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1. INTRODUCTION
In 2014, the National Department of Health (NDOH) drafted a strategy to improve
adherence to chronic disease medication in South Africa. The strategy includes
adherence to HIV, TB, non-communicable disease, and mental health medications.
Before the strategy can be adopted, estimates of its overall resource requirements
and cost to the national budget are needed. It is also important to estimate the cost
of each intervention included in the strategy, so that interventions can be prioritized
if insufficient resources are available to implement the entire strategy. In October
2014, the Health Economics and Epidemiology Research Office (HE2RO) was asked to
make these cost estimates. This report contains the preliminary results of our cost
analysis, for review and comment by NDOH and other stakeholders. It will be
finalized once feedback has been received and incorporated into the analysis and
report.
This report is based on the 1 December 2014 draft of the adherence guide. The
adherence guide contains a stepwise approach to supporting linkage to care,
retention in care and adherence to treatment through the continuum of care based
on a detailed outline of evidence based models and interventions that support
linkage to care, adherence and retention in care. In the implementation plan
facilities are provided with a minimum package of interventions to support linkage to
care, adherence and retention in care with further optional interventions. The cost
estimates provided in this document focus on the minimum package of
interventions.

2. METHODS
2.1 Overview of methods
The overall purpose of this analysis is to estimate the total annual budget required
for NDOH to implement the adherence guide and the cost of implementing each
intervention. The basic equation used throughout the analysis is:
Budget (intervention) =
Cost/patient served x Population in need x % coverage target
Budget (intervention) is the total cost to NDOH to deliver the specified
intervention per year
Cost/patient served is the average cost to deliver an intervention to one patient
for one year (or to complete the intervention if it is not an ongoing activity)
Population in need is the estimated number of people in South Africa who are at
risk of poor adherence and thus would benefit from intervention
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% coverage target is the NDOH’s goal for the proportion of the population of
need who should be reached by the intervention
The total budget for the adherence guide is then the sum of the budgets for all the
interventions. Depending on the NDOH’s available budget, the specific interventions
included and the coverage targets can be adjusted.

2.2 Costing methodology
To estimate costs, we took the following steps.
1. The NDOH adherence guide, “Guidelines to support linkage to care, retention in
care and adherence to treatment for HIV, TB and Non-Communicable Diseases”
was reviewed and 8 discrete interventions were identified from the minimum
package of interventions.
2. In order to ensure the successful rollout of the strategy it was assumed that
there were some initial setup and maintenance costs associated with
implementing the strategy independent of interventions implemented.
3. Within each intervention, a list of resources (ingredients) required for each
intervention was compiled and a quantity (e.g. number of counseling sessions
per patient served) assigned.
4. A resource cost list was developed that estimated the input cost for each
resource (e.g. cost per day of lay counselor time). The cost of each resource was
then multiplied by the quantity of that resource needed for the intervention per
patient served to generate a unit cost for the intervention.
5. To estimate overall cost, the unit cost of each intervention was multiplied by the
population in need (i.e. total number of public sector patients in need of
treatment for each condition). The populations in need were estimated based on
existing statistics and reports.
6. As there is currently no roll out plan for the guidelines, 3 generic roll out
scenarios were included in this report. These scenarios are based purely on the
length of time to reach full coverage (100%). Scenario 1 (Slow): 5 years (20% per
year), Scenario 2 (Medium): 4 years (25% per year) and Scenario 3 (Fast): 3 years
(33% per year). The cost of maintaining the program once full coverage is
reached is not addressed in this report.
An important complicating factor in these cost estimates is comorbidity across the
target medical conditions. A single patient may present with HIV, tuberculosis, and
hypertension, for example. Although this patient will be counted as an individual in
need for each of the three conditions, a single adherence intervention may be
delivered to address all three. The expected total cost of the strategy should
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therefore be adjusted to reflect the high level of comorbidity in South Africa. We do
not have data on comorbidity rates and so it is difficult to make this adjustment. At
the request of the NDOH this report covers HIV, TB, diabetes and hypertension.
Currently these are included and expected comorbidities removed through a
systematic approach of applying national disease prevalence estimates. This does
not reflect the changing prevalence associated with comorbid conditions, but limits
double counting. This can be updated once the prevalence of comorbidities is
estimated.
This report focuses on estimating the incremental cost of implementing the
adherence guide under the assumption that existing staff and facilities are sufficient,
without adding additional human or infrastructural resources. As staffing is such a
key ingredient to this strategy, personnel requirements are included in the report
but excluded from the incremental cost calculation. It is important to bear in mind
that because the success of the interventions depend so heavily on human
resources, if additional staff are found to be required, the cost of the strategy will be
significantly higher than estimated here.

2.3 Interventions
As noted above, the interventions in the adherence guide were categorized into
those which were required by each facility (i.e. minimum package) and those which
were at the discretion or choice of the facility (i.e. optional). The complete list of
interventions outlined in the strategy is shown below, but only the minimum
package is costed.
Population eligible for
intervention
MINIMUM PACKAGE OF INTERVENTIONS
Education and counseling
All new chronic patients
Fast track initiation counseling model
initiating treatment
All unstable adult
Enhanced adherence counseling model
chronic patients on
treatment
Child disclosure counseling model
All paediatric patients*
Alternative refill strategies
All adult chronic patients
Clubs
on treatment
All chronic patients on
Spaced and fast lane appointment
treatment
All chronic patients on
Decentralised medication delivery
treatment
Patient tracing
Tracing of all early missed appointments
All chronic patients on
treatment with missed
appointments
Integrated HIV, TB and NCDs care
Integrated care and counseling model
All chronic patients on
treatment for more than
1 condition
Category and intervention

Included in
costing

Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
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Population eligible for
intervention
OPTIONAL INTERVENTIONS

Category and intervention

Included in
costing

Peer support
Education and peer support
Support groups
Youth clubs
Buddy system
Collaboration with traditional authorities

All adult chronic patients
preparing to initiate
treatment
All chronic patients
All adolescent chronic
patients
All adult chronic patients
with poor adherence
Those patients who
request TH involvement

No
No
No
No
No

mHealth
SMS appointment reminders
SMS encouraging adherence
Tracing
Use of apps, phone and social media

All chronic patients on
treatment
All chronic patients on
treatment
All chronic patients who
are lost to followup
All adolescent chronic
patients

No
No
No
No

Adaptation of care
Decentralised care

After hours clinic
MSM, transgender and sex worker
friendly clinics
Mental health care
SRQ 20 and treatment

All chronic patients on
treatment who are
stable
All chronic patients on
treatment who are
stable

No

No

Special populations

No

All patients with mental
health conditions

No

2.4 Common assumptions
The cost analysis made a number of universal assumptions that apply to the entire
strategy. These are:
•

The interventions are aimed at chronic care patients in general (i.e. HIV, TB,
hypertensive and diabetic patients), but each patient cannot receive an
intervention more than once if they have comorbid conditions.

•

All general training costs are included in setup costs and excluded from the costs
of individual interventions. Where the intervention was considered significantly
different from current practice additional training was costed separately as part
of the intervention. The only intervention where this was necessary was for the
Child Disclosure Model.
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•

Space and overhead are available at no incremental cost (i.e. there is an existing
space in the facility, community, or home where the intervention can be
conducted), with the exception of specific event-based activities such as training.

•

The lowest cadre of staff member allowed by current regulations is assumed to
provide each service.

•

All costs related to the chronic disease treatment itself (i.e. medication,
laboratory tests, routine consultations, etc.) are excluded—the cost estimates
cover only the adherence interventions.

•

All patients who receive any adherence intervention will receive a set of general
patient informational materials. As this set will be given to every patient served
but each patient will receive only one set, even if multiple interventions are
provided, the cost is included in Setup Costs and not with each intervention.

•

All labour is considered perfectly divisible and distributable – in other words it is
assumed that there is no down time or unused time for each staff member.

•

Daily and hourly staff costs are estimated using the government published salary
for that cadre assuming that a standard working day has 8 hours, there are 260
working days per year of which 37 are leave (15 annual, 12 public and 10 sick).

•

All equipment costs are paid off over 5 years (5 year working life) with a 5%
discount rate, unless stated otherwise.

3. SETUP, TRAINING, AND MANAGEMENT COSTS
In order for the adherence guide to be rolled out it will be necessary to incur a
number of initial setup costs. These costs are expected to be incurred once at the
start of the program, but will have to be repeated if new staff are added to the
program (training and materials), or if the strategy is altered again. It may also be
appropriate to have refresher training for staff already trained (i.e. after 3 years).
None of these repeat costs are included.

3.1 Training of current health care workers involved in strategy
3.1.1 Description
All public sector health care workers involved should be trained to implement the
adherence guide. For the purposes of training it is assumed that the professional
clinical staff (i.e. doctors and nurses) and the counselors are included in this training.
3.1.2 Key assumptions
•
•
•

Training is assumed to cost the same for per day for every cadre, though the
content of the training may vary by level and specialization of staff
Average of 30 participants per training
Average 1 day of in service training for all clinical staff (all remaining staff at
facility) and 3 days of training for all non clinicians (all lay counselors, all
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•
•
•

•
•

community care givers (CCGs) involved in adherence clubs (40% of all CCGs) & 2
enrolled nurses per facility)
Training covers the complete adherence guide, including all interventions that
will be implemented by existing staff
All staff members require initial training
Once the program reaches full coverage it is assumed that external retraining for
staff members is not required. Retraining of existing staff members and training
of new staff members is conducted by the facility management on an ad-hoc
basis
The cost of Year 1, Scenario 3 (Fast) is shown in the table below and the
subsequent years and alternative scenarios are shown in Section 9
Cost estimate does not include the opportunity cost of trainees’ time (i.e. the
time they are absent from their regular clinical duties in order to participate in
the training)

Check percentages of how many people need accommodation and travel
3.1.3 Resources and unit costs
Resource
Trainer

Assumption(s)
OFF SITE TRAINING 3 DAYS (NON CLINICIANS)
1 trainer per group of 30 @
R3,000/day per day

Local venue hire and
catering
Daily training materials*

Note: Cost excluded as trainers
are salaried employees of the
Regional Training Centre)
R320 per day per delegate

Participant guide

Adherence Plan Book

R - per day

R 320 per day

Note: Unit cost supplied by NDoH
Handouts (30 pages per day + file) R 43.12 per
+ Slides (30 pages per day) +
day
Charts (2 per day)

Daily cost / trainee
Transport for attendees*

Cost/trainee

100% of attendees require
transport, on average these
attendees will travel 150km per
training (75 km to the training
and 75 km back) at R3.30 per
kilometer
Spiral bound guide. R3,630 plus
VAT for 5 units.
Note: Unit cost supplied by NDoH
100 patient self carbonated tear

Adherence Guide – Implementation Cost: Minimum Package v2.0

R 363.12
R 495 per
person per
training

R827.64 per
guide
R153 per

Page 9 of 37

DRAFT - NOT FOR CIRCULATION OR REFERENCE

Resource

Assumption(s)
out adherence plan for each
patient put onto program

Cost/trainee
adherence
plan book

Note: Unit cost supplied by NDoH
Fixed cost / trainee
Overnight accommodation
100% of attendees require
– cost per trainee per night* overnight accommodation, which
costs R910 per night
Note: Unit cost supplied by NDoH
3 x daily cost
Total cost of 3 day training 1 x fixed cost
/ trainee
2 x overnight accommodation
INSERVICE TRAINING 1 DAY (CLINICIANS)
Trainer
1 trainer per group of 30 @
R3,000/day per day

Refreshments per trainee

Participant guide / trainee

Note: Cost excluded as trainers
are salaried employees of the
Regional Training Centre)
2 Tea breaks per day

Spiral bound guide. R3,630 plus
VAT for 5 units.

R 1,475.64
R 910 per day

R 4,385 per 3
day training /
trainee
R - per day

R 25 per
trainee per
day
R827.64 per
guide

Note: Unit cost supplied by NDoH
In service training cost /
trainee
Trainer transport to facility

Standard Operating Practice /
2 per facility
Flip Chart / 3 per facility

R852.64
On average these attendees will
travel 150 km per in service
training (75 km to the training
and 75 km back) at R3.30 per
kilometer
Spiral bound SOP. R 2,365 plus
VAT for 5 units.
Note: Unit cost supplied by NDoH
A4 Spiral bound desktop flip
chart. R 5,390 plus VAT for 5
units.

R 495 per
facility

R 1,078.44
per facility
R 3,686.76
per facility

Note: Unit cost supplied by NDoH
In service training cost /
Adherence Guide – Implementation Cost: Minimum Package v2.0
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Resource
facility

Assumption(s)

Cost/trainee

TRAINING THE TRAINER
Each trainer will receive 2 days of
Cost of training the trainer
training. This will cover all
adherence material.

R 2,958.88
per trainer
trained

Note: NDoH set training days
* Cost to be assigned to Regional Training Centre

3.1.4 Quantity and total cost – Scenario 3: Year 1 (Full cost)
Lay counselors, community health care workers (40% of total) and 2 enrolled nurses
per facility receive 3 day off site training. The rest of the health care workers receive
1 day of in service training at the facility.
Multiplying this unit cost (cost/trainee) by the total number of healthcare workers
currently employed in the public sector generates the following total costs for
training.
Currently the estimated number of public sector health care workers employed by
DOH is as follows (See Populations for sources, note this is Year 1 only):
Public sector health
care worker

Number
employed
(2015)

% to be
trained/
year

Doctors§

16,691

33%

Professional Nurses§

78,283

33%

7,772

33%

29,290

33%

3,886

33%

8,806

0%

10,000

Enrolled Nurses§ (2
per facility)
Enrolled Nurses§
(Remaining)
Social workers*§ (1
per facility)
Social workers*§
(Remaining)
Lay Counselors§
Allied health care
professionals*§ (1
per facility)
Allied health care
professionals*§
(Remaining)

Type of
training
In service – 1
day
In service – 1
day

Number to
be trained/
year

Training
cost/year

5,564

R 4,743,805

26,094

R 22,249,072

2,591

R 11,360,073

9,763

R 8,324,609

1,295

R 1,104,453

None

2,935

R0

33%

Off site – 3 day

3,333

R 14,616,667

3,886

33%

In service – 1
day

1,295

R 1,104,453

38,242

0%

None

12,747

R0

Off site – 3 day
In service – 1
day
In service – 1
day
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Public sector health
care worker
Community health
care workers§ (40%
of all CHCW) WBOT
Community health
care workers§
(Remaining) WBOT
Data clerks – Head§

Number
employed
(2015)

% to be
trained/
year

Type of
training

Number to
be trained/
year

18,000

33%

In service – 1
day

6,000

27,000

0%

None

-

3,886

33%

In service – 1
day

1,295

R 26,310,000

R0
R 1,104,453

Total**
Materials per facility

Training
cost/year

R 90,917,585
3,886
facilities

33%

34

33%

Training of trainers
(2 day) §
Total
Grand Total

In service – 1
day
Training of
trainers

5,260

R 6,813,712

11

R 33,534
R 6,847,246
R 97,764,831

* It is assumed that these cadres of health care workers are not given general training on the adherence guide.
** Cents have been rounded
§
Incremental costs

NOTE: The current calculations only include 1 Social Worker, 1 Allied Health Care
Worker, and 1 Data Clerk per facility for training.
In order to train all the current public sector health care workers in 1 year, it would
require 34 full time equivalent trainers. This takes into account: time for training of
trainers, the number of 3 day and the number of 1 day courses required. If only 33%
percent are going to be trained then only 11 trainers are required and at R 2,958 per
trainer trained, it will cost R 33,534 in the first year. Therefore the total training cost
will be R 97,764,831 for Year 1 of Scenario 3.

3.2 Reference materials
3.2.1 Description
Reference materials (posters, information cards, fliers, booklets, etc.) will be needed
by clinics, healthcare workers, patients, and caregivers in support of the full range of
adherence interventions.
3.2.2 Key assumptions
•
•
•

All cadres of healthcare workers trained will receive the same materials at the
same cost (Participant Manual)
All levels of healthcare facilities will receive the same materials at the same cost
(3 Flip charts and 2 Standard Operating Procedures)
One patient information sheet will be provided to every patient served, no
matter how many interventions the patient receives
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•
•
•

Caregivers do not receive any additional information
The cost of developing the materials is not included here
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9

3.2.3 Resources and unit costs
Resource
Healthcare facility
materials §

Assumption(s)
3 x Flip Chart
2 x Standard Operating Procedures

Healthcare provider
materials §

Note: Cost included under in
service training
1 x Participant manual per HCW
trained

Patient materials §

Note: Cost included under off site
or in service training depending on
type of HCW
1 x A4 Z fold glossy brochure

Caregiver materials

§

Adherence patient plan

Patient register

Cost/set
R – per facility

R – per provider

Note: Unit cost supplied by NDoH
No materials provided to care
givers.
100 page self-carbonated, tear off
book – 1 plan per patient covered.
Note: Unit cost supplied by NDoH.
Cost included under 3 day training
as each lay counselor receives 1
book.
Check whether this is for
adherence club – if so included
under adherence club

R 1.89 per
patient
R – per caregiver
R 153 per book

R XX per register

Note: Waiting for unit cost from
NDOH
3.2.4 Quantity and total cost – Scenario 3: Year 1 (Full cost)
Resource

Recipient

Healthcare facility

All clinics and

Number
required at
full
coverage
3,886

%
Total cost
coverage
33%
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Resource

Recipient

materials §

other healthcare
facilities
All healthcare
providers trained
All HIV patients
served by the
strategy
All TB patients
(no HIV) served
by the strategy
All Hypertension
(No HIV/TB)
patients served
by the strategy
All Diabetes (No
HIV/TB/HT)
patients served
by the strategy
Assume 25% of
all HIV patients
present with a
caregiver or
request material
for a caregiver
Assume 25% of
all TB patients
present with a
caregiver or
request material
for a caregiver
Assume 25% of
all HT patients
present with a
caregiver or
request material
for a caregiver
Assume 25% of
all DB patients
present with a
caregiver or
request material
for a caregiver

Healthcare provider
materials §
Patient materials HIV§
Patient materials -TB§
Patient materials Hypertension§
Patient materials Diabetes§
Caregiver materials HIV §

Caregiver materials TB §

Caregiver materials Hypertension §

Caregiver materials Diabetes §

Number
required at
full
coverage

%
Total cost
coverage

182,036

33%

R-

3,457,960

33%

R 2,178,515

123,412

33%

R 77,750

1,811,420

33%

R 1,141,195

4,303,249

33%

R 2,711,047

864,490

0%

R-

48,258

0%

R-

452,221

0%

R-

1,074,307

0%

R-

Total
Adherence Guide – Implementation Cost: Minimum Package v2.0
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§

Incremental costs,

3.3 Management and supervision
3.3.1 Description
Developing and implementing the adherence guide will require a substantial
investment in designing the interventions, training courses, and materials; deploying
resources to the points of service delivery; supervising and managing activities;
collecting and report data; and evaluating results. It is assumed that existing
resources will cover these costs.
3.3.2 Key assumptions
•
•
•
•
•
•

Existing district, operations and facility managers will be responsible for
implementation
The Regional Training Centers will be responsible for developing training material
An existing senior staff member (i.e. WBOT Leader, Senior Lay Counselor) will
visit a facility twice a year to provide ad hoc mentorship
As the mentor is currently employed salary coverage is not incremental, but
travel to the facility is
It is assumed that on average a facility will be 10 km away (20 km round trip) and
that cost will be reimbursed per kilometer
No additional resources are required for developing, implementing, or managing
the activities called for in the guide.

3.3.3 Resources and unit costs
Resource
Clinic mentors

Assumption(s)
Assumed mentor is equivalent to
professional nurse level, with an
equivalent salary.

Clinic mentor visit time

Each visit is 4 hours and occurs 2
times per year.
On average each mentor must
travel 20 kilometres per clinic
visited (10 kilometres each way) at
R3.30 per kilometre.

Cost of accessing facility

Cost/set
R 30,504 per
nurse / month or
R 3,42 per
minute
R 1,641 per clinic
per year
R 66 per clinic
visit, R 132 per
clinic per year

3.3.4 Quantity and total cost – Scenario 3: Year 1 (Full cost)
Resource

Recipient

Number
required at
full
coverage

%
Total cost
coverage
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Resource

Recipient

Mentor time

All clinics and
other healthcare
facilities
All clinics and
other healthcare
facilities

Cost of accessing
facility§

Number
required at
full
coverage

%
Total cost
coverage

3,886

33%

R 2,126,251

3,886

33%

R 170,984

Total
§

R 2,297,235

Incremental costs

4. EDUCATION AND COUNSELLING
4.1 Overview
These interventions provide additional education and / or counseling to eligible
patients from the time they are eligible without hindering / delaying treatment
initiation. They are part of the minimum package of services and as such should be
implemented at each facility.
The three interventions in this category are:
•
•
•

Fast track initiation counseling
Enhanced adherence counseling for unstable patients
Child disclosure counseling model

4.2 Fast track initiation counseling
This intervention focuses on providing education and support to the patient without
delaying initiation on treatment. Education and support is provided by prior to and
post initiation. It includes an individualized adherence plan and the setting of clear
treatment milestones.
4.2.1 Key assumptions
•
•

•
•
•

Costing of this intervention is based on the MSF ART initiation counseling
intervention
3 counseling sessions, individual
o 1 pre initiation
o 1 at initiation
o 1 post initiation
Each session = 20 minutes (MSF estimation between 15-20 minutes)
Lay counselors perform each counseling session
No additional training required

Adherence Guide – Implementation Cost: Minimum Package v2.0

Page 16 of 37

DRAFT - NOT FOR CIRCULATION OR REFERENCE

•
•

No additional materials required
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9

4.2.2 Resources and unit costs
Resource
Lay Counselor

Assumption(s)
Estimated salary as not listed on
DPSA public salary schedule

Counseling session

3 Sessions of 20 minutes each per
patient initiated
Note: Cost included under
“Management and Supervision”
Note: Cost included under
“Management and Supervision”.
Note: Cost included under
“Management and Supervision”
Note: The only materials supplied
are those listed under “Training”
and “Reference Materials”

Clinic mentors
Clinic mentor visit time
Cost of accessing facility
Counseling flip chart

Cost/set
R 3,000 x per
month or R 0.36
per minute
R 21.39 per
patient initiated
RRRR-

4.2.3 Quantity and total costs – Scenario 3: Year 1 (Full cost)
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Resource

Counseling - HIV

Counseling - TB

Counseling Hypertension

Counseling - Diabetes

§

Population
Patients
initiated on
ART (all
initiates)
Patients
initiated on
TB treatment
(No HIV)
Patients
initiated on
Hypertension
treatment
(No HIV/TB)
Patients
initiated on
Diabetes
treatment
(No HIV/TB/
HT)

Number
required at
full coverage

%
Total cost
coverage

629,709

33%

123,412

33%

8,309

33%

R 59,243

19,740

33%

R 140,746

Total Cost

R 4,489,825

R 879,928

R 5,569,742

Incremental costs

4.3 Enhanced adherence training for unstable patients
This intervention focuses on flagging patients with bad outcomes (i.e. high viral load)
and / or adherence issues and referring them for support. It provides additional
training on treatment results, as well as identification and resolution / improvement
of barriers to adherence. New objectives are set with the patient.
4.3.1 Key assumptions
•
•
•
•
•

All adherence issues will be flagged by a raised routine monitoring test (i.e. viral
load for HIV patients) therefore no additional cost
Subsequent follow up monitoring tests are all also part of routine practice
therefore no additional cost
No additional training required
Lay counselor does all counseling sessions
2 individual counseling sessions of 20 minutes each
o First session, interpretation of abnormal monitoring test (i.e. raised viral
load) and implications, review of adherence, explanation of follow up
monitoring test
o Second session, only occurs if follow up monitoring test still abnormal (i.e.
raised viral load), reinforces adherence and prepares for change to new
treatment plan
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•

•
•

If the patient fails to achieve normal monitoring test after intervention they
follow standard of practice and may have treatment regimen changed or
switched if indicated
No additional materials required
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9

4.3.2 Resources and unit costs
Resource
Lay Counselor

Assumption(s)
Estimated salary as not listed on
DPSA public salary schedule

Counseling session

2 sessions of 20 minutes each per
patient who is unstable

Counseling flip chart

Note: The only materials supplied
are those listed under “Training”
and “Reference Materials”
Note: The only materials supplied
are those listed under “Training”
and “Reference Materials”

Patient booklet

Cost/set
R 3,000 x per
month or R 0.36
per minute
R 14.26 per
patient who is
unstable
RR-

4.3.3 Quantity and total costs – Scenario 3: Year 1 (Full cost)
Resource

Counseling
Counseling

Counseling

Counseling

Counseling

Population
Patients
failing 1st line
ART
Patients
failing 2st line
ART
Patients at
risk of TB tx
failure (No
HIV)
Patients at
risk of
Hypertension
tx failure (No
HIV/TB)
Patients at
risk of
Diabetes tx

Number
required at
full coverage

%
Total cost
coverage

47,246

33%

R 224,576

4,925

33%

R 23,410

33,322

33%

R 158,391

1,152,064

33%

R 5,476,144

502,046

33%

R 2,386,392
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Resource

Population

Number
required at
full coverage

%
Total cost
coverage

failure (No
HIV/TB/HT)
§

Total Cost

R 8,268,913

Incremental costs

4.4 Child disclosure counseling model
This intervention focuses on disclosing chronic health conditions to a child, in
particular conditions, which may be associated with stigma (i.e. HIV). Disclosure
should happen progressively starting at the age of 6 or 7 years of age. Full disclosure
should have taken place by 12 years of age. This involves routine support and by the
health care workers but also training of the primary care giver.
4.4.1 Key assumptions
•

•
•
•

•
•

Disclosure happens progressively - 2 sessions are suggested
o Session 1: Partial disclosure (Approximately 6 years of age)
o Session 2: Full disclosure (Approximately 12 years of age)
Lay counselors perform these sessions
Each counselor requires 1 additional day of in service training
The sessions can be individual or group
o Each individual session (1 partial + 1 full)
§ Counselor with caretaker only (15 minutes)
§ Counselor with child and caretaker (20 minutes)
§ Total 35 minutes per disclosure session
o Each group session
§ 1 Counselor with a group of 15 caretakers (1 hour)
§ 1 Counselor with a group of 15 children (1 hour)
§ Total 2 hours per disclosure session for 15 children
No additional materials required
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9

4.4.2 Resources and unit costs
Resource
Lay Counselor

Assumption(s)
Estimated salary as not listed on
DPSA public salary schedule

Lay Counselor Trainer

1 trainer per group of 30 @
R3,000/day per day

Cost/set
R 3,000 x per
month or R 0.36
per minute
R - per day

Note: Cost excluded as trainers are
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Resource

Trainer transport to facility

Refreshments per trainee

Participant guide
Individual Counseling
Session
Group Counseling Session
Disclosure flip chart
Caretaker booklet

Assumption(s)
salaried employees of the Regional
Training Centre)
On average these attendees will
travel 150 km per in service
training (75 km to the training and
75 km back) at R3.30 per kilometer
2 Tea breaks per day at R25 per
trainee per day
10,000 lay counselors & 3,886
facilities – assume on average 3
participants per facility
Counselor already received this in
general 3 day training.
Each session is 35 (15 minutes /
caretaker, 20 minutes / child)
minutes per child disclosure
session
Each session is 2 hours (1 hour /
caretaker, 1 hour / child) per group
of 15 caretakers and children
Note: The only materials supplied
are those listed under “Training”
and “Reference Materials”
Note: The only materials supplied
are those listed under “Training”
and “Reference Materials”

Cost/set

R 495 per facility

R 25 per trainee
per day
therefore R75
per facility
RR 12.48 per child
per disclosure
session
R 2.85 per child
per disclosure
session
RR-

4.4.3 Quantity and total costs – Scenario 3: Year 1 (Full cost)
Resource

Counseling
(Individual)
Counseling
(Individual)
Counselor training§

Counseling (Group)
Counseling (Group)

Population
HIV positive
children
between 7-10
HIV positive
children
between 1112
Facilities
HIV positive
children
between 7-10
HIV positive

Number
required at
full coverage

%
Total cost
coverage

121,815*

33%

R 506,750

121,815*

33%

R 506,750

3,886
33%
Total Cost: Individual

R 935,878
R 1,949,379

121,815*

33%

R 115,724

121,815*

33%

R 115,724
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Resource

Population

Counselor training§

children
between 1112
Facilities

Number
required at
full coverage

%
Total cost
coverage

3,886
33%
Total Cost: Group

R 935,878
R 1,167,327

* Assumed to be 50% of current paediatric treatment cohort
§
Incremental costs

5. ALTERNATIVE REFILL STRATEGIES
5.1 Overview
Alternative refill strategies should be offered to all stable patients. It reduces the
cost to the patient of accessing treatment by reducing the number and frequency of
visits to the facility. This in turn can reduce the burden on the facility.

5.2 Adherence clubs
Adherence clubs aim to reduce the number and length of visits a stable patient
needs to make to a facility for their treatment. It also allows for this to take place in
the community, which may be more convenient for the patient and also takes a
number of healthy patients out of the primary health care facility for monitoring
visits and drug collection.
5.2.1 Key assumptions
•
•
•
•

•

•

Adherence club structure is modeled on the MSF description
Consists of 30 members, adherent and stable on ART
Meets every 2 months for 2 hours (6 times a year)
Each meeting includes
o Clinical assessment (weight and symptom screen)
o Group support / education activity
o 2 months of pre-dispensed, packed drug
o All of the above done by a counselor / peer educator
At one meeting each year
o Annual monitoring bloods (i.e. for HIV, CD4 count and viral load)
o Clinical consultation with clinician
o All of the above done by a nurse
Venue can be at a facility, community meeting area or home
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•

•

•
•
•
•

•
•

Each clinic has a club operations manager (nurse) who takes overall
responsibility, each has a club facilitator (lay counselor), a club professional nurse
responsible for clinical oversight, and a club pharmacist / pharmacy assistant
o With the exception of the club manager and club facilitator all staff would
do this as part of the standard treatment regimen (i.e. no incremental
cost)
According to MSF (Bango et al.) a full time counselor can manage 31 clubs (930
club members), which means 372 hours of actual club meetings and the
remainder for preparation (1,412 hours). Therefore 1.5 hours per patient per
year (15 minutes per patient per session)
A weight scale and blood pressure monitor are required to do the clinical
assessment, these are included but should be available at most clinics
A club register is required, but this would form part of the standard clinic
documentation and would not be an incremental cost
No additional training required
The role of other clinic staff is similar or identical to their current role and
therefore that operations manager provides any necessary training – no
incremental cost
No additional mentorship visits are required – these are covered by the standard
bi annual mentorship visits
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9
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5.2.2 Resources and unit costs
Resource
Operations manager /
Mentor

Assumption(s)
Assumed operations manager /
mentor is equivalent to
professional nurse level, with an
equivalent salary.
Operations manager time
According to MSF reports OM
spends 26 minutes per year per
patient in the club
Clinic mentor visit time
Part of standard bi annual mentor
visit included under “Management
and Supervision”
Cost of accessing facility
Part of standard bi annual mentor
visit included under “Management
and Supervision”
Lay counselor / Community Estimated salary as it is not listed
Health Care Worker
on DPSA public salary schedule.
Assume salary is the similar
between LC and CHCW.
Lay counselor training
Done by operations manager
Lay counselor time /
12 hours per year per club (30
Community Health Care
persons) for club meetings plus 1.5
Worker
hours per patient per year for
preparation of club meetings =
Total of 114 minutes per patient
per year
Venue
Assumed no incremental cost as at
facility or patient home.
Other facility staff, drugs,
All covered as standard costs of
laboratory tests, stationery treatment, including registers etc.
Weight scale and BP
Scale (R250) and blood pressure
monitor
monitor (R500) per facility.

Cost/set
R 30,504 per
nurse / month or
R 3.42 per
minute
R 88.91 per
patient per year
in club
R – per year per
clinic
R – per year per
clinic
R 3,000 x per
month or R 0.36
per minute
RR 40.64 per
patient per year

RRR 750 per facility

Note: This cost should be
extracted as a cost for the PHC
facilities.
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5.2.3 Quantity and total costs – Scenario 3: Year 1 (Full cost)
Resource

Population

Clinic staff time per
All stable HIV
patient year (Club
patients 1st
manager + club
facilitator) = R 129.55
line
per patient year
Clinic staff time per
patient year (Club
All stable TB
manager + club
patients (No
facilitator) = R 129.55
HIV)
per patient year
Clinic staff time per
All stable
patient year (Club
hypertensive
manager + club
patients (No
facilitator) = R 129.55
HIV/TB)
per patient year
Clinic staff time per
All stable
patient year (Club
diabetic
manager + club
patients (No
facilitator) = R 129.55
HIV/TB/HT)
per patient year
Equipment = R 750 per All treatment
facility §
facilities

Number
required at
full coverage

%
Total cost
coverage

888,110*

33%

R 38,351,550

38,011

33%

R 1,641,442

263,743

33%

R 11,389,302

1,204,910

33%

R 52,032,030

3,886

33%

R 971,500

Total Cost R 104,385,824
* Assume 70% of all first line ART patients are stable and eligible for club and can only receive one of the
alternative refill strategies and that the population is split 40% Adherence clubs, 40% Spaced fast lane
appointments and 20% CCMDD
§
Incremental costs

5.3 Spaced and fast lane appointment system
A spaced appointment system reduces the frequency of the patient visits by
removing unnecessary clinician visits and increases the length of the prescription for
stable patients. When the patient is required to visit the facility just for drug
collection there should be a queue / staff member dedicated for stable patients only
requiring drug collection thus reducing their time at the facility.
5.3.1 Key assumptions
•
•
•
•

Based on the MSF model in Malawi
Only stable patients are eligible
Clinical assessment occurs every 6 months
Patients receive a 6 month prescription for their medication
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•
•

•
•

Patients should be given 3 months of drugs per visit
Visits that are just for drug collection are managed by lay counselor
o Dispense 3 months of drugs
o Complete standardized adherence tool
o Update records
The role of other clinic staff is similar or identical to their current role and
therefore no incremental cost
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9

5.3.2 Resources and unit costs
Resource
Lay counselor

Assumption(s)
Estimated salary as not listed on
DPSA public salary schedule

Lay counselor time

15 minutes spent preparing for
patient (pulling file, preparing
documentation and drugs) + 10
minutes spent with patient = 25
minutes per patient per visit (4
visits per year)

Cost/set
R 3,000 x per
month or R 0.36
per minute
R 35.65 per
patient per year

5.3.3 Quantity and total costs
Resource

Lay counselor time
Lay counselor time
Lay counselor time
Lay counselor time

Population
All stable HIV
patients 1st
line
All stable TB
patients
All stable
hypertensive
patients
All stable
diabetic
patients

Number
required at full
coverage

%
Total Cost
coverage

888,110*

33%

R 10,553,707

38,011

33%

R 451,697

263,743

33%

R 3,134,146

1,204,910

33%

R 14,318,347

Total Cost R 28,457,898
* Assume 70% of all first line ART patients are stable and eligible for club and can only receive one of the
alternative refill strategies and that the population is split 40% Adherence clubs, 40% Spaced fast lane
appointments and 20% CCMDD

5.4 Decentralized medication delivery (e.g. CCMDD)
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This intervention is based on the piloted Centralised Chronic Medication Dispensing
Distribution (CCMDD) program being used to delivery medication to stable chronic
patients. Private sector pharmacies are used to pack and delivery medications to a
central collection point. The collection point can be a private sector managed facility
or a public health facility. If the patients does not make their collection the tracing
process is started.
REQUIRE TENDER DOCUMENT WITH VOLUMES – AWAITING PRICE INCREASE
Price increase – tender document
5.4.1 Key assumptions
•
•
•
•

Only applies to stable patients who are on chronic medication
6 monthly clinical visits are required at treating health facility
Treating health facility issues a 6 month prescription – initial 1 months dispensed
at facility
5 remaining repeats are dispensed and distributed to a collection point outside
the facility

MAXIMUM 2 MONTH DISPENSE
•

•

•
•

In a year
o 2 x 1 month drugs dispensed at clinic (facility) – no incremental cost
o 10 x 1 month drugs dispensed and delivered privately – incremental cost
(Even if dispensing period increased the cost will remain the same as the
tender cost was negotiated as per month of treatment)
The maximum legislated dispensing fee is presented in Table 5.4.2, but the
National Department of Health has negotiated a lower fee for dispensing and
distribution. This varies slightly with provider by province but the average is
R20.47 per script/repeat dispensed and distributed.
The National Department of Health is currently using a private pharmacy for the
pick up points and this costs per R7.98 per script / repeat.
Support services such as stock control, contacting the patient, contacting the
treating facility, and dealing with uncollected medication are all assumed to be
included in the cost of the relevant service providers.

5.4.2 Proposed South African Pharmacy Dispensing Fees 2014
Tier

Single Exit Price Range
Low
High
1
R 0.01
R 85.69
2
R 85.70
R 228.52
3
R 228.53 R 799.84
4
R 799.85 Negotiated dispensing fee

Dispensing Fee Maximum
Formula
Low
R 6.95 + 46%
R 6.95
R 18.55 + 33%
R 46.83
R 59 + 15%
R 92.28
R 140 + 5%
R 179.99
Per patient per month R 20
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5.4.3 Resources and unit costs
Resource
Packaging and
dispensing

Delivery
Text message (SMS)

Pick up point fee

Assumption(s)
Private sector pharmacies charge
the standard dispensing fee per
dispensed medication (See table
above). The NDOH has
negotiated a lower price with
designated service providers.
The average cost is R20.47 per
script / repeat dispensed.
Assume that per patient 10
repeats would be dispensed (i.e.
10 months of drugs)
The cost of delivery is included in
the cost of dispensing above.
The cost of contacting the
patient and / or treatment
facility is included in the cost
above.
The negotiated fee for managing
the “pick up” of delivered drugs
is R7.98 per package. Assume
that per patient 10 repeats
would be dispensed (i.e. 10
months of drugs)
Total cost per patient per year

Cost/set
R 204.7 per patient
per year using
designated service
providers

R 0 per patient per
year
R 0 per patient per
year
R 79.80 per patient
per year using the
private provider pick
up point
R 284.50

5.4.4 Quantity and total costs – Scenario 3: Year 1 (Full cost)
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Resource

Cost per patient per
year
Cost per patient per
year
Cost per patient per
year
Cost per patient per
year

Population
All stable HIV
patients 1st
line
All stable TB
patients (No
HIV)
All stable
hypertensive
patients (No
HIV/TB)
All stable
diabetic
patients (No
HIV/TB/HT)

Number
required at
full coverage

%
coverage

Total cost

444,055*

33%

R 42,111,216

19,006

33%

R 1,802,402

131,872

33%

R 12,505,861

602,455

33%

R 57,132,816

Total Cost

R 113,552,295

* Assume 70% of all first line ART patients are stable and eligible for club and can only receive one of the
alternative refill strategies and that the population is split 40% Adherence clubs, 40% Spaced fast lane
appointments and 20% CCMDD

6. PATIENT TRACING
Patients who miss scheduled follow-up appointments at the treatment facility or at a
satellite collection point (i.e. CCMDD model, community adherence group) should be
followed up. Even small breaks in treatment can result in poor treatment outcomes.
In order for tracing to work patients need to consent to tracing, have booked
appointments, and have a unique patient identifier.

6.1 Early tracing of all missed appointments
Once a patient has been identified as having missed an appointment the tracing
process should be started. Depending on the resources available to the facility there
are various methods for tracing patients. Tracing can only be actioned if the facility
records are adequate such that a missed appointment can easily be identified.
6.1.1 Key assumptions
•
•

•

Any patient who has missed an appointment for between 2 – 3 weeks is eligible
Initial attempts can be made to contact the patient via phone call or SMS – it is
assumed this is tried twice and if this is unsuccessful then a Community Health
Worker (CHW) does a home visit.
Of all patients traced it is assumed:
o 25% of patients are reached by phone
o 25% of patients respond to an SMS (75% require SMS)
o 50% of patients require a home visit
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•
•
•

o 25% of all patients return to care
All tracing needs to be recorded on the standard tracing forms
Additional support and counseling should be provided to patients who are
returned to care
The cost of Year 1, Scenario 3 is shown in the table and the subsequent years and
alternative scenarios are shown in Section 9

6.1.2 Resources and unit costs
Resource
Phone call

Text message (SMS)

Lay counselor
Lay counselor time

Community health worker
Community health worker
time
Travel reimbursement

Assumption(s)
If patient reached call length = 5
minutes at mobile phone rates of R
1.30 per minute. Only 25% of
patients are reached – call taken.
If phone calls are unsuccessful
patients are sent 2 text messages
at R 0.20 per SMS. 25% of patients
respond to this with a “Please call
me”
Estimated salary as not listed on
DPSA public salary schedule

Cost/unit
R 1.62 per
patient
defaulting
R 0.30 per
patient
defaulting

R 3,000 x per
month or R 0.36
per minute
Initiation and completion of tracing 5 min + 5 min +
process, (5 admin, 5 min phone call 75% x 5 min +
and 5 min sms) minutes. Support
25% x 20 min =
and counseling for returning
18.75 min
patients, 20 minutes. Assume 25% therefore = R
return.
6.68 per patient
defaulting
DPSA Circular for EPWP (2013)
R 1,442 per
month or R 0.16
per minute
CHW will be used to perform house R 4.85 per
visits. Each visit takes 1 hour
patient
(travel time and patient time). 50% defaulting
of patients require this.
On average CHW travel 20 km per
R 33 per patient
follow up visit and require
defaulting.
reimbursement at R 3.30 per
kilometer. 50% of patients require
this.

6.1.3 Quantity and total costs – Scenario 3: Year 1 (Full cost)
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Resource
Tracing
(Communication § +
travel) = R 34.93 per
patient
Staff time (Lay
counselor) = R 6.68
per patient
Staff time
(Community Health
Worker) = R 4.85
per patient
Tracing
(Communication § +
travel) = R 34.93 per
patient
Staff time (Lay
counselor) = R 6.68
per patient
Staff time
(Community Health
Worker) = R 4.85
per patient
Tracing
(Communication § +
travel) = R 34.93 per
patient
Staff time (Lay
counselor) = R 6.68
per patient
Staff time
(Community Health
Worker) = R 4.85
per patient
Tracing
(Communication § +
travel) = R 34.93 per
patient
Staff time (Lay

Population

Number
required at
full coverage

%
coverage

Total cost

All patients
defaulting HIV
treatment

345,796

33%

R 222,462

All patients
defaulting HIV
treatment

345,796

33%

R 1,329,009

All patients
defaulting HIV
treatment

345,796

33%

R 3,803,756

11,108

33%

R 7,146

11,108

33%

R 42,692

11,108

33%

R 122,188

384,022

33%

R 247,054

384,022

33%

R 1,475,925

384,022

33%

R 4,224,242

430,325

33%

R 276,842

430,325

33%

R 1,653,882

All patients
defaulting TB
treatment (No
HIV)
All patients
defaulting TB
treatment (No
HIV)
All patients
defaulting TB
treatment (No
HIV)
All patients
defaulting
hypertension
treatment (No
HIV/TB)
All patients
defaulting
hypertension
treatment (No
HIV/TB)
All patients
defaulting
hypertension
treatment (No
HIV/TB)
All patients
defaulting
diabetes
treatment (No
HIV/TB/HT)
All patients
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Resource

Population

counselor) = R 6.68
per patient

defaulting
diabetes
treatment (No
HIV/TB/HT)
All patients
defaulting
diabetes
treatment (No
HIV/TB/HT)

Staff time
(Community Health
Worker) = R 4.85
per patient
§

Number
required at
full coverage

430,325

%
coverage

Total cost

33%

R 4,733,575

Total Cost

R 18,138,774

Incremental costs

7. INTEGRATED HIV, TB AND NCDS CARE
In order to reduce the burden on the patient who has co morbidities it essential that
they receive screening, diagnosis and treatment for all their conditions using an
integrated approach. An integrated approach can be applied at a facility level or at
the health care provider level.

7.1 Integrated consultation and counseling
The health care provider and the counselor should jointly provide the care and
treatment for different health conditions and related their adherence during a single
visit at a facility.
7.1.1 Key assumptions
•
•

Health care providers need to be trained to provide integrated consultations to
patients presenting with co morbidities
Lay counselors need to be trained to use an integrated counseling model that
covers counseling for all the patient active conditions

7.1.2 Costs
The costs for this intervention are not included in this report. Additional information
regarding the intervention as well as the prevalence of co morbid conditions is
required in order to provide cost estimates for this.

8. POPULATIONS IN NEED
The total population in need, by major condition and subgroup at risk for poor
adherence, is presented in the table below. All the patient populations show
modeled projections for future years based on the model or prevalence that is cited
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as the source. For health care worker populations it is assumed that the ratio of
health care worker by cadre remains constant as the South African population
grows. (i.e. if there are 31 doctors per 100,000 then this remains constant in line
with projected population growth.) The same principle was applied to health care
facilities to show growth over time.
Patients that have multiple conditions (i.e. co morbidities) should not be double
counted in terms of the adherence strategy. For example: A patient that has
hypertension and HIV would have their drugs delivered together. There is very poor
information about co morbidities across these diseases. In order to try and reduce
the double counting the following was done.
All HIV patients were included in the adherence strategy. Based on the WHO Global
Tuberculosis Report TB patients who also were HIV positive were removed from the
TB population. For hypertension the total country population was reduced by the
number of patients covered by the HIV and TB population and only the remaining
population has the hypertension prevalence applied to it. Similarly for diabetes the
total country population was reduced by the number of patients covered by the HIV,
TB and Hypertension population and only the remaining population has the diabetes
prevalence applied to it. The method used for hypertension and diabetes assumed
that prevalence does not change with co-morbidities. We know that this is not true,
but have to assume this in order better represent the various populations.
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Condition
Health care workers**
Doctors
Professional Nurses
Enrolled Nurses
Social Workers*
Lay Counselors
Allied health care professionals*
Community Health Workers
All healthcare facilities
Total population (South Africa)
HIV
All ART patients
Total patients initiating on ART
Failing first-line ART
Failing second-line ART
Pediatric patients
Pediatric, age 7-10
Pediatric, age 11-12
st
Total patients on 1 line
st
Stable on 1 line
On ART, early defaulters

Year 1
2015

Year 2
2016

Population in need
Year 3
2017

Year 4
2018

Year 5
2019

182,036
16,691
78,283
37,062
12,692
10,000
42,128
40,000
3,886
53,326,500

144,037
16,926
79,386
37,584
12,870
10,141
42,721
40,564
3,941
54,077,500

145,995
17,156
80,465
38,095
13,045
10,279
43,302
41,115
3,994
54,812,700

147,921
17,383
81,526
38,597
13,217
10,415
43,873
41,657
4,047
55,535,400

149,809
17,604
82,566
39,090
13,386
10,548
44,433
42,189
4,099
56,244,200

3,457,960
629,709
47,246
4,925
243,630
121,815
121,815
3,171,818
2,220,273
345,796

3,979,027
614,917
52,884
6,948
242,747
121,374
121,374
3,626,534
2,538,574
397,903

4,479,412
559,593
59,574
9,563
237,182
118,591
118,591
4,050,511
2,835,358
447,941

4,929,210
486,703
66,696
12,882
228,290
114,145
114,145
4,413,087
3,089,161
492,921

5,311,862
396,283
73,263
16,994
216,472
108,236
108,236
4,699,384
3,289,569
531,186

458,608
316,440
85,439

465,067
320,897
86,643

471,390
325,260
87,821

477,605
329,548
88,978

483,701
333,754
90,114

Source

HST, 2013
HST, 2013
HST, 2013
HST, 2005
DORA Report, 2014
Essack, 2012
DORA Report, 2014
Annual Health Statistics, 2013
Thembisa Model, 2014
Thembisa Model, 2014
Thembisa Model, 2014
NACM, 2014
NACM, 2014
Thembisa Model, 2014
Assume 50% of pediatric
Assume 50% of pediatric
NACM, 2014
st
Assume 70% of all 1 line
Assume 10% of ART px

TB
Total TB population
All TB cases treated
All TB cases failing
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Condition
All TB cases defaulting treatment
Diabetes
Total diabetes population
All diabetes patients on treatment
All new diabetes patients initiated
Diabetic patients on treatment, failure
All diabetic patient on treatment, stable
All diabetic patients defaulting
Hypertension
Total hypertensive population
All hypertensive patients on treatment
All new hypertensive patients initiated
Hypertensive patients on treatment, failure
All hypertensive patient on treatment, stable
All hypertensive patients defaulting

Population in need

Source
Assume 1/3 of those failing

28,480

28,881

29,274

29,660

30,038

5,066,018
4,787,387
67,421
797,898
3,351,171
478,739

5,137,363
4,854,808
66,003
809,135
3,398,365
485,481

5,207,207
4,920,810
64,880
820,135
3,444,567
492,081

5,275,863
4,985,691
63,633
830,948
3,489,983
498,569

5,343,199
5,049,323
62,160
841,554
3,534,526
504,932

SANHANES 2013, Page 92
Stats SA, 2011
Difference between years
Amod et al, 2012
Assume 70% of patients on tx
Assume 10% of patients on tx

5,439,303
1,941,832
27,347
1,235,006
706,827
411,669

5,515,905
1,969,179
26,771
1,252,398
716,782
417,466

5,590,896
1,995,950
26,317
1,269,425
726,526
423,142

5,664,611
2,022,267
25,810
1,286,162
736,106
428,721

5,736,909
2,048,077
25,213
1,302,577
745,501
434,193

SAHANES 2013, Page 82
Day et al, 2014
Difference between years
Day et al, 2014
Day et al, 2014
Assume 1/3 of those failing

** This total excludes all the sub populations marked with *
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9. TOTAL COST OF GUIDELINES
This section shows the total cost of the guidelines, by intervention, across the full
rollout period, which differs according to scenario. In order to ensure an adequate
budget all years after Year 1 are adjusted for inflation at a rate of 7% per annum.
A full and incremental cost will also be shown. The full cost indicates the economic
cost (budget) for implementing these guidelines if there were no existing staff
coverage – it still excludes though the cost of existing infrastructure. The
incremental cost assumes that the existing staff complement (covered under
another budget) is sufficient to implement the guidelines and removes their cost
from the budget.
Scenario 1: 5 Years

Scenario 2: 4 Years

Scenario 3: 3 Years
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