budget for PEPFAR-
funded activities that they deem to be necessary to continue funding including human 
resources, equipment, training, etc.  The annual PEPFAR expenditure analysis is to assist in 
this effort, but systems need to be in place in order to ensure that the provinces and districts 
have the timely information needed about PEPFAR programs to have fully informed 
planning.  The USG should work closely over the next several months with the SAG to 
recommend steps for how this process would work.  Deliverables from their analysis are 
expected by the end of October 2012. 

In addition to integrating budgeting and expenditure information into provincial planning, 
discussion about standardized district and provincial workplans for PEPFAR partners have 
begun but are not yet been finalized.  These workplan templates are expected to be finalized 
by the December 2012. 

Although this PFIP lays out the plan for PEPFAR implementation over the next five years, it 
is necessary to have more tailored plans for each of the nine provinces with guidance from 
the Management Committee.  It may not be necessary for each province to develop 
individual PFIPs as such, but PEPFAR support should be clearly articulated in SAG 
provincial and district plans along with long-term plans to continue funding programs and 
staff that they deem to be necessary.  

In terms of clinical services, provincial and district DOH have already been working closely 
with PEPFAR implementing partners to transition patients to the public sector and absorb 
staff posts that were deemed critical to maintain patient care.  For example, the Western 
Cape has drafted terms of reference for the transition of clinical services so that it is clear 
how the transition is expected to take place, and the timeline is defined.  They have an 
inventory of all clinical posts supported by PEPFAR and have identified which ones they plan 
to absorb and which ones are not going to be absorbed by the province.  (Note though that 
currently this absorption is limited to clinical positions, and does not include the vast cadre of 
community health workers). 

Provincial management structures for the implementation of the PF are expected to leverage 
Provincial AIDS Councils and other existing structures to ensure an integrated approach 
rather than setting up additional structures.  Provincial coordination of the PF and 
recommendations for moving forward are to be discussed at the first Steering Committee 
meeting of the PFIP tentatively scheduled for October 2012. 

In 2010, the USG identified the need to improve provincial coordination of PEPFAR and 
assigned PEPFAR Provincial Liaisons (PPL) in each of the nine provinces.  The role of the 
PPL is to communicate information about PEPFAR to the relevant departments within the 
province and to PEPFAR implementing partners in addition to communicating priorities and 
challenges emerging from the province and implementing partners back to USG in Pretoria.  
The PPLs are expected to play a critical role in the implementation of the PF at the provincial 
level.   
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5. FIVE YEAR SAG-USG STRATEGIC FOCUS 

The PFIP is a plan to leverage and harness past, current, and future PEPFAR investment in 
South Africa.  There has been tremendous investment in developing human capacity; 
monitoring and evaluating programs; rapidly scaling-up combination prevention, treatment, 
care and support programs, and strengthening community-based organizations (CBOs). 

The transition of the PEPFAR program within the broader development agenda of the SAG 
is expected to need support from both the USG and SAG to ensure that the South African 
system is adequately prepared to absorb the programmatic elements that PEPFAR built up 
over the years, particularly the clinical services, without compromising patient access to care 
and treatment, quality of services and continuum of care.  In addition, PEPFAR is to maintain 
its strategic focus on prevention to address critical areas of intervention.  It is critical 
therefore that the strategic focus is built around the themes of the NSP, which are embedded 
in the development agenda of government.  

The strategic alignment between the NSPôs Strategic Objectives and the SAG/USG 
Partnership Framework is illustrated below: 

Figure 1: Strategic Alignment: NSP Strategic Objectives ï PF Goals 

 

Within the context of the three original goals of the PF, the PFIP identifies four workstreams 
to outline PEPFARôs support to the NSP.  USG and SAG teams have or should be formed to 
focus on these four areas.  Their role is to develop short-term and long-term strategies to 
carry out the vision of the PF/PFIP. 

PF Goal 1: Prevent new HIV and TB infections 

PF Objectives: 

 Expand biomedical and behavioral prevention interventions that address the 
various drivers of the epidemics;  

 Reduce vulnerability to HIV and tuberculosis (TB) infection, focusing on key 

SO1: Addressing social and structural 
barriers to HIV, STI, and TB prevention, 
care, and impact.  

SO2:Prevent new HIV, STI, and TB 
infections.

SO3: Sustaining health and wellness.

SO4: Increasing the protection of 
human rights and improving access to 
justice.

GOAL 1: Prevent new HIV and TB infections.

GOAL 2: Increase life expectancy and 
improve the quality of life for people living 
with and affected by HIV and TB.

GOAL 3: Strengthen the effectiveness of the 
HIV and TB response system. 

STRATEGIC ENABLERS
Governance and institutional arrangements; Effective 
communication; Monitoring & Evaluation; Research; 
Medical products, vaccines, and technologies; Health 

workforce; Health systems financing 

STRATEGIC ALIGNMENT: NSP STRATEGIC OBJECTIVES ςPF GOALS
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populations (e.g. female sex workers, people living in informal settlements, 
prisons); and  

 Increase the number of people who know their HIV and TB status and link them 
to appropriate services.  

Workstream: 

 Strategically Focus Prevention Interventions 

PF Goal 2: Increase life expectancy and improve the quality of life for people living 
with and affected by HIV and TB 

PF Objectives: 

 Expand integrated treatment, care, and support services;  

 Decrease infant, child, and maternal mortality due to HIV and TB; and  

 Mitigate the impact of HIV and TB on individuals, families, and communities, 
especially orphans and vulnerable children. 

Workstream: 

 Transition PEPFAR Care and Treatment Program Support 

 Mitigate the Impact of HIV on OVC 

PF Goal 3: Strengthen the effectiveness of the HIV and TB response system 

PF Objectives: 

 Strengthen and improve access to institutions and services, especially primary 
institutions;  

 Strengthen the use of quality epidemiological and program information to inform 
planning, policy, and decision making;  

 Improve planning and management of human resources to meet the changing 
needs of the epidemics; and  

 Improve health care and appropriate financing of prevention. 
Workstream: 

 Strengthen Health and Community Systems 

Workstream 1: Strategically Focus Prevention Interventions 

The prevention of new HIV and TB infections is the number one priority of the South African 
national response across all governmental departments and all partners.  PEPFAR has been 
a critical ally and advocate of this multi-sectoral, multi-faceted approach since 2004, 
supporting a range of evidence based biomedical, social, and structural interventions in 
various government departments driving the prevention agenda (Health, Basic Education, 
Defence, Public Service and Administration, Social Development, National Prosecuting 
Authority, and Women, Children and People with Disabilities) as well as the various NGOs.  
Continued PEPFAR support is needed to strengthen the national prevention strategy and its 
integration into provincial plans and to expand coverage of quality combination HIV 
prevention interventions, in particular innovative and proven models targeting key 
populations.  During the PFIP implementation, PEPFARôs prevention strategic focus is to:  

a) Align its activities with the NSP and integrate them into provincial plans; 
b) Support SAGôs combination prevention strategy focusing on particular key 

populations (i.e. populations most at risk of acquiring new HIV infections and 
populations where new infection rates are high); 

c) Identify capacity and service delivery gaps for prioritizing PEPFAR support;  
d) Consolidate the portfolio for greater epidemiologic, demographic, and geographic 

efficiency and impact; and  
e) Participate in cross-sectoral, multi-partner  prevention planning, coordination, and 

implementation efforts.  
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PEPFARôs evidence based comprehensive prevention portfolio provides technical support to 
the key government and non-governmental actors and direct service delivery to 
approximately 4 million people in 35 selected areas.  Important programmatic elements of 
PEPFARôs approach in support of the NSP includes both TB and HIV counseling and testing 
(HCT), especially for key populations (e.g. migrant and mobile populations, people living in 
informal settlements, in- and out-of-school youth); prevention of gender-based violence, 
prevention of mother to child transmission (PMTCT); voluntary medical male circumcision 
(VMMC); integrated gender equity and HIV prevention in school-based curricula; 
comprehensive prevention interventions for people living with HIV and those affected by it 
(e.g. orphans and vulnerable children); technical assistance to improve the systems and 
programs of departments driving the prevention agenda; sexual prevention including male 
and female condom promotion and use of multi-media communication channels; 
strengthening data management and use for prevention; and especially community-based 
demand creation and social norm and behavior change interventions.  Support should also 
be provided to strengthen the ability of provinces and districts to successfully map the 
epidemiology of HIV in local areas, identify the specific prevention interventions needed, and 
identify the resources needed to respond to the local epidemic(s).  Given the strong scientific 
evidence of some prevention interventions, USG support should target and potentially assist 
to scale-up these interventions (e.g., VMMC) to support SAGôs ambitious targets outlined in 
the NSP. 

The social and structural factors driving HIV and TB infection are a major challenge for the 
national response.  Thus another key USG support area to the PFIP is to strengthen 
community systems to address HIV prevention and social and gender norms.  This may 
include both proven interventions and innovation in program implementation.  For example, 
operational research may be able to identify ñbest practicesò in gender equity or reducing 
gender-based violence program implementation.  As new science emerges, PEPFAR 
support may be needed in the introduction of new prevention interventions as they become 
cost-effective and part of international best practice (e.g. oral pre-exposure prophylaxis 
[PrEP] and microbicides).  Decisions concerning support for innovative approaches are to be 
jointly taken by SAG and the USG through the Management Committee, especially when 
support for innovative projects is expected to have a significant financial implication for the 
SAG further down the line (e.g., pilot projects for ótest and treat,ô or ótreatment as 
preventionô).  

Based on further discussions of the Management Committee, USG interventions in support 
of NSP objectives may also include capacity building in supply chain management of key 
prevention commodities (e.g. condoms, test kits, MMC kits, TB drugs); support for SAG 
efforts to integrate sexual HIV prevention and family planning services; support for 
intensified TB/HIV co-infection case finding and infection control in priority TB districts; 
support to SAG to develop policies and tools such as point-of-care technology to improve 
prevention linkages to care and treatment services; capacity strengthening of targeted 
communities and AIDS Councils to deliver comprehensive prevention programs; and 
improving monitoring and evaluation of prevention interventions. 

Workstream 2: Transition PEPFAR Care and Treatment Program 
Support 

Over the past five years SAG has made unprecedented efforts to rapidly establish an HIV 
care and treatment program larger than any other in the world, with an estimated 1.7 million 
people on ART in 2012.  PEPFAR has been critical in the scale-up of this program over the 
years; from its inception, around 50% of PEPFAR funding has gone towards support for HIV 
and TB care and treatment services.  




