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DPME INTERVIEW QUESTIONS FOR THE DIRECTOR-GENERAL 

OF THE DEPARTMENT OF HEALTH 
 

1. The DG joined the health team at a critical time in the pandemic, and I’d like to know how the 

DG found organisational structure of the health team, and if he has made any changes to 

accommodate Covid-19. Essentially, have there been any changes to the way the health team is 

organised in order to better combat Covid-19 from Wave 1 through to wave 2. 

 

Response:  
 

When I joined the Department, there was already a functioning institutional and organizational 

structure as approved by the Department for Public Service and Administration. Those structures 

consist of 6 branches focusing on various components of the health sector to deal with various 

operational (i.e., infrastructure development and maintenance) and disease specific elements (such 

as HIV and TB). Given the novel nature of the COVID-19 pandemic and its complexities it was important 

that the Department utilizes both internal and external capacity and expertise to address the changes 

and dynamics brought about by the pandemic.  

 

The COVID 19 pandemic has necessitated the reprioritizing of programmatic activities to include our 

most urgent and pressing needs while concurrently dealing with two surges in COVID-19 cases, as well 

as the roll out of the vaccine programme. To this end, through Ministerial and Cabinet direction, we 

created a few additional structures to proactively meet the gaps we had identified and to speed up 

our preparedness in designing and implementing interventions to manage the pandemic.  

 

Some of the functional structures we created include the Incidence Management Team supported by 

the Project Management Office in the Department. Additionally, we enhanced our collaboration and 

liaison with entities such as the National Health Laboratory Services in our efforts to ramp up testing 

capacity and the National Institute for Communicable Diseases to meet regular reporting and update 

requirements. Furthermore, the Minister appointed several research experts and scientists to be part 

of various Ministerial Advisory Committees (MACs) – these Committees have assisted government in 

a preparing several advisories on policies such as the implementation of non-pharmaceutical 

interventions to prevent the pandemic from spreading further. Other structures that were created 

include the South Africa Modelling Consortium to support our population monitoring actions with 

regards to the spread of the virus and identification of hotspots. This information and the technical 

experts all contributed to the development and implementation of the COVID-19 Risk Adjusted 

Strategy. As you are aware, the Minister also officially approached the World Health Organisation 

(WHO) who sent a team of experts to assist the country in managing our response strategy to the 

management of the resurgence of the virus.  

 

2. In many cases, we see the Minister report on the pandemic together with scientific advisors, 

and it can create an impression that the technical members of the team are perhaps, for a lack 

of a better word, ‘sidelined’. Can the DG highlight the role played by the technical members of 
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the health team, and how do they interface with the reports by the Minister and scientific 

advisors? 

 

Response:  
 

As I have indicated in the previous response, the Minister appointed several research experts and 

scientists to be part of various Ministerial Advisory Committees – these Committees have assisted and 

supported us in identifying various interventions to prevent the spread of the virus. What remains 

important to note in all this is that there remains a critical functional separation between the activities 

and responsibilities of the Minister, the Department and government more broadly on the one hand 

and the role that the scientific experts play in the communication of information and the ensuing 

decisions that are taken.  

 

In all instances, the Minister supported by the Department retain the role of overall health system 

stewardship, policy, implementation oversight and decision making. However, to ensure the 

soundness of decision-making processes and the robustness of the evidence upon which such 

decisions are taken, it is important there is reliance on scientific advise from various local and 

international experts. It is indeed inevitable that the complexity of the novel COVID-19 requires 

scientific and technical advice from various parties – internal and external to government (e.g. the 

technical support from the WHO resurgence team).  Members of the Departmental technical team 

participate in compilation of the reports supported by our entities such as NICD, NHLS, the SA 

Modelling Consortium and the various MACs on COVID-19.  

 

3. The Health Department has had to make key decisions with regards to the pandemic, and often 

very quickly. Can you tell us a bit more about the decision flows, the processes of rapidly 

considering the evidence to inform the decisions, and the communication of these decisions to 

the rest of the department? 

 

Response:  

 
The country’s Covid-19 response plan is aimed at halting the transmission of SARS-CoV-2 in South 

Africa and minimizing its potential impact on the health and wellbeing of the society and the South 

African economy. Our response to the pandemic is supported by various interrelated structures and 

processes that have been established at both managerial and operational levels to ensure the design 

and deployment of proactive and timely solutions as the pandemic evolves. Within the National 

Department of Health there is the Project Management Office which has various sub-teams focusing 

on a number of areas such as vaccines, communication, behavioural change and port health matters 

among many others. Information within the Department is communicated to staff members through 

our internal communications newsletter called Rihanyo.  

 

There is also an Incident Management Team that keeps track of the pandemic evolution over time, 

the emergence of hotspots and helps in the designing and implementation of interventions to help 

manage responses to the pandemic. The interventions we implement consider the advisories 

prepared by the MACs for the Minister of Health’s consideration. These advisories are shared with the 
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Provincial Departments of Health through the National Health Council as provided for in the National 

Health Act of 2003.  

Finally, majority of the decisions implemented in relation to lockdowns are taken by the Cabinet 

through the National Coronavirus Command Council after consultation with the Provincial Corona 

Virus Command Council (PCCC).  

 

4. Public health communication can be difficult. Is the DG satisfied with the processes in place to 

provide the public with information, and are there any opportunities or activities currently 

underway to better inform the public? I say these in light of the panic and confusion that tend 

to set in every time new information emerges. 

 

Response:   
 

The complexity of the pandemic and the way it has been evolving has added some difficulties with 

communication requirements. The novel nature of the COVID-19 virus and the speed with which 

countries have been expected to develop interventions and communicate these to various 

stakeholders, especially the public has placed some demands that we all as country, not just 

government, have had to learn as the pandemic has unfolded. The communication plan that 

government has implemented in relation to the pandemic is lead by the Government Communications 

and Information System (GCIS) with inputs and guidance from a wide range of departments such as 

health, social development, transport and the South African Police Service. The plan is driven by the 

objective of ensuring transparent and open leadership to promote community involvement and 

communication of all key information as pertains to the COVID-19 pandemic. Some of the 

interventions that are currently ongoing in these areas include community-centric programmes such 

as mass community screening, testing and the vaccination roll-out programme.  

 

One of the most important interventions we have implemented to help with dealing with the panic, 

confusion and misinformation that comes with the pandemic is the Risk Communication and 

Community Engagement plan.  This is based on the World Health Organisation guidance for countries 

to design and implement community engagement strategies for communicating effectively with the 

public, local partners, and other stakeholders in preparing and protecting individuals, families and the 

public’s health to ensure proactive responses to the COVID-19 pandemic. To this effect, we have put 

into place a rumour and monitoring system to improve data quality on community perceptions around 

the pandemic and to proactively monitor rumours and fake news surrounding the pandemic. This is 

intended to assist the Department in its mass community response initiatives with regards to the 

COVID-19 pandemic and to develop effective community action plans to address rumours with facts 

and verified information.   

 

These strategies are helping to deepen and strengthen our engagement at the grassroots level 

through facilitating a ward based, and district wide defined approach to managing the COVID-19 

epidemic. We are constantly engaging with various social and business sector partners to ensure a 

robust communication approach that continuously empowers our people with accurate, timely and 

accessible information to assist with management and control of the pandemic at the local level.    
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5. In general, we understood the strategy of the department when it comes to Covid-19 to be 

about flattening the curve, but this seems to have gone quiet. Can the DG explain what the 

strategy is in the way the department approaches the Covid-19 pandemic? Have there been any 

changes to the strategy over time? 

 

Response:  
 

One of the core pillars of the Department’s response to the COVID-19 pandemic relates to the 

finalization and implementation of the National Plan for COVID-19 Health Response which was 

approved by the Minister in May 2020. As the COVID-19 pandemic continues to unfold across the 

globe, the Department has been resolute in implementing the strategies and activities detailed in the 

plan. We directed our efforts improving our laboratory capacities for diagnosis and testing of cases 

particularly for the public sector, including reducing turnaround times for results. Contact tracing is 

ongoing in all provinces and household and community screening and testing activities have also 

commenced. These activities are supported by the addition of 67 mobile testing sites which are 

allocated to districts across the country to support case finding activities.  The plan is developed based 

on sound evidence and principles laid out in various documents including the South African 

Government’s Spatial Response Strategy for the Epidemic, the WHO Guidelines for COVID-19 and 

pandemic preparedness and response, published literature and other country documents available in 

the public domain. It has been consulted widely and reviewed by the Ministerial Advisory Committee 

on COVID-19.  

 

The National COVID-19 strategy is also supported by a Risk Adjusted approach that actively relies on 

utilizing the latest data on case numbers (the case fatality rate, the recovery rate, absolute case 

numbers at various levels: sub-district, district and province), emergence of new variants of the virus 

as well as equally relevant clinical and non-clinical information from local and international 

researchers. This also considers developments around vaccines and their availability, including 

resurgence management plans. It is critical that the response plans are regularly updated to take into 

the latest data as this helps to ensure the most appropriate and effective interventions are being 

implemented. The identification of ‘hotspots’ based on population vulnerability and active 

transmission context followed by intensive interventions and tailored to those contexts is 

continuously undertaken. The principle of the response is always maximum containment. The ideal 

goal is to completely halt the spread of COVID-19, but slowing its spread is also critical. This also allows 

for the identification of COVID-19 specific treatment, and research & development of vaccines, buying 

us essential time to prepare and respond as the pandemic continues to evolve. 
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6. In general, can the DG give us on overall assessment of the response from the department of 

health over the past year in terms of the response to Covid-19? What do the DG see as successes 

and ‘failures’, and what is it that the DG could have done differently?  

 

Response:  
 

Globally nations have struggled with the SARS_COV2 virus because it was a novel virus, with no 

population immunity at and the disruptions that the pandemic came with even made it much difficult 

for countries to make effective response.  

 

For South Africa, we learnt lessons from what was happening in China and Italy and we have worked 

very hard to ensure that we keep transmission at manageable levels and protect the health system 

from being overwhelmed. In both the first wave and the second wave all patients that needed 

admission were able to be admitted. However, as a department of health we regret the deaths that 

have happened during this pandemic. For us one death is too many and we continue to extend our 

condolences to all families that have lost their dear ones in this pandemic. May their souls rest in 

peace. The NDOH in 2020 developed a plan to respond to COVID-19 with nine strategic objectives, 

namely:  (a) Governance and leadership; (b) strengthening surveillance and strategic information; (c) 

improve health systems preparedness; (d) enhance community engagement; (e) improving laboratory 

capacity and testing; (f) strengthening clinical care; (g) scaling-up Infection Prevention and Control 

(IPC) measures; (h) enhance capacity at all ports of entry; and (i) expediting research and introduction 

of therapeutics, diagnostics, and vaccines.  

 

Given the complexities of the COVID-19 pandemic and the novel nature of the virus, we have had to 

learn and improvise as new scientific and practical evidence emerges both locally and globally. Some 

of the strengths our responses to the pandemic include:  

• Surveillance conducted at the NICD for laboratory-confirmed COVID-19 disease is strong, 

especially for disease confirmed by PCR testing. We can estimate the symptomatic disease 

burden quite accurately and utilize this information to proactively make decisions and 

respond at local and national level quite quickly.  

• Laboratory capacity increased from the first wave to second wave. 

• Capacity for increased testing rates exists in all provinces, as evidenced by testing rates during 

the peak of the second wave. 

• The Notifiable medical conditions surveillance system already includes COVID-19 as a 

syndrome for mandatory notification. Therefore, clinicians can report immediately once they 

see patients presenting with COVID-19 like symptoms. We have seen that happening 

throughout last year and was key in picking up resurgence in Western Cape and Eastern Cape. 

 

As would be expected with a pandemic such as this one, it is inevitable that challenges are 

encountered in the processes of developing and implementing various interventions. Some of the core 

notable challenges include:  

 

 

• Integration of data from different sources for e.g. the mortality data. 
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• Antigen testing was implemented towards the beginning of the second wave (Oct/Nov 2020). 

However, antigen tests performed outside of the laboratory setting are not consistently 

reported and the numbers of antigen tests performed are likely underestimated. This is being 

addressed. 

• The percentage testing positive is lower for antigen tests than for PCR tests. While this may 

be influenced by the setting in which antigen tests are being used, it is also likely an indication 

of the reduced sensitivity of antigen tests compared to PCR tests. 

• Laboratory turnaround times for PCR tests in the public sector were much improved in the 

second wave compared to the first wave, however, still increased to a mean of 3.9 days during 

the peak of the second wave. 

• Case data missing clinical presentation data especially for cases which are not hospitalized; 

DATCOV captures this for hospitalised cases. 

• Getting people to test for SARS-CoV-2 

o Lack of clarity about the signs or symptoms that warrant testing 

o Barriers to testing e.g. no clinic, too far to a testing station, waiting times too long, no 

swabs available, unwilling staff 

o Consequences of a positive test are too severe e.g., cannot take off work as self-

employed 

 

We need to acknowledge that as a country we are not testing asymptomatic individuals, so we are not 

documenting the full burden of infection in the population. Preliminary data from seroprevalence in 

communities indicates that the infection incidence rate towards the end of the second wave was 

higher than reflected by the case incidence rate, thereby reflecting that more cases have occurred in 

South Africa than have been laboratory confirmed. We are still working on refining interventions and 

tools that will enable us to correctly identify cases that have been previously vaccinated and to 

document all the relevant details to monitor effectiveness of vaccines. This will go a long way in us 

strengthening our virus monitoring and reporting systems, including strengthening our planning and 

decision-making capabilities.   

 

Nevertheless, we firmly believe that there are opportunities to strengthen our overall surveillance 

systems to support the improvement of reporting of antigen testing, the integration of data e.g. line 

list, death data, EVDS, improving data quality on reported cases e.g. clinical presentation, 

comorbidities, and utilization of the National ID as a unique identifier across the different databases 

(laboratory, case line list, mortality databases) to improve linkage. The pandemic can be used an 

opportunity to improve this/change practice. This would prove beneficial for current planning and 

monitoring processes and would also be equally beneficial for the processes related to the phased 

implementation of National Health Insurance.  

 

7. One of the challenges with the pandemic has been approach to contact tracing, in many 

instances considered suboptimal. I’d like the DG to share a little more on this matter and help 

us understand what were the successes and challenges in this regard, and lessons learned 

thereof. 
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Response:  
 

a) Contextual matters 

In response to the rapid spread of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) since 

December 2019, South African government, like many other governments worldwide, have applied 

widespread non-pharmaceutical interventions (such as wearing of masks, frequent hand washing, 

maintaining physical distance, quarantine, etc.) measures to attempt to curb the transmission. These 

policies have suppressed case numbers but had substantial economic, social, and indirect health 

consequences, leading to a growing focus on alternative control strategies.  

 

Over and above the interventions made above, South Africa implemented contact tracing as part of 

the management of infectious disease outbreaks, which aims to interrupt chains of infection 

transmission (e.g., through quarantining contacts), and has formed part of the national response to 

the COVID-19 pandemic. South Africa has developed a National Contact Tracing Guidelines to put 

contact tracing in place. Furthermore, we have invested additional resources into this task by hiring 

new personnel, including repurposing of existing staff and developing apps that could help support 

the re-opening of the economy. Traditionally, contact tracing involves a person recalling their recent 

close contacts and activities. Individuals who are deemed to be at risk of infection (on the basis of 

contact definitions that change over time) are then contacted and advised to take action to reduce 

onward transmission—e.g. to self-quarantine for a now 10-day period.  

 

The ability of any contact-tracing system to reduce disease transmission depends on timely detection 

and isolation of index cases (which requires rapid, population-level, active surveillance); how quickly 

and comprehensively the system can identify and (if applicable) advise quarantine of close contacts 

who will go on to become infected, relative to the infectious period of the disease in question; and 

quarantine adherence. 

 

b) Contact tracing design and implementation:  

In South Africa, contact tracing consists of the manual systems which include household visits and 

follow-up from the call centre, including the use of digital tools to augment traditional contact tracing. 

South Africa has launched the COVIDConnect system that makes the traditional contact tracing 

process faster and more efficient. It streamlines the electronic capture and management of data on 

patients and contacts by enabling automation of contact notification and follow-up, and by allowing 

patients and contacts to electronically self-report (e.g., demographic and clinical data, contacts, 

services needed). Workflows may integrate with surveillance systems or other workforce 

management tools such as call centres, test scheduling, support services.  

 

Furthermore, we have also launched another tool, called COVID Alert app, which is a proximity and 

exposure notification tool. COVID Alert app help identify more contacts and notify them of exposure 

faster than traditional contact tracing alone. Voluntary, opt-in tool using Bluetooth technologies (most 

commonly via smartphone apps) can be used to estimate the proximity and duration of an individual’s 

exposure to patient(s) diagnosed with COVID-19. Digital contact tracing automates tracing on a scale 

and speed not easily replicable without digital tools. It reduces reliance on human recall, particularly 

in densely populated areas with mobile populations. 
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South Africa’s contact tracing uses a more decentralized approach by implementing contact tracing at 

provincial/district/sub-district level. For example, the dedicated staff in the 52 district public health 

authorities are in charge of household visits, screening, referring people under the investigation (PUIs) 

for testing, calling all the close contacts of those infected (i.e., from home and work) and asking 

specific questions (i.e. date of the most recent contact, duration of their interaction) to investigate 

which ones are close contacts, in order to establish quarantine measures or offer testing, if they have 

symptoms. Contact tracers at sub-district and facility level normally track down people who were 

closer than 2 meters to either suspected or confirmed cases for more than 15 minutes in the two days 

before the onset of symptoms or a positive test.  

 

We have learnt that successful case investigation and contact tracing for COVID-19 is dependent on a 

robust and well-trained public health workforce. To be most effective, case investigation and contact 

tracing requires staff with adequate training, language skills, cultural sensitivity, supervision, and 

access to social and medical support for clients and their contacts. While provinces have varied 

workforce, however, in the main, the contact tracer teams consist of nurses, public health graduates 

or current students, retired registered nurses, health educators, social workers, medical or nursing 

students, epidemiologists, health promoters, community health outreach teams, community health 

workers, data managers and public health informatics specialists. 

 

c) Barriers to contact tracing in South Africa 

Notwithstanding the above-mentioned interventions and enabling factors, we have observed that 

challenges arose when there was a steep increase in the number of COVID-19 cases over a short period 

of time as there were insufficient contact tracers and case investigators to support contact tracing. 

The manual reporting of the screening data led to delays, which in turn impeded the ability of districts 

to respond to outbreaks in a timeous manner.  

 

Furthermore, the community screening elicited many possible cases being referred for testing while 

the laboratories did not have sufficient capacity to test and process the tests in a timely manner; this 

led to increased backlogs and long turnaround times. In addition, the limitations of contact tracing 

include incomplete or incorrect recall of contact events by cases; the time taken to notify contacts 

manually, which can delay quarantine; and the fact that it is often resource intensive and time 

consuming. 

 

While we have implemented technology solutions to address some of these limitations, including by 

automating the processing of test results or symptom reports and by use of smartphone capabilities 

(e.g., Bluetooth) to identify and notify contacts instantaneously who are at risk of infection, South 

Africa, like many other countries, its uptake has been delayed by various technical setbacks. These 

include complex practical, technical, legal, and ethical considerations; and low uptake of technology, 

privacy, security, and testing access have been identified as potential barriers to effectiveness. For 

example, the uptake of COVIDConnect service has been low because some communities do not have 

access to internet. These barriers are similar to other countries. 

 

Gathering information from our communities and contact tracers, it is clear that there are number of 

causes that increase stigma. These include misinformation, feeling of insecurity, administrative 

malfunction, and lack of trust on contact tracers and benefits of tracing system. These causes of stigma 
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have number of forms such as residential stigma, organizational stigma, and community-stigma. In 

addition, there are many effects of stigma such as health-risks, harassment, discrimination, life-

insecurity, psychological disorder, loss of social capital and emotional capital, shattering family bond 

and social solidarity that work as barrier to community well-being. Hence, there is a need to overcome 

the barriers through strengthening and decentralization of the COVID-19 medical facilities including 

testing, tracing, formal quarantining, and special treatment for coronavirus in dedicated facilities, 

including by taking initiatives of public-private partnership for health management.  

 

In conclusion, I would like to bring the following key lessons learnt to achieve effectiveness of contact 

tracing, screening, and quarantine and isolation to prevent COVID-19 infection:  

 

• Contact tracing – along with robust testing, isolation and care of cases – is a key strategy 

for interrupting chains of transmission of SARS-CoV-2 and reducing COVID-19-associated 

mortality.  

• In scenarios where it may not be feasible to identify, monitor and quarantine all contacts, 

prioritization for follow-up should be given to contacts at a higher risk of infection based 

on their degree of exposure; and contacts at a higher risk of developing severe COVID-19.  

• Digital tools can enhance contact tracing for COVID-19, however, there has to be one 

national digital platform for contact tracing, but ethical issues around accessibility, 

privacy, security and accountability need to be considered as they are designed and 

implemented.  

• Ideally, contact tracers should be recruited from their own community and have an 

appropriate level of general literacy, strong communication skills, local language 

proficiency and an understanding of the local context and culture. Contact tracers should 

be informed on how to keep themselves safe.  

• Close and consistent engagement with communities and local leadership is critical for 

successful contact tracing. 

• Although, screening and contact tracing are very important to control the epidemic, early 

initiation, larger coverage, and integration with other health programs are very important, 

such as HIV/AIDS, TB, NCDs. 

• Integration of voluntary quarantine with other public health measures increases the 

effectiveness and efficiency of the contact tracing program, such as early isolation of 

suspected and confirmed patients, screening, testing, social distancing. 

• Implementing trust-building strategies can promote participation in preventive measures 

in communities that are highly vulnerable to COVID-19, such as collaborate with 

community leaders and stakeholders when launching health promotion messages and 

initiatives. 

 

8. There’ s also been many concerns about quarantine facilities, and the expansion of field 

hospitals, both in terms of capacity but also in terms of costs. Can the DG please comment on 

how the balance is ensured between expansion of facilities and the need to curtail costs to avoid 

wasteful expenditure? 

 

Response:  
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The National Department of Health in cooperation with the Department of Public Works and 

Infrastructure provided for quarantine facilities since April 2020 to October 2020. A combination of 

state owned, and private owned facilities were utilised during that time. State owned facilities were 

mostly established through partnerships with State owned enterprises (SOE’s). In Gauteng specifically 

partnerships were created with ESKOM, TELKOM and Transnet to utilise their conference and 

accommodation facilities for the purpose of quarantine. Some provinces like the Northern Cape for 

example utilised CHC’s for quarantine. Although the accommodation at the state-owned facilities 

came at no cost, costs associated with staffing, cleaning, food, security and the entire operations 

resulted in a per person per night rate that was comparative to that being paid to private facilities. 

Little capacity or limited additional capital were created from quarantine initiatives. 

 

On the other hand, the National Department through its Emergency Health Infrastructure Unit 

assisted the various Provincial Departments of Health to implement additional surge and bed-capacity, 

by means of emergency repairs, upgrades, new installations, conversion of existing spaces and 

additional capacity through temporary emergency structures. 

 

A Rapid Implementation Management team further assisted with the identification and assessment 

of sites in priority hotspot areas and assist with the planning and lay-out and utilization of these sites. 

The assessment and planning include assessment from a clinical perspective but also architectural, 

electrical and mechanical engineering, health technology and other engineering services as may be 

required. Assessment reports of 28 facilities were completed and various priority projects were 

identified and is currently being implemented through this process. 

 

Various initiatives were also started to identify and investigate sites for field hospitals. The process 

was put on hold on 12 August 2020, after a sharp decline in the need of additional bed capacity were 

reported. The assessments and work associated with these can be contributed towards the readiness 

of the Department should such a need arise again. Equipment procured for operational field hospitals 

are further earmarked to assist and increase the capacity of existing facilities once they are 

decommissioned. Thus, to ensure that little goes to waste. 

 

Creating balance in terms of costs associated with operationalisation of facilities, being it quarantine 

or field hospitals and building capacity in terms of capital expenditure is not comparable. Operational 

costs are like the water in the river that were consumed during the pandemic. There is little left of the 

value we received from it at the time. The capital expenditure however is the adjustment of the river 

due to the flood left it its wake, encapsulated in the plans, additional beds, oxygen and other elements 

that resulted from the pandemic. Not all our efforts can be accounted for in terms of an improved 

health asset facility and capacity base, but they all had some form of impact on our readiness to deal 

with a similar situation in future. 

 

9. The other area of concern is the capacity of the department to conduct adequate surveillance 

of Covid-19. Can the DG reflect on what he sees as strengths and weaknesses of the surveillance 

program for Covid-19 in the country? What are some of the challenges and opportunities here? 

 

Response:  
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A core principle of the National Plan for COVID-19 Health Response is strengthening surveillance and 

strategic information systems for COVID-19 at national and provincial levels to monitor trends, guide 

policy actions and swift changes in response at local levels. This is based on a multipronged approach 

that requires us to work very closely with various partners such as the National Institute for 

Communicable Diseases, National Health Laboratory Services, World Health Organisation, Incidence 

Management Team and the SA Modelling Consortium. As a result of this approach we have been able 

to achieve some significant strength in our surveillance systems including:  

 

• Epidemiological data were successfully used to identify which geographic areas were hotspots 

and where to implement prevention and control strategies. By using epidemiological data, 

interventions were adapted to ensure that these were culturally appropriate and effective in 

the identified hotspots. In addition, a robust monitoring and evaluation framework was 

developed to track progress and impact.  

• Establishment of a sentinel hospital surveillance system to monitor admissions and hospital 

deaths provided critical data for planning through DATCOV 

• There was prompt integration of COVID-19 surveillance into existing Influenza-like-illness and 

pneumonia surveillance systems. 

• We established the South African Covid-19 Modelling Consortium. The predictions from the 

models guided the scaling up of case management and testing capacities across the country. 

• The rapid development of guidelines enabled standardised approaches to case finding, 

diagnosis, management, public health action and the deployment of field epidemiologists in 

Provinces who assisted with collation, analysis, reporting, contact tracing and investigation of 

new clusters of the virus.  

• We utilised the opportunity created by the pandemic to leverage existing platforms through 

the repurposing of the data repository designed for NHI thus ensuring shorter delivery time 

for data needs. 

• Use of standardised registries and system outputs brought about efficiencies by enabling 

more accurate comparisons which allowed for richer and more detailed analytics; and  

• Rapid development and deployment of Nationally managed tools. This allowed for easier data 

management (when standardised tools are deployed) 

 

Certainly, there were some challenges associated with the surveillance processes, especially in the 

early days. Some of these challenges included:  

 

• The existence of inadequate surveillance capacity at the different levels of the health system 

which affected the quality of surveillance and response data 

• Knowledge gaps particularly around the level of herd immunity, duration of immunity, 

correlates of protection delayed provision of guidance and the design of interventions 

• Many indicators being tracked, this increased burden on the Health System in terms of the 

additional data that had to be collected and collated for the purposes of monitoring the 

pandemic   

• Provinces developed specific indicators and information system responses, resulting in 

missing or incorrect or hard to understand data elements. 

• Data flow between multiple information systems created numerous points of vulnerability, 
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thus risking the security and accuracy of the data 

 

10. There have been a few controversial areas, and I’d like the DG to give us some insights into how 

these controversies were approached and dealt with from the perspective of the department, 

including some public debates with some of the country’s top scientists in the first wave, PPE 

controversies, and excess deaths numbers. In the second wave, there was much talk about 

burial rites and Ivermectin. 

 

Response:  
 

a) Excess deaths  

The controversy on excess deaths is nothing but a misnomer. Let me explain why I say this: excess 

deaths are defined as the difference between the total number of deaths reported in a specific period 

compared to the “expected” number of deaths in the same period. The total number of deaths refers 

to the total number of people that died of natural causes during a defined period. The expected 

number of natural deaths is an estimate derived through modelling data, so it is not based on any 

confirmation of the actual cause of death. The modelling is based on assumptions relating to the trend 

in the number of deaths due to natural causes as per the pre-COVID period. This exercise is useful for 

the purposes of assessing trends in mortality but cannot be used as an official statistic since it is based 

on an estimate. In the excess deaths estimate we cannot identify with certainty the actual persons 

that may have died due to COVID-19. The excess deaths report from the Medical Research Council 

(MRC) is an estimate that cannot be linked to the identity of a specific individual hence cannot form 

part of the official statistics. This explains why the Minister cannot update the official COVID-19 death 

statistics based on an estimate of deaths. The Ministerial reports are based on deaths of persons that 

are confirmed to have died due to COVID-19, and these numbers are actual and not an estimate. 

 

b) PPE controversies  

The controversies surround the procurement and distribution of PPE with regards to the COVID-19 

pandemic is obviously regrettable. To proactively avert the occurrence of similar controversies, the 

Department has put in place mechanisms to minimise opportunities for employees not to commit 

corruption when procuring Covid-19 personal protective equipment. As the Accounting Officer of the 

Department, one of the things I have ensured is that all procurement processes must fully conform to 

the policy and delegations on procurement of goods and services. Even when the National Treasury 

withdrew the Supply Chain Management (SCM) instruction note for emergency procurement, as a 

Department we ensured that emergency procurement is immediately discontinued and that the use 

of suppliers duly registered on central supplier database (CSD) is adhered to fully. The selection of 

service providers in the CSD albeit being done manually, there is a criterion for selection that is 

enforced through various filtering fields in the system i.e., per province, district, local municipality, or 

town/ city based.  

 

The NDOH systems and processes provide transparency in the entire procurement cycle to promote 

fair and equitable treatment of potential suppliers. The Department further maximizes transparency 

in the competitive tendering process and takes precautionary measures to enhance integrity and 

ensure accountability for public funds expenditure. The Department also strives to ensure that 

procurement officials meet high professional standards in knowledge, skills and integrity and establish 
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responsibility along with control mechanisms to avoid any corruption activity. All officials that are 

involved in the procurement process are made to complete all necessary declaration forms for 

confidentiality and business interests. This enables officials to disclose upfront if they have 

businesspersons and/or companies they know who may lead to the procurement process being 

compromised.  Officials who are found to be linked to any business interests are recused from the 

procurement process immediately. The Department further ensures that segregation of duties and 

authority levels within the department are adhered to through ensuring that appropriately selected 

bid committees are utilized for transactions above R500 000 thus ensuring that officials do not take 

any decisions unilaterally. However, this is not applicable for deviations which have a separate process 

as guided by National Treasury prescripts. 

  

c) Ivermectin  

The use of Ivermectin as a possible therapeutic treatment for COVID-19 patients remains an area of 

interest for many stakeholders. There have previously been several reports of the unauthorised use 

of Ivermectin for the treatment of COVID-19 patients in some parts of the country. The use of 

Ivermectin in the treatment and prevention of COVID-19 infections has been shown to have antiviral 

and anti-inflammatory properties in-vitro. The South African Health Products Regulatory Authority 

(SAHPRA) is tasked with monitoring, evaluating, investigating, inspecting and registering all health 

products in South Africa. This includes all clinical trials, complementary medicines, medical devices 

and in vitro diagnostics. According to the SAHPRA, there is extremely limited data to date and mostly 

from small under-powered studies showing a trend towards some benefit in the management of 

COVID-19. National and international regulatory bodies have reviewed the data; and have concluded 

that there is unclear evidence of both benefit and harm, in the treatment and prevention of COVID-19 

by using Ivermectin.  

  

In response to the increased demand for access to Ivermectin for human use, SAHPRA has put into 

place mechanisms that support a controlled compassionate use programme, using Section 21 of the 

Medicines and Related Substances Act (Act 101 of 1965), until further data becomes available. Section 

21 allows registered medical practitioners to apply for approval of access to unregistered Ivermectin 

for the management of COVID-19 in individual, named patients. Only quality-assured Ivermectin 

products intended for human use will be made accessible through this programme, and these will be 

controlled as prescription-only Schedule 3 medicines. Importation of Ivermectin products for human 

use will only be allowed from sources that meet appropriate quality assurance standards and in 

accordance with Section 21 provisions.     

 

d) Burial rites  

There are no controversies about burial rights that the Department knows of as we did not deal with 

any nor were we required to prepare an advisory on. The Department never got involved in addressing 

the rights of surviving family members to bury, any such issues were referred to the Police and the 

Courts.  Regulations and Health Directions do not contradict any burial and/or funeral rites thereof 

including the rights to a decent burial. Instead, they guided and advocated for having a safe decent 

burial, hence the issue of mass graves as seen in other countries were discouraged. 

 

There is a continuous process of amending the Health Directions as when new scientific evidence and 

knowledge come to the attention of the Department to guide the country correctly and safely in 
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dealing with COVID-19 and management of human remains thereof. The most recent one as an 

example is that the use of body bags for burial is not obligatory. However, shrouds and blankets can 

be used to wrap human remains inside a coffin/casket. 

 

There have been of course some rare situations in some few parts of the country where human 

remains were wrapped in plastics and coffins wrapped in plastics as well for burial which were clarified 

and advised against.  The clear guidance was that the only situation where a grave can be walled or 

lined with membranes is when the water table is high and there is an obvious need to protect 

underground water as may be guided by the relevant Municipalities. 

 

 

 

 

 

 

11. In terms of the second wave, there’s been much talk about vaccine acquisition. What is the view 

of the DG in terms of the process of vaccine procurement for South Africa, and what is the 

expected impact from the vaccine roll-out. 

 

Response: 
 

The Minister of Health has on more than one occasion indicated the procurement of the vaccines has 

been a complex process that has constantly involved negotiations with multinational manufacturers 

and suppliers of vaccines in the face of intensified global vaccine nationalism and protectionism. As a 

result, the South African government has opted to a centralized vaccines procurement plan supported 

by a diversified approach that involves various engagement mechanisms – bilaterally through 

individual manufacturers such as AstraZeneca, Pfizer, Johnson & Johnson, Moderna, Sinopharm, 

Sinovac, the Sputnik V and Cuba’s Soberana, Abdala and Mambisa Vaccines; multilaterally through the 

COVAX facility and regionally through the African Union’s Vaccine Financing and Vaccine Acquisition 

Task Team. Government is the sole purchaser of vaccines for the national vaccination programme – 

the primary reason for this is that we want to secure access to the vaccines at the lowest possible 

prices for everyone. Funding for the vaccine will be predominantly from fiscus but will be augmented 

by private funding sources where necessary.  

 

South Africa supports a vaccine financing and access regime that globally ensures fairness in access, 

equity in financing and is founded on the principles of social solidarity and equity. This is the reason 

why our Phase 1 COVID-19 vaccination programme to kick-start inoculation for healthcare 

professionals is themed SISONKE, meaning “we are doing this together”. The vaccination for the rest 

of Phase I and for phase 2 and phase 3 will follow the normal acquisition processes and will take place 

as soon as the pipeline of vaccines from other manufacturers has been received. 

The primary expected impact of our vaccine acquisition and immunization strategy is to achieve 

population herd immunity. Our target is to immunize 40 million South Africans by the end of the year, 

taking into account the three phases of the vaccination programme and the target populations per 

phase. Immunizing 40 million lives allows us to reach about 65% of the population which creates a 
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sufficient number of immunized South Africans to help significantly slow down the spread of the virus 

particularly among high risk and vulnerable groups.   
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12. Is the department preparing for the 3rd wave, and what will be the role of behavioural 

interventions? Is the department intending to adopt a behaviour change model as part of its 

mix of interventions going forward? What is the role of Lockdowns, and is the department 

expecting to propose or support a lockdown? 

 

Response: 
  

Government’s position on the pandemic is that our response and interventions must be based on clear 

evidence and that these interventions must be sufficiently robust and proactive to minimize as much 

as is possible the spread of the virus. Over the past 18 months we have been tirelessly worked with 

various local and international experts and organisations to ensure that we resolutely keep track of 

the pandemic and the trends that it follows locally and globally. The World Health Organisation has 

provided us with immense support around resurgence management, but also in the mobilization of 

vaccines for our COVID-19 vaccination programme.  

 

Our approach to planning for a third wave of the pandemic is based on our experiences with the first 

and second waves, taking into consideration scientific and related evidence from other contexts as 

well. The primary focus of our pandemic management interventions is informed by the Risk Adjusted 

Strategy. This is because globally, many countries have experienced similar patterns of a surge 

followed by a period of relative control indicated by lower levels of transmission, which is then 

immediately followed by another surge. Locally, our daily COVID-19 cases first peaked in July 2020. In 

November 2020, we experienced a resurgence of cases which was largely driven by a new variant of 

SARS-COV2 variants. The second wave peaked in January 2021, with a peak that was 49% higher than 

the first peak. Fortunately, due to decisive leadership, planning and rapid implementation of 

interventions the daily new cases have been steadily declining to-date. Nonetheless, this does not 

mean we are now resting on our laurels and are not actively monitoring developments and trends that 

may point to a third wave.  

 

There are many factors that we are constantly monitoring and reporting with regards to the potential 

for a third wave. The emergence of new variants of the virus, including the possible importation a new 

and more virulent strain of the virus as we open the borders under Level 1 is a key potential 

contributor. Other factors that may have a bearing on the potential for a third wave include:  

a. Vaccine hesitancy in certain sections of our population which can reduce the number of 

people protected by vaccine in the population if high proportions of the targeted groups in 

phase 1 and 2 refuse to take the vaccine. I am glad to indicate that this has not proven to be 

the case as we have recorded high uptake among our healthcare professionals in our phase 1 

roll-out so far;   

b. Diminishing adherence to the non-pharmaceutical interventions largely due to community 

fatigue with the control measures can roll back gains that have been made so far. An 

intervention we have rolled out to counter this is the Risk Communication and Community 

Engagement plan; 

c. The level of population immunity (from vaccination and natural infection) that exists in 

different population groups is a big determinant of the possible third wave. We must note 

that the vaccine supply chain will greatly impact the pace of vaccinating the different priority 

groups as per the vaccination strategy; and  
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d. The upcoming winter weather creates a possible dynamic that could easily foster a potential 

third wave. This is because colder weather results in increased time spent indoors and poorer 

adherence to ventilation practices in workplaces and public transport. However, Human 

behaviour and restrictions in place during winter have been shown to be more important in 

stopping spread than the effect of the cold weather.   

 

To mitigate against all these factors, government has put into place interventions such as enhanced 

surveillance and active monitoring of resurgence indicators (i.e., increased tracking, tracing and 

testing of contacts as well as the use of genomic surveillance); continuous risk communication and 

community engagement based on greater community involvement in various response initiatives; 

continued and accelerated pharmaceutical interventions (i.e.,  aggressive vaccinations to achieve the 

target thresholds in Phases 1 and 2 of the national vaccination rollout strategy); non-pharmaceutical 

interventions focused on regular hand washing (including sanitization), reducing crowding, minimizing 

congestion in closed spaces, and increased social distancing  contacts.  

 

The National Plan for COVID-19 Health Response identifies behaviour change interventions as being 

critical to ensuring that the country keeps abreast of the pandemic and responds appropriately and 

timeously in every instance. The behaviour change aspects relate to those within the health system 

itself (i.e., managers, healthcare professionals, etc.) and those within the community. For those within 

the system, behavioural change initiatives have focused on promoting the rapid assessment of gaps 

and enhancing existing surveillance systems to enable monitoring of COVID‑19 transmission. This 

includes the adaptation of tools and protocols for contact tracing and monitoring of COVID‑19 cases 

and hotspots. We have put great emphasis on supporting frontline workers to use surveillance 

systems to provide epidemiological information to conduct risk assessment at the national, provincial 

and district and/or sub-district level. With the involvement of the SA Modelling Consortium we are 

able to perform detailed and highly reliable scenario modelling of the pandemic impact on the health 

system looking at the potential numbers of ICU beds required in a day) on ongoing basis. All these 

changes have helped us establish detailed contact surveillance (linked to EpiSurv) as a key component 

of our COVID-19 pandemic containment response. 

 

We have instituted several behavioural change initiatives that rely on the use of the latest available 

data and information used to identify hotspots and to initiate actions intended to flatten the epidemic 

curve at district, provincial and national level. We also have communication campaigns across 

provinces aimed at sharing good practices on Covid-19 response across provinces.  

 

Through the support of the World Health Organisation and other development partners, we have 

implemented a Risk Communication and Community Engagement plan as part our broader pandemic 

response strategies. The focus of the plan is to effectively engage the community and communicate 

the health risks of COVID-19 and the related mitigation measures in various settings by conducting 

rapid behaviour assessments to understand key target audiences, eliciting perceptions and concerns, 

as well as identifying community influencers and preferred communication channels. This includes the 

preparation and spreading of contextually relevant messages, pre-testing and rolling out of specifically 

targeted messages for key stakeholders and at-risk groups. Critically, the behavioural change 

interventions at the community level draw on local influencers such as community leaders, religious 

leaders, politicians, health workers, community volunteers and local networks such as women’s 
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groups, youth groups, business groups, and traditional healers. All these parties are engaged to 

establish rapid clearance processes for the timely dissemination of messages and materials.  

 

To conclude, the Minister has indicated in the Department’s annual performance plan that:  

“The Coronavirus pandemic has highlighted the positive impact that transparent 

and open leadership has on an emergency response. Mass programmes, such as 

Community Screening and Testing and the Vaccination Campaign, have 

necessitated a community centric approach that ensures that meaningful 

partnerships are fostered. This has enabled us to implement interventions 

timeously in collaboration with our social partners. We have learnt the value 

taking our citizens along with us as we implement the necessary interventions to 

emerge out of this health crisis more resilient than when it found us. As such we 

are resolved to deepen and strengthen our grassroots level engagement: 

government will facilitate a ward based, and district wide defined approach to 

managing the COVID-19 epidemic, in line with the District Development Model.” 

This is what drives our community engagement and behavioural change initiatives with regards to the 

pandemic.  

 

   


