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Health Systems Trust (HST) is a leading role-player in the South African public health arena focusing on health
systems strengthening and research. Established in April 1992 on the brink of democracy in South Africa, HST
has played a significant role in the evolution of the new national health system. Today our strength lies in the
knowledge, insight and experience we harness through synergising our research and implementation outputs
towards a healthy life for all.

OUR VISION
Health for all through strengthened health systems

OUR MISSION
To be a partner of choice in building comprehensive and equitable health systems

OUR APPROACH
Our approach is based on:
} the primary health care philosophy
} generating evidence-based interventions, good practice and innovations
} providing management, implementation and research support at all levels of the health system
} providing guidance, mentoring and training
} recognising the influence of the social determinants of health on the burden of disease
} tailoring our work to local contexts
} creating, sharing, storing and curating new knowledge

OUR CORE VALUES
We are a learning organisation that is:
} committed to excellence
} people-centred
} honest and transparent
} innovative
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ABBREVIATIONS AND ACRONYMS
BDCS

Business Development and
Communications Section

MRC

South African Medical Research Council

NCD

non-communicable disease

CDC

US Centers for Disease Control and
Prevention

NDoH/DoH

National Department of Health/Department
of Health

CHC

community health centre

NHI

National Health Insurance

CMA

Change Management Approach

NiDS

National Income Dynamics Study

CCMDD

Central Chronic Medicines Dispensing and
Distribution programme

NIDS

National Indicator Data Set

NQF

National Qualifications Framework

NSP

National Strategic Plan for HIV, TB and STIs

PEECHi

Programme for Economic Evaluation of
Child and Maternal Health Interventions

PEPFAR

[United States] President’s Emergency Plan
for AIDS Relief

PGWC

Provincial Government of the Western Cape

PHC

primary health care

PHRC

Provincial Health Research Committee

PRICELESS

Priority Cost-Effective Lessons for Systems
Strengthening South Africa

PPTICRM

Permanent Perfect Team for Ideal Clinic
Realisation and Maintenance

PuP

pick-up point

QMS

Quality Management System

QCTO

Quality Council for Trades and Occupations

RA

rapid assessment

SA SURE

South Africa Sustainable Response to HIV,
AIDS and TB project

DREAMS

Determined, Resilient, Empowered, AIDSfree, Mentored and Safe programme

ePHC

eHealth Primary Health Care

DHMO

District Health Management Office

DHS

District Health System

DHIS

District Health Information System

DM

District Municipality

FSDR

Framework and Strategy on Disability and
Rehabilitation

GP

general practitioner

GPCI

General Practitioner Contracting Initiative

HCT

HIV counselling and testing

HIT

health information technician

HPRS

health patient registration system

HSR

health systems research

HSS

health systems strengthening

HWSETA

Health and Welfare Sector Education and
Training Authority

TB

tuberculosis

UHC

universal health coverage

IDRC

International Research Development
Centre

UTT

universal test and treat

MCWH

maternal, child and women’s health

WEL

Wellness for Effective Leadership
programme

MNCWH

maternal, newborn, child and women’s
health

WHO

World Health Organization

MM

Metropolitan Municipality
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« HST will continue to be at the forefront
of supporting innovative health systems to
realise the ambition of bringing health to all
in South Africa. »

REPORT FROM THE

CHAIRPERSON

It is a great pleasure to share the Health Systems Trust
(HST) Annual Report covering our organisation’s activities
and accomplishments from July 2015 to June 2016.
Over this year, HST continued to build on its health
systems research and strengthening mandate. Our
successful project implementation demonstrated that we
are the partner of choice in building comprehensive and
equitable health systems.
A particular highlight of the year was the HST Conference
2016. Dr Moeti and HST’s staff devised and delivered a
quality programme featuring a range of distinguished
speakers. This will contribute to bridging the health policy
and practice gap and to promoting closer collaborations
in building a sustainable public health system.
A key event in the year under review was the release in
December 2015 of the National Department of Health’s
(NDoH) National Health Insurance (NHI) White Paper. This
will inform South Africa’s universal health coverage policy
and programmes over the coming years. HST will continue
to be at the forefront of supporting innovative health
systems to realise the ambition of bringing health to all in
South Africa.
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During the year, Dr Maureen Tong resigned from the HST
Board of Trustees after her term came to an end. I would
like to express my appreciation for her skilled leadership
as HST Chairperson and wish her continued success in her
endeavours. Dr Mohammed Refik Bismilla also resigned
from the Board. We welcome our new Trustees, Dr Unathi
Mahlati, Dr Noncayana Tracey Naledi, and Ms Francisca
Nzama, and look forward to their contributions in assisting
us to guide and counsel HST as it performs its mandate.
On behalf of the Trustees, I congratulate Dr Themba
Moeti and the HST staff for another year of notable
achievements. We are grateful for their passion and
commitment to making a difference in the health of the
nation.

Mr Shadrack Shuping
Chairperson: Board of Trustees

5

MESSAGE FROM THE

CHIEF EXECUTIVE
OFFICER

It is a pleasure to report on another year of HST’s positive
contributions to the country’s progress towards building
sustainable health systems.
During the year under review, we have had considerable
success across 24 key projects, 18 under the Health
Systems Research (HSR) Unit and six under the Health
Systems Strengthening (HSS) Unit. Through our
programmes units’ core health systems research and
strengthening outputs, HST continues to generate
evidence and experience that inform government policy.
This includes contributing to South Africa’s sustainable
development agenda through greater involvement in
supporting prevention and control of the country’s
growing burden of non-communicable diseases (NCDs) in
addition to our continuing efforts to address the major
communicable disease challenges.
Our research work is rooted in the needs and challenges
facing our health system and in executing this, we
are pleased to count national and provincial and local
health departments, various statutory, non-state actors
and international development organisations among
our partners. Developing our research agenda jointly
and ensuring that our research findings are widely
disseminated and discussed with stakeholders is our
contribution to narrowing the gap between what is
known and what gets done.
Our HSR work has focused on a range of key strategic
areas including: providing support to change-management
processes required in implementing the Ideal Clinic
initiative; gathering important information on the real and
perceived competencies of district managers; working
with communities to understand some of the barriers
to and facilitators of treatment uptake; identifying NCD
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hotspots in South Africa; contributing to the national
dialogue on implementing the Framework and Strategy
on Disability and Rehabilitation; and addressing the
potential contribution of private practitioners to the
public health sector.
Meanwhile, our core HSS work over the past year has
used a primary health care (PHC) approach to focus on
improving care and outcomes in areas such as HIV and
AIDS, tuberculosis (TB), maternal and child mortality,
NCDs, and injuries and violence.
As we move towards the end of our five-year project –
South Africa Sustainable Response to HIV/AIDS and TB
(SA SURE) – funded by the US Centers for Disease Control
and Prevention (CDC), we naturally focus on assessing
what this has achieved. I am pleased to report that HST
has positively contributed to strengthening national,
district and facility-level capacity for HIV treatment and
prevention in 13 districts in five provinces. Over the past
few months, these activities have been successfully
reoriented towards serving the national HIV 90-90-90
priorities as we implement the United States President’s
Emergency Plan for AIDS Relief (PEPFAR) Focusing for
Impact Strategy. We are delighted that the CDC has
confirmed that it will continue partnering with and funding
us for a further 12 months in providing implementation
support to key programmes across the country. HST was
also selected as a partner for the Determined, Resilient,
Empowered, AIDS-free, Mentored and Safe (DREAMS)
programme. The initiative recognises the high level of new
HIV infections among female adolescents in high-burden
countries and aims to reach girls and young women with
a package of evidence-based interventions to reduce
HIV risk behaviours, transmission and associated risks of
gender-based violence.
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HST continued to contribute to the crucial area of
building public health knowledge, with staff publishing
18 journal articles and delivering over 20 presentations at
conferences and workshops. On the international front,
an HST delegation participated in a Global Fund workshop
in Geneva to orientate teams that had been short-listed
for possible funding awards.
The theme of the HST Conference 2016 was Strengthened
health systems for sustainable development: sharing,
supporting, synergising. This highly successful event
drew more than 400 delegates, with wide-ranging
representation from health facilities, national through to
district health departments, academia, other government
departments, civil society and development partners. We
were honoured to host as keynote speakers Dr Aaron
Motsoaledi, South African Minister of Health, and Dr
Matshidiso Moeti, World Health Organization (WHO)
Regional Director for Africa. The conference was framed
around four tracks – overcoming South Africa’s burden of
disease; strengthening service delivery and access; policy
design, implementation and practice; and sustainable
development – and showcased more than 90 oral, poster
and workshop sessions. The delegates’ lively discussions
and feedback underlined the need for a platform where
public health roleplayers in South Africa can engage in such
debates as a means of developing effective collaborations
to improve health service delivery.

As a non-governmental organisation, we recognise
that financial sustainability is key to the long-term
stability that enables us to fulfil our mandate and serve
our constituents. The formalisation of our Business
Development Unit will enable us to be more strategic in
seeking and generating sustainable funding partnerships,
thus ensuring that we continue to deliver our critical health
systems strengthening and health systems research work.
We could not travel this journey or perform this vital work
without the long-standing and enriching relationships that
we enjoy with our funders, partners and the communities
we all serve.
Finally, I would like to thank our Board of Trustees for their
continued guidance and support, and the staff of HST for
their loyalty, enthusiasm and dedication to delivering on
our vision: health for all through strengthened health
systems.

Dr Themba Moeti
Chief Executive Officer

HST’s institutional collaborations were extended
during this year with the signing of a Memorandum of
Understanding with Walter Sisulu University’s Faculty of
Health Sciences to jointly identify public health projects
and initiatives.
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HEALTH SYSTEMS TRUST

CONFERENCE
2016

Under the banner of Strengthening health systems
for sustainable development: sharing, supporting,
synergising, over 400 delegates from all levels of
the South African public health system attended
the HST Conference in May 2016 in Gauteng to
engage in linking policy and implementation
towards quality of health care and to stimulate
energy needed to advance and apply the ideas that
surfaced.
The three-day event provided a platform for
active knowledge-sharing and vibrant discussion
during the programme which offered three
preconference workshops, four plenary sessions,
16 parallel sessions, 64 oral presentations, three
mini-workshops and 56 poster presentations.

The overarching message generated through the
Conference was that inclusivity and integration
are central to ethical and efficient stewardship
of health care. Advocacy alone will not entrench
these principles: accelerated and collective action
through ‘whole government–whole society’
responses is needed.
Clockwise from bottom left:
Preconference workshop
Vuyani Dance Theatre performance at the opening session
Handover of the South African Health Review 2016: (from
left) Judith King, Flavia Senkubuge, Matshidiso Moeti,
Themba Moeti, Gail Andrews, Ashnie Padarath
SAHR 2016 editorial team and contributing authors
Health Minister, Dr Aaron Motsoaledi delivering his
keynote speech
Conference delegates during a plenary session
Inspiring delegates through story telling by Gcina Mhlope
Buskaid entertaining Gala Dinner guests
ePoster session
Driving performance in health services panel: (from left)
Stephen Hendricks, Sanjana Bhardwaj, Thulani Masilela,
Letitia Rispel, Benjamin Malakoane, Jeanette Hunter
HST Conference Organising Committee

« The overarching message generated through
the HST Conference was that inclusivity and
integration are central to ethical and efficient
stewardship of health care. »

DIRECTORATES’ REPORTS

HST operates through its Programmes and Corporate Services directorates. The wide variety of projects
managed by HST is arranged according to our five core business areas:
}
}
}
}
}

providing management and implementation support in health districts
supporting implementation of priority health programmes
conducting essential national health research
generating information for planning, monitoring, evaluation and decision-making
offering guidance, mentoring and training on good practice development

PROGRAMMES DIRECTORATE UNITS
Our Programmes directorate consists of the Health Systems Research Unit, focusing on research, and the Health Systems
Strengthening Unit, focusing on implementation perspectives. Together they work seamlessly to deliver on our mission
to be a partner of choice in building comprehensive and equitable health systems.

Led by Dr René English, the Health Systems Research
Unit conducts policy-relevant health systems research
to strengthen the district health system, its support
mechanisms and priority programmes. We focus on
improving knowledge management, translating research
into policy and practice, and building capacity within the
paradigm of essential national health research. During the
past financial year, the research unit has been involved
in 18 research projects using a variety of methodological
approaches to contribute to various aspects of South
Africa’s health systems strengthening agenda.
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Led by Ms Ronel Visser, the Health Systems Strengthening
Unit provides implementation support through strategic
use, analysis and distribution of information about
health and related fields to enhance evidence-based
management. District-based HST facilitators work closely
with health district management teams and healthcare
workers, transferring skills for sustainable quality
improvement in service delivery through training and
mentoring. Public health care in South Africa has steadily
improved since 1994 but still relies on non-government
support to deliver effective and high-quality services
in many districts. HST plays a key role in providing such
support, especially in the areas of HIV and AIDS, TB, and
maternal, child and women’s health (MCWH).
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PROVIDING MANAGEMENT AND
IMPLEMENTATION SUPPORT IN
HEALTH DISTRICTS
As part of the South Africa Sustainable Response to
HIV/AIDS and TB (SA SURE) project, multidisciplinary
teams work in 10 districts in four provinces in conjunction
with our project sub-partners, offering mentorship and
support to Department of Health staff across the six
WHO health system strengthening building blocks. In its
fifth year of implementation, the project continued to see
steady improvement in performance indicators in some
districts, thanks to improved stakeholder co-operation,
capacity-building and on-site mentoring and coaching.
In response to the 90-90-90 strategy adopted by the
NDoH, the project’s purely technical assistance approach
was amended to include roving teams from HST directly
delivering HIV testing and antiretroviral initiation services
in hard-to-reach populations and high-burden facilities. In
this final year of the project’s grant, and following PEPFAR
and the NDoH’s refocusing for impact, HST support to
the low-burden districts of Fezile Dabi, Xhariep, Frances
Baard and Pixley Ka Seme was discontinued in November
2015. The project successfully published the second
edition of the Stories of Change
outlining some of the promising
models developed thus far,
and the anthology of the three
editions produced for Volume 1
of this publication is currently in
production.
The Central Chronic Medications
Dispensing and Distribution
(CCMDD) programme is a
NDoH initiative to improve
access for stable patients
to chronic medication by
enabling them to collect repeat
medication from a convenient
pick-up point (PuP) near their
home or work, eliminating
lengthy waiting in queues and
reducing transport costs and
subsequent
out-of-pocket
expenses.
Other objectives
of this NHI implementation
pilot
intervention
include
optimising use of different
cadres of healthcare providers
and ultimately improving service delivery and patient
experience by developing a business model for private-
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sector involvement in providing public-sector healthcare
services. The programme also has the potential to
improve: retention of patients on treatment and followup on defaulters; control of expensive medications, which
can be centralised at a limited number of locations yet
still be available to patients as needed; and availability
of epidemiological and medication utilisation data to
enable policy formulation and accurate quantification of
medications required.
HST is the primary support CCMDD partner at national
and district level, providing guidance on CCMDD policy
implementation and supporting district CCMDD task
teams through developing facility implementation
tools such as standard operating procedures, as well as
orientation, training and mentorship. HST gives technical
support in developing district CCMDD implementation
plans and assists in identifying, contracting and assessing
PuP service providers. In consultation with the NDoH,
provincial and district structures, HST has developed
generic promotional material in eight South African
languages and patient collection cards in three languages.
CCMDD was implemented in February 2014 in the 10
NHI districts in eight provinces and has subsequently
been extended to 22 additional
districts. Private service providers
were contracted to help dispense
and distribute medication or
provide PuPs. By the end of
June 2016, a total of 520 353
patients from 1 122 facilities in
eight provinces and 22 health
districts were enrolled in the
programme. Using 339 external
PuPs and fast-track queues has
eased clinic congestion, with
patient testimonials showing
that they felt the benefits of
CCMDD participation. Healthcare
provider testimonials highlighted
workload
reduction
which
enabled longer consultation
times.
Key challenges have included
late and incorrect delivery of
parcels and availability of PuPs
in some areas. Innovative ways
to address such problems are
being explored. Delays have
occurred in service provider payment due to challenges
with registration on the Central Supplier Database

HEALTH SYSTEMS TRUST

Table 1: CCMDD patient enrolment and number of facilities implemented at the end of June 2016
Province

Total no. of patients
registered

District

Total no. of facilities
implemented

KwaZulu-Natal

Amajuba DM

36 288

30

KwaZulu-Natal

eThekwini MM

51 914

134

KwaZulu-Natal

Harry Gwala DM

KwaZulu-Natal

Ugu DM

KwaZulu-Natal

524

43

9 992

61

uMgungundlovu DM

81 198

71

KwaZulu-Natal

uMzinyathi DM

39 567

59

KwaZulu-Natal

uThungulu DM

12 514

68

KwaZulu-Natal

Zululand DM

1 087

52

Limpopo

Vhembe DM

34 942

130

North West

Bonjanala Platinum DM

North West

Dr K Kaunda DM

North West

Dr Ruth Segomotsi Mompati DM

North West
Gauteng
Gauteng

1 427

26

20 575

45

753

3

Ngaka Modiri Molema DM

1 362

20

City of Johannesburg MM

1 710

1

Tshwane MM

97 541

79

Mpumalanga

G Sibande DM

33 959

77

Free State

Lejweleputswa DM

83

2

Free State

T Mofutsanyana DM

29 246

73

Eastern Cape

OR Tambo DM

57 183

116

Northern Cape

Pixley ka Seme DM

8 488

32

520 353

1 122

Total

Total
Pharmacies

Doctors
Practice

Pvt Health
Clinics

Community
Based Pvt
PUPs

Table 2: Total number of external pick-up points (PUPs) appointed per NDoH database by end June 2016

16

9

2

0

14

2

43

5

0

2

0

0

0

7

Amajuba

10

3

0

5

0

0

18

KwaZulu-Natal

uMgungundlovu

18

4

0

3

0

3

28

KwaZulu-Natal

uMzinyathi

5

9

0

12

1

0

27

KwaZulu-Natal

Ethekwini

33

0

0

0

0

0

33

Northern Cape

Pixley ka Seme

5

1

1

0

2

0

9

Limpopo

Vhembe

9

0

13

0

0

0

22

Mpumalanga

Gert Sibande

10

2

3

0

0

0

15

North West

Dr Kenneth Kaunda

10

2

1

2

0

2

17

KwaZulu-Natal

Ugu

6

0

0

0

0

0

6

KwaZulu-Natal

uThungulu

5

0

0

0

0

0

5

Gauteng

City of Tshwane

77

19

0

0

1

0

97

Eastern Cape

OR Tambo

4

0

0

8

0

0

12

213

49

22

30

18

7

339

Province

District

Free State

Thabo Mofutsanyana

Free State

Lejweleputsa

KwaZulu-Natal

Total
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NGO

OHC

Total
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(compulsory since April 2016), which are being addressed
through National Treasury and technical support to
service providers.
HST looks forward to supporting the expansion of
CCMDD into new districts. Data-collection tools are being
developed to facilitate monitoring and evaluation, which
is still suboptimal at district and facility level. We are also
assisting in developing and piloting a web-based CCMDD
Data Repository for electronic scripting at facilities and
parcel management at PuPs that will serve as an efficient
monitoring and reporting system for the programme
including integration with other health programme
systems.
Implementation of the CCMDD presents a viable, scalable,
sustainable and effective opportunity for improving access
to ART and other chronic medicines across districts. The
further roll-out of the CCMDD programme to non-NHI
districts has a positive influence and shapes the health
landscape for implementation of the universal test and
treat (UTT) strategy from September 2016.
The three-year HIV counselling and testing – VCT II
project runs until October 2017 under a grant awarded
by the Development Bank of Southern Africa through the
KfW German Development Bank. Branded as ‘The Power
of Knowing’, the project promotes formal collaboration
between public, private and non-governmental sectors to
increase HIV counselling and testing
(HCT) coverage in the Limpopo and
Northern Cape Provinces.
The implementation model draws
on elements of social franchising.
Service
providers
–
nongovernment organisations (NGOs),
general practitioners, nurses and
pharmacies – are contracted into the project’s franchise
network to provide free HCT services to the public. By the
end of June 2016, the project had reached its target of
contracting 250 service providers across the two provinces
and orientating them on the project’s HCT service delivery
model, aligned with the latest national HCT guidelines.
This project is directly aligned with the NDoH priorities
of the National Strategic Plan (NSP) for HIV, TB and STIs,
and with the 90-90-90 targets focusing on preventing
new HIV infections. It articulates the need to use
innovative ways to reach populations, improving demand
for and access to HCT. The project also complements
NDoH efforts to improve co-operation and collaboration
between the public and private sectors as a basis for NHI
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implementation. A key project goal is ensuring that data
collected from contracted service providers are reported
and made accessible in the District Health Information
System (DHIS) data files of the two provinces. This is
facilitated by using standardised data elements aligned
with the National Indicator Data Set (NIDS).
In its 18 months of implementation to June 2016, the
VCT II project had already shown that private-sector
involvement to deliver HCT is strengthening collaboration
between the private sector and provincial and district
health levels. Interest and buy-in from the private sector
to collaborate on public–private initiatives had also been
shown to strengthen the national HIV response more
broadly.

SUPPORTING IMPLEMENTATION
OF PRIORITY HEALTH
PROGRAMMES
One patient, one record, one registration, one exit
and one record are envisaged as the end result of
the implementation at clinics of the NHI 700 – Health
Information Technician (HIT) project. Funded by the
CDC as a sub-project under SA SURE for two-and-a-half
years, the project was due to conclude in September
2016. The next year will see an exponential increase of
implementations at clinics, reaching
a total of 1 400 clinics by the end of
March 2017.
The NHI 700 project aims to
support and facilitate an effective,
standardised
PHC
information
management system: the health
patient registration system (HPRS).
This identifies patients by clinic and is crucial for NHI
implementation. HPRS qualitative data-gathering enables
generation of reports to assist facility managers, district
management teams and provincial management teams
in operations and planning. The project operates within
districts and identified clinics in eight provinces to install
and support IT connectivity and to implement integrated
patient administration systems within national systems.
The approach has shifted to district-owned roll-outs with
requested support from the national eHealth Primary Health
Care (ePHC) team facilitating sustainability within districts.
At the end of March 2016, HPRS had been implemented
at 659 clinics. By the end of May, 1.2 million patients were
registered on the system. Following a steering committee

HEALTH SYSTEMS TRUST

policy development and the improvement of programmes
and interventions in fields such as: supporting primary
health care re-engineering; assessing the management
and public health competencies of managers; supporting
quality improvement; reducing the burden of disease, and
developing training and capacity-building resources. The
baseline facilities audit conducted by an HST-led team was
instrumental in informing facility and quality improvement
across the public health sector. The project’s findings
will inform future research, policy development and
implementation in health systems.
decision, 65 temporary staff members were recruited
to assist with a maintenance plan, visiting facilities to
encourage usage of the HPRS and updating information
on the national HPRS. The number of patients registered
reached 2.165 million by the end of June 2016.
HPRS sustainability depends on co-operation and buyin from staff at clinics. Within the project, IT technicians
are supported to build and maintain partnerships with
district information officers and public health staff, and to
utilise the combined readiness review tool to establish the
necessary information communication and technology
landscape within districts. IT technicians check and enable
connectivity where needed at public health facilities
prioritised by district and provincial management. They
also assist in connecting computers to local area networks
in liaison with district and provincial IT support. In addition,
they implement the offline HPRS and train staff to register
patients, applying data-quality checks, ensuring accurate
data entry and ultimately empowering facility managers
to draw the necessary reports for their own planning and
reporting purposes.

CONDUCTING ESSENTIAL
NATIONAL HEALTH RESEARCH
During 2015, a Synthesis of HST research and activities
2011–2015 was funded by the NDoH to provide a systematic
and comprehensive account of the diverse projects that
HST has carried out in collaboration with organisations
operating in and beyond South Africa. The project’s
primary aims were to identify common thematic, evidencebased findings from HST’s health systems research and
to determine the extent to which these findings have
generated knowledge that has contributed to shaping
policy and strategy development and implementation.
HST’s 54 health systems strengthening and research
projects over the five-year period were shown to have
advanced knowledge by contributing to decision-making,
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As part of an ongoing Capacity-building and support
initiative with the NDoH, the unit conducted a workshop
with departmental staff aimed at strengthening
implementation of NDoH Health Research Ethics
Guidelines. Participants included researchers, nurses,
pharmacists, directors, policy-makers and individuals from
the National Health Research Ethics Council.
In this financial year, the ongoing project to Assess the
public health and general management competencies
of Health Facility Managers focused on assessing public
health and general management competencies of
PHC facility and local area managers within the district
health system to identify competency gaps and develop
recommendations based on these assessments. The
assessments of PHC facility managers were completed in
December 2015. Feedback was given through individual
district presentations and overall competency assessment
results in all nine districts participating in the project.
Future plans include competency assessments of district
managers as well as conducting district and PHC manager
assessments in a further 10 districts supported through
CDC funding.
In a research project conducted jointly by HST, the South
African Medical Research Council (MRC), the University of
Cape Town and the Health Impact Assessment Unit of the
Provincial Government of the Western Cape (PGWC), we
conducted Injury morbidity surveillance in Khayelitsha
and Nyanga as a follow-up to a 2012 rapid assessment
(RA) pilot study conducted in three high-violence Western
Cape communities. The project’s aim was to establish a
risk profile for non-fatal injuries presenting to district-level
hospitals and community health centres (CHCs) in these
Cape Town townships, which are two out of five areas
previously identified by the provincial government’s Injury
and Violence Prevention Working Group as requiring
targeted injury prevention efforts. This repeat surveillance
also forms part of two studies funded by the International
Development Research Centre (IDRC). The ultimate goal
is to inform the development of a robust surveillance
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system for injury morbidity, with data collected improving
local burden-of-disease measures, assisting in better
planning of health services, and aiding in assessing
targeted injury-prevention interventions, both under way
and in development.
A series of six-monthly RAs was undertaken between
September 2013 and October 2015 to identify population
sub-groups and areas where there is a high injury risk and
to monitor trends over time. The project used a simple,
innovative mobile data-collection tool, the Mobenzi
Researcher platform, which enabled aggregation of large
amounts of data over a short period. All five RAs were
successfully conducted, with the final phase taking place
in September/October 2015. An abstract was successfully
submitted for the International Conference on Preventing
Violence held in Cape Town in September 2016. Results
were presented to the PGWC and the Khayelitsha
community forum, with additional feedback sessions
planned for the Gugulethu community forum and at
health facilities where data collection took place.
This year also saw the initial stages of a new project on The
role of general practitioner contracting in strengthening
health systems towards universal health coverage in
South Africa. This is part of a series of multi-country case
studies commissioned by the World Health Organization
(WHO) Alliance for Health Policy and Systems Research
(AHPSR) to examine the role of non-State providers in
strengthening health systems towards universal health
coverage. In South Africa, this focuses on the NDoH’s
General Practitioner Contracting Initiative (GPCI), which
aims to improve and expand access to healthcare services
as part of supporting the NHI pilot and PHC Re-engineering
Strategy.
The GPCI’s primary objective is to contract general
practitioners (GPs) working in the private sector (i.e. forprofit private non-State providers) to render sessional
services at public-sector PHC facilities, and as part of the
initial phased approach, the focus is on these facilities in
NHI pilot sites. Since inception early in 2013, the GPCI has
reached a stage where it would benefit from a deeper
understanding of its contribution to public-sector health
systems strengthening and to supporting universal health
coverage. This project therefore aims to explore the
extent and nature of GPCI implementation, examining the
key factors, engagements and relationships that might
have enabled or hindered this process. So far, the team
has developed a study protocol with members of AHPSR
and Johns Hopkins University’s Technical Support Centre,
which received ethical approval from the University of
Cape Town Human Research and Ethics Committee as
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well as the WHO Ethics Review Committee. Initial desk
research has been conducted, including a literature review
and collection and analysis of quantitative secondary
data. The first phase of key informant interviews with
national roleplayers is near completion. The next phase
of fieldwork will entail key informant interviews and
focus-group discussions with GPs and implementers at
provincial and district levels.

GENERATING INFORMATION
FOR PLANNING, MONITORING,
EVALUATION AND
DECISION-MAKING
As NCD incidence rises in the country, our ongoing project,
Identifying hot spots for non-communicable diseases
(NCDs) in South Africa, seeks to identify communities,
neighbourhoods, sub-districts and districts with high
prevalence of NCDs and associated risk factors to guide
focusing of healthcare services and to design targeted
and tailored interventions. The partners in this project are
the Universities of KwaZulu-Natal and the Witwatersrand
and the Steno Diabetes Centre in Denmark.
NCD hotspots will be identified by harmonising results from
existing geo-referenced epidemiological surveys with data
on relevant social determinants and environmental factors.
Sources range from the National Income Dynamics Study
(NiDS), District Health Information System (DHIS) data
and national surveys to routine data sources that provide
data on demography, socio-economic status and selfreported outcomes or burden of disease. The availability
of certain data sources has meant concentrating initial
work in the eThekwini District and in Gauteng Province,
yielding rich information on the availability, strengths and
limitations of these data sources. Work is currently under
way to develop environmental indicators and to update
available epidemiological indicators.
With the Limpopo Department of Health and the
Waterberg District AIDS Council as partners, the
Community dialogues to probe factors contributing to
suboptimal treatment adherence and retention in care
in the Waterberg District project focused on exploring
strategies to improve the uptake of chronic condition
treatment in the district. A series of group dialogues
including users of chronic medication, civil society, health
workers, health managers, government and governance
representatives were conducted to document
participants’ insights into the issue and facilitate possible
strategies for improvement.
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Findings from the three dialogues show that a combination
of health-system and user-related factors influenced poor
adherence and loss to follow-up. These include availability,
accessibility and reliability of chronic care services,
management of services, waiting times, confidentiality,
staff attitudes and the effectiveness of provider–patient
communication, including health information, health
education and advice on managing side-effects. Poverty
emerged as an important factor impacting on users’
ability both to access the health system and to deal with
physiological challenges such as side-effects. Strategies
suggested by participants to improve adherence and
retention in care included improving mobile services and
outreach in rural areas, extending clinic hours, and caring
for caregivers. Improvements were also recommended
regarding confidentiality in facilities, provision of health
and treatment information, and linkages between
facilities.
During this reporting period, two new editions of the
South African Health Review (SAHR)
were produced: the 2014/15 and 2016
editions. Produced at HST’s Durban
office, the SAHR aims to provide a
review of health policy developments
and their implementation in South
Africa, monitoring changes in and
challenges to the provision of
equitable and accessible health care
in the country.
The SAHR 2014/ 2015 edition,
launched
in
October
2015,
contained 15 chapters addressing
the themes of: health policy; policy
implementation; attaining equitable
health systems; strengthening
human resources; private-sector
healthcare, and tracking progress
in these areas. Verusia Chetty, a
doctoral student and lecturer in
Physiotherapy at the University
of KwaZulu-Natal in Durban,
won the Emerging Public Health
Practitioner’s Award for her chapter
entitled ‘A model of care for the
rehabilitation of people living with
HIV in a semi-rural South African
setting’.
The SAHR 2016 edition, launched in
May 2016, stretched to 20 chapters.
These addressed five overarching
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themes: leadership and governance; human resources for
health; service delivery; financing and medical products;
and health information. The publication is now in its fourth
year as an officially accredited peer-reviewed journal
and 2017 marks its milestone 20th edition. The SAHR
has proved to be a valued and frequently cited resource
among practitioners and academics in public health. We
look forward to growing the journal’s reach and prestige
in South Africa and abroad for another 20 years.
The NDoH, HST, MRC, Disability Innovations Africa at
the University of Cape Town, and the University of
the Witwatersrand collaborate in a multi-year project,
Assessment of the status of disability and rehabilitation
services within the KwaZulu-Natal public health sector,
which commenced in November 2015. The project aims to
assess KwaZulu-Natal Province’s readiness to implement
the South African Framework and Strategy on Disability
and Rehabilitation (FSDR), and investigates key health
system barriers and facilitators through a situational
analysis of the disability and
rehabilitation services at national,
provincial, district and facility levels.
This work explores service delivery
structures and resources to support
integrated rehabilitation services,
providing case studies of successful
rehabilitation
service
delivery
configurations that support and
strengthen PHC service delivery in
line with the FSDR.
The project’s participatory approach
resulted in broad consultations during
protocol development to ensure the
project’s acceptability to people
with disabilities and its adherence
to sound research principles. The
protocol was submitted in June 2016.
The project approach was presented
to the NDoH and engagement with
the KZN Department of Health
has begun in preparation for study
implementation. Subject to protocol
approval, data collection was
scheduled to occur between July and
August 2016.
Another project in its start-up phase
is A rapid assessment of primary
health care services in two districts in
South Africa. This aims to determine
the availability of the PHC package of
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services as well as the resources required for the delivery
of PHC services in a rural district (Dr Ruth Segomotsi
Mompati in North West Province) and an urban district
(Tshwane in Gauteng Province). The study will describe
how the PHC package of services is implemented and
identify key factors influencing its implementation. These
and other proposed outcomes will assist in identifying
key roles and responsibilities of the district health
management team in service implementation, as well as
areas that require intervention and strengthening, and
lessons learnt for sharing with other districts. Inception
meetings were held with stakeholders in both districts
during 2015. Ethical approval and Provincial Health
Research Committee (PHRC) permission to conduct the
study are awaited for project implementation.
Commissioned by the NDoH’s PHC Directorate, the DHMO
Framework and job profiles project aims to develop a
framework for district health system (DHS) management
and clinical and support staffing. This will outline the key
core functions of a health district in the South African
setting, and an ideal standardised composition for a District
Health Management Office (DHMO) including technical,
administrative and support staff, and will develop job
profiles (required purpose, functions, qualifications,
skills and competencies) for each DHMO member. The
project builds on the earlier Assessment of the general
management and public health competencies of facility
and other sub-district managers, concluded in 2013. This
earlier study revealed gaps in leadership and management
capacity-building in South Africa, as well as the need to
further refine competency assessment techniques and
processes for scaling up to other DHS staff categories in
order to create a standardised district organogram.
Through document review, development of draft findings
and input from consultative workshops, a framework
for DHS management, clinical and support staffing and
an accompanying suite of job profiles for each DHMO
member were developed and submitted to the NDoH in
2015. This will also be reviewed by a human resources and
organisational development expert with a particular focus
on current human resource regulatory, legislative and
policy contexts in order to assess the , appropriateness and
costs of rolling out the health management organogram
and job profiles.
The NDoH PHC Directorate tasked HST with the evidenceinformed Implementation of the Change Management
Approach for Ideal Clinic Realisation and Maintenance
project to provide mid- and frontline managers with the
support needed to achieve and sustain the objectives
of the Ideal Clinic initiative. The project aims to test the
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effectiveness, feasibility, acceptability and scalability of the
Change Management Approach (CMA), initially developed
through an action-learning process of document review.
A draft CMA was piloted. Based on feedback, this was
redrafted and retested in a second round of pilots, and
then finalised. Following a five-day CMA implementation
training workshop and three one-day field support visits,
the final draft was implemented in the 2015/16 financial year
as part of the third and final round of pilot interventions.
The next project phase is a full review of the CMA and all
pilot interventions in order to make recommendations to
the NDoH on CMA benefits and limitations.
As part of the dialogue on improving public expenditure
management and spending for results in South Africa,
HST conducted a Public expenditure tracking survey and
quantitative service delivery survey in health, Gauteng
Province. This focused particularly on the management
and composition of the province’s HIV and AIDS
spending and whether funds allocated for HIV and AIDS
programmes are being spent on the intended priorities
and beneficiaries. The work is funded by the World Bank
Group and the Gauteng Department of Health. Final
deliverables were submitted in March 2016.
Some of the survey’s objectives were to: provide analytical
inputs for development of the Gauteng provincial
government’s strategy for improving the impact of public
resources for health and increasing their provision; identify
and address any weaknesses in channelling funds and
resources down to frontline providers and in integration
of health services delivered; and identify options and
mechanisms to reduce finance leakages. Dissemination of
the survey findings will begin following final approval by
the Gauteng Provincial Department of Health.
The District Health Barometer project has been in
existence since November 2005 and funded by the
National Department of Health since 2011/12. The project
produces an annual analysis and interpretation of
aggregated and disaggregated data that monitor trends
in key health-system indicators, allowing evaluation of
district-level health service delivery. Data feeding into the
report are drawn from a range of sources, including the
DHIS, Statistics South Africa, the National Tuberculosis
Register, National Treasury and the National Health
Laboratory Service.
This tenth publication included 45 indicators with
trend illustrations and profiles of South Africa, its nine
provinces and 52 districts. District chapters analysed
all indicators by district, identifying priority issues for
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attention. A chapter on the burden of
disease was also included. Following
publication in October 2015, 3 000
books were distributed to the NDoH,
Provincial Departments of Health
and health districts, as well as to
other institutions and individuals
on request. The publication is also
available on a CD with additional
files, resources and definitions, and
is available for download from the
Health Systems Trust website.
The Health governance structures
resource
manual
development
and finalisation of a capacitystrengthening learning programme for health
governance structures project entailed developing a
PHC facility governance capacity-strengthening learning
programme together with related facilitator and learner
support materials. A five-day orientation programme was
devised to be run at each PHC facility, followed by two
follow-up sessions of two days each, with four weeks
in between and ending in a one-day concluding session.
Support materials were tested and revised throughout the
period through facilitator and learner observations and
review. The learner support material has been translated
into isiZulu, isiXhosa, Sesotho and Afrikaans. The isiXhosa
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and isiZulu translated materials are
being tested in the OR Tambo and
Zululand Districts.
The training of facilitator of PHC
facility
governance
structures
learning programme, which also
constitutes in a five-day programme,
underwent further revision after
considering lessons learnt during its
pilot implementation. The revised
programme was tested with 54
senior staff of the Nkangala District
in Mpumalanga and 20 HST SA SURE
employees. This work was completed
at the end of the 2015/16 financial
year. During the HST Conference 2016, the programme
was introduced and presented through an interactive
workshop to about 40 delegates.
In line with the 2001 National Health Research Policy,
the National Health Research Database (NHRD) was
developed by HST in the mid-2000s to enable provinces
and the NDoH to monitor research activities and set
priorities for the country’s health research agenda.
Through a process of engagement with the Provincial and
National Health Research Committees, an online, real-time
database was developed, enabling researchers to request
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permission online from provinces to access and conduct
research within any of its public health facilities and to
enable provincially based administrators to work with
staff and managers to grant access approvals via e-mail
notifications. At the NHRC’s request, a module allowing
Health Research Ethics Committees (HRECs) to register
all approvals granted for health research was developed.
The NHRD went live in all provinces by January 2015 and
participants continue to receive ongoing training, support
and refresher courses on all NHRD-related processes.
PHRC administrators are currently being trained on the
use of automated reports which enable them to follow
up outstanding applications. The strategic advantage of
the standardised reporting system is that it allows the
NDoH to compare provinces, obtain national research
snapshots, and set priorities. An ethics portal has also
been developed so that HRECs can upload application
information to add to the NHRD repository.
The three-year, phased Programme for the Economic
Evaluation of Child and Maternal Health Intervention
(PEECHi) is a collaboration between HST, PRICELESS
(Priority Cost-Effective Lessons for Systems Strengthening
South Africa), the Medical Research Council’s Burden of
Disease Project and the University of the Witwatersrand’s
Rural Public Health and Health Transitions Research
Unit (Agincourt). HST conducted a literature review on
maternal, neonatal and child health interventions in the
first 1 000 days of life in low- and middle-income countries
to improve their morbidity and mortality outcomes. These
interventions were then assessed for alignment with
South African policies, strategies and priorities.
The Wellness for Effective Leadership (WEL) Programme
aims to strengthen the health system and improve service
delivery by supporting development of public-sector
leaders and managers who are better able to manage,
lead teams, practise self-care and facilitate better team
functioning. Over this financial year, WEL was expanded
and introduced to the predominantly urban Gauteng
Province. Introductory programmes were conducted
with 70 heads of sections at the province’s six nursing
campuses. Continued support to nurse educators is
important as they play a significant role in developing the
skills of nurses who eventually enter the public sector.
Potential skills transfer that could be incorporated into
the current curriculum was emphasised.
Other project achievements during the reporting period
included supporting the Permanent Perfect Team for Ideal
Clinic Realisation and Maintenance in uMgungundlovu
District as part of change management. In June 2016, a
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WEL workshop held at Chris Hani Baragwanath Academic
Hospital, the largest hospital in Africa, was the first
to be facilitated for senior nursing management. The
group received feedback on their visible post-training
transformation from their colleagues and peers. The
unique combination of healing and skills enhancement
and the participatory process strengthened the team,
assisting them to function more effectively within a
volatile work environment.

A WEL training programme was conducted for the
Midwifery team at the Ann Latsky Nursing College. HST
also held an introductory two-day training to strengthen
capacity of its own personnel supporting health districts
and to provide an enabling environment to support
change both internally and externally within the health
system.

OFFERING GUIDANCE,
MENTORING AND TRAINING
ON GOOD PRACTICE
DEVELOPMENT
One of HST’s strategic objectives is to achieve excellence
in providing accredited training to strengthen health
systems and build capacity. In January 2016, the
organisation’s Training Unit (TU) was established at
HST’s Midrand office, consisting of four seconded
staff members. This will initially function as a satellite
campus and eventually as the main campus. The TU is
co-ordinating training activities within HST and supports
HST projects such as SA SURE and VCT II. The TU’s key
objective is to achieve accreditation from all South African
National Qualifications Framework (NQF) bodies, the
Department of Higher Education and Training (DHET), the
Quality Council for Trades and Occupations (QCTO), and
the Health and Welfare Sector Education and Training
Authority (HWSETA) as a training service provider.
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The TU’s terms of reference, work plans, contracts and
policies were developed between January and June
2016. In April 2016 an administrator was recruited. A gap
analysis training conducted in January 2016 identified
gaps and needs in meeting accreditation criteria, most
significantly a functional quality management system
(QMS). With facilitation from Revworth consultants, the
TU applied to the HWSETA for a six-month grant to assist
with QMS development. An application is under way to
register the TU and its programmes for accreditation
with the Department of Higher Education and Training to
enable the TU to offer other courses in addition to those
approved by the HWSETA. The TU is also in the process of
applying for registration with the QCTO, which is due to
take over the SETAs’ functions within two years.
By June 2016, the TU was staffed with four registered
assessors and moderators. The Durban campus is HWSETAaccredited with one accredited skills programme. Two
programmes for training have been offered since 2014
using external service providers (Assessor Course and
Skills Programme: HIV and AIDS Awareness). HWSETA
verification is required for the HIV and AIDS Awareness
Skills programme; this is currently being finalised,
following which 2 219 learners will be certified.
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Six HST staff members completed the assessor course,
three are in the process of applying for registration as
assessors with the HWSETA, and three are yet to complete
their documentation. Access to the learning management
system was arranged for the Midrand campus. The TU
co-ordinated assessor training at the Midrand campus
for seven staff members in March 2016 using an external
service provider. The TU is currently mentoring these
assessors as well as remedial learners from previous
programmes. One Midrand assessor will develop a draft
policy for HST on HIV in the workplace as part of the
assessor training practical module. The TU registered
two moderators and two assessors for the Midrand
campus and in April 2016 applied for extension of scope
and satellite campus status for four full qualifications. The
Midrand TU also awaits a site visit by HWSETA inspectors
for accreditation as a satellite campus.
A number of collaborations are being explored. A
memorandum of understanding was signed with Juta (Pty)
Ltd to develop, prepare and submit two online modules
(as an offline virtual book with online assessments) with
accreditation of the ICD-10 programme (66489) owned by
Juta and virtual book publisher Eduflex.
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CORPORATE SERVICES DIRECTORATE UNITS
Through its specialist units – finance, human resources,
information
technology,
administration,
business
development, and marketing and communications – the
Corporate Services directorate, under the leadership of Mr
Deena Govender, supports HST’s operational mandate and
responds to new directions.

FINANCE AND COMPLIANCE

HUMAN RESOURCES

The Corporate Services Unit continues to explore the
option of registering HST as a non-profit organisation in
the Southern Africa region. The Finance team also ensures
that HST remains abreast with relevant changes to rules
and guidelines affecting both local and international
funders.

Under the leadership of Mr Robert Hendricks, the Human
Resources Team oversaw the HR needs of HST’s 439 staff.
During the past financial year, HST’s staff complement
grew, mainly to fulfil the needs of the SA SURE project.
This also meant recruiting our first drivers to ensure
that our staff members reached their facilities on time
and to support effective delivery of our programmes
in communities. During the period under review, 69
employees left and 122 joined HST.

Led by Ms Melini Moodley, the Finance team ensures
effective and responsible disbursement of large-scale
grants awarded to HST. This is key to cost-effective and
proper functioning of our programmes. With a robust
system of internal controls and processes, HST has once
more received an unqualified audit report.

Until the new TU is ready to take responsibility for the
training needs of all employees, the HR Team continues to
engage with staff development to ensure that employees
meet individual and organisational goals using HSWETA
funding. During the year under review, 26 employees were
approved to receive bursaries to further their academic
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HST’s Employment Equity profile
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studies, and 75 staff members attended various training
courses, e.g. MS Excel, Complex Health Systems, Financial
and Compliance Rules, Health and Safety, Leadership
Development, Fleet and Transport Management, HR
Premier Job Management, and Interpersonal Intelligence.

both internal and external. It is through the team’s
excellent standards of implementation and stringent
compliance with procedures that HST’s policies are upheld,
underpinned by a high level of combined experience and
professionalism.

Our performance management system has been
streamlined and customised to fulfil our needs, although
the search for an ideal performance management system
is a work in progress.

BUSINESS DEVELOPMENT AND
COMMUNICATIONS

The Employment Equity Committee (EEC) was elected
during this period. The EEC, supported by executive
management, will be responsible for ensuring that HST
conforms to the requirements of the Employment Equity
Act and that employees derive the necessary benefits.
As champions of HST’s retention strategy, the Human
Resources team is committed to searching for ways to
improve the benefits for our employees within funding
constraints.

INFORMATION AND
COMMUNICATIONS
TECHNOLOGY
HST continues to implement new technologies optimally to
enhance and support the quality of our work. The front and
back ends of our systems are rigorously maintained, storage
capacity has been upgraded through a newly installed and
optimised NetApp storage device, and all ICT hardware is
kept within maintenance and support agreements.
To ensure compliance, security and alignment with
data integrity requirements, HST expanded e-security
measures to include an offline email security solution that
allows for backup, recovery and security, scanning of all
emails and archiving for all HST email traffic. As part of
our risk management procedures, we implemented a full
Disaster Recovery system that enables HST to recover
from any major server room disaster affecting any or all of
our back-end infrastructure. Our next step will be to move
our websites and content from our offshore server back
to our servers in South Africa.

ADMINISTRATION
Led by Ms Delene King, the Administration team, with its
staff complement of 40, ensures seamless administrative
and logistical support to all personnel and stakeholders,
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During this financial year, the Business Development
and Corporate Communications Units were combined to
establish the Business Development and Communications
Section, led by Mr Innocent Nkata. This composite unit is
developing and implementing strategies to strengthen
HST’s market position and partnerships and its brand
visibility and equity. The section’s achievements to date
include: a new business development strategy, establishing
new contacts and relationships with prospective funders
and, in collaboration with other HST units, securing a new
PEPFAR grant, pre-qualifying as a Global Fund service
provider, exploring new non-grant revenue sources, and
submitting more than 30 high-quality proposals.
The highly skilled Communications team continued
to provide editing, layout, production and project
management services for the wide range of materials
required to support our programmes’ outputs, as well as
for the HST marketing and communications requirements.
The team played a pivotal role in project-managing the
HST Conference 2016. Other notable outputs included:
rebranding HST to reflect an evolving and progressive
health systems institution; producing the PHC Reengineering video that documented work conducted
in this critical area of health systems strengthening;
an extensive editing contribution to the South African
Health Review, and the successful launch of the ‘Better
Off Knowing’ campaign supporting uptake of HIV testing,
treatment adherence and risk reduction as part of the
national 90-90-90 strategy in SA SURE project-supported
districts in KwaZulu-Natal, Eastern Cape, Limpopo and
Free State Provinces.
HST collaborated as co-chair of the South African Civil
Society for Women’s, Adolescents’ and Children’s Health
(SACSoWACH). The main objective of the coalition is to
increase public and relevant sectoral
awareness on the issues of newborns,
children, adolescents, women and
mothers.
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« Our research and programmes units demonstrate HST’s
ability to make important contributions across a range of
national initiatives related to National Health Insurance,
service quality improvement and strengthening management
capacity for more cost-effective services that deliver positive
client experiences and health outcomes. »

CONCLUSION

As shown in this report, 2015/16 has been a year featuring
several important achievements. We held a highly
successful public health conference under the theme
Strengthened health systems for sustainable development:
sharing, supporting, synergising in May 2016. With over
400 participants drawn from the public and private health
sectors, policy and decision-makers, civil society groupings
and academics, the conference discussed research
reflecting health service developments and achievements,
and key challenges facing our health system as it embarks
on addressing the health aspects of the sustainable
development agenda. As part of HST’s contribution to
supporting the emergence of future generations of public
health researchers and thought leaders, we plan to hold
such conferences every two years and look forward to
welcoming delegates to our next conference in 2018.
The country’s HIV treatment and prevention efforts
have gained further momentum and urgency with the
development and implementation of the 90-90-90
Strategy, the prospect of greatly expanded treatment
access with the country’s move to UTT, and greater access
for vulnerable and key populations. HST is privileged to be
actively contributing to this work and positively impacting
on the health and lives of communities in the areas in
which we work. We look forward to our continuing
contribution over the coming years, and key milestones
for the organisation in this effort are the conclusion in
2016 of the five-year PEPFAR-funded SA SURE project
through the CDC, and the opportunity of further funding
to continue this important work in partnership with
other stakeholders, applying HST’s unique experience at
different levels of the health service under the guidance
of the National Department of Health.
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The past year has been one of modest but important
progress in HST’s efforts to expand its contribution to
health systems development in Southern Africa region.
HST was shortlisted for potential work to support
strengthening HIV programmes and data quality
in the region through a new funder. We anticipate
consolidating this opportunity in the 2016/17 financial
year and, through such work, gaining further exposure
to grow the organisation’s footprint in the region. This
will bring to fruition continuing investment in efforts at
regional growth as part of our 2015–17 strategic plan, and
expansion of HST’s health systems development support
beyond South Africa’s borders.
With the guidance and support of our Board of Directors
over the past year, HST is exploring avenues to diversify
its funding base in order to more sustainably deliver on its
health systems development and strengthening mission
and improving health outcomes. An example has been
the establishment of a Training Unit in January 2016 to
improve our capacity development resources and impact.
Our research and programmes units have over the past year
continued to demonstrate HST’s ability to make important
contributions across a range of national initiatives related
to National Health Insurance, service quality improvement
and strengthening management capacity for more costeffective services that deliver positive client experiences
and health outcomes. We look forward to building on
these efforts and experiences in concert with current
national priorities and planned interventions, which will
inform the development of the next strategic plan for the
organisation and ensure its relevance and impact.
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STATEMENT OF RESPONSIBILITY FOR FINANCIAL REPORTING
BY THE BOARD OF TRUSTEES
The Board of Trustees is responsible for the preparation of the annual financial statements of the Trust for Health
Systems Planning and Development (“HST”). In presenting the annual financial statements, the International Financial
Reporting Standard for Small and Medium-sized entities and the requirements of the Trust Deed have been followed and
appropriate accounting policies have been used, while prudent judgments and estimates have been made.
The Board of Trustees is also responsible for ensuring that proper systems of internal control are employed by or on
behalf of the Trust. These controls are designed to provide reasonable, but not absolute, assurance as to the reliability
of the annual financial statements and to adequately safeguard, verify and maintain accountability for assets, to record
liabilities, and to prevent and detect material misstatement and loss. The systems are implemented and monitored by
suitably trained personnel with an appropriate segregation of authority and duties. Nothing has come to the attention
of the Board of Trustees to indicate that any material breakdown in the functioning of these controls, procedures and
systems has occurred during the year under review.
The annual financial statements have been prepared on the going concern basis, as the Board of Trustees has no reason
to believe that the Trust will not be a going concern in the foreseeable future based on reserves forecasts, available cash
resources, and on the assumption that the Trust will continue to receive sufficient donor funding to meet its financial
obligations.
The annual financial statements have been audited by the independent auditors, Deloitte & Touche, which was given
unrestricted access to all financial records and related data, including minutes of all meetings of members, the Board of
Trustees and committees of the Board of Trustees. The Board of Trustees believes that all representations made to the
independent auditors during their audit were valid and appropriate. The Deloitte & Touche audit report is presented on
pages 10 to 11.

PREPARATION OF THE ANNUAL FINANCIAL STATEMENTS
The annual financial statements have been prepared in accordance with the International Financial Reporting Standard
for Small and Medium-sized entities and the requirements of the Trust Deed by M Moodley (CA) SA, Finance Manager.

APPROVAL OF THE ANNUAL FINANCIAL STATEMENTS BY THE BOARD OF TRUSTEES
The annual financial statements set out on pages 12 to 28 and the supplementary information set out on pages 29 to 33
were approved by the Board of Trustees on 21 October 2016 and signed on its behalf by:

Chairperson

These annual financial statements are an abbreviated version of the full audited version signed at the Board of Trustees’
meeting as recorded above and are not, in themselves, audited. Copies of the full, audited version of the annual financial
statements are available on request. Page numbers mentioned in this abbreviated report refer to the full version of the annual
financial statements.
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CORPORATE GOVERNANCE STATEMENT
The Trust for Health Systems Planning and Development (“HST”) confirms its commitment to the principles of openness,
integrity and accountability as advocated in the King III Code on Corporate Governance. Through this process stakeholders
may derive assurance that the Trust is being ethically managed according to prudently determined risk parameters
in compliance with generally accepted corporate practices. Monitoring the Trust’s compliance with the King Code on
Corporate Governance, where practical, forms part of the mandate of the Trust’s Audit and Risk Committee. The Trust
has complied with the Code, relative to HST’s business during the year under review.

BOARD OF TRUSTEES
Responsibilities
The Board of Trustees (“the Board”) was established on the basis of a legal Deed of Trust document, supplemented by a
formally approved written charter. Its composition is balanced so that no individual or small group dominates decisionmaking. The Board meets regularly, and is responsible for oversight and ensuring proper accountability by the Executive
Management. The Executive Management attends the Board meetings by invitation.
The roles of Committee chairpersons and executives do not vest in the same persons and the chairpersons are nonexecutive Trustees. The chairpersons and chief executive provide leadership and guidance to the Trust and encourages
proper deliberation on all matters requiring the Board’s attention, and they obtain optimum input from the other
Trustees. New appointments to the Board are submitted to the Board as a whole for approval prior to appointment.
The Board has ultimate responsibility for the management and strategic direction of the Trust, as well as for attending
to legislative, regulatory, and best practice requirements. Accountability to stakeholders remains paramount in Board
decisions, and this is balanced against the demands of the regulatory environment in which the Trust operates, and the
concerns of its other stakeholders.
Attendees
16/10/2015

01/04/2016

24/06/2016

Dr R Bismilla (resigned 29 September 2015)

—

—

—

Prof. N Chabikuli



û



Mr A Kader







Prof. E Kibuka-Sebitosi

û



û

Dr V Litlhakanyane







Dr U Mahlati (appointed 24 June 2016)

—

—



Mr T Masilela



û

û

Ms W Matthews

û



û

Dr N Naledi (appointed 24 June 2016)

—

—



Ms F Nzama (appointed 16 October 2015)







Dr F Senkubuge







Mr S Shuping







Ms E Skweyiya

û





Dr M Tong (end of term 1 April 2016)





—
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CORPORATE GOVERNANCE STATEMENT (continued)
GOVERNANCE STRUCTURES
To assist the Board in discharging its collective responsibility for corporate governance, several committees have been
established, to which certain of the Board’s responsibilities have been delegated. These committees operate with written
terms of reference and comprise, in the main, non-executive Trustees. The chairperson of each committee is a nonexecutive Trustee with the exception of the Audit and Risk Committee who is an independent external member. The
following Committees play a critical role to the governance of the Trust:

Audit and Risk Committee
The role of the Audit and Risk Committee is to assist the Board by performing an objective and independent review
of the functioning of the organisation’s finance and accounting control mechanisms and risk management framework.
It exercises its functions through close liaison and communication with executive management and the internal and
external auditors. The committee met three times during the 2016 financial year. The Audit and Risk Committee operates
in accordance with a written charter authorised by the Board, and provides assistance to the Board with regard to:
}
}
}
}
}
}
}
}

ensuring compliance with applicable legislation and the requirements of regulatory authorities;
matters relating to financial accounting, accounting policies, reporting and disclosure;
internal and external audit policy;
activities, scope, adequacy, and effectiveness of the internal audit function and audit plans;
review/approval of external audit plans, findings, problems, reports, and fees;
compliance with the Code of Corporate Practices and Conduct;
review of ethics policies; and
risk assessment.

The Audit and Risk Committee consists of the following non-executive members:
Attendees
16/09/2015

17/02/2016

18/05/2016

Mr J Deodutt (External member)







Dr V Litlhakanyane (Trustee)



û



Mr E A Moolla (External member) (appointed 1 June 2015)

û

û



Ms E Skweyiya (Trustee)

û





The Audit and Risk Committee addressed its responsibilities properly in terms of the charter during the 2016 annual
financial year. No changes to the charter were adopted during the 2016 financial year.
Management has reviewed the annual financial statements with the Audit and Risk Committee, and the Audit and Risk
Committee has reviewed them without management or the external auditors being present. The quality of the accounting
policies was discussed with the external auditors.

Personnel Committee
The Personnel Committee advises the Board on human resources and other personnel related policies including
remuneration packages, and other terms of employment for senior executives. Its specific terms of reference also
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CORPORATE GOVERNANCE STATEMENT (continued)
GOVERNANCE STRUCTURES (continued)
Personnel Committee (continued)
include recommendations to the Board on matters relating, inter alia, to executive remuneration, Trustees’ honorariums
and fees and service contracts. Whenever necessary, the committee is advised by independent professional advisers. The
committee met three times during the 2016 financial year. The Personnel Committee consists of the following members:
Attendees
17/09/2015

18/02/2016

19/05/2016

Dr R Bismilla (Trustee) (resigned 29 September 2015)

û

—

—

Mr A Kader (Trustee)



û



Ms L Matsau (External member)







Ms W Matthews (Trustee)





û

Ms F Nzama (Trustee) (appointed 16 October 2015)

—

û



Finance Committee
The Finance Committee operates in accordance with a written charter authorised by the Board, and provides assistance
to the Board in the overall management of the financial affairs in a manner that will ensure generally accepted reporting,
transparency and effective use of the Trust’s resources, and to periodically review, evaluate and report on the financial
affairs of the Trust.The Finance Committee consists of the following Trustees:
Attendees
17/09/2015

18/02/2016

19/05/2016

Dr R Bismilla (Trustee) (resigned 29 September 2015)

û

—

—

Mr A Kader (Trustee)



û



Ms W Matthews (Trustee)





û

Governance Committee
The Governance Committee operates in accordance with a written charter authorised by the Board, and provides
assistance to the Board in the overall governance of the organisation in a manner that will ensure that best practice is
exercised. The Governance Committee consists of the following Trustees:
Attendees
15/09/2015

16/02/2016

17/05/2016

Dr V Litlhakanyane (Trustee)







Mr T Masilela (Trustee)







Mr S Shuping (Trustee)
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CORPORATE GOVERNANCE STATEMENT (continued)
EXECUTIVE MANAGEMENT
Being involved with the day-to-day business activities of the Trust, these officers are responsible for ensuring that the
decisions, strategies and views of the Board are implemented.

RISK MANAGEMENT AND INTERNAL CONTROL
Effective risk management is integral to the Trust’s objective of consistently adding value to the business. Management
is continuously developing and enhancing its risk and control procedures to improve the mechanisms for identifying and
monitoring risks.
Operating risk refers to the potential for loss to occur due to a breakdown in control information, business processes,
and compliance systems. Key policies and procedures which are in place to manage operating risk involve segregation of
duties, transactions authorisation, supervision, monitoring, and financial and managerial reporting.
To meet its responsibility with respect to providing reliable financial information, the Trust and its divisions maintain
financial and operational systems of internal control. These controls are designed to provide reasonable assurance that
transactions are concluded in accordance with management’s authority, that the assets are adequately protected against
material loss or unauthorised acquisition, use, or disposal, and that transactions are properly authorised and recorded.
The system includes a documented organisational structure and division of responsibility, established policies, and
procedures, including a Code of Ethics to foster a strong ethical climate, which is communicated throughout the Trust. It
also includes the careful selection, training and development of people.
Internal auditors monitor the operation of the internal control system and report findings and recommendations
to management and the Board of Trustees. Corrective actions are taken to address control deficiencies and other
opportunities for improving the system as they are identified. The Board, operating through its audit committee, provides
supervision of the financial reporting process and internal control system.
The Trust assessed its internal control system as at 30 June 2016 in relation to the criteria for effective internal control
over financial reporting. The internal control process has been in place up to the date of approval of the annual report
and annual financial statements. The Trust believes that its system of internal control over financial reporting and
safeguarding of assets against unauthorised acquisitions, use or disposition, met those criteria.

INTERNAL AUDIT
SizweNtsalubaGobodo served as internal auditors for the financial year. Their findings have been received by management
and appropriate measures have been implemented to address the areas of improvement noted.

ETHICAL STANDARDS
The Trust has developed a Code of Conduct (the Code), which has been fully endorsed by the Board and applies to
all Trustees and employees. The Code is regularly reviewed and updated as necessary to ensure it reflects the highest
standards of behaviour and professionalism.
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CORPORATE GOVERNANCE STATEMENT (continued)
ETHICAL STANDARDS (continued)
In summary, the Code requires that, at all times, all Trust personnel act with the utmost integrity and objectivity and in
compliance with the letter and the spirit of both the law and Trust policies. Failure by employees to act in terms of the
Code results in disciplinary action.
The Code is discussed with each new employee as part of his or her induction training, and all employees are asked to
sign an annual declaration confirming their compliance with the Code. A copy of the Code is available to interested parties
upon request.

ACCOUNTING AND AUDITING
The Board places strong emphasis on achieving the highest level of financial management, accounting, and reporting
to stakeholders. The Board is committed to compliance with the International Financial Reporting Standards for Small
and Medium-sized Entities. In this regard, Trustees shoulder responsibility for preparing financial statements that fairly
present:
}
}
}
}

the state of affairs as at the end of the financial year under review;
surplus or deficit for the period;
cash flows for the period; and
non-financial information.

The external auditors observe the highest level of business and professional ethics and their independence is not impaired
in any way.
The external auditors were given unrestricted access to all financial records and related data, including minutes of all
meetings of Trustees, the Board of Trustees, and committees of the Board. The Trustees believe that all representations
made to the independent auditors during their audit are valid and appropriate.
The external auditors provide an independent assessment of systems of internal financial control to the extent necessary
for the audit, and express an independent opinion on whether the financial statements are fairly presented. The external
audit function offers reasonable but not absolute assurance as to the accuracy of financial disclosures.
The Audit and Risk Committee set principles that were considered and accepted by the stakeholders for using external
auditors for non-audit services.
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REPORT OF THE BOARD OF TRUSTEES
The Board of Trustees presents their annual report for Trust for Health Systems Planning and Development for the year
ended 30 June 2016.

1.

GENERAL REVIEW

The Trust for Health Systems Planning and Development (“HST”) is a dynamic independent non-government organisation
that actively supports the current and future development of a comprehensive healthcare system, through strategies
designed to promote equity and efficiency in health and healthcare delivery in Southern Africa.

Goals
}
}
}
}
}

Facilitate and evaluate district health systems development
Define priorities and commission research to foster health systems development
Build South African capacity for health systems research, planning, development and evaluation
Actively disseminate information about health systems research, planning, development and evaluation
Encourage the use of lessons learnt from work supported by the Trust.

2. FINANCIAL RESULTS
2.1 Full details of the financial results are set out on pages 14 to 28 in the attached annual financial statements.
2.2 As set out in the annual financial statements, the Trust had a total surplus for the year of R19 708 733
(2015: R6 206 543).
2.3 The ratio of administration expenses (excluding the unusual and extraordinary items), against gross income is
10.8% which is in line with the prescribed limit as set out in the Trust deed.

3. TRUSTEES
Trustees serve on a voluntary basis and are not remunerated for their services.
The Trustees of the Trust during the financial year and at the date of the report are:
Name

Date appointed

Date resigned/tenure ended

Dr R Bismilla

20 June 2014

29 September 2015

Prof. N Chabikuli

20 June 2014

Mr A Kader

20 June 2014

Prof. E Kibuka-Sebitosi
Dr V Litlhakanyane

14 March 2014
19 November 2010

Dr U Mahlati

24 June 2016

Mr T Masilela

14 March 2014

Ms W Matthews
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REPORT OF THE BOARD OF TRUSTEES (continued)
3. TRUSTEES (continued)
Name

Date appointed

Dr N Naledi

24 June 2016

Ms F Nzama

16 October 2015

Dr F Senkubuge

20 June 2014

Mr S Shuping

01 February 2011

Ms E Skweyiya

13 October 2013

Dr M Tong

Date resigned/tenure ended

01 April 2010

1 April 2016

4. MATERIAL EVENTS AFTER YEAR-END
The Trustees are not aware of any matters or circumstances which are material to the financial affairs of the Trust that
have occurred between year-end and the date of approval of the annual financial statements.

5. GOING CONCERN
The annual financial statements have been prepared on the basis of accounting policies applicable to a going concern. This
basis presumes that funds will be available to finance future operations and that the realisation of assets and settlement
of liabilities, contingent obligations and commitments will occur in the ordinary course of activities of the Trust.
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STATEMENT OF FINANCIAL POSITION as at 30 June 2016
Notes

2016

2015

R

R

24 725 639

25 748 011

ASSETS
Non-current assets
Property, plant and equipment

7

24 725 639

25 718 848

Intangible assets

8

—

29 163

174 544 308

112 293 457

Current assets
Trade and other receivables

9

25 420 078

9 898 029

Cash and cash equivalents

10

142 616 343

93 263 229

Accrued revenue

3

6 507 887

9 132 199

199 269 947

138 041 468

82 518 621

62 809 888

116 751 326

75 231 580

Total assets

EQUITY
Accumulated surplus funds and reserves

LIABILITIES

Current liabilities
Trade and other payables

11

36 398 460

19 528 698

Provisions

12

8 395 298

7 684 710

Deferred revenue

3

71 957 568

48 018 172

199 269 947

138 041 468

Total equity and liabilities
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STATEMENT OF PROFIT OR LOSS
AND OTHER COMPREHENSIVE INCOME
for the year ended 30 June 2016
Notes

2016

2015

R

R

Grant income

3

399 659 674

339 076 675

Other income

4

9 559 234

12 111 740

(358 865 567)

(315 166 947)

(36 863 378)

(32 544 106)

Project expenses
Administration expenses

SURPLUS BEFORE INTEREST

4

13 489 963

3 477 362

Interest received

5

6 218 770

2 729 181

19 708 733

6 206 543

—

—

19 708 733

6 206 543

—

—

19 708 733

6 206 543

SURPLUS BEFORE TAXATION
Taxation

NET SURPLUS AFTER TAXATION
Other comprehensive income

TOTAL COMPREHENSIVE INCOME FOR THE YEAR
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STATEMENT OF CHANGES IN EQUITY
for the year ended 30 June 2016

HSS

HSR

SA Sure
(CDC)

R

R

R

Corporate
Services

HST
Reserve
Fund

Total Equity

R

R

R

Closing balance as at
30 June 2014

8 473 993

1 643 214

11 930 254

17 751 595

16 804 289

56 603 345

Total surplus/(deficit)
for the year

2 013 441

(257 141)

(4 924 889)

9 375 132

—

6 206 543

Transfers to Reserve
Fund

(434 703)

(342 650)

—

—

777 353

—

Closing balance as at
30 June 2015

10 052 731

1 043 423

7 005 365

27 126 727

17 581 642

62 809 888

Total surplus/(deficit)
for the year

(3 065 110)

2 401 345

(5 047 845)

25 420 343

—

19 708 733

Transfers to Reserve
Fund

(659 545)

(463 747)

—

(5 541 904)

6 665 196

—

Closing balance as at
30 June 2016

6 328 076

2 981 021

1 957 520

47 005 166

24 246 838

82 518 621

2016

2015

TOTAL EQUITY COMPRISES THE FOLLOWING:

R

R

Accumulated Surplus funds

58 271 783

45 228 246

HST Reserve Fund

24 246 838

17 581 642

82 518 621

62 809 888

Being mindful of the fact that HST operates in a very competitive environment, the Board of Trustees approved the
creation of a Reserve Fund for the sustainability of the organisation. The Reserve Fund is governed by the applicable
approved policy.
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STATEMENT OF CASH FLOWS
for the year ended 30 June 2016
2016

2015

R

R

48 975 837

39 049 310

6 218 770

2 729 181

55 194 607

41 778 491

6 264 281

1 198 650

(12 105 774)

(13 797 887)

—

(10 103)

(5 841 493)

(12 609 340)

Net increase in cash and cash equivalents

49 353 114

29 169 151

Cash and cash equivalents at beginning of year

93 263 229

64 094 078

142 616 343

93 263 229

Notes

CASH FLOWS FROM OPERATING ACTIVITIES
Cash generated from operations

A

Interest received
Net cash flows generated in operating activities

CASH FLOWS UTILISED BY INVESTING ACTIVITIES
Proceeds from disposal of property, and equipment
Acquisition of property and equipment
Acquisition of intangible assets
Net cash flows used in investing activities

CASH FLOWS FROM FINANCING ACTIVITIES

Cash and cash equivalents at end of year
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NOTES TO THE STATEMENT OF CASH FLOWS
for the year ended 30 June 2016
2016

2015

R

R

A. RECONCILIATION OF SURPLUS BEFORE TAXATION
TO CASH GENERATED FROM OPERATIONS

Surplus before taxation

19 708 733

6 206 543

Depreciation

10 059 982

7 726 264

Amortisation

23 707

97 936

710 588

1 068 351

Profit on disposal of property, plant and equipment

(3 219 824)

(260 844)

Interest received

(6 218 770)

(2 729 181)

21 064 416

12 109 069

(12 897 737)

(10 995 300)

40 809 158

37 935 541

48 975 837

39 049 310

Adjustments for:

Increase in provisions

Cash inflows from operations before working capital changes

Working capital changes:
Increase in trade and other receivables and accrued income
Increase in trade and other payables and deferred income

Cash generated from operations
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FUNDERS AND PARTNERS

FUNDERS

Department of Health – Northern Cape
Department of Health – North West

US Centers for Disease Control and Prevention

Department of Health – Western Cape

National Department of Health – South Africa

Development Bank of Southern Africa

Department of Health – Gauteng

Grounded Media

Department of Health – Limpopo

Khethimpilo

Department of Health – Mpumalanga

Management Sciences for Health

Department of Health – Western Cape

Medical Research Council

German Development Bank (KfW)

Mobenzi

International Development Research Centre

NASTAD

National Lotteries Board

National Health Laboratory Service

World Health Organization Alliance for Health Policy and
Systems Research

National Institute of Communicable Diseases

World Bank

National Treasury
Office of Health Standards Compliance
Office of the Presidency – South Africa

PARTNERS AND
COLLABORATORS

Philanjalo
Progressive Primary Health Care
Public Health Enhancement Fund

Academy for Leadership and Management in Healthcare

PRICELESS

Africa Health Placements

Right to Care

Africare

Social Development Direct

AIDS Foundation

Soul City

Anova Health Institute

South African Catholic Bishops Conference

ASG

20,000+ Partnership

Atlantic Philanthropies

University of Cape Town – CIDER

Aurum Institute

University of the Western Cape

US Centers for Disease Control and Prevention

University of the Witwatersrand – Centre for Rural Health

Continuing Education at University of Pretoria

University Research Council

Department of Health – Gauteng

University of KwaZulu-Natal

Department of Health – Eastern Cape

University of KwaZulu-Natal – Centre for Rural Health

Department of Health – Free State

VP Health

Department of Health – KwaZulu-Natal

Wildflower Projects

Department of Health – Limpopo

Zoë-Life

Department of Health – Mpumalanga
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Durban (Head Office)
34 Essex Terrace, Westville 3630
Tel: +27 (0)31 266 9090
Johannesburg
1st Floor, Block J, Central Park
400 16th Road, Midrand 1682
Tel: +27 (0)11 312 4524
Cape Town
Block B, Aintree Office Park
Doncaster Road, Kenilworth 7700
Tel: +27 (0)21 762 0700
Central fax
086 588 0394
General email
hst@hst.org.za

www.hst.org.za

