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Foreword

The 12th edition of South African Health Review (SAHR) is a departure from earlier Reviews. This edition focuses on the role 

of the private sector, a part of the health system that has not previously been accorded extensive coverage in the SAHR. 

The contrast between the public and private sectors remains stark in many facets and the deepening inequity is cause for 

profound concern. The significance of the private sector cannot be underestimated both with regard to its potential contribu-

tion to the health and well-being of this country’s people, as well as its role in drawing resources (financial and human) from 

the public sector. 

The intention is to heighten awareness and understanding of a sector that receives much media attention, but rather less 

thorough analysis outside of specialist forums. The Review seeks to stimulate critical discourse and to encourage wider partici-

pation in policy debate. A variety of aspects of the private sector are examined that shed light upon oversight, the pooling 

of resources and purchasing of health care, health care delivery and health indicators. 

Two chapters are perhaps of special importance in this endeavour. One is the review of medical Schemes and related 

legislation that the ministry of Health has promulgated to contribute to the reduction of inequity between the public and 

private health sectors. The second also focuses on efforts to reduce inequity, specifically through the introduction of Social or 

National Health Insurance, and analyses various models that have been proposed over the years.

Other chapters cover issues of Stewardship, Health Policy and Legislation, Health Care Financing and Expenditure, Health 

Information Systems, Human Resources, Private Hospitals, HIV/AIDS, STI and TB in the Private Sector, as well as Health and 

Related Indicators.

Above all we hope that this edition of the SAHR will contribute to harnessing and integrating the private and public sectors, 

which despite the explicit intention to have one health system in South Africa, remain largely separate.

On behalf of the Board of Trustees of the Health Systems Trust (HST) I would like to extend our special thanks to Stephen 

Harrison, from the Council for medical Schemes, who is the guest Editor of this 2007 Review, and who has brought his 

considerable knowledge and expertise to refine and augment the contents. I also wish to thank all authors, contributors and 

reviewers who have generously given their time. Thanks are also due to the SAHR Advisory Committee and the HST Board of 

Trustees for their input and guidance. I would like to acknowledge and especially thank the editorial team for their hard work 

in once again succeeding in producing a Review within extraordinarily tight timeframes, as well as the many HST staff who 

participated in the production of this SAHR.

The national Department of Health has contributed both to the planning and review process and has also made information 

available to authors and editors. HST extends our appreciation and thanks for their input and support. 

T. Patrick Masobe

Chairperson of the Board of Trustees
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Ed�tor�al
The	Role	of	the	Pr�vate	Sector	w�th�n		

the	South	Afr�can	Health	System

Introduct�on

The provision and financing of health care in South Africa 

occurs within two fundamentally different ‘systems’; the public 

health system and the private health system. This however, 

is an oversimplification, because within the private health 

system, the traditional health sector stands apart from the 

formal private health sector from perspectives of organisa-

tion, financing and health care delivery. 

The socio-economic status of an individual in South Africa 

is the primary determinant of the system through which he 

or she will receive access to health care. given vast and 

growing discrepancies in resources spent between both 

sectors, socio-economic status is very often also a determi-

nant of the level and quality of health care that a person 

is able to access. As the right of access to health care is 

a constitutionally protected basic human right, the resultant 

inequities in access to health care undermine and impede 

the objectives of transformation of South Africa to a more 

just and equitable society.

government has initiated various policy and legislative 

measures to improve access to health care in the public 

sector and to bring a measure of rationality to the expan-

sion of the private sector. The private sector has typically 

vociferously backed civil society efforts to pressure govern-

ment into improving equitable access to care in the public 

sector. Calls for greater access to antiretroviral therapy are 

a case in point. 

Societal pressure on government in relation to its response 

to public sector delivery issues, including HIV and AIDS, is of 

course to be welcomed. But the focus of attention on short-

comings in public sector delivery has also wittingly or unwit-

tingly served the agenda of the private sector of diverting 

attention of government, civil society and the media from 

asking critical questions relating to the role and function of 

the private sector. The provincial and national Departments 

of Health (DoH) have all too often been relegated by stake-

holders to custodians of the public health sector, as opposed 

to recognising the stewardship role of government in relation 

to the overall health system. 

Where government has introduced interventions aimed at 

curbing abuses in the private health sector or shaping the 

private health sector to contribute to overall national health 

policy objectives, this has typically been met by fierce resist-

ance from the private health sector or alternatively measures 

to dilute regulatory efforts with a focus on broader intrac-

table issues. Industry responses to the introduction of the 

medical Schemes Act (Act 131 of 1998), the medicine pricing 

Regulations and statements of intention to regulate private 

health costs, are cases in point.a

a This attitude is illustrated in the following quotation from a statement 
issued on 10 June 2007 by Democratic Alliance spokesperson, gareth 
morgan: “It is outrageous for the minister of Health to threaten further 
legislative control over the private sector, as she did during her closing 
remarks in the Health Department Budget debate this past week (June 
7, 2007). Firstly, the money spent on these private hospitals and doctors 
is not the government’s to control; it is the disposable income of the 
people who choose to spend it – and these people already subsidise 
the public sector through their taxes. Secondly, it is a fallacy that the pool 
of people using the private sector is limited to those with medical aids… 
There are numerous poor South Africans who recognise the frustrations 
and poor quality of care that comes with going to public hospitals and 
clinics and choose, at great expense to themselves, to access private 
facilities. … Public health care requires greater transfers from the treasury 
to deal with the human resources crisis, that includes over 40000 vacan-
cies for nurses, and to increase the rate at which hospitals are revital-
ized. Better management of this money is also needed. Perhaps once 
these problems are solved the minister will be in a better situation to 
pass judgment over the private sector.” (manto must fix public health 
care system before passing judgment on private health care. Available 
at: http://www.da.org.za/da/Site/Eng/News/print-article.asp?ID=7756)
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This response raises a number of questions. Do private 

sector models of health service financing and delivery repre-

sent the ‘gold standard’ to which our entire health system 

should strive? In the absence of government intervention, is 

the private sector sustainable in the medium to long-term 

in South Africa? Can some of the challenges faced by the 

public health sector be laid at the door of an under-regu-

lated private sector? How should government exercise its 

stewardship role to ensure that the country’s health resources 

as a whole are optimally and equitably used to protect and 

promote the health of all South Africans?

The 2007 edition of the South African Health Review (SAHR) 

aims to put these and other questions in the forefront of 

public discourse, by creating a repository of information 

and perspectives on a wide range of issues relating to the 

private health sector. given the fact that the private health 

sector consumes approximately 60% of the health spend in 

South Africa, it may be argued that the SAHR theme for 2007 

is long overdue.

This introductory chapter of the SAHR begins by contextual-

ising the discussions in the remaining chapters within a brief 

description of how the South African private health sector 

is structured and funded. The organisation of the chapters 

is then discussed, and a brief overview is provided of the 

main areas of focus of each of the chapters. Finally, there is a 

discussion of some of the key findings and recommendations 

of the authors, which in the opinion of the editorial team must 

form part of a blueprint for conceptualising the role of the 

private health sector as the country moves forward.

Overv�ew	of	the	South	Afr�can	pr�vate	
health	care	system�

South Africa has a large, well-developed, resource inten-

sive and highly specialised formal private health sector. This 

sector is primarily funded through contributions to medical 

schemes, which provide health insurance coverage to some 

7 million beneficiaries (of a total South African population 

of approximately 47 million). In addition, it is estimated that 

some 72% of the Black population in South Africa use tradi-

tional health practitioners. These traditional health practi-

tioners are paid for on an out-of-pocket basis.c 

b The data in this overview are drawn from the various chapters of the 
SAHR, and for this reason specific references are not included.

c The bulk of their clientele are not members of medical schemes, and 
medical schemes in general do not currently cover services provided by 
traditional health practitioners because most of these practitioners are 
not yet registered in terms of any law – a precondition for payment in 
terms of the medical Schemes Act (Act 131 of 1998).

Just over R100 billion was spent on health care in South 

Africa in 2005, equivalent to some 7.7% of the country’s 

gross Domestic Product (gDP). These figures, however, mask 

a massive distortion in the allocation of financial resources 

between the public and private sectors. Only about 40% of 

total health care funds in South Africa are spent in the public 

sector, while 60% flow through private intermediaries.

Households’ out-of-pocket payments directly to health care 

providers account for nearly 14% of all health care expendi-

ture. However, the main financing vehicle for private health 

services are medical schemes, which cover a relatively small 

and declining portion of the total South African population 

(currently approximately 14%).

As spending of financial resources for health has increasingly 

been skewed towards the private sector, this has increas-

ingly drawn health professionals away from the public sector 

to the private sector. These health professionals have been 

attracted by higher remuneration, better working conditions 

and more ready access to advanced technology in the 

private sector. This migration of professionals to the private 

sector has been a major causal factor of the human resource 

crisis in the public sector.

Non-price competition between major private hospital 

groups in South Africa is a contributor to the migration of 

specialists to the private sector. Following a period of rapid 

consolidation of the private hospital sector through takeovers 

and mergers since the late 1990s, ownership of more than 

75% of private hospital beds and 80% of private hospital 

theatres rests in the hands of three major private hospital 

groups (i.e. Netcare, medi-Clinic and Life Healthcare). Private 

hospitals are licensed by provincial health departments, but 

this licensing process and the oversight of the competition 

authorities have been ineffective in preventing the formation 

of an oligopoly of private hospital groups in the country.

A major component of the competitive strategy of these 

hospital groups is to attract doctors (particularly specialists) 

to their hospitals, as a means of increasing patient referrals 

to their hospitals as opposed to those of their competitors. 

This is achieved through a variety of incentives, as well as the 

provision of state-of-the-art facilities and the latest medical 

technologies. This strategy, while rational from a business 

perspective, does not lend itself to the rational allocation 

of health resources on a national basis and contributes 

to massive escalation of private hospital costs, which are 

passed onto consumers.
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Nevertheless, the concentration of financial, human, tech-

nological and infrastructural resources in the private health 

sector compared to a comparatively under-resourced public 

health sector results in a greater number of consumers exer-

cising a preference for obtaining health care in the private 

rather than the public health sector.

Private health care is expensive and out-of-pocket payments 

for major medical expenses are likely to be financially cata-

strophic, even for the relatively well-off. To protect themselves 

and their families against such financial loss, approximately  

3 million South Africans make monthly contributions to 

medical schemes. In terms of the medical Schemes Act of 

1998, contributions to medical schemes must be community-

rated rather than risk-rated. This means that contributions 

cannot be determined on the basis of underwriting factors 

such as age and health status, as with ordinary insurance 

arrangements. This requirement is intended to promote social 

solidarity in the financing of health care. medical scheme 

contributions are sometimes subsidised by employers. A 

portion of medical scheme contributions is also tax deduct-

ible, with the result that the general fiscus also partially subsi-

dises the contributions of members of medical schemes. 

The business of a medical scheme is essentially to defray 

the medical expenses of its beneficiariesd in return for their 

regular contributions. The extent to which a medical scheme 

will cover the medical expenses of its beneficiaries is defined 

and limited in terms of the 'rules' of a medical scheme, which 

essentially constitute the terms of the contract between 

member and medical scheme. The discretion of a medical 

scheme to determine its benefits is to some extent circum-

scribed by the provisions of the medical Schemes Act, which 

amongst other things provides for a minimum set of benefits 

that every medical scheme must provide, the so-called 

‘prescribed minimum benefits’ or ‘PmBs’. One of the intentions 

of the PmBs is to ensure that benefit attrition within a medical 

scheme cannot take place to the extent that members are 

purchasing a diminished benefit and will be left out of cover 

(and dependent on the public sector) in the event of clinically 

necessary major medical expenses.

medical schemes are governed by boards of trustees, of 

whom at least 50% must be elected from amongst the 

scheme’s membership. They are not-for-profit entities. 

However, medical schemes are surrounded by a myriad of 

d  The term “beneficiaries” refers collectively to both the principal members 
(who enter into a contract with the medical scheme, and undertake to 
pay the regular contributions) and those dependants of the principal 
members who are enrolled on the scheme and are therefore also enti-
tled to receive medical scheme benefits.

for-profit entities, which provide services to medical schemes 

in return for a share of their contribution income. These enti-

ties include third-party administrators, brokers, managed 

care companies, reinsurance houses, actuaries, audit firms 

and so on. The notion that the medical schemes industry 

operates on a not-for-profit basis is therefore something of 

a misnomer. 

Containing non-health expenditure of medical schemes to 

acceptable levels is a constant battle of the medical schemes 

regulator, the Council for medical Schemes (CmS). But the 

major driver of medical scheme contribution increases is 

health care costs, most notably a trend of higher than infla-

tionary increases in private hospitals and medical specialist 

costs. The trend of massive escalation in medicine prices 

has largely been contained by medicine pricing Regulations 

promulgated by the minister of Health, although some of the 

profit-making on medicines has been shifted to charging for 

other services.

Another fundamental component of the South African health 

system is the African traditional medicine sector. There are 

estimated to be between 150 000 and 200 000 African 

traditional healers in South Africa, including diviners, herb-

alists, prophets and faith healers, traditional surgeons and 

traditional birth attendants. Twenty-seven million Black South 

Africans, from a diverse range of socio-economic groupings, 

make use of traditional healers, although typically not to the 

exclusion of western medicine. many consumers perceive 

traditional healers to provide more holistic treatment than 

practitioners of western medicine. The Traditional Health 

Practitioners Bill was recently passed by Parliament and at 

the time of writing this editorial, awaited signature into law 

by the President. Once enacted, the Bill will regulate the 

practice of traditional medicine and will provide registered 

traditional healers with the same legal recognition as other 

health care providers. This will also create the legal basis for 

medical schemes to provide benefits for traditional healers.

Finally, there are a relatively small number of practitioners 

of complementary and alternative medicine in South Africa, 

including other forms of traditional medicine. Currently, there 

are some 3 600 practitioners registered with the Allied Health 

Professions Council to perform one or more of the following 

treatment modalities: ayurveda; traditional Chinese medi-

cine; osteopathy; chiropractice, homeopathy, naturopathy, 

phytotherapy, aromatherapy, massage therapy and reflex-

ology. Although there are relatively few practitioners in these 

disciplines, the market for complementary medicines and 

health products is large and growing. many of these prod-



x

ucts are currently sold without regulatory control, although 

there are plans to effectively regulate them in the future.

Synops�s	of	Chapters

The first three sections of the SAHR focus on various aspects 

of the private health sector, namely: oversight; pooling of 

resources and purchasing of care; and health care delivery. 

In addition, as in previous years, the final section on indica-

tors provides a broad range of demographic and health 

related indicators which have significant bearing on the 

health system as a whole. 

Oversight:	Principles	and	Policy

This section includes chapters on stewardship and health 

legislation and policy; the latter being a specific component 

of the stewardship function of government. 

The discussion on Stewardship: Protecting the Public’s 

Health (Chapter 1) draws on the World Health Report 2000 

to argue that the role of government includes setting the 

direction for both the public and private health sectors to 

ensure that the health system contributes to socially desired 

goals of good health outcomes and equity in access to care 

and resources. With specific reference to the private health 

sector, the authors assess the ministry of Health's progress in 

relation to the following elements of stewardship: careful and 

responsible management of the well-being of the popula-

tion; establishing the best and fairest health system possible; 

concern about the trust and legitimacy with which activities 

are viewed by the citizenry; and maintaining and improving 

national resources for the benefit of the population.

The authors conclude that since 1994, there have been 

numerous structural, legislative and policy changes in the 

health system, which have contributed to improving the lives 

of South Africans. However, the problem of inequity between 

public and private sectors remains acute and is growing. 

Certain important pro-equity measures, such as the certifi-

cate of need provisions of the National Health Act, have not 

been implemented. The authors identified the process for 

adoption of the HIV & AIDS and STI National Strategic Plan 

(NSP) as the ‘gold standard’ of stewardship, demonstrating 

that it is possible to build consensus among stakeholders in 

public and private sectors to advance the public good. They 

urge the ministry of Health to similarly use the opportunity 

presented by the Health Charter process to exercise effective 

stewardship and to use the process as a catalyst to imple-

ment universal health coverage and address the inequitable 

allocation of human resources between public and private 

sectors. Amongst other recommendations, they advocate for 

a dedicated unit focused on private sector transformation to 

be established in the national DoH.

The discussion of Health Policy and Legislation (Chapter 2) 

provides an overview of health policy and legislation since 

1994 in so far as it is relevant to the private health sector. 

The chapter also documents various legal challenges to 

the legislative reform agenda, including challenges to the 

Choice on Termination of Pregnancy Act (Act 92 of 1996), 

and protracted attacks on the amendments to the regula-

tions seeking to introduce a transparent, non-discrimina-

tory pricing system for medicines. The author concludes 

that, while there has been significant progress in the area 

of private health regulation, there are still several gaps and 

work that must be completed. Delays in implementation of 

key portions of the National Health Act, and the absence 

of Regulations promulgated in terms of that Act, are cases 

in point. The need for these Regulations to be promulgated 

without further delay is a key recommendation of the chapter. 

Other recommendations include the need for an Office of 

Standards Compliance to be established within the DoH 

and for the PmB package in the Regulations to the medical 

Schemes Act to be reviewed urgently in the manner contem-

plated in those Regulations.

Pooling	of	Resources	and	Purchasing	of	Health	Care

This section covers issues on health care financing and 

expenditure. It also deals with how financial, informational 

and other resources are obtained and distributed in the 

private sector in order to make possible the obtaining and 

provision of health care services. 

Chapter 3 provides a brief overview of Health Care 

Financing and Expenditure in South Africa, in both the public 

and private sectors. The discussion notes that South Africa’s 

overall level of health spending is relatively high by interna-

tional standards; it exceeds that in the majority of countries 

of a similar level of economic development and is similar to 

that in some high income countries. In spite of this, health 

status indicators in South Africa, such as infant mortality, are 

far worse than in other upper-middle income countries. The 

authors conclude that the key challenge facing the South 

African health sector is not one of a lack of resources, but 

rather a great need to use existing resources more efficiently 

and equitably. The authors note progress toward addressing 

allocative efficiency and geographic equity challenges 

in the public health sector, but are of the view that there 

still appears to be inadequate public sector health care 
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funding for the population served. On the other hand, since 

the 1980s, expenditure in the private sector has continued 

to increase at rates far exceeding the annual inflation rate. 

This has contributed to an affordability crisis in the private 

sector, which has resulted in a declining proportion of the 

total population being covered by medical schemes. 

Cumulatively, these factors have contributed to a widening 

public-private mix gap. The authors note that while per 

capita health expenditure in medical schemes was five 

times greater than public sector expenditure in 1998, this 

had increased to 6.6 times greater in 2005. In the view of 

the authors, these differentials are even more concerning 

due to the fact that tax resources are devoted to supporting 

this expensive private medical scheme system through 

tax deductibility of medical scheme contributions and the 

purchasing of medical scheme cover for civil servants. The 

chapter concludes that the diverging trends in the public-

private health sector need to be urgently addressed through 

increased tax funding of public sector services, efforts to 

improve efficiency in the private health sector and mecha-

nisms to promote increased cross-subsidisation in overall 

health care financing and expenditure.

The chapter on Medical Schemes (Chapter 4) critically 

evaluates the role of medical schemes in revenue collec-

tion, pooling of contributions and purchasing of health care. 

The authors identify the problem of affordability of medical 

schemes as the greatest obstacle to growth in the industry. 

To date, solutions to problems of declining affordability of 

medical schemes have not been addressed and industry 

proposals for the establishment of conditions for the emer-

gence of Low Income medical Schemes (LImS) have not 

received a formal response from government.

The authors subscribe to the view that declining employer 

subsidies for post-retirement medical expenses have created 

a ‘future time bomb’, which will have a devastating impact on 

pensioners 10 to 30 years from now, unless effective meas-

ures are taken to address this issue. The opportunity to find a 

solution to this problem is presented by the current evaluation 

of retirement reform proposals by the Department of Social 

Development, which could form the basis of a mandatory 

social security system for retirement. A positive development 

has been the establishment of the government Employees 

medical Scheme (gEmS), which in the view of the authors, 

sets an example to other employers and medical schemes 

by demonstrating that it is possible to develop packages 

that can be made affordable to all employees.

The authors note with concern the fragmentation of risk pools 

in the medical schemes environment caused by churning of 

members by brokers and medical scheme benefit options, 

which create separate risk pools in medical schemes, thereby 

undermining the legislative intent of promoting community-

rating. The implementation of the intended Risk Equalisation 

Fund (REF), which allows for financial transfers from medical 

schemes with better risk profiles to schemes with poorer risk 

profiles, will contribute to addressing this issue. However, 

the authors note that delays in implementation of the REF is 

having very adverse consequences for schemes with higher 

than average age profiles.

medical schemes are urged to shift their focus from being 

passive purchasers of health care to becoming strategic 

purchasers of health care on behalf of their members, which 

entails formation of provider networks, selective contracting, 

risk-sharing, and greater attention to ensuring and meas-

uring the quality of health care. However, obstacles to this 

approach are noted, including reluctance of providers to 

change their fee-for-service reimbursement mechanism. In 

the medium-term, the authors identify the solution to many of 

the identified problems as the establishment of a mandatory 

social insurance system with both risk and income-based 

cross-subsidies. In the interim, the authors identify three areas 

of reform that need to be prioritised: simplified and standard-

ised benefit design; coherent and coordinated health care 

provider legislation; and support for low income workers.

In the chapter on Social or National Health Insurance 

(Chapter 5), the authors postulate that one of the factors 

hampering progress on alternative health care financing 

mechanisms is a lack of clarity on key health insurance 

concepts. The authors seek to demystify some of the termi-

nology around health insurance, and to summarise the 

South African debate about mandatory health insurance, 

which has continued for more than two decades without 

achieving a clear policy framework for the future. The authors 

note that the distinction between Social Health Insurance 

and National Health Insurance has been unhelpful in South 

African debates, because the concepts have often been 

confused. They prefer to examine underlying principles using 

the more inclusive term ‘mandatory health insurance’. The 

chapter traces the development of mandatory health insur-

ance proposals emanating from a variety of committees 

and policy development processes since 1994. Similarities 

and differences of these proposals are compared in rela-

tion to the features of revenue collection, pooling of funds, 

purchasing and provision.
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The authors conclude that mandatory health insurance can 

be an effective way of dealing with the many problems 

currently being experienced in the private health insurance 

market and the disparities in the distribution of health care 

resources between the public and private health sectors. The 

timing of the review is considered to be opportune given that 

practical steps for moving ahead with a ‘mandatory contrib-

utory earnings-related savings and benefits’ social security 

system were announced by the National Treasury earlier this 

year. The authors assert that if this window of opportunity 

is missed to initiate a mandatory health insurance scheme, 

another opportunity may be long in coming.

Chapter 6 provides an overview of Health Information 

Systems in the Private Health Sector, covering a broad range 

of issues from the purposes for which health information is 

collected, the systems which are used to collect and use the 

data, and protection of confidentiality in relation to personal 

medical information. The authors raise a significant concern 

that there is little integration between information systems 

in the public and private sectors, which are developing on 

different tracks. This compromises proper planning, manage-

ment, policy development and performance evaluation of 

the South African health care system. The authors recom-

mend that measures should be urgently implemented to 

ensure the integration of public and private health informa-

tion systems. These measures should include the establish-

ment of a dedicated national health information standards 

body, representative of all relevant stakeholders, to coordi-

nate key processes in the development of public and private 

health information systems.

The chapter on Health and Health Care in the Workplace 

(Chapter 7) provides a useful overview of demographic 

and health status indicators of the South African workforce. 

The authors note that changes in the socio-economic and 

employment patterns of the workforce may manifest in 

changing and new requirements for health care provision. 

The concern is noted that, with the exception of HIV and 

AIDS, little data are available on disease profiles of the South 

African workforce. Occupational disease and injury is identi-

fied as a major cost to the South African economy, translating 

to some 3.5% of the national gDP. There are also indications 

of worsening occupational health and safety standards in 

the non-mining sector. In mines, however, both injury and 

fatality rates have shown a downward trend from 1994 

to the present. In relation to addressing the HIV and AIDS 

epidemic, the financial, mining, manufacturing and transport 

sectors seem to have made significant progress in the imple-

mentation of HIV workplace strategies. Smaller companies, 

however, lag behind the provision of HIV programmes due 

to financial constraints and lack of perceived long-term risk 

to business operations.

The chapter also provides an overview of employer inter-

ventions aimed at improving the health of their workforce, 

including workplace-based occupational health services 

and various types of employer subsidies for the obtaining 

of health services by employees, including medical scheme 

subsidies and bargaining council subsidies. Finally, the 

Workers’ Compensation Fund and disability grants are 

reviewed as models of social security and disability care for 

workers. 

The authors make certain recommendations to promote a 

more proactive approach to preventing ill-health, limiting 

mortality and disability and enhancing access to health serv-

ices among the South African workforce. These recommen-

dations include more effective enforcement of health and 

safety programmes and the expansion of workplace-based 

health services and programmes, particularly in high risk 

employment sectors. This should, in the view of the authors, 

be complemented by mandatory rehabilitation and voca-

tional training programmes to reintegrate injured or diseased 

workers into the workplace. In addition, it is proposed that 

the existing compensation system for occupational injuries 

and diseases should be expanded to include currently 

excluded workers, notably domestic workers, informal sector 

employees and self-employed persons.

The author of the chapter on Rationing of Medicines and 

Health Care Technology (Chapter 8) makes the point 

that while advances in medical technology may enhance 

patient care, most are associated with incremental costs 

to the health care system. Furthermore, the introduction of 

many technological developments is difficult to justify given 

marginal clinical value. Ultimately, given the fact that limited 

budgetary resources are available for health care, difficult 

choices need to be made in relation to the allocation of 

funds in the purchase of new technologies. 

The chapter provides an overview of government efforts to 

achieve more equitable access to health care which impact 

on the acquisition and use of new technology in the private 

health care sector. The author argues that the design of the 

PmB package, and in particular the inclusion of a Chronic 

Disease List (CDL) within that package, has made the appro-

priate rationing of health care technology difficult and has 

in certain respects detracted from the equitable allocation 

of health care resources. The introduction of a Single Exit 

Price (SEP) for medicines resulted in a marked reduction in 
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medicine prices, but the beneficial impact of these reforms 

was compromised to some extent by health care providers 

adjusting pricing structures to offset the loss of profit on 

medicines through other cost structures. In addition, the 

continued absence of a fixed dispensing fee has resulted in 

lower savings being passed on to consumers.

The author acknowledges that overall reforms, such as 

the mandatory offer of generic substitution, phasing out of 

perverse incentives and the introduction of the SEP have had 

a positive effect on affordability of medicines. Nevertheless, 

the author argues that there is a need for an integrated 

national strategy for the introduction of new drugs and tech-

nologies, which will include careful assessment of options for 

the financing of expensive biopharmaceuticals and the intro-

duction of novel technologies through Centres of Excellence 

with appropriate peer review. On the health financing side, 

the author argues for an overhaul of the PmB package in 

a manner that includes well-defined budgetary boundaries 

within which certain health care services will be prioritised.

Health	Care	Delivery

This section on health care delivery considers issues of 

availability of human resources for health, private hospitals, 

public-private partnerships, and the provision of services for 

HIV and AIDS, sexually transmitted infections (STIs) and tuber-

culosis (TB) in the private sector. In addition, there is a specific 

focus on traditional and complementary medicine. In a slight 

departure from the predominantly health focus of the review, 

the focus on traditional medicine includes some interesting 

discussion on the economics of the traditional medicine 

trade, as well as the environmental effect of the traditional 

medicine trade on vulnerable species of fauna and flora. It is 

hoped that these inputs will add a dimension to the review 

which will demonstrate the need to integrate health policy 

discussion within broader socio-economic debates.

The authors of the chapter on Human Resources for Health 

(HRH) (Chapter 9) characterise shortages of various cate-

gories of health personnel in South Africa as a crisis, and 

identify the production, recruiting and retention of health 

professionals as key challenges for the health system. These 

challenges are compounded by the massive skewed distribu-

tion of HRH between public and private sectors – although 

paucity of data makes the true public-private distribution of 

HRH difficult to accurately quantify. The authors explore three 

focal areas, which in their opinion need further research and 

consideration as possible means to address the shortage 

of HRH in South Africa and the maldistribution of resources 

between public and private sectors. These include: lif ting 

the restrictions on the employment of doctors by private 

hospitals by the Health Professions Council of South Africa 

(HPCSA); remunerative work outside the public service; and 

the development of private medical schools. A key recom-

mendation of the authors is the development of a national 

database on public and private health care providers.

One of the means of sharing human and other resources 

between public and private sectors is by way of Public-Private 

Partnerships (PPPs). In Chapter 10, a case study is provided 

of the Pelonomi and Universitas Hospital co-location project 

in the Free State. The authors explain National Treasury’s 

preconditions for PPPs in the health sector, and then go on to 

explain the process which gave rise to the Free State initiative, 

and some of the key objectives of the project. In evaluating 

the project, the authors conclude that it has benefited both 

parties from a health service delivery perspective, while also 

providing broader social and economic benefits to the prov-

ince. The authors identify certain preconditions for successful 

PPPs: objectives must be established upfront, which are 

measurable and unambiguous; there must be regular moni-

toring to ensure that the objectives are being satisfactorily 

met; and an effective and supportive institutional framework 

must be established to support the implementation phases 

of the PPP.

The chapter on Private Hospitals (Chapter 11) recognises the 

significant role which private hospitals play in delivering rela-

tively high quality services to a portion of the South African 

population. In the past two decades, this has contributed to 

a clear shift of preference by medical scheme members to 

obtain services from private rather than public hospitals, which 

has fuelled growth of the private hospital industry and has 

rendered medical scheme income to public hospitals virtually 

negligible. At the same time, the authors point out that there 

has been a dramatic increase in per capita private hospital 

costs, which have consumed an ever increasing proportion of 

total medical scheme benefits. Private hospitals point to high 

nursing costs, changes in patient demographic and disease 

profiles, and unavoidable costs of new technology as some 

of their key cost drivers. Stakeholders such as the CmS, on  

the other hand, point out that the dramatic increase in  

private hospital costs has coincided with massive market 

consolidation in the industry since the late 1990s, which 

has led to an effective oligopoly between the three major 

hospital groups: Netcare, medi-Clinic and Life Healthcare. 

The concern is also expressed that the strategy of the 

hospital groups to attract market share through attracting 

doctors to their hospitals creates perverse incentives for over- 
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servicing and inappropriate hospitalisation, which adds to 

cost escalation. In relation to Black Economic Empowerment, 

the authors observe that the industry has demonstrated 

serious commitment to improving the representation of Black 

persons in its ownership structure.

The authors recommend a comprehensive approach to 

regulating private hospital services, which prioritises issues 

of cost and quality. From a quality perspective, the authors 

express a concern that there is limited regulatory oversight of 

infection control in private hospitals. In relation to costs, the 

authors advocate for placing requirements for far greater 

transparency in pricing by private hospitals, prohibitions on 

perverse incentivisation of doctors by hospitals, and meas-

ures to redress imbalances in negotiating power between 

medical schemes and private hospitals. The authors also call 

for a national private hospital licensing framework, and for 

the review of the HPCSA restrictions on the salaried employ-

ment of doctors by private hospitals.

The chapter on Traditional and Complementary Medicine 

(Chapter 12) provides an overview of the range and 

number of practitioners of African traditional medicine and 

complementary medicine in South Africa. African traditional 

medicine is a source of health care to a large proportion 

of the Black South African population, and there are some 

190 000 traditional healers in the country. The Traditional 

Health Practitioners Bill (Bill 20 of 2007), once signed into 

law by the President, will for the first time create a national 

statutory council for the registration of these practitioners, 

and provide for a regulatory framework for the efficiency, 

safety and quality of traditional health care services. There is 

growing evidence of cooperation between practitioners of 

traditional and allopathic medicine. There are fewer practi-

tioners of other forms of traditional and complementary medi-

cine in the country, such as homeopaths, naturopaths and 

osteopaths, who are registered in terms of the Chiropractors, 

Homeopaths and Allied Health Service Professions Second 

Amendment Act (Act 50 of 2000). The medicines Control 

Council is gearing up for the regulation of complementary 

and African traditional medicine products, many of which 

are currently sold without regulatory control. This is important 

particularly in the light of phenomenal growth in the market 

for complementary medicines and health products in recent 

years.

The authors argue that while there has been significant 

progress in relation to the integration of traditional and 

complementary medicine into the South African health 

system, more should be done by government and other stake-

holders. This includes removal of barriers to reimbursement 

for these services by medical schemes, followed by much 

more advocacy work among medical scheme trustees. 

An interesting adjunct to chapter 12 is the chapter on the 

Economics of the Traditional Medicine Trade in South Africa 

(Chapter 13), which shows the interrelatedness of the health 

sector with other spheres of the South African economy. The 

authors point out that trade in African traditional medicines 

contributes an estimated R2.9 billion to the national economy 

annually (in 2006 prices). This has important benefits for the 

livelihood of people dependent on this sector, with at least 

133 000 households being dependent on the trade in 

medicinal plants in South Africa. However, the consumption 

of some 200 000 tons of largely indigenous plant material 

is not sustainable indefinitely unless efforts are made to culti-

vate these plants. The authors point out that there is currently 

little public or private sector investment in the support and 

development of the current industry, which has negative 

implications for quality. Large pharmaceutical manufacturers 

are adopting a cautious approach to investment because of 

uncertainty in the future of intellectual property rights legisla-

tion, and there is limited academic research in the field.

The authors recommend the creation of incentives to 

encourage existing market players to develop their own 

industry, while at the same time encouraging appropriate 

technology for wild plant harvesting, farming, storage, pack-

aging, dosage and treatment. These incentives should be 

established by various tiers of government by way of bursa-

ries, research funds, market infrastructure development and 

processing facilities. At the same time, the authors recom-

mend the encouragement of investment by pharmaceutical 

manufacturers through enabling them to secure ownership 

rights of technologies developed, where appropriate. A first 

step in the process would be for a strategic role-player to 

lead an initiative to create dialogue between all relevant 

stakeholders.

While Chapter 13 is concerned mainly with the use of plant 

materials in traditional medicine, a fascinating case study is 

provided focusing on traditional medicine use as a major 

cause of the rapid decline of vulture populations and other 

rare species of animals in the country. The case study reports 

on research recently conducted by Ezemvelo KZN Wildlife. 

The research found that the trade in vultures is not sustain-

able at present harvest levels, and supplies of different 

species of vulture could be exhausted in the next 10 to 30 

years. The authors advocate for the development of a coop-

erative effort between traditional medicine market players, 
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rural farmers and conservation agencies in South Africa.

The chapter on HIV and AIDS, STIs and TB in the Private 

Sector (Chapter 14) provides an overview of the private 

sector response to these conditions. The HIV & AIDS and 

STI National Strategic Plan (NSP) identifies the importance 

of increasing the contribution of, and building partner-

ships with, the private sector as a means to respond to 

these epidemics. Certainly, in the treatment of TB, partner-

ships between government and private sector role players 

have proved to be important. In addition, some 100 000 

patients are currently receiving HIV and AIDS care through 

disease management programmes in the private sector, of 

whom some 67 600 are currently receiving Highly Active 

Antiretroviral Therapy (HAART). A case study of the Aid for 

AIDS disease management programme is provided in the 

chapter.

The authors note clear limitations on the response of the 

private sector to these epidemics. The private sector has had 

a curative agenda and has not focused much on prevention 

efforts. In the case of the treatment of STIs, there has also 

not been sufficient financial incentive for private providers to 

maintain uniformly high standards of care. The authors report 

on research, which showed that 58.5% of gPs in South Africa 

had not heard of the syndromic approach to management 

of STIs despite the fact that the public sector has adopted 

the syndromic management drug protocols advocated 

by the World Health Organization. This is a serious indict-

ment on private sector care provision given the fact that it 

is estimated that half or more of STI episodes in the South 

African formal health sector are treated in the private 

sector. Furthermore, there is no integrated and comprehen-

sive sexual and reproductive health care approach in the 

private sector, with each disease being treated vertically as 

a discrete episode without there necessarily being continuity 

of care between different service providers.

The authors argue that, due to the interaction of these 

diseases with each other and the reality that many affected 

patients are mobile between the public and private sectors, it 

is important to model partnerships to deliver comprehensive 

integrated disease management programmes. The private 

sector is also urged to play a far greater role in prevention 

activities than it is currently playing.

Indicators

The final chapter on Health and Related Indicators (Chapter 

15) provides a comprehensive overview of data available to 

assess the status of the health system, ranging from health 

determinants and socio-demographic issues, inputs to the 

system in the form of financing and human resources, to 

indicators of the coverage, efficiency and effectiveness of 

the health system and the ultimate impacts on health status. 

In line with the focus on the private health care sector, this 

chapter sought to gather the best available data on that 

sector, and also to highlight the extent to which available 

national health information systems include or exclude the 

contribution of the private sector. In most cases, systems 

for gathering health-related information from the private 

and public sectors are not integrated or even coordinated, 

making comparison across the sectors difficult.

Despite the fact that human resources are a key input to 

the health system, detailed information on their distribution 

geographically and between the sectors remains very poor. 

Data on the distribution of health facilities are more readily 

available and are included for both sectors alongside the 

section with provincial maps down to sub-district level.

New interactive data products released by Statistics South 

Africa this year have enabled estimation of both medical 

scheme coverage and usage of the public and private 

sectors according to coverage at district level for the first 

time. This information has also enabled more accurate calcu-

lation of public sector expenditure on non-hospital primary 

health care at the district level, which is a key input indicator 

for monitoring equity.

Data from the REF Study has provided a snapshot of chronic 

disease prevalence in the private sector, enabling a compar-

ison to general population data for the first time. Despite the 

substantial contribution of chronic diseases to morbidity and 

mortality, information systems and indicators remain weak, 

except for mortality data from the vital registration system.

Analysis of selected indicators which are available from a 

variety of data sources suggests that the routine aggregated 

health information system (i.e. the District Health Information 

System) has good coverage and reasonable results, aside 

from known areas of concern with data quality (which are 

common to administrative systems globally). Since it already 

designed to accommodate data from both sectors (and 

indeed already includes some private sector data) this is a 

tool that has the potential to provide comprehensive informa-

tion on the health system. Stewardship of health information 
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systems is also critical; worrying discrepancies were noted by 

the authors between the notifiable diseases system and vital 

registration, illustrated using malaria and TB mortality.

The chapter also provides a synopsis of the latest research 

in health metrics, and how some of these principles of moni-

toring and evaluation can assist those using health statis-

tics to interpret and apply them appropriately. Data from 

over one hundred sources were used to compile the current 

chapter, and much of this is made available in the electronic 

version and through the HST web site.

Conclus�on

It is clear from the above discussion that the authors of this 

12th edition of the SAHR have made a wide range of impor-

tant recommendations, all of which require serious consid-

eration by government and relevant stakeholders. It is not 

intended in this concluding section to comment on the merits 

of all these recommendations. There are, however, certain 

cross-cutting themes relating to the South Africa health 

system, which emerge throughout the chapters and which 

warrant emphasis. 

All stakeholders need to recognise the ministry of Health’s 

responsibility to exercise stewardship over the entire health 

system, both public and private. In exercising the constitu-

tional requirement to take legislative and other measures 

to achieve the progressive realisation of the right to health 

care, the private sector cannot be left to its own devices for 

the following reasons.

The first reason for this is that in health care, market forces 

tend not to give rise to an optimally efficient and competitive 

market. This is evident, for example, in the rapid consolidation 

of the private hospital market over the past decade into the 

hands of three major market players, who have little need to 

engage in price competition and instead compete largely 

for the allegiance of doctors. The creation of an oligopoly in 

the private hospital market is in all likelihood a major contrib-

utor to health care cost escalation in the private sector.

The second reason for intervention in the private health 

market is because the uncontrolled development of this 

sector has negative impact on resources in the public sector. 

The most important example of this is the massive migra-

tion of health personnel from the public sector to the private 

health sector, resulting in critical human resource shortages 

in the public sector. The answer to this does not necessarily lie 

simply in restrictions on professional practice, but it provides 

a basis for approaching the issue of supply and distribution 

of human resources between public and private sectors in 

an integrated and coordinated fashion. 

The third reason for intervention is that if cost trends in the 

private health sector continue to be unchecked, the private 

sector is unlikely to be sustainable in the future. Already, the 

proportion of the population who are covered by medical 

schemes is diminishing, resulting in a growing proportion 

of the population which is reliant on the relatively under-

resourced public sector. For the private sector to play a valu-

able role in the development of the South African health 

system, they should be lessening the burden on the public 

sector rather than adding to it.

Perhaps the most important reason why the private sector 

cannot be left to an unregulated market is that it is intol-

erable from a public policy perspective that the socio-

economic status of an individual is a primary determinant 

of the level of access to health care that the individual can 

receive. The achievement of equity and social solidarity in 

access to health care is a fundamental imperative of the 

right of access to health care. The hugely skewed distribution 

of health care resources between persons dependent on 

public and private sectors is inequitable and has no place 

in a society trying to shake off the remnants of a history of 

social injustice.

What is required now is a clear road map to be developed 

by government, in consultation with all relevant stakeholders, 

in terms of how it sees the ongoing development of the 

health system in a manner which harnesses the resources of 

both public and private sectors to the equitable benefit of 

all South Africans. Among other things, this road map needs 

to clarify government’s intentions in relation to the various 

proposals that have been made for the implementation of 

mandatory health insurance in South Africa supported by 

risk- and income-based cross-subsidies. The foundation of 

this discussion needs to be based on principles rather than 

on protracted and ongoing debates regarding loosely-used 

terminology like ‘social health insurance’ versus ‘national 

health insurance’. The roadmap must be accompanied by 

clear timeframes. Without clear direction on these critical 

issues, private sector players may well be tempted to take 

a short-term view of getting as much out of the system as 

possible on the basis that they do not know what the future 

may hold.

The Editorial Team
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South Africa has a large private health sector, dominated by medical schemes, which cover 

about 14% of the population. Transformation efforts in the health sector have spanned 

more than a decade, but the problems of inequity remain acute between the public and 
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doing on stewardship of the private health sector in South Africa. The 2000 World Health 
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stewardship is sub-optimal and that there is scope for improvement, given the huge levels 

of health inequity and disparities between the public and private sectors. 
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Introduction

The democratic South African government inherited a highly 

fragmented health system with wide disparities in health 

spending, inequitable distribution of health care profes-

sionals and poor access and quality of care between and 

within provinces; between Black and White; urban and rural 

areas; and the public and private health sectors.1,2,3,4 

South Africa has a large private health sector, dominated 

by medical schemes funded primarily by contributions from 

employers and employees.5 Medical schemes cover about 

14% of the population.6 The private health sector includes 

private health service providers (e.g. doctors and nurses), 

institutions that represent health professionals, private health 

facilities (e.g. hospitals, laboratories), other funding mech-

anisms such as life and short-term insurance and traditional 

health practitioners.7 Transformation efforts in the health 

sector have spanned more than a decade and included 

numerous structural, legislative and policy changes, imple-

mentation of programmes for priority health conditions and 

improvements in access to health care services.8,9 There have 

been many positive developments and improvements in the 

lives of South Africans since the country’s democratic transi-

tion however, the problem of inequity remains acute.10,11,12 

This chapter provides an assessment of how well govern-

ment and the Ministry of Health are doing on stewardship of 

the health system as it pertains to the private health sector. 

The chapter reviews developments over a 15 month period 

(April 2006 to June 2007) and draws on relevant historical 

data. The primary focus of this chapter is on the private-for-

profit health sector and the key sources of information for the 

chapter include:

➤ A formal literature search of published material focusing 

on the private health sector in South Africa covering the 

15 month period outlined above.

➤ Analysis of the 2005/06 annual reports of the national 

and provincial health departments and the 2007/08 

budget speeches of the national Minister of Health 

and the provincial Members of Executive Committees 

(MECs). 

➤ A scan of relevant newspaper articles and review of 

annual reports, briefing documents, position statements 

of the Board of Healthcare Funders (BHF); Council for 

Medical Schemes (CMS); Health Professions Council of 

South Africa (HPCSA); South African Medical Association 

(SAMA); Hospital Association of South Africa (HASA) 

and many of the major private hospital groups. 

Key features of the country’s private health sector are sum-

marised and a brief overview of the notion of stewardship 

is presented. This is followed by an analysis of health sector 

developments over the past 15 months through the ‘lens’ of 

stewardship, with a particular reference to the private health 

sector. Other issues discussed include: regulatory tools 

applied by government; the degree to which institutions for 

implementation of private sector regulation and policy are 

exercising effective stewardship; statutory initiatives to trans-

form some of these institutions; and the initiatives to develop 

consensus on transformation of the private health sector. The 

chapter concludes with the main observations emerging 

from the analysis and key recommendations.

The private health sector at a 
glance

There is a substantial body of literature on the private health 

sector in South Africa describing its nature, characteristics 

and challenges, its impact on the public sector and on the 

health system as a whole.1,5,7,13,14,15,16 South Africa has a large, 

well developed, resource intensive and highly specialised 

private health sector. In 2006, approximately 56% of health 

care expenditure was funded from private sources however, 

it is estimated that only about one fifth of the population 

has routine access to private health sector providers.17 The 

2006 General Household Survey (GHS) released by Statistics 

South Africa (StatsSA) found a decrease in the percentage 

of persons covered by a medical scheme (13.7% in 2006 

compared to 15.2% in 2002).6 Variations in access to 

medical scheme coverage by race, and the trends in South 

Africa from 2002-2006 are shown in Figure 1.
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Figure 1:  Trends in medical scheme coverage by race, 2002-2006

table health system in South Africa.25,26,27 The disparities also 

explain the relatively poor performance of South Africa in 

the 2000 World Health Organization’s (WHO) health system 

ranking.28 

The private sector continues to face a number of challenges, 

including the pressure of rising costs, affordability and 

decreasing access to care. In 2005, the Minister of Health 

warned that if there was no change in the manner in which 

the private and public health care sectors in South Africa 

interacted, there would be a decline in access and quality 

of care. She also noted that the health funding for 2005 of 

approximately R100 billion was not benefiting the country’s 

citizens in an equitable manner.29 In the 2007 budget speech, 

the Minister of Health highlighted the urgent need to address 

inequities between the public and private sectors.30

The 2006 GHS results suggest that most medical consult-

ations take place in public sector rather than in private 

sector institutions.6 The GHS also suggests that over the 

period 2002 to 2006, each year a larger percentage of 

persons who were injured or ill in the month prior to the 

survey interview used public sector institutions rather than 

private sector institutions.6

In Table 1, the key challenges facing the South African private 

health sector are highlighted.

Source:  StatsSA, 2007.6

Figure 1 shows that in 2006 the medical scheme coverage 

of the White population (63.1%) was about nine times the 

percentage of the Black African population (7.2%). Not only 

are there racial inequities in medical scheme coverage, but 

also geographical inequities with higher coverage in the 

urban provinces of Gauteng (21.8%) and the Western Cape 

(18.8%), compared to the more rural provinces such as the 

Eastern Cape (10.2%) and Limpopo (6.7%).6 

The debate about the public-private mix in health care pre-

dates democracy in South Africa and has occupied the 

policy agenda for more than a decade.18,19,20,21 The White 

Paper for the Transformation of the Health System in South 

Africa highlighted a wide range of possible cooperation, 

from the delivery and management of services, through to 

standardised clinical management protocols and the provi-

sion of information to the National Health Information and 

Audit Systems.22 The National Health Act (Act 61 of 2003) 

provides the legislative framework for addressing the inequi-

ties of the past and section 45 of the Act refers to a coordi-

nated relationship between private and public health estab-

lishments in the delivery of health services.23 

Despite many laudable large scale policy and programme 

initiatives since 1994, wide scale disparities continue to exist 

between the public and private health sectors in health 

spending, health care professionals, access to and quality 

of care and racial representativity.24 Many have argued that 

the disparities in health spending, health care professionals 

and access to care between the public and private health 

sectors are one of the most serious impediments to an equi-
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Table 1:  Key challenges facing the South African 
private health sector 

Challenge Key elements

Lack of affordability 
and sustainability

• Large annual increases in medical 
scheme contribution rates

• Declining benefit packages

• Increased co-payments

• Membership decline

• Multiple benefit options and frag-
mented risk pools creating greater 
instability within individual schemes

• Rising hospital and specialist costs

Inequity • Private sector resources only 
available to minority and not to all 
country’s citizens 

• Urban-bias in distribution of facilities 
and technology 

• Majority of health professionals are in 
the private sector 

• Government subsidy through tax 
exemptions on medical scheme 
contributions and training of health 
workers

• Government charges below cost-
recovery fee levels to medical 
scheme members using public 
hospitals

Lack of universal 
coverage of essen-
tial services

• Bias towards provision of hospital 
care, rather than preventive care

• Over-servicing 

• Little if any attention to essential 
services in support of meeting the 
Millennium Development Goals 
(MDGs) 

Inadequate 
competition

Difficulty of majority of schemes in 
bargaining with the supply side due to:

• consolidation of private hospitals

• under-supply of medical specialists

Source:  Adapted from multiple sources.a

The notion of stewardship

The goal of national health systems is to improve and 

promote people’s health, ensure responsiveness to citizens 

access to and quality of health care services and to protect 

citizens against the financial costs of illness through fair or 

equitable financing mechanisms.28 The 2000 World Health 

Report by the WHO introduced the concept of steward-

ship as the most fundamental function of a health system, 

above service delivery, input production and financing as it 

a This table was adapted from Table 1 in Reference 5, and complemented 
with information from the Health Charter and from the following docu-
ments: Wolvaardt G, Palmer N. The private sector In: South African Health 
Review 1997. Durban: Health Systems Trust; 1997. Pearmain D. Medical 
Schemes and competition, unpublished presentation. Johannesburg: 
Board of Health Care funders; 2007.

makes possible the attainment of each health system goal.28 

Key stewardship issues identified in the 2000 World Health 

Report are highlighted in Box 1.

Box 1:  What is stewardship? 

Stewardship in health is the very essence of good government 
i.e.

✧ Careful and responsible management of the well-being of 
the population

✧ Establishing the best and fairest health system possible

✧ Concern about the trust and legitimacy with which its 
activities are viewed by the citizenry

✧ Maintaining and improving national resources for the 
benefit of the population

Source:  Adapted from WHO, 2000.28

The 2000 World Health Report highlights that health policy 

and strategies need to cover the private provision of services 

and private financing, as well as state funding and activi-

ties in order to ensure that the health system is orientated 

towards achieving goals that are in the public’s interest. 

The report further suggests that stewardship requires more 

than an exclusive focus on legislation and the issuing of 

Regulations, decrees and public orders as means of health 

policy. “Good stewardship needs the support of several 

strategies to influence the behaviour of the different stake-

holders in the health system. Among these are a better 

information base, the ability to build coalitions of support 

from different groups, and the ability to set incentives, either 

directly or in organisational design”.28

The following comments are made in relation to the private 

sector:

Stricter oversight and regulation of private sector providers 

and insurers must be placed high on national policy 

agendas. “Good policy needs to differentiate between 

providers (public or private) who are contributing to health 

policy goals and those who are doing damage or having 

no effect and encourage or sanction appropriately. Policies 

to change the balance between providers’ autonomy and 

accountability need to be monitored closely in terms of their 

effect on health, responsiveness and the distribution of the 

financing burden”.28 Since the 2000 World Health Report, 

stewardship has also been explored in the health strategy 

of the New Partnership for Africa's Development (NEPAD) and 

at the international technical consultation on stewardship in 

September 2001.31,32,33
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In line with the 2000 World Health Report, it is argued that 

the extent to which government executes its stewardship 

role on the private health sector can influence all aspects of 

health system performance. This chapter is therefore prem-

ised on the belief that government should set the direction 

for both the public and private health sectors to ensure that 

the health system contributes to socially desired goals of 

good health outcomes and equity in access to care and 

resources. 

Analysing key health sector 
developments through a 
‘stewardship lens’ 

Careful and responsible management of 
the well-being of the population

In analysing stewardship of the private health sector by the 

Ministry of Health, it is useful to briefly examine key health 

status indicators and the country’s progress towards the 

MDGs. This is to ensure that a focus on the overall goal 

of improved health outcomes is not lost in a stewardship 

review. 

The South African 2005 MDG Country Report indicated that 

the country is on course to meet all MDG targets and some 

MDGs have already been met.34 The sustained reduction 

in the number of nationally reported malaria cases from 

64 622 in 2000 to 13 232 in 2004 is a success story, as is 

the dramatic reduction in the prevalence of syphilis cases 

among pregnant women. Similarly, deaths due to malaria 

have decreased from 2.6 per 100 000 population in 1999 

to 1.8 per 100 000 population in 2002. However, the child 

mortality indicators contained in the report, as shown in 

Table 2, leave little room for complacency.34

While there have been many positive financial, fiscal, 

service delivery and public health developments, health 

status is being undermined by the severe generalised HIV 

and AIDS epidemic and its effects on mortality, tuberculosis 

and other diseases.4,35,36 In 2006, the Human Development 

Report ranked South Africa 121 out of 177 countries and 

the Human Development Index (HDI) decreased from 0.691 

in 2000 to 0.653 in 2004, mainly due to the HIV and AIDS 

epidemic.37 The report on mortality and causes of death in 

South Africa for 2003 and 2004 by StatsSA showed that 

the leading natural underlying cause of death for males 

and females in 2004 was tuberculosis, followed by influ-

enza and pneumonia which accounted for approximately 

one fifth of all deaths.11 The report also confirmed previous 

trends described by Bradshaw et al.38 As Kirby has noted, 

the health of the population is an “ascertainable criterion 

against which to measure the effectiveness of the provision 

of health care services”39 albeit not the only factor. 

A critical issue that has received little attention thus far is the 

role of the private sector in contributing to the achievement 

of the MDGs. Currently, the majority of services provided by 

private providers are curative and / or hospital biased. Primary 

care is not contained in the current Prescribed Minimum 

Benefits (PMB) and there is little emphasis on preventive and 

promotive services. The Health Charter notes that the lack 

of availability of a defined basic package of health services 

accessible to all, irrespective of ability to pay, is one of the 

challenges with regard to equity in health services.24 The 

intention is to develop a defined basic package of care that 

is available to all patients in both the public and the private 

sectors regardless of the ability to pay. Such a basic package 

must conform to principles of increasing accessibility and 

affordability to meet the needs of the majority.24 However, 

“the basic package, the delivery thereof and the funding 

mechanism(s) will be developed by way of an open and 

consultative process by a task team under the auspices of a 

Charter Council within a reasonable period of time after the 

adoption of the Charter”.24 Many aspects of this statement 

in the Charter are open to interpretation (e.g. the definition of 

‘need’ and a ‘reasonable’ time period). In February 2007, the 

BHF released a draft document on an essential health care 

Table 2:  Summary of child health indicators 

Indicator 1998
2003 

(preliminary)
2015 MDG Target

Neonatal mortality rate (per 1 000 live births) 20 - -

Infant mortality rate (per 1 000 live births) 45 44 15

Child mortality rate (per 1 000 live births) 59 60 20

Proportion of 1 year old children immunised 72
78 

(2003 estimates)
90

Source:  DoH, 2005.34
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package for South Africa, driven in part by the requirements 

of the draft Health Charter.40 The MDG is only mentioned 

once in the document under mandatory reporting, where it 

notes that “To assure accountability and good governance, 

medical schemes must report on: … health status indicators 

(WHO and MDG aligned)”.40 

While this draft BHF document is a potentially important 

development, there should be greater emphasis by govern-

ment, through the Health Charter, to emphasise the role of 

the private sector in improving health status and contributing 

to the achievement of the MDGs. The definition of the basic 

package of services that every citizen should be entitled to 

should be prioritised, with a clear timeframe for completion 

and with the MDGs being among the key criteria.

Establishing the best and fairest health 
system possible

The 2000 World Health Report notes that a ‘good’ health 

system must contribute to good health and must take the 

responsibility for reducing inequalities by improving the 

health of the worse-off (i.e. at both the level and distribution 

of health matters).28

In commenting on stewardship for improved health, it is 

important to delve deeper into the inequities that are hidden 

by only looking at averages. The second district barometer 

provides useful comparisons of all 53 districts across a 

number of socio-economic input, output and outcome indi-

cators using routine data collected in the public sector. It 

demonstrates the stark inequities between rural and urban 

areas.41 The recently released 2007 World Health Statistics 

report presents health statistics for the WHO’s 193 Member 

States, disaggregated by gender, age, urban versus rural 

setting, wealth, and educational level (see Table 3).42 

Table 3 clearly illustrates that health inequities are influ-

enced by level of wealth, rural residence and educational 

level achieved by mothers. The probability of dying before 

the age of five is four times higher for a poor child (who is 

likely to depend on the public sector for care), compared 

to a wealthy child (who is likely to depend on the private 

sector for care). Similarly, children whose mothers have a 

low educational level are 1.8 times more likely to die before 

the age of five than those whose mothers have the highest 

educational level. 

The legal framework for the overall transformation of the 

health system, the establishment of the district health system 

and the provision of equitable health services are enshrined 

in the National Health Act.23 The certificate of need (CoN), 

an important clause in the National Health Act that relates 

to the private sector, which aims to address the skewed 

urban-rural distribution of medical establishments (general 

practitioner surgeries, private hospitals, etc.) as well as 

promote an appropriate mix of public and private health 

services, has not been implemented. Importantly, two years 

after the National Health Act came into effect, a functional 

district health system is yet to be implemented, with many 

aspects having not been defined and a comprehensive set 

of Regulations, remaining outstanding. Gray and Pillay have 

pointed out that Regulations, which must be published for 

comment at least three months before their contemplated 

date of commencement, present an important opportunity 

for public participation to inform such Regulations.43 

Table �:  Inequities in health in South Africa, 200�

Criterion
< 5 mortality rate (per 

1000 live births)
Births attended by 

health personnel (%)
Measles immunisation 

(%)

Rural residence 71.2 75.5 79.3

Urban residence 43.2 93.4 85.1

Ratio rural to urban 1.6 1.2 1.1

Lowest wealth quintile 87.4 67.8 73.5

Highest wealth quintile 21.9 98.1 84.5

Ratio between lowest and highest wealth 
quintile

4.0 1.4 1.1

Lowest educational level of mother 83.8 59.7 64.0

Highest educational level of mother 45.6 91.4 85.6

Ratio between lowest and highest education 
level of mother

1.8 1.5 1.3

Source: WHO, 2007.42
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The CMS, although narrow in its focus of providing regu-

latory supervision of private health financing through 

medical schemes, continues to do good work in its area 

of focus.44,45 The CMS focuses on the key areas of govern-

ance, including the effective and fair exercise of its powers, 

reviewing constraints that affect development of medical 

scheme options for low income earners and assistance to 

the Department of Health (DoH) in developing the policy on 

a risk equalisation mechanism for medical schemes.45 The 

Medical Schemes Amendment Bill, published in November 

2006, gives effect to the establishment of the Risk Equalisation 

Fund (REF), proposes tighter governance measures within 

schemes and allows for the establishment of schemes for 

lower income beneficiaries. However, the amendments on 

risk equalisation and improving access have been criticised 

for its exclusive and continued focus on the private sector, 

given the problems in the public sector.46 The CMS published 

a final governance report in 2006, which outlined the 

policy and legal frameworks underpinning governance of 

medical schemes. This report also made recommendations 

for greater member involvement in governance, improved 

accountability of trustees and the effectiveness of the current 

governance model.45

In Table 4, the progress regarding regulatory tools applied 

by government as it pertains to the private sector is 

highlighted.

Table 4 shows that a wide range of regulatory tools are 

available to government and there has been progress in 

some important aspects. However, there are implementation 

delays of key aspects such as the CoN. Many of the Regula-

tions to implement critical clauses on human resources in the 

National Health Act that are likely to facilitate transforma-

tion of the overall health system, including the private sector, 

remain outstanding. 

A further aspect is the degree to which provincial depart-

ments of health, who are responsible for broad implement-

ation, including the implementation of regulation and policy 

in the private sector, are exercising effective stewardship. 

While an in-depth analysis goes beyond the scope of this 

chapter, an analysis was conducted of the 2007/08 budget 

speeches of the national Minister of Health and the provin-

cial health MECs for reference to and / or focus on the Health 

Charter as it is seen as an important tool for transforming the 

interaction between the public and private health sectors. 

The budget speeches were selected as they review progress 

against the budget for the past year (2006/07) and they 

map out key strategic priorities for the current financial year 

(2007/08). Statements were also examined on public-private 

partnerships and any outline of private sector strategies. 

Table 5 summarises the findings from this analysis. 
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Table �:  Progress in regulatory tools and other tools applied by government

Regulatory tool 
Brief description of aspects specific to private 
sector

Developments in the period of the review 
(April 2006-June 2007)

National Health Act (Act 61 
of 2003)

• Sections 36 to 40: Provision for certificate of need 
(CoN) for health establishments and renewal of 
such certificates

• Section 45: Relationship between public and private 
establishments, including mechanisms for public-
private collaboration 

• Section 46: Obligations of private health establish-
ments regarding insurance cover

• Section 47: Compliance with quality requirements 
and standards

• Chapter 7: Human resource planning

• Chapter 6: Dealing with CoN has not come 
into effect

• Regulations for many aspects of the Act 
remain outstanding

Medical Schemes Act (Act 
131 of 1998)

Regulates medical schemes and aims to:

• Provide for registration and control of medical 
schemes

• Coordinate medical schemes

• Protect the interests of members of medical 
schemes and obliges medical schemes to accept all 
eligible applicants

• Establish a Council for Medical Schemes (CMS)

• Make provision for package of Prescribed Minimum 
Benefits (PMBs)

• Draft Medical Scheme Amendment Bill 
published in 2006. 

• Draft Bill deals with Risk Equalisation Fund 
(REF), including its governance measures, 
calculation of financial transfers / meth-
odology, exemptions from the REF, Low 
Income Medical Schemes (LIMS)

National Health Reference 
Price List (NHRPL)

• CMS administers the NHRPL

• All providers have to negotiate independently 
with the CMS and agree on reasonable tariffs for 
services rendered

• The NHRPL schedules released in March 
2006 departed from those published previ-
ously in that values were cost-based

Risk Equalisation Fund 
(REF)

• Intention of REF is to level the playing fields 
between schemes with different membership (risk) 
and solvency profiles

• Medical schemes with a younger and ‘healthier’ 
membership profile (with less ‘risk’) will contribute 
financially to a REF that will be administered by the 
CMS 

• The REF will pay amounts to those schemes with 
an older or more ‘unhealthy’ membership profile 
(those with greater ‘risk’) 

• Theoretically, the introduction of REF should mean 
that schemes will have to compete on the delivery 
of quality care at lower costs thus reducing their 
community rating, rather than relying on their 
membership profile

• REF proposals contained in the draft 
Medical Schemes Amendment Bill 

• Implementation date not clear

Government Employees 
Medical Scheme (GEMS)

• GEMS aims to become a single scheme for all 
public servants and came into operation in January 
2006

• Mandatory for any new public service employee to 
be a member

• Civil servants who are members of other schemes 
are not being forced to join GEMS

• Other medical schemes see GEMS as a 
potential threat

• Has encouraged greater competition

• Some schemes have claimed that ‘our 
strategy now is not to canvass any new 
government employees’47

Medicines pricing regula-
tions (Single Exit Price)

• Implemented in 2005, the ‘Single Exit Price’ means 
that there is a single price for each medicine 

• Eliminated the system of bonuses, rebates and 
discount practices that had previously affected the 
cost of medicines

• Board of Healthcare Funders (BHF) 
reported decrease in cost of medicines48

• DoH commenced an international price of 
medicine benchmarking exercise 

• Allegations of over-charging for medical 
materials, devices and anaesthetic gases, 
with national DoH announcing a probe into 
pricing malpractice49

Source: Derived using multiple sources.7,23,45,46,47,48,49
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Table �:  Provincial departments of health and stewardship of the private health sector

Institution Key elements contained in the budget speech pertaining to the private sector

National Department of 
Health50

• Urgent need to address inequities between the public and private health sectors

• Strategies to reduce inequities and to reduce the cost of health care in South Africa include amend-
ments to the Medical Schemes Act to enable Risk Equalisation Fund (REF) implementation

• Highlighted the need to finalise the Health Charter

• Gazetted proposed methodology to benchmark the prices of medicines in South Africa against a 
comparable basket of medicines in other countries

• Noted that the private hospital sector increased hospital charges to counter the reduction in cost of 
medicines

Eastern Cape51 • No mention of the Health Charter

• Refers to the need for public sector, private sectors and civil society to work together in addressing 
priority health programmes

Free State52 • No mention of the Health Charter 

• Refers to pilot project of contracting with independent private practitioners’ groupings to extend 
clinical services to the small rural hospitals and community health centres

Gauteng53 • No mention of the Health Charter

• Mentioned that specialists, who practise in the private health sector, were trained in Gauteng 
hospitals 

• Announced Public-Private Partnership (PPP) to perform the revitalisation and upgrading of the Chris 
Hani Baragwanath Hospital

KwaZulu-Natal54 • No reference to the Health Charter or the private health sector

Limpopo55 • No mention of the Health Charter 

• Private sector mentioned in relation to the ‘State of the Province Population’ report and urging them 
to study the report

• Refers to appointment of nursing auxiliaries trained in private institutions 

Mpumalanga58 • No reference to the Health Charter or the private health sector

Northern Cape56 • No mention of the Health Charter or private health sector

• Refers to establishment of Office of the Inspectorate of Health establishments

North West57 • No mention of the Health Charter

• Refers to inequity of ‘middle and upper class population’ preference for private practitioners and 
hospitals 

• Health professionals preference for the private sector 

• Difficulty in sexually transmitted infections management and the need for partner tracing and treat-
ment to be a concerted effort between the public and the private sectors

• Announced resolution of legal issues surrounding public-private partnerships at Victoria Hospital 

Western Cape59 • No reference to the Health Charter

• Announced commencement of the Western Cape Rehabilitation Centre PPP on 1 March 2007, the 
aim of which is the provision of equipment, facilities management and all associated services for the 
Western Cape Rehabilitation Centre and Lentegeur Hospital 

• Mentioned the number of laundry items that will be done by the private sector

Table 5 indicates that not a single provincial health budget 

speech made reference to the Health Charter and only 

peripheral reference was made to the private health sector 

in relation to major implementation strategies or initiatives. 

The rapid appraisal has shown that there is an enabling 

legislative framework and many useful tools to assist private 

sector transformation. However, there are delays in imple-

mentation of key transformation aspects and inadequate 

coordination between the national and provincial depart-

ments of health, regarding private health sector policy 

implementation. Priority attention needs to be given to 

ensure that the provincial departments of health buy-in to 

major transformation initiatives such as the Health Charter. 

Implementation may also benefit from a more coordinated 

attempt at national level to bring together the implemen-

tation of various elements of transformation such as the 

National Health Act, medical scheme amendments, human 

resource planning and pharmaceutical cost containment.
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Concern about the trust and legitimacy 
with which its activities are viewed by the 
citizenry

Good stewardship includes the ability to build supportive 

coalitions for specific policy initiatives.28 Schneider et al. 

have argued that both the capacity and legitimacy of the 

Ministry of Health to provide stewardship has diminished 

over time due to its approach and management of complex 

changes, stakeholders and interests.4 At face value, many 

of the legislative and policy initiatives are laudable, but the 

approach and implementation process remains problem-

atic. Consequently, there has been a general tendency to 

resolve matters via the rule of law, as opposed to building 

alliances and achieving consensus, thus using time and ener-

gies more productively. 

The 2005 Regulations relating to a Transparent Pricing 

System for Medicines and Scheduled Substances were 

mired in controversy right into 2006 and was the subject of 

litigation between pharmacies and the Minister of Health.60 

Pharmacies challenged the constitutionality of the Regula-

tions and questioned whether the price of medicines would 

be lowered. They further argued that the dispensing fee had 

been set arbitrarily and inappropriately and would have the 

effect of driving smaller retail pharmacies out of business. The 

pharmacies succeeded at the Supreme Court of Appeal and 

the Minister of Health appealed to the Constitutional Court. 

On 30 September 2005, the Constitutional Court ruled that 

the dispensing fee was inappropriate and ordered that the 

fee be referred back to the Pricing Committee, stating that 

the Minister of Health “evinced a deplorable lack of respect 

for the Supreme Court of Appeal which is the highest court 

in this country in respect of all matters other than constitu-

tional matter”.61 As Pile noted, “ … combined with a nasty 

court battle between some hospital and pharmacy groups 

and the Health Minister over controversial medicine pricing 

regulations, meant relationships between government and 

the private health sector hit a record low”.61 In March 2006, 

the DoH announced a new draft dispensing fee and gave a 

period of 15 days for interest groups to provide further input 

before they could be promulgated.62 

Amendments to the health professionals’ legislation have also 

been met with major controversy, missing a golden opportu-

nity to build broad coalitions of support for what is a critical 

area in the country. The Health Professions Amendment Bill 

(Bill 10 of 2006) makes provision for the Minister of Health 

to appoint Council Members and Registrars. SAMA has 

opposed the proposed Health Professions Amendment 

Bill which gives the Minister of Health powers to appoint 

members to the Council and its professional boards.63 The 

AIDS Law Project (ALP), while supporting the stated transfor-

mation objectives of the Health Professions Amendment Bill, 

raised concerns that a number of the provisions in the Bill 

work against the stated aim of the Bill and have the potential 

to erode the powers and / or independence of the Health 

Professions Council.64 

The Health Charter development process that commenced 

in 2005 has reached an impasse between government and 

the private sector on one side and labour and civil society 

on the other.24 The ALP argued that “key structures of coop-

erative governance established in terms of the National 

Health Act – in particular the National Health Council and 

National Health Consultative Forum – are failing to ensure 

transparency and communication, and follow through on 

resolutions”.12

Despite these challenges, there are signs and hope for more 

constructive relationships between government, the private 

sector and civil society. The civil society conference held in 

Randburg in September 2006 was one of the promising 

events indicating willingness for cooperation between the 

government, civil society and private health sectors. The 

‘gold standard’ of stewardship has been the process for 

the adoption of the HIV & AIDS and STI National Strategic 

Plan (NSP), which demonstrated that it is possible to build 

consensus and bring together different stakeholders across 

sectors, including the public and private sectors, in the inter-

ests of public good to overcome challenges of the HIV and 

AIDS epidemic. 

The NSP initially released for comments and discussion in 

October 2006 was weak with numerous gaps with respect 

to the sectors involved, civil society consultation, identified 

priorities and strategies for addressing the HIV and AIDS 

epidemic. Following extensive civil society and stakeholder 

lobbying, advocacy and critique, the Deputy President 

released a broad framework on 1 December 2006 and 

announced a three month period, until March 2007, for the 

development and consultation on the NSP.65 A two-day 

consultative meeting in March 2007 provided stakeholders 

the opportunity to make further inputs to the NSP and the 

final version was released at the launch of the South African 

National AIDS Council (SANAC) on 30 April 2007.66 The 

government's efforts to engage the private sector included 

bilateral meetings between the Deputy President and the 

sector in order to obtain their views and to discuss ways to 

facilitate meaningful participation. The private sector is repre-
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sented in the SANAC by the South African Business Coalition 

on HIV/AIDS (SABCOHA) and their role is to contribute to the 

overall strategic direction and to support and monitor HIV/

AIDS/STI programmes in the private sector. 

Maintaining and improving national 
resources for the benefit of the population

South Africa spends about 8% of its Gross Domestic Product 

(GDP) on health, with the public sector accounting for only 

44% of all expenditure on health. This percentage is likely 

to decline if spiralling costs in the private sector are not 

contained.17

Most resources are concentrated in the private health sector 

and there has been a decline in the proportion of the total 

South African population covered by medical schemes over 

the last few years.6 In 2006, about 13.7% of the overall popu-

lation was covered by private health insurance schemes.6 

The public sector carries the burden of providing care to 

an increasing proportion of the total South African popula-

tion.6 The high cost of private health care creates inequalities 

even among those who are members of medical schemes, 

with lower income earners contributing disproportionately to 

medical schemes.7 

Van Rensburg argues that there is an increase in public-

private disparities and a deteriorating situation in the public 

sector.67 The majority of medical practitioners and special-

ists work in the private sector (62% and 75% respectively). In 

the case of medical specialists, the proportion has dropped 

from 34% to 25% in the public sector, with a concomitant 

increase in the private sector.67 Even though historically, the 

majority of professional nurses worked in the public sector, 

the public ratio has deteriorated from 12.0 per 10 000 

population to 10.7 per 10 000 population. Van Rensburg 

further highlights the emerging private-international drain, as 

the private sector expands its markets internationally.67

The vicious cycle of human resource disparities between 

the public and private sectors, better working conditions in 

the private sector, migration of skilled professionals to the 

private sector and critical shortages of health professionals 

in the public sector exacerbate inequities in care and access 

to care between the two sectors. 

The Public Service Commission released its sixth annual State 

of the Public Service Report for 2007 and concluded that  

the skills shortage in the DoH is at the centre of the public 

service's inability to implement policies.68 The report notes 

that the skills dearth is further exacerbated by the competi-

tion for scarce skills from the private sector and other coun-

tries.68 The Department of Public Service and Administration 

revealed that in some provinces vacancies in the health 

sector were as high as 40%, with 'job hopping' a serious 

concern.69 Turnover of professionals is high, with the turnover 

rate of health professionals, other than nurses at 24% and 

nursing professionals at 10.7%.69 At the end of May 2007, 

an estimated 42 000 nursing posts were unfilled and 

health services were buckling under a massive and acrimo-

nious public sector strike.70 Issues at the core of the strike 

were improvement of working conditions, including salary 

adjustments, pay progression and occupational-specific 

dispensation.71

The Strategic Framework for Human Resources for Health 

was launched by the DoH in April 2006.72 The plan highlights 

many challenges relating to human resources for health such 

as training, distribution, skills and conditions of service and 

migration to the private sector and to developed coun-

tries where salaries and conditions of service are far more 

competitive than in the public service.72 However, since its 

launch, the details of the framework have not been finalised 

with respect to clear targets for training, strategies for reten-

tion of skilled health professionals, improvements in poor 

working conditions in the public health sector and guide-

lines for supportive management. Clause 50 of the National 

Health Act which makes provision for the establishment of 

the Forum of Statutory Health Professional Councils has not 

come into effect as yet. 

Important lessons can be learned from the analysis of the 

Health Charter efforts to transform the health sector. South 

Africa's proposed health sector charter is envisaged to focus 

on the inequities between the public and private health 

sectors and to assist with the transformation of the latter.73 

The process to develop a Health Charter for South Africa was 

initiated in 2005, however by the middle of 2007 it had not 

been completed. Initially criticised by private health industry 

players for not being participatory enough, the process was 

subsequently expanded and at the beginning of 2006, a 

negotiating committee was set up consisting of 40 people 

comprising three negotiators and two observers from eight 

health sectors, including: pharmaceutical; hospitals; logistics; 

health care financing; support and technology; labour; civil 

society; and health professionals.24 

The Health Charter focuses on four key areas: access to 

health services; equity in health services; quality of health 

services; and Broad-Based Black Economic Empowerment 
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(BBBEE).24 Reynolds et al. argue that the fundamental flaw 

of the Health Charter is that it appears to be preoccupied 

with BBBEE, instead of being committed towards people's 

health.74 Others have argued that private health sector 

reform cannot be separated from the need for institutional 

changes within the public health system.75 Private owner-

ship of health care institutions appeared to contradict the 

Charter's fundamental goal of improving people's health and 

access to health care and implies a fundamental conflict of 

interest between meeting the needs of people's health and 

having to provide profits for shareholders and owners.74 This 

market-based approach creates and widens inequities in 

access between the rich and poor and is anathema to the 

ideal of health as a fundamental human right. It is noted that 

while it was important to redress the imbalance of apartheid 

in terms of ownership and control of business and economic 

activity in the health sector, the undue focus of this compo-

nent may lead to a substantial expansion of the private 

sector.74 Furthermore, the Department of Trade and Industry 

has already published BBBEE codes and this emphasis is not 

truly transforming the health sector. 

The fears of health system analysts on the unintended conse-

quence of the Health Charter having the effect of signifi-

cantly expanding the private sector seem to be a reality. 

The end of 2005 and beginning of 2006 saw a number of 

empowerment deals in the health sector, driven mainly by 

the spectre of the Health Charter.61 The analysis conducted 

by Pile for the Financial Mail noted empowerment deals of 

the major hospital groups Netcare and Medi-Clinic in excess 

of R1 billion. The R3 billion purchase of Afrox Health by black-

owned Mvelaphanda was also finalised.61 Pile noted that 

“Netcare chose a ‘feel-good’ deal in which it gave nurses 

and caregivers 3.75% of the total group; doctors 3%; 

management and staff 2%; women's groups 0.75%; and a 

trust encouraging healthy lifestyles and sponsoring soccer 

teams until 2010, 0.5% of the shareholding. Combined with 

Netpartner's share holding in Netcare, this takes Netcare's 

empowerment share holding to 27%. Netcare's rival Medi-

Clinic's R1bn deal was completed, leaving no big players 

for smaller hospital groups to court. Medi-Clinic sold a stake 

to Phodiso Holdings and Circle Capital Ventures, which 

will acquire 11% of Medi-Clinic shares and Mpilo Trust, 

an employee share trust, which will hold a further 4%”.61 

Allowing nurses and doctors to own shares in a private 

hospital group, is likely to make the private sector even more 

attractive for skilled health professionals.

It is therefore not surprising that media reports suggest that  

the private sector representatives were ready to sign the 

Charter in its present form and that they were resisting the 

Health Charter process being completed at the National 

Economic Development & Labour Council (NEDLAC). 

Important issues aimed at addressing access, equity and 

quality in the health sector, such as a basic package of 

health care proposed by civil society, were given less promi-

nence in the Charter discussions.

The Health Charter presents the DoH with a golden oppor-

tunity to transform the health sector. The DoH should exploit 

its stewardship advantage and use this process as a catalyst 

to implement universal coverage and address inequitable 

resource allocation in the private sector to solve South 

Africa’s health human resources crisis. 

Conclusion 

The massive inequities in health status, access to services 

and resource distribution between the public and private 

sectors have been highlighted in this chapter. Despite legis-

lative and other government interventions over the past 

year, the private sector remains strong, with indications of 

empowerment expansion, but the sector is only accessible 

to a small proportion of the population. The public sector 

remains the main provider of health services to the popu-

lation with lesser financial and human resources. The rising 

cost and declining benefits offered by the private sector and 

the geographic maldistribution of health services remain 

the main obstacles to equity, quality and access to health 

services. Although there are many powerful interest groups 

in the private sector, the DoH should harness all the tools 

at its disposal, notably the National Health Act, amend-

ments to the Medical Schemes Act and the Health Charter 

to strengthen its stewardship role, with the aim of achieving 

universal coverage and eliminating the wide-spread dispari-

ties between public and private health providers. 

The process for the adoption of the NSP was a resounding 

success in bringing together all health stakeholders in the 

public and private sectors and provided a useful case study 

on how to proceed with transformation of the public-private 

divide. 
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Recommendations

Recommendations are premised on the critical stewardship 

role of government in the overall transformation process of 

the health system. 

The Health Charter must be informed by the key principles of 

improving the health status of the population, the reduction 

of health inequalities and inequities, and the achievement of 

the MDGs. This implies the need for serious discussion and 

debate around the finalisation of the essential package of 

health care services and achieving universal access. The 

definition of the basic package of services that every citizen 

should be entitled to should be prioritised, with a clear time-

frame for completion and with the MDGs being among the 

key criteria for defining the package.

The debate regarding South Africa’s choice of health 

financing system should be re-opened. A high level political 

champion should be appointed to drive an initiative which 

aims to achieve universal coverage given the current realities, 

and taking into account the massive public-private sector 

disparities. The critical and thorny issue of human resources 

should be a key priority of the Ministry of Health. It is critical 

to develop a clear, implementable human resource plan that 

applies to both the public and private sectors, gives effect 

to the provisions of the National Health Act and involves 

relevant stakeholders.

Greater effort should be made in bringing the provincial 

departments of health on board regarding key public-

private sector transformation initiatives, as implementation 

is primarily at this level. At a structural level, a dedicated unit 

focusing on private sector transformation should be estab-

lished in the national DoH by bringing together existing 

initiatives and staff dealing with the private health sector. 

This unit should ensure that there is a coordinated strategic 

plan with timeframes for implementation and with involve-

ment from various implementing agencies and stakeholders. 

An alternative option is to broaden the scope of the CMS to 

be the key implementing agency for the transformation of 

the public-private sector divide in South Africa. The MDGs for 

health will succeed only if we recognise the interrelatedness 

of public-private health sectors and strengthen the health 

systems capacity to move rapidly with the implementation of 

the many laudable transformation strategies. 
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Abstract

The regulation of the private health sector since 1994 has been systematic and profound. 

Legislative changes have been consistent with policy documents that were formulated even 

prior to 1994 as well as those that were published subsequently. Many of the legislative 

changes necessary to effect transformation of the health sector are now in place and the 

implementation phase should take on a greater emphasis. Legislation on the provision of 

private health care, the funding of private health care and the pricing of medicine is in 

place, and in some cases, merely requires elaboration by means of Regulations in order 

to be implemented. 

Court challenges to legislation on dispensing licences and medicine pricing were largely 

unsuccessful since the principles embodied in the legislation remain intact. Regulations in 

terms of existing legislation will continue to be written and in some cases these are critically 

important such as those relating to the certificate of need, quality and standards and 

health care technology, as provided for in the National Health Act. The next phase in the 

journey towards Social Health Insurance is underway with the creation of a funding risk 

pool consisting of the membership of all medical schemes. The Risk Equalisation Fund is the 

vehicle for this identified in the Medical Schemes Amendment Bill which should go through 

Parliament later this year. Technical alignment of the Pharmacy Act with the Medicines and 

Related Substances Act is also necessary as is a comprehensive review of the Prescribed 

Minimum Benefits. 



20

Introduction

The importance of the role of the private health sector 

within the South African health system has repeatedly been 

acknowledged by government since 1994. 

In 2001, the Minister of Health highlighted the fact that the 

most glaring challenge facing the South African health system 

is the disparity in the resources available to the public and 

private sector relative to the population each sector serves. 

The Minister of Health emphasised that government cannot 

tackle this challenge alone and it requires that both sectors 

work hand in hand to use combined resources to meet the 

health needs of all South Africans in a more equitable and 

efficient manner.1

Similarly, in the opening address at the Risk Equalization 

International Review Panel Workshop of 2004, the Minister 

of Health emphasised that the private health sector is a 

significant part of the health system as it plays a comple-

mentary role to the public system and that medical schemes 

would continue to act as the main financial intermediaries in 

the private sector. The Minister stated that it was clear that 

the private sector would continue to play a key role in the 

provision and financing of health care for South Africans and 

for this reason government would continue to take a keen 

interest in the functioning of this sector.2

The relationship between policy 
and legislation

The Constitution states that the President exercises executive 

authority together with the other members of the Cabinet 

by developing and implementing national policy and by 

preparing and initiating legislation. Policy is not enforceable 

since it is, by definition, not law. The Supreme Court of Appeal 

has observed that laws, regulations and rules are legisla-

tive instruments whereas policy determinations are not. As 

a matter of sound government, in order to bind the public, 

policy should normally be reflected in such instruments. Policy 

determinations cannot override, amend or be in conflict with 

laws (including subordinate legislation).3 

Legislation thus represents the crystallisation of policy objec-

tives into an enforceable medium. It can be used as some 

measure of the extent to which policy is being implemented. 

However, it must be emphasised that legislation is just the 

first step in policy implementation. Other important steps 

are education of relevant stakeholders, empowerment of 

government agencies, monitoring, evaluation and enforce-

ment. Whilst sector reform can be driven by legislation it 

cannot be achieved by legislation alone. Policy is not static 

and neither is legislation because the environment to which 

they are applicable is dynamic. However, certain policy prin-

ciples are enduring because they are based on the values 

contained in the Constitution and these are unlikely to be 

changed in the long-term. 

Compliance with the legislation once it is effected is a critical 

issue that is often more difficult to address than the formula-

tion of policy and legislation. It is not enough to legislate. 

Compliance needs to be monitored and where necessary, 

enforced by appropriate means. Court challenges to trans-

formative legislation are to be expected and interpreted 

as an indication of a functioning democracy. They are not 

necessarily pathological but rather a testing and explora-

tion by society of certain policy principles against the values 

and tenets of the Constitution. The private sector has taken 

government to court on the issue of dispensing licences and 

the medicine pricing system.4,5 The challenges in both cases 

reached the Constitutional Court which, for the most part, 

upheld the principles and systems contained in the legisla-

tion.

Policy Objectives

National Drug Policy

A National Drug Policy (NDP) for South Africa was published 

in 1996.6 Some of the objectives as stated in the policy 

document are to:

➤ ensure the availability and accessibility of essential 

drugs to all citizens; 

➤ lower the cost of drugs in both the public and private 

sectors;

➤ promote the cost-effective and rational use of drugs;

➤ establish a complementary partnership between 

government bodies and private providers in the phar-

maceutical sector; and 

➤ optimise the use of scarce resources through coopera-

tion with international and regional agencies.

In particular, the NDP states the following with regard to 

rationalisation of the medicine pricing structure.
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➤ A Pricing Committee with clearly defined functions to 

monitor and regulate drug prices will be established 

within the Ministry of Health. Committee members 

will include health economists, pharmacoeconomists, 

representatives from the Department of Finance, the 

Department of Trade and Industry, the Procurement Unit 

of the Department of Health, the Department of State 

Expenditure and consumer representatives.

➤ There will be total transparency in the pricing struc-

ture of pharmaceutical manufacturers, wholesalers, 

providers of services (such as dispensers of drugs), as 

well as private clinics and hospitals.

➤ A non-discriminatory pricing system will be introduced. 

➤ The wholesale and retail percentage mark-up system 

will be replaced with a pricing system based on a fixed 

professional fee.

➤ In public sector facilities, all drugs at the primary care 

level will be supplied free of charge. At the secondary 

and tertiary levels a fixed, affordable co-payment for 

drugs supplied by the State will be levied. 

➤ A system of exemption will be established for patients 

without the resources to meet such payment to ensure 

that they are not deprived of treatment.

➤ A data base will be developed to monitor the cost of 

drugs in the country in comparison with prices in devel-

oping and developed countries.

➤ Price increases will be regulated.

➤ Where the State deems that the retail prices of certain 

pharmaceuticals are unacceptable and that these 

pharmaceuticals are essential to the well-being of any 

sector of the population, the State will make them avail-

able to the private sector at acquisition cost plus the 

transaction costs involved.

The Pricing Committee is a technical expert body as opposed 

to an industry representative body. The only representative 

allowed on the committee is one that represents consumers 

and who would have to be an expert concerning the needs 

and views of consumers on medicines and not merely 

someone who participates as a consumer of medicines. 

The Minister of Health called for nominations for the Pricing 

Committee in February 2003, but made it clear that nomi-

nees should be knowledgeable in various areas.7

Patients in the public sector are required to pay for treatment 

in accordance with a means test. If they are indigent they  

are generally not required to pay at all.8 The fact that the 

single exit price (SEP) holds throughout the supply chain is 

due to the transparency requirement in the Medicines and 

Related Substances Act (Act 101 of 1965) as reflected in the 

NDP.

The medicine pricing system is based on a SEP that applies 

throughout the supply chain and at the point of retail it is 

combined with a dispensing fee for professional services 

which is paid by the end user. The dispensing fee may be 

charged only by those who dispense medicines. The medi-

cine pricing Regulations contain a specific definition of the 

term ‘dispense’. Distributors and wholesalers who supply 

medicines to persons other than the end user may charge a 

logistics fee in terms of the medicine pricing Regulations. The 

SEP remains the same from the manufacturer through to the 

end user. It is the manufacturer that determines the SEP of the 

medicine which, by definition, includes the logistics fee. The 

manufacturer therefore determines the price at which the 

medicine should be sold, as well as the amount it will have to 

pay for distribution and then sets this as the SEP which holds 

throughout the supply chain. Provision is, however, made for 

these manufacturer-determined prices to be subjected to 

international benchmarking.

Policy on transformation of the health 
system

In 1997, policy goals were identified in the White Paper for 

the Transformation of the Health System in South Africa.9 The 

goals relevant to the private sector include:

➤ integration of the activities of the public and private 

health sectors in a way which maximises the effec-

tiveness and efficiency of all available health care 

resources; 

➤ establishing health care financing policies to promote 

greater equity between people living in rural and urban 

areas and between people served by the public and 

private health sectors; 

➤ distribution of health personnel throughout the country 

in an equitable manner;

➤ reduction of alcohol and other drug abuse, with partic-

ular emphasis on tobacco, glue, cocaine, mandrax, 

heroin and marijuana; 

➤ promotion of healthy behaviour to prevent sexually 

transmitted infections (STIs) and HIV transmission; 

➤ prevention of the transmission of communicable 
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diseases such as tuberculosis and the development of 

hypertension and diabetes; 

➤ helping the disabled to become independent and 

reach their potential for achieving a socially and 

economically productive life; 

➤ reduction of the incidence of intentional and uninten-

tional injuries; and

➤ development of the human resources available to the 

health sector.

Legislation

The wave of health legislation between 1994 and 2004 

represents the first steps taken by government towards 

implementation of the policies referred to in the White Paper. 

Table 1 provides a summary of the legislation that was 

passed during this period.

In 1995, legislative amendments focused on the health 

professions and the statutory councils governing them. 

Four amending Acts were passed which took into account 

the abolition of the so-called ‘homelands’ and re-united 

the health professionals practising within them under the 

auspices of the South African professional bodies. This was in 

compliance with the goal of unifying the fragmented health 

services and to promote equity and accessibility to health 

services.

In 1996, the major legislative development was the passage 

of the Choice on Termination of Pregnancy Act (Act 92 of 

1996) which for the first time made terminations of pregnancy 

available to women on demand within certain parameters. 

This was in accordance with the constitutional mandate to 

take reasonable legislative and other measures to progres-

sively realise the right of access to reproductive health 

services. The Choice on Termination of Pregnancy Act also 

recognises the constitutional right of women to reproduc-

tive choice. The Act has proved to be controversial in certain 

quarters. Although it does not contain provisions compelling 

medical practitioners or other health professionals to termi-

nate pregnancies irrespective of their beliefs, the legislation 

also does not expressly recognise the right of such persons 

to refuse to carry out procedures on the basis of their consti-

tutional right to freedom of conscience, religion, thought, 

belief and opinion. If a health professional is unwilling to 

terminate a pregnancy or participate in such a procedure, 

they should refer the patient to one who is willing to do so or 

report the matter to their superior to arrange for a replace-

ment. Abandoning the patient is not an option in terms of 

both the Act and ethical and professional rules governing 

health professionals. Unsuccessful legal challenges to the 

Act were mounted on two separate occasions by the Chris-

tian Lawyers Association in 1998 and 2001.10,11 

The year 1997 saw considerable legislative innovation in 

amendments to the Medicines and Related Substances 

Act of 1965, in keeping with the NDP relating to the pricing 

of medicines. The amendments included provisions for the 

parallel importation of medicines, the establishment of a 

medicine pricing committee and the introduction of a trans-

parent, non-discriminatory pricing system for medicines. The 

bonusing and sampling practices in the sale of medicines 

were prohibited by amendments to the Act. 

The legislation was challenged in a court action in 1998 

by the Pharmaceutical Manufacturers’ Association, but the 

court challenge was withdrawn in April 2001. These legisla-

tive amendments subsequently had far reaching implications 

for the private pharmacy sector when the medicine pricing 

Regulations were introduced for the first time in 2004. The 

Regulations, as opposed to the provisions of the Medicines 

and Related Substances Act itself, were challenged in court, 

this time by New Clicks South Africa (Pty) Ltd and the Pharma-

ceutical Society of South Africa. The Regulations as a whole 

withstood the challenge but the court ordered certain tech-

nical amendments to be made and referred the quantum 

of the dispensing fee for pharmacists back to the pricing 

committee and the Minister of Health due to insufficient 

evidence before the court.

Amendments to the Pharmacy Act (Act 53 of 1974) in 1997 

saw the opening up of pharmacy ownership in South Africa 

to non-pharmacists subject to regulatory requirements to 

be imposed by the Minister of Health. It was the hope of 

government that this move would increase access to phar-

macy services and encourage the opening of pharmacies 

in rural and under-served areas.12 Initially, it seemed that 

this hope would not materialise.13 Instead there was consoli-

dation and some growth within the existing, mainly urban 

market with acquisition of ownership of existing pharmacies 

by large corporate entities such as New Clicks Holdings, Pick 

’n Pay and Shoprite Checkers.14 The reason for this is that the 

private-for-profit sector decides where it is most feasible to 

establish a pharmacy and then applies for the necessary 

licence. Government does not dictate where pharmacies 

must be established. Since entrepreneurs wish to operate in 

areas most likely to bring them large numbers of customers, 

they continue to seek licences in urban areas or areas where 
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there is likely to be large volumes of business. Under-served 

areas cannot offer the same business volumes and it is not 

only South Africa that faces the challenge of attracting health 

professionals to these areas.15 However, it seems that growth 

is evident in under-served areas. In March 2007, the Depart-

ment of Health (DoH) reported that in the past year 162 

pharmacy licences were issued and that 30% of these new 

licences were for pharmacies located in historically disad-

vantaged areas. Cited as examples were licences for new 

pharmacies at Nquthu in rural northern KwaZulu-Natal and 

Qumbu in the former Transkei region of the Eastern Cape 

(Nquthu Central Pharmacy and Qumbu Pharmacy).16 The 

powers of the Pharmacy Council were extended to public 

sector pharmacies by the amending legislation with a view 

to standardising conditions for the operation of pharmacies 

across both the public and private sectors.

In 1998, the Medical Schemes Act (Act 131 of 1998) was 

passed into law, replacing the previous Medical Schemes 

Act (Act 72 of 1967). The Medical Schemes Act of 1998, re-

introduced community-rating into a medical schemes envi-

ronment that was practising predominantly risk-rating on the 

heels of a 1993 amendment to the previous legislation. This 

was in a bid to promote equity of and access to medical 

scheme benefits for the sick and elderly. There was also a 

concern on the part of government that medical schemes 

were designing their benefits in such a way that the acutely 

ill and injured were being ‘dumped’ into public health sector 

facilities when their treatment became too expensive. The 

stated objects of the Prescribed Minimum Benefits (PMB) 

are:

➤ to avoid incidents where individuals lose their medical 

scheme cover in the event of serious illness and the 

consequent risk of unfunded utilisation of public hospi-

tals; and 

➤ to encourage improved efficiency in the allocation of 

private and public health care resources.

This is consistent with the policy objective in the White Paper 

of integrating the activities of the public and private health 

sectors in a way which maximises the effectiveness and effi-

ciency of all available health care resources.

As a consequence, a package of PMBs with a focus on cata-

strophic care was developed as Annexure A in the Regula-

tions to the new Act in 2000. In terms of the Regulations, 

the PMB package was to be reviewed every two years by 

the DoH. This review must involve the Council for Medical 

Schemes (CMS), stakeholders, provincial departments of 

health and consumer representatives. In terms of the Regula-

tions the reviews must provide recommendations for the revi-

sion of the Regulations and Annexure A on the basis of:

➤ inconsistencies or flaws in the current Regulations;

➤ the cost-effectiveness of health technologies or inter-

ventions;

➤ consistency with developments in health policy; and

➤ the impact on medical scheme viability and its afford-

ability to members.

However, no such comprehensive review has taken place 

following the publication of the Regulations in 2000. 

Another significant legislative development in 1998 was the 

passage of the Sterilisation Act (Act 44 of 1998) which deals 

mainly with the circumstances under which sterilisation and in 

particular, sterilisation of persons incapable of consenting or 

incompetent to consent due to mental disability. The previous 

legislation had combined legislative provisions on abortion 

and sterilisation and required revision due to the passage of 

the Choice on Termination of Pregnancy Act in 1996 and the 

Constitution of 1996.

In the year 2000, amendments to the Pharmacy Act (Act 

53 of 1974) required newly qualified pharmacists to perform 

community service for the first time. This legislation would 

have temporarily delayed the number of pharmacists taking 

up employment or establishing pharmacies in the private 

sector in subsequent years. No other legislation was passed 

in 2000, which significantly impacted on the private health 

sector except the amendments to the Chiropractors, Home-

opaths and Allied Health Service Professions Amendment 

Act (Act 50 of 2000), which abolished the existing statutory 

council in favour of a new Allied Health Professions Council 

and various professional boards to regulate the comple-

mentary health professions.

In 2001, the Medical Schemes Act of 1998 was amended. 

The amendments extended certain rights of members to 

their dependants, further regulated the practice of re-insur-

ance and strengthened the powers of the Council and the 

Registrar to act in the interests of beneficiaries. The Act also 

made provision for the regulation of marketing of medical 

schemes, for more frequent reporting by schemes to the 

Registrar and defined the circumstances in which schemes 

may be inspected. These amendments constituted a refine-

ment of the existing Act rather than the introduction of any 

new policy principles.

The year 2002 saw the passage of a major new piece of 

legislation in the form of the Mental Health Care Act (Act 
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17 of 2002). This Act entirely replaced the previous Mental 

Health Act (Act 18 of 1973) and set out new procedures for 

the admission of the mentally ill to health establishments and 

the steps to be taken by family members and caregivers to 

ensure that they obtain the necessary treatment. The new 

procedures included significantly more ‘checks and balances’ 

and gave more rights to the South African Police Service to 

intervene in mental health cases. The overarching goal of 

the new Act was to make mental health care services in the 

country more accessible and to prohibit unfair discrimination 

against the mentally ill.

In 2003, a significant portion of the policy contained in the 

White Paper was enacted into law in the National Health 

Act (Act 61 of 2003). This legislation provides for the moni-

toring and evaluation of the quality of health services by an 

Office of Standards Compliance to be established by the 

Director-General within the national DoH. This office has not 

yet been established. 

The National Health Act also provides for a licensing mecha-

nism for health establishments in order to improve alloca-

tion and distribution of health resources throughout the 

country. The Regulations which are to give more substance 

to the legislative provisions have not yet been published for 

public comment. However, the certificate of need (CoN), the 

most comprehensive licensing system ever contemplated 

within the South African health sector will take considerable 

resources to implement. The CoN requirement applies to all 

health establishments whether in the public or private sector. 

According to section 36(3) of the Act the Director-General is 

required to take into account such factors as:

➤ consistency of health services development in terms of 

national, provincial and municipal planning;

➤ equitable distribution and rationalisation of health 

services and health care resources, and the need to 

correct inequities based on racial, gender, economic 

and geographical factors;

➤ the demographics and epidemiological characteristics 

of the population to be served; and

➤ the need to ensure the availability and appropriate 

utilisation of human resources and health technology.

Licensing systems promote access to health care services in 

a number of different ways.

➤ They promote rational distribution of health care serv-

ices in accordance with the needs of the local popula-

tion.

➤ They encourage providers to draw up business plans 

and do feasibility studies before simply setting up a 

health establishment. This in turn promotes the long-

term viability of the practice and sustained health care 

services to the relevant community.

➤ They reduce the likelihood of over servicing in one 

community and under servicing in another.

➤ They are a means of ensuring the quality of the health 

services delivered at health establishments. Health serv-

ices of poor quality can be worse for the patient than 

no health services at all given such risks as nosocomial 

infection and other pathogenic conditions which can 

run amok in poorly managed health establishments.

➤ They are a means of eliminating wasteful and unneces-

sary expenditure within the system arising from compe-

tition between health establishments.

➤ They are a means of excluding providers who have 

demonstrated themselves unfit or unworthy to conduct 

a health establishment on the basis of their professional 

ethics and failure to observe legal requirements.

➤ They are a basis for ongoing monitoring and evaluation 

of health establishments in terms of their adherence to 

safety and operational standards.

There is also provision in the National Health Act for the 

Minister of Health to prescribe mechanisms to enable a 

coordinated relationship between private and public health 

establishments in the delivery of health services. The Act 

requires the National Health Council to develop policy and 

guidelines for and monitor the provision, distribution, devel-

opment, management and utilisation of human resources 

within the national health system.

As yet no Regulations have been published for public 

comment in terms of the relevant sections of the National 

Health Act. These sections cannot be brought into effect 

without Regulations to provide the mechanisms for the imple-

mentation of the licensing system. The reasons for the delay 

in implementation of this section of the Act are unknown. 

The South African Medical Association (SAMA) is opposed 

to this aspect of the Act and has threatened litigation on 

the grounds that this section is potentially unconstitutional.17 

When the section is brought into effect a major change will 

occur in that the licensing decisions will shift from provincial 

to national government.

The National Health Act contains provision for health informa-

tion systems, the keeping of health records and the submis-

sion of returns bearing prescribed information in order that 
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the national health system, which includes the private health 

sector, can be monitored and evaluated on a continuous 

basis.

With the passage of the National Health Act the legislative 

phase of development was largely completed. Many of the 

Regulations contemplated in the Act have yet to be written. 

However, the majority of the policy principles contained in 

government’s early policy documentation have now been 

enacted and the next few years should be geared towards 

practical implementation and legislative consolidation as 

opposed to major legislative changes.

The Medical Schemes Amendment Bill (Bill 80 of 2001) was 

published for public comment on 24 November 2006. The 

Bill makes provision for the establishment of a Risk Equali-

sation Fund (REF). The REF will be administered by the CMS. 

Medical schemes whose risk profile is below the norm will 

pay into the REF while those whose risk is higher than the 

norm will receive payments from the REF. The norm which will 

be determined on the basis of certain PMB conditions aims 

to equalise risks in terms of the membership profile to which 

schemes are exposed. Schemes with younger, healthier 

members will subsidise those with older, sicker members. 

Whilst the principle has been fairly well accepted within the 

industry there has been some criticism about the perceived 

impact that the REF will have on schemes which are efficient 

in managing the health of their members as opposed to 

those that are not. The REF and its likely impact, is addressed 

in greater detail in the chapter on Medical Schemes. The 

Medical Schemes Amendment Bill is likely to go through 

Parliament in late 2007 for implementation in 2008.

The Bill almost casually makes provision for Low Income 

Medical Schemes (LIMS) in a few lines.18 The Bill proposes 

an amendment to section 67 of the Medical Schemes Act in 

terms of which the Minister of Health can prescribe variations 

from the requirements of certain regulations to be applied 

to medical scheme products which cater specifically for ‘low 

income earners’ provided that such variations are reason-

ably necessary to create conditions for the emergence of 

such medical scheme products in the market and in the best 

interests of ‘low income consumers’. This phrase was not 

defined in the Bill as published for public comment.

The National Health Act allows the Minister of Health to 

make Regulations as to the manner in which the Director-

General may publish reference price lists for use by medical 

schemes and providers of health care services. The Regula-

tions were published in final form on 23 July 2007.19 They 

allow the Director-General to call for a wide range of infor-

mation from stakeholders and to hear representations on 

and to enter into correspondence with interested parties in 

order to evaluate the information submitted. The Regulations 

stipulate that where a consultant is commissioned to conduct 

a costing survey for the purpose of submitting information to 

the Director-General, the consultant must be free from any 

interest and any business relationship which could interfere 

with his ability to objectively evaluate the costs. The Regu-

lations require the Director-General to take into account 

certain parameters when determining the reference price list 

and some of these include:

➤ the advice of an advisory committee appointed by 

the Minister of Health in terms of section 91(1) of the 

National Health Act;

➤ the need for private health establishments and health 

agencies to have a return on investment;

➤ the need for certainty, sustainability, affordability and 

stability within the medical schemes environment and 

among private sector consumers; and

➤ the need to eliminate perverse incentives, unethical 

business practices and unprofessional conduct from 

the health care industry.

Despite this, the reference price list determined by the 

Director-General remains a reference price list for stake-

holders to use or ignore as they see fit.

The vast majority of Regulations under the National Health 

Act have yet to be written despite the fact that this Act was 

first published in 2004. Section 47 of the Act allows the 

Minister of Health to make Regulations on quality require-

ments and standards relating to human resources, health 

technology, equipment, hygiene, premises, the delivery of 

health services, business practices, safety and the manner in 

which users are accommodated and treated. None of these 

Regulations has been published for comment. 

Section 39(1) of the National Health Act allows the Minister 

of Health to “make regulations relating to: 

(a) the requirements for the issuing or renewal of a certifi-

cate of need; 

(b)  the requirements for a certificate of need for health 

establishments and health agencies existing at the 

time of commencement of this Act; 

(c)  the requirements for a certificate of need for health 

establishments and health agencies coming into being 

after the commencement of the Act; 
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(d)  and any other matter relating to the granting of a 

certificate of need and the inspection and administra-

tion of health establishments and health agencies.”20 

These Regulations would have to be made before the rele-

vant chapter (Chapter 6) of the Act is brought into effect. 

Once this occurs, health establishments have a period of 

24 months from the effective date to acquire a CoN. This 

means that all the necessary systems and mechanisms 

must be in place to grant certificates of need before the 

Chapter becomes effective. The Director-General has not 

yet even established the Office of Standards Compliance 

in the national DoH as required by section 78 of the Act. 

This entity is likely to play a key role in the implementation 

of this Chapter. The reasons for the three year delay in the 

implementation of material sections of the National Health 

Act are not apparent.

The Tobacco Products Control Amendment Act (Act 12 of 

1999) has taken a fair amount of time to get to Parliament. 

This was due to South Africa's accession to the Framework 

Convention on Tobacco Control. The Bill was amended to 

bring it into line with this international convention as pointed 

out by the Deputy Minister of Health in her speech on the 

introduction of the Bill into the National Assembly on 29 

March 2007. The Bill prohibits advertising, promotion and 

sponsorship of any kind by the tobacco industry except 

under limited conditions. It also prohibits the entry of anyone 

under the age of 18 years into a designated smoking area 

and increases the age of the legal sale of tobacco products 

from 16 to 18 years. The Bill amends the definition of tobacco 

product to include any product containing tobacco that is 

intended for human consumption as well as any device, pipe, 

water pipe, papers, tubes, filters, portion pouches or similar 

object manufactured for use in the consumption of tobacco. 

It also provides that no one may smoke any tobacco product 

in a private dwelling if it is used for any commercial childcare 

activity, schooling or tutoring.

Future possible legislative changes include:

➤ amendments to the Pharmacy Act to bring it into align-

ment with the Medicines and Related Substances Act; 

➤ amendments to the Medicines and Related Substances 

Act to correct certain anomalies arising from existing 

provisions around the pricing of medicines and the 

pricing committee; 

➤ the repeal of the Human Tissue Act by the proclamation 

of Chapter 8 of the National Health Act dealing with 

this topic; 

➤ the regulation of health professionals and the supply of 

human resources within the national health system; 

➤ the regulation of health technology in accordance with 

the provisions of Chapter 6 of the National Health Act; 

and 

➤ legislation establishing a Social Health Insurance (SHI) 

system.

Conclusion and Recommendations 

Whilst the DoH has clearly achieved a great deal and a lot 

of work has already been undertaken in the area of private 

health care regulation, there is still critically important work 

outstanding which needs to be completed without delay. 

➤ The Office of Standards Compliance should be estab-

lished within the DoH.

➤ The Regulations around the CoN should be written and 

published for public comment as soon as possible in 

order that they can be finalised and Chapter 6 of the 

National Health Act can be proclaimed into effect.

➤ The Regulations on quality standards permitted in 

the National Health Act should be developed and 

published for public comment as soon as possible in 

order to facilitate solutions to the challenge of ensuring 

the quality of health care in the private sector.

➤ The Regulations required in terms of Chapter 8 of the 

National Health Act should be written and finalised so 

that this chapter, dealing with human stem cells and 

cloning, a single national blood transfusion service, 

trade in human tissue, and similar matters can be 

brought into effect to replace the outdated Human 

Tissue Act.

➤ Compliance with the medicine pricing Regulations 

needs to be monitored and enforced.

➤ The Pharmacy Act needs to be amended to bring it into 

line with the Medicines and Related Substances Act.

➤ The PMB package in the Regulations to the Medical 

Schemes Act needs to be reviewed urgently in the 

manner contemplated in those Regulations.
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Table 1:  Summary of legislation passed between 1994 and 2004

Year Act No. Title Objects

1995 5 Nursing Amendment 
Act21

To amend the Nursing Act of 1978, to provide for the establishment of the South African 
Interim Nursing Council; to further regulate the objects and powers of the Council; to 
provide for the constitution of the Council; to further regulate the filling of vacancies on 
the Council; to provide for the abolition of the various nursing Councils in the Republic; 
and to provide for the rationalisation of certain laws relating to nursing that remained in 
force in various areas of the national territory of the Republic by virtue of section 229 of 
the Constitution. 

1995 6 Pharmacy  
Amendment Act22

To amend the Pharmacy Act of 1974, to provide for the establishment, constitution and 
objects of the Interim Pharmacy Council of South Africa; to provide for the abolition of the 
South African Pharmacy Council; and to provide for the repeal of certain laws in respect 
of the pharmaceutical profession which remained in force in the various territories of the 
national territory of the Republic by virtue of section 229 of the Constitution.

1995 18 Medical, Dental and 
Supplementary Health 
Service Professions 
Amendment Act23

To amend the Medical, Dental and Supplementary Health Service Professions Act of 
1974, to provide for the establishment, constitution and objects of the Interim National 
Medical and Dental Council of South Africa; to provide for the abolition of certain medical 
councils; and to provide for the repeal of certain laws in respect of medical, dental and 
supplementary professions which remained in force in the various territories of the 
national territory of the Republic by virtue of section 229 of the Constitution. 

1995 40 Chiropractors, Homeo-
paths and Allied Health 
Service Professions 
Amendment Act24

To amend the Chiropractors, Homeopaths and Allied Health Service Professions Act 
of 1982 to provide for the establishment of the Chiropractors, Homeopaths and Allied 
Health Service Professions Interim Council; to provide for the abolition of the Chiroprac-
tors, Homeopaths and Allied Health Service Professions Council; and to provide for the 
rationalisation of certain laws relating to chiropractors, homeopaths and allied health 
service professions that remained in force in various areas of the national territory of the 
Republic by virtue of section 229 of the Constitution. 

1996 92 Choice on Termination 
of Pregnancy Amend-
ment Act25

To determine the circumstances in which and conditions under which the pregnancy of a 
woman may be terminated.

1997 19 Nursing Amendment 
Act26

To amend the Nursing Act of 1978, in relation to the definitions; to make provision for the 
establishment, constitution and objects of the South African Nursing Council; and the 
abolition of the South African Interim Nursing Council. 

1997 43 Dental Technicians  
Amendment Act27

To amend the Dental Technicians Act of 1979, in order to provide for the recognition of 
the professions of dental technologist and clinical dental technologist; to constitute a 
new South African Dental Technicians Council and to make transitional arrangements 
therefore; to provide for the re-appointment or re-election of a member of that Council for 
one further term only; to provide for the extension of the acts which may be performed 
by a dental laboratory assistant; to provide for the registration of dental laboratory 
assistants; to provide for the direct billing of patients or medical aid schemes by dental 
technician contractors; to provide that a business in which acts specially pertaining to 
the profession of dental technician or dental technologist are performed, may be carried 
out by associations or juristic persons; to provide that a fine may also be imposed upon 
a conviction of misconduct; to increase penalties so as to cope with inflation; to amend 
certain obsolete references; to provide for the rationalisation of certain laws relating to 
dental technicians that have remained in force in the various territories of the national 
territory of the Republic by virtue of the Constitution of the Republic of South Africa, 
1996.

1997 88 Pharmacy Amendment 
Act28

To amend the Pharmacy Act of 1974, so as to provide for the establishment of the new 
South African Pharmacy Council and for its objects and general powers; to extend the 
control of the Council to the public sector and to amend the provisions relating to phar-
macy education and training, requirements for registration, the practice of pharmacy, the 
ownership of pharmacies and the investigative and disciplinary powers of the council.

1997 89 Medical, Dental and 
Supplementary Health 
Service Professions 
Amendment Act29

To amend the Medical, Dental and Supplementary Health Service Professions Act of 
1974, to provide for the establishment of the Health Professions Council of South Africa 
and professional boards for health professions; to abolish the Interim National Medical 
and Dental Council of South Africa; to provide for control over the education, training, 
registration and practices of health professionals.
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Year Act No. Title Objects

1997 90 Medicines and Related 
Substances Control  
Amendment Act30

To amend the Medicines and Related Substances Control Act of 1965 to provide that 
the council shall be a juristic person; to make other provision for the constitution of the 
council; to provide that a member of the council or a committee shall declare his or her 
commercial interest related to the pharmaceutical or health care industry; to provide that 
the appointment of members of the executive committee shall be subject to the approval 
of the Minister; to make further provision for the prohibition on the sale of medicines 
which are subject to registration and are not registered; to provide for procedures that 
will expedite the registration of essential medicines, and for the re-evaluation of all 
medicines after five years; to provide for measures for the supply of more affordable 
medicines in certain circumstances; to require labels to be approved by the council; to 
prohibit bonusing and sampling of medicines; to further regulate the control of medicines 
and scheduled substances; to provide for the licensing of certain persons to compound, 
dispense or manufacture medicines; to provide for generic substitution of medicines; 
to provide for the establishment of a pricing committee; to regulate the purchase and 
sale of medicines by wholesalers; to make new provision for appeals against decisions 
of the Director-General or the council; to further regulate the powers of inspectors; to 
increase the jurisdiction of magistrates' courts in respect of penalties in terms of this 
Act; to provide that the council may acquire and appropriate funds; to regulate anew the 
Minister's power to make regulations; and to provide for the rationalisation of certain 
laws relating to medicines and related substances that have remained in force in various 
territories of the national territory of the Republic by virtue of section 229 of the Constitu-
tion of the Republic of South Africa, 1993.

1997 91 Chiropractors, Homeo-
paths and Allied Health 
Service Professions 
Act31

To amend the Chiropractors, Homeopaths and Allied Health Service Professions Act of 
1982, in order to extend the terms of office of members of the Chiropractors, Homeo-
paths and Allied Health Service Professions Interim Council.

1998 1 Medical, Dental and 
Supplementary Health  
Service Professions 
Amendment Act32

To amend the Medical, Dental and Supplementary Health Service Professions Act of 
1974, so as to further regulate the period of office of the members of the Interim National 
Medical and Dental Council of South Africa.

1998 44 Sterilisation Act33 To provide for the right to sterilisation; to determine the circumstances under which steri-
lisation may be performed and, in particular, the circumstances under which sterilisation 
may be performed on persons incapable of consenting or incompetent to consent due to 
mental disability.

1998 131 Medical Schemes Act34 To consolidate the laws relating to registered medical schemes; to provide for the 
establishment of the Council for Medical Schemes as a juristic person; to provide for the 
appointment of the Registrar of Medical Schemes; to make provision for the registration 
and control of certain activities of medical schemes; to protect the interests of members 
of medical schemes; to provide for measures for the coordination of medical schemes.

1999 12 Tobacco Products 
Control Amendment 
Act35

To amend the Tobacco Products Control Act of 1993, to provide for the prohibition of 
advertising and promotion of tobacco products; to provide further, for the prohibition 
of advertising and promotion of tobacco products in relation to sponsored events; to 
prohibit the free distribution of tobacco products and the receipt of gifts or cash prizes in 
contests, lotteries or games to or by the purchaser of a tobacco product in consideration 
of such purchase; to provide for the prescription of maximum yields of tar, nicotine and 
other constituents in tobacco products; to increase fines.

2000 1 Pharmacy Amendment 
Act36

To amend the Pharmacy Act of 1974, so as to provide for the performance of community 
service by persons registering for the first time as pharmacists.

2000 6 Chiropractors, Homeo-
paths and Allied Health 
Service Professions 
Amendment Act37

To amend the Chiropractors, Homeopaths and Allied Health Service Professions Act of 
1982, in order to extend the terms of office of the members of the Chiropractors, Homeo-
paths and Allied Health Service Professions Interim Council, retrospectively.

2000 37 National Health Labora-
tory Services Act38

To provide for the establishment of a juristic person to be known as the National Health 
Laboratory Service; to provide for the abolition of the South African Institute for Medical 
Research, the National Institute for Virology, the National Centre for Occupational 
Health, certain forensic chemistry laboratories and all provincial health laboratory 
services.

2000 50 Chiropractors, Homeo-
paths and Allied Health 
Service Professions 
Amendment Act39

To amend the Chiropractors, Homeopaths and Allied Health Service Professions Act of 
1982, to abolish the Chiropractors, Homeopaths and Allied Health Service Professions 
Interim Council; to establish the Allied Health Professions Council of South Africa; to 
provide for the establishment of professional boards; to regulate the relationship between 
the new Council and the professional boards; to make provision for matters relating to 
the responsibility, accountability, democratisation and transparency of the Council and 
professional boards.
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Year Act No. Title Objects

2001 24 National Health Labora-
tory Service Amend-
ment Act40

To amend the National Health Laboratory Service Act of 2000, so as to provide for 
pension options to employees of bodies that are to be replaced by the National Health 
Laboratory Service.

2001 55 Medical Schemes 
Amendment Act41

To amend the Medical Schemes Act of 1998, so as to extend certain rights of members 
to their dependants; to broaden the definition of complaint; to explicitly prohibit discrimi-
nation on the basis of age; to further regulate the practice of re-insurance; to regulate the 
circumstances under which waiting periods may be applied; to improve the powers of the 
Council and the Registrar to act in the interests of beneficiaries; to regulate the marketing 
of entities doing the business of a medical scheme; to provide for more frequent submis-
sion of returns to the Registrar; to determine the circumstances under which inspections 
may be made; to further define the persons who may be appointed as auditors of medical 
schemes; to further define the persons who may serve as trustees of a medical scheme 
and to further clarify their duties; to define the persons who may serve as principal 
officers of a medical scheme; to limit the purposes for which medical schemes may 
compensate brokers and provide for the regulation of their professional conduct; to regu-
late the transfer of business of medical schemes to any person; to remove the require-
ment for staff of the Council to be members of the Government Employees Pension 
Fund; to amend the transitional provisions with regard to certain schemes.

2002 17 Mental Health Care 
Act42

To provide for the care, treatment and rehabilitation of persons who are mentally ill; to 
set out different procedures to be followed in the admission of such persons; to estab-
lish Review Boards in respect of every health establishment; to determine their powers 
and functions; to provide for the care and administration of the property of mentally ill 
persons; to repeal certain laws.

2002 31 Health Donations Fund 
Repeal Act43

To provide for the disestablishment of the Health Donations Fund and for the repeal of 
the Health Donations Fund Act of 1978.

2002 59 Medicines and Related 
Substances Amend-
ment Act44

To amend the Medicines and Related Substances Act of 1965, so as to provide for some 
definitions; to provide for the appointment of one or more Deputy Registrars; to provide 
for a term of office of members of the Pricing Committee; to provide for the delay of the 
coming into operation of provisions requiring a licence before a person can compound 
and dispense or manufacture medicines, or act as a wholesaler or distributor; to provide 
for appeals against the decisions of the Director-General and the Council; to provide for 
Regulations relating to the marketing of medicines.

2002 60 Occupational Diseases 
in Mines and Works 
Amendment Act45

To amend the Occupational Diseases in Mines and Works Act of 1973, so as to provide 
that if a person was medically examined within a period of 24 months immediately 
preceding an application for medical examination, the Director of the Medical Bureau for 
Occupational Diseases may refuse that person's application for medical examination.

2002 62 Medical Schemes 
Amendment Act46

To amend the Medical Schemes Act of 1998, to broaden the definition of 'broker' and the 
circumstances under which such a person must be accredited in terms of this Act.

2003 61 National Health Act20 To provide a framework for a structured uniform health system within the Republic, taking 
into account the obligations imposed by the Constitution and other laws on the national, 
provincial and local governments with regard to health services.

2004 24 Dental Technicians 
Amendment Act47

To amend the Dental Technicians Act of 1979, so as to define 'informally trained person'; 
to provide for the restricted registration of informally trained persons as dental techni-
cians; to make direct billing by a dental technician contractor discretionary; to restrict the 
performance of certain acts by members of certain juristic persons.

2004 35 Traditional Health 
Practitioners Act48

To establish the Interim Traditional Health Practitioners Council of South Africa; to 
provide for a regulatory framework to ensure the efficacy, safety and quality of traditional 
health care services; to provide for the management and control over the registration, 
training and conduct of practitioners, students and specified categories in the traditional 
health practitioners’ profession.

2004 38 Choice on Termination 
of Pregnancy Amend-
ment Act49

To amend the Choice on Termination of Pregnancy Act of 1996, to empower a Member 
of the Executive Council to approve facilities where a termination of pregnancy may take 
place; to exempt a facility offering a 24-hour maternity service from having to obtain 
approval for termination of pregnancy services under certain circumstances; to provide 
for the recording of information and the submission of statistics; to enable a Member of 
the Executive Council to make regulations.

2005 3 Sterilisation Amend-
ment Act50

To amend the Sterilisation Act of 1998, to make provision for a medical opinion in certain 
circumstances; to provide for additional information to be considered when contem-
plating sterilisation.

2005 33 Nursing Act51 To regulate the nursing profession.
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Abstract

This chapter provides an overview of health care financing and expenditure in South Africa. 

It reviews total health care expenditure in 2005, as well as recent trends in spending in the 

public and private health sectors. While public sector health care expenditure has been 

relatively stagnant in real per capita terms over the last decade, expenditure in the private 

sector has continued increasing at rates far exceeding the rate of inflation despite medical 

schemes covering a declining share of the population. Differentials in the public-private 

health sector, in terms of the financial and human resources available in each sector relative 

to the population served, have increased dramatically. It is critical that these diverging 

trends be urgently addressed, both through increased tax funding of public sector services 

and efforts to promote improved efficiency within the private health sector.
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Introduction

This chapter presents a brief overview of health care financing 

and expenditure in South Africa. It considers the funding 

flow in the overall health system, reviews key issues in rela-

tion to the public and private health sectors and explores 

the public-private health care mix. By considering financial 

resources in the overall health system, this chapter provides 

an important context for the discussion of issues relating to 

the private health sector covered in the other chapters.

Overview of health care financing 
and expenditure

Health care expenditure in South Africa was slightly more 

than R100 billion in 2005. This was equivalent to 7.7% of the 

Gross Domestic Product (GDP) in that year. This has declined 

from a level of 8 to 8.5% of GDP throughout the 1990s and 

early 2000s, largely due to the rapid growth in GDP in recent 

years. Despite this decline in health care expenditure rela-

tive to GDP, South Africa’s level of spending is relatively high 

by international standards; it exceeds that in the majority of 

countries of a similar level of economic development and is 

similar to that in some high income countries (see Table 1). 

However, health status indicators (such as infant mortality) 

in South Africa are far worse than that in other upper-

middle income countries. There is, therefore, a strong basis 

for arguing that the key challenge facing the South African 

health sector is not one of a lack of resources, but rather a 

great need to use the existing resources more efficiently and 

equitably. 

Table 1:  Comparison of health care expenditure and health status indicators in selected high and middle income 
countries

Country
Health care expenditure  

as % GDP, 2002
Life expectancy  

at birth, 2003
Infant mortality rate per  
1 000 live births, 2003

South Africa 8.3 48 53

High income countries

Australia 9.5 80 6

Canada 9.6 80 5

United Kingdom 7.7 78 5

Middle income countries

Brazil 7.9 71 33

Chile 5.8 78 8

China 5.8 72 30

Costa Rica 9.3 78 8

Cuba 7.5 77 6

Egypt 4.9 70 33

Estonia 5.1 71 8

Malaysia 3.8 73 7

Thailand 4.4 70 23

Source:  UNDP, 2005;3 WHO National Health Accounts database.a

a World Health Organization estimates for country National Health  
Accounts (1996-2005). Available at:  
http://www.who.int/nha/country/ZAF.pdf

Figure 1 provides an overview of the flow of funds between 

key financing intermediaries (i.e. organisations that receive 

funding and purchase health services) and health care 

providers. Approximately 40% of total health care funds in 

South Africa flow via public sector financing intermediaries 

(primarily the national, provincial and local departments of 

health), while 60% flow via private intermediaries. 
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Medical schemes are the largest financing intermediaries, 

accounting for nearly 46% of health care expenditure. Provin-

cial health departments follow as the next largest interme-

diary, with 38% of all health care funds flowing via them. 

Households’ out-of-pocket payments directly to health care 

providers also account for a sizeable contribution of nearly 

14% of all health care expenditure. Given that all expendi-

ture data used in this analysis are based on recent audited 

reports (for public sector expenditure and for medical 

schemes), with the exception of estimated out-of-pocket 

payments, which relies on extrapolating from the somewhat 

dated (late 1990s) National Health Accounts, it is likely that 

out-of-pocket payments are underestimated. 

In relation to the original sources of finance, the vast majority 

of funds flowing through public sector financing intermedi-

aries are funded through nationally collected general tax and 

other revenues. About R1 billion accrues from local govern-

ment rates, taxes and other local revenues, while provincial 

revenues are insignificant. Most of the funds flowing through 

private intermediaries are attributable to households. In 

addition to their direct out-of-pocket payments, house-

holds contribute significant amounts to medical schemes. 

From the provider perspective, about 41% of all health care 

expenditure is attributable to public sector health services 

and administration and 59% on private sector services and 

administration.

Key issues in the public health 
sector

There was very limited real growth in public health sector 

expenditure in the decade after the first democratic elec-

tions in South Africa. Government health budgets were 

particularly constrained in the late 1990s, largely as a result 

of the Growth Employment and Redistribution (GEAR) macr-

oeconomic policy of reducing government debt through 

constraints on government expenditure. Figure 2 illustrates 

that by early 2000, health care expenditure was increasing 

in real terms (after taking inflation into account), but it should 

be noted that these increases did not keep pace with popu-

lation growth and as a result there was a small decline in 

real per capita expenditure. 

Increases in expenditure have been greater since 2002/03, 

and considerable in 2005/06 and 2006/07. This has resulted 

in a small real per capita increase in recent years. Although 

real annual increases of approximately 5% are promised, 

based on the Medium Term Expenditure Framework (MTEF) 

budget projections, these increases are barely keeping pace 

with population growth in South Africa. The bottom line is that 

public sector health care expenditure has been stagnant 

in real per capita terms for a considerable period of time, 

despite the fact that the demands on public sector services 

have increased dramatically due to the AIDS epidemic.

Although total government expenditure has been 

constrained for the past decade, the health sector has been 

receiving a declining share of these resources. As indicated 

in Figure 3, the health sector’s share of total government 

expenditure has declined from 11.5% in 2000/01 to 10.9% 

Figure 2:  Annual increase in real government health care expenditure (until 2005/06) and budgets (2006/07 
onwards)

Source:  National Treasury;4,7,8,9,10 StatsSA, 2007.11
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in 2007/08. Over this period, government’s debt servicing 

commitments have declined from consuming 19.1% of total 

government resources in 2000/01 to 9.5% in 2007/08. The 

resources released from this declining debt burden have 

largely been allocated to social security and welfare (whose 

share of total government expenditure has increased from 

11.8% in 2000/01 to 16.1% in 2007/08), other social serv-

ices (increased from 3.8% to 7.6%) and economic services 

(including National Treasury and the Department of Trade 

and Industry, increased from 9.7% to 15.1%).

While the dramatic increase in spending on social grants 

is likely to contribute to improved health status, the public 

health sector is in desperate need of additional resources. 

There is the potential for funding of the public health sector to 

increase in the next few years; as the debt servicing require-

ments decline even further, resources will be released which 

could partially be devoted to the health sector, if sufficient 

pressure is placed on key policy makers.

At the time of the first democratic elections in 1994, the key 

challenges facing the public health sector included alloca-

tive inefficiencies and geographic inequities. In particular, 

there was inefficient distribution of resources between levels 

of care with hospitals accounting for nearly 89% of expendi-

ture on the major categories of health services and non-

hospital primary care accounting for only 11% in the early 

1990s.12 This relative distribution has shifted with hospitals 

accounting for 77.5% and primary care for 22.5% respec-

tively in 2005.2,4 

Figure 4 shows the distribution of total government health 

care expenditure, including ‘other’ spending such as admin-

Figure 3:  Government expenditure shares, 2000/01 and 2007/08 (functional classification)

Source:  McIntyre, 2007;1 National Treasury.4,9

istration, facility maintenance, health professional training, 

ambulance and other patient transport. It is encouraging 

that over one-third of all expenditure is devoted to district 

level (i.e. primary care and district hospitals), followed by 

the next level of provincial hospitals at almost a fifth of total 

expenditure and finally by the highest level of tertiary and 

central hospitals.

Figure 4:  Distribution of total government health care 
expenditure, 2005

Source:  National Treasury.2,4

There was also an inequitable distribution of public sector 

health care resources between provinces at the time of 

the first democratic elections. In 1992/93, the most well 

resourced province (the Western Cape) was spending 

approximately 3.5 times more per person residing in the 

province than the least resourced province (Mpumalanga).12 

If those who use the private health sector are removed from 

the provincial populations (estimated as those who are 

members of medical schemes in each province), there was 

a more than fivefold difference in public sector spending 
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per person dependent on the public sector between the 

Western Cape and Mpumalanga.13 However, certain prov-

inces (particularly the Western Cape and Gauteng) provide 

what can be considered to be ‘national services’ (i.e. highly 

specialised services that are only provided in very few prov-

inces and made available to residents of other provinces). If 

these services are excluded from the interprovincial compar-

isons, disparities were less great, but the Western Cape was 

nevertheless spending twice as much on non-highly special-

ised health services per person dependent on public sector 

services than Mpumalanga.13

A few years after the elections in 1994, public sector health 

care resources were actively redistributed by the national 

Department of Health (DoH) between provinces, based on 

the relative needs of individual provinces. During this period, 

differences in per capita spending between provinces were 

greatly reduced. However, with the adoption of the final 

Constitution in 1996, a fiscal federal system was introduced 

whereby significant autonomy was granted to individual 

provinces to determine their own budgetary allocations 

between sectors. Thus, from the 1997/98 financial year, 

disparities in health spending between provinces began 

increasing.14

In more recent years, there has been progress towards 

greater equity in interprovincial health care expenditure. 

Figure 5 indicates that by 2005/06, total public sector health 

care expenditure per person dependent on public sector 

services was approximately twice as high in the Western 

Cape as in North West (compared to the fivefold differ-

ence between the best and worst resourced provinces in 

1992/93). If spending on highly specialised services (central 

and tertiary hospitals) is excluded, the gap diminishes to 1.8 

times greater in the highest spending province (Northern 

Cape) than the lowest spending province (Limpopo), which 

is a small reduction in the disparities existing in 1992/93. 

However, the Northern Cape is regarded as a ‘special case’, 

requiring greater than average funding levels. This province is 

extremely sparsely populated (about 2.5 people per square 

kilometre) and spans a vast area (of over 360 000 square 

kilometres), which translates into a higher cost per person in 

order to deliver accessible health services. The appropriate 

comparison would be the province with the next highest 

spending levels, KwaZulu-Natal, which spent about 1.4 times 

more per person dependent on public sector services than 

Limpopo in 2005/06, which is a definite improvement on the 

1992/93 level of a twofold difference.

These data indicate that there has been progress towards 

addressing both the allocative efficiency and geographic 

equity challenges that faced the public health sector at the 

time of the first democratic elections.
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Key issues in the private health 
sector

Medical schemes

In contrast to the public sector, expenditure in the private 

sector has continued to increase on an annual basis since 

the 1980s, at rates far exceeding the inflation rate. Member-

ship of medical schemes has become increasingly unafford-

able for South Africans. Expenditure increases are associ-

ated with a concomitant increase in contribution rates or 

premiums that are charged by medical schemes. In the late 

1980s and early 1990s, contribution rates were increasing 

between 25% to 30% per year in real terms.12 The rate of 

annual contribution increases has reduced dramatically in 

recent years, but the average annual real increase in contri-

butions of 7% between 2000 and 2005 is still of concern.

Although medical scheme membership increased from 

about 6.5 million in the early 1990s to 6.9 million by 1997, 

the absolute total number of beneficiaries decreased there-

after and had only again reached 6.9 million by 2005. 

Medical scheme membership has declined considerably as 

a percentage of the population, from 17% of the population 

being members of medical schemes in 1992 to only 14.8% 

in 2005.12,5

The main cost drivers of medical schemes expenditure have 

been private hospitals, specialists and medicines.6,14,16 While 

in the 1980s and early 1990s, expenditure on medicines 

increased rapidly, expenditure on private hospitals regis-

tered the most rapid increases in the latter part of the 1990s 

and the 2000s.14

Figure 6 demonstrates the pace of change in medical scheme 

expenditure on different service providers, expressed as per 

beneficiary and real terms (i.e. after accounting for inflation). 

General practitioners and dentists have not registered much 

change in expenditure on their services since 1997. There 

has been a considerable increase in expenditure on ‘other 

providers’, which includes a wide range of service providers 

such as physiotherapists, psychologists, chiropractors, home-

opaths, acupuncture therapists, traditional healers and 

many others. This partly reflects changes in benefit package 

design, particularly that many medical scheme members 

have a ‘savings account’ component for their day-to-day 

health care needs, which can be used for a wider range of 

providers than previously permitted.

While real per beneficiary expenditure on specialists 

increased by 53% between 1997 and 2005, expenditure 

on hospitals increased by 74% over this period. Spending on 

private hospitals accounted for 98.5% of all medical scheme 

expenditure on hospitals in 2005.5 The increasing expendi-

ture on private hospitals is of particular concern. While the 

average expenditure on a medical scheme beneficiary for 

hospital care was R995 in 1997, it increased to R1 729 by 

2005 (expressed in real terms, 2000 base). Expressed differ-

ently, medical scheme expenditure on hospitals per benefi-

ciary increased three times more rapidly (189% in nominal 

terms) than inflation (66%) between 1997 and 2005.
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An increase in hospital expenditure can be attributed to 

increases in unit costs and / or utilisation levels. Key issues in 

relation to utilisation patterns of relevance to private hospi-

tals can be identified by comparing data for 2004 and 2005. 

While the private hospital admission rate did not increase 

dramatically, there were increases in high cost services such 

as caesarean section, magnetic resonance image (MRI), CT 

scans, and angiograms.5 The price of various private hospital 

services have also increased considerably in the past few 

years. There has been considerable concentration of private 

hospital beds under the control of the three major hospital 

groups, which now stands at 84% of all private hospital beds. 

As demonstrated in a recent submission to the Competition 

Commission, there are clear indications that these major 

groups are using their oligopoly power to charge exces-

sively high prices and not to engage in price competition 

with each other.17

The fee-for-service method of reimbursing private hospitals 

and private practitioners is likely to have contributed to the 

rise in utilisation, since earnings are directly related to the 

volume of work.13 The reported increase in utilisation of 

high-tech diagnostic procedures in recent years illustrates 

the incentives contained in a fee-for-service reimburse-

ment system. When expensive high-technology equipment 

is purchased by owners of private hospitals, substantial 

pressure is applied on clinicians to use this equipment to 

earn revenue for the hospital. It is not surprising that there 

were substantial increases in expenditure on both medical 

specialists and private hospitals since the late 1990s, given 

that many private specialists had a stake in the financial 

performance of private hospitals through share ownership 

or other forms of financially beneficial relationships, such as 

rent-free or subsidised consulting rooms within hospitals.13,17 

Specialists are only entitled to these financial benefits if they 

meet targets for use of hospital facilities, which is likely to 

have contributed to higher levels of hospitalisation, longer 

periods of admission and / or increased use of diagnostic 

procedures than would have occurred without these finan-

cial interrelationships.

One of the most dramatic trends in medical scheme expend-

iture, shown in Figure 6, is the overall decrease in spending 

on medicines per beneficiary, by nearly 6% in real terms 

between 1997 and 2005, although this trend levelled off in 

2006. As indicated, expenditure on medicines by medical 

schemes was increasing more rapidly than any other cate-

gory in the 1980s and early 1990s. Although private hospitals 

were the main cost driver from the mid-1990s, expenditure 

on medicine continued to increase rapidly throughout most 

of the 1990s. It levelled off in the early 2000s, largely in line 

with the pace of inflation. Although expenditure began to 

decrease in 2003, the largest decreases occurred in 2004 

and 2005.

These decreases were attributable to two key regulatory 

interventions. Firstly, legislation was introduced that required 

pharmacists to offer patients a generic substitute for any 

medicine prescribed, unless the prescribing doctor explicitly 

stated that the medicine should not be substituted. The use 

of generic medicines increased by 14% between 2003 and 

2004, which contributed to the decline in medicine expendi-

ture during this period. For example, while the price at which 

a medicine was sold to a private hospital, pharmacy or 

dispensing doctor for the branded antibiotic ‘Augmentin’ 

was R133.10, a generic equivalent ‘Adco-Amoclav’ was 

R89.42 (the price of the generic was 33% lower than the 

branded originator product). While there was a wide varia-

tion in the price difference between generics and the origi-

nator product (e.g. from less than 10% to over 80%), generic 

substitution contributed to reducing medicine expenditure.

Secondly, in 2004, Regulations were introduced to control the 

price of medicines. In particular, discounting was outlawed 

and manufacturers were required to sell at a Single Exit 

Price (SEP). Previously, purchasers such as private hospitals 

and dispensing doctors were granted enormous discounts 

(sometimes up to 80% of the stated price) in order to ensure 

that their product was included on the hospital formulary or 

dispensed by doctors. Small retail pharmacies, particularly 

in rural areas, paid the highest price for medicines. A key 

problem was that discounts were not offered to consumers. 

The introduction of a SEP, which had to be set at the level of 

the previous list price less the value of the previous discounts, 

translated into an average price decrease of approximately 

22%.

These diverging changes in expenditure over the past 

decade or more have translated into dramatic changes in 

the distribution of medical scheme expenditure between 

different categories of health services (see Table 2). While 

medicines were the single largest category of medical 

scheme expenditure (nearly 32%) shortly before the first 

democratic elections, private hospitals (in terms of ward 

and theatre fees, consumables and medicines used during 

hospitalisation) had taken over this place by the mid-1990s. 

Private hospitals now account for over 35% of medical 

schemes expenditure, medical specialists account for nearly 

21% of expenditure, and medicines account for a mere 16% 

of expenditure. These expenditure patterns reflect differen-
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tial changes in prices and utilisation patterns, with private 

hospital fees increasing dramatically and medicine prices 

decreasing equally dramatically. Whereas medical schemes 

initially provided a comprehensive benefit package, in 

recent years the emphasis has been on high cost inpatient 

care and the treatment of chronic diseases, which is linked 

to the Prescribed Minimum Benefit (PMB) package that is  

now stipulated in Regulations. This has particularly impacted 

on general practitioners and dentists, whose services are no 

longer covered under the core benefit package.

Table 2:  Distribution of medical scheme expenditure 
between providers

Service 1992/93 (%) 1997 (%) 2005 (%)

General Practitioners 11.5 10.6  8.0

Specialists 17.8 19.5 20.5

Dental  9.7  7.7  4.6

Hospitals 21.8 29.4 35.3

Medicines 31.8 24.2 15.8

Other services  7.3  8.6 15.9

Source:  CMS, 2006;5 McIntyre, 1995;12 CMS, 1997.18

Although not reflected in the data presented in Table 2, 

another area of rapid increase in expenditure is on ‘non-

health care’ items (which accounted for a total of R7.8 

billion in 2005), such as administration (R5.4 billion in 2005), 

managed care initiatives and brokers' fees. More is spent on 

these activities than is spent on general practitioners and 

dentists combined, or on medicines.

Clearly, controlling the rapid spiral of medical scheme contri-

butions and expenditure is one of the greatest challenges 

facing the private sector. This is largely because medical 

scheme beneficiary levels are stagnant (and has declined in 

some years), as a growing number of South Africans find that 

they can no longer bear the costs of this contribution and 

expenditure spiral. Although the quantity of financial and 

human resources available to medical scheme members 

continues to increase, the proportion of the population 

served by these schemes is rapidly declining. 

The medical schemes environment is rapidly becoming 

unsustainable. Controlling the cost spiral cannot be achieved 

merely through ongoing regulatory efforts in relation to the 

financing intermediaries. It is also necessary to address the 

rapid growth in supply of private sector health care provi-

sion in the context of stagnating demand for such services 

(declining medical scheme coverage as a percentage of the 

population and inability to extend coverage through low 

cost schemes).

Out-of-pocket spending

It is also of concern that direct out-of-pocket payments, 

which are the most regressive form of health care financing, 

account for almost a quarter of private health care financing. 

Although no accurate and current data on the magnitude 

and distribution of out-of-pocket payments exist, the most 

recent National Health Accounts, which provide data for the 

late 1990s, indicates that the majority of such expenditure 

(two-thirds) is incurred by medical scheme members (e.g. for 

co-payments, and services not covered by the scheme).6

For medical scheme members, 55% of their out-of-pocket 

payments were for medicines; some for over-the-counter 

medicines not covered by schemes, but mostly for prescription 

medicines. This is related to the considerable co-payments on 

prescription medicine required by some medical schemes as 

well as the fact that benefit limits for both acute and chronic 

medicines are frequently reached months before the end of 

the year. This situation may have changed with the dramatic 

decline in medicine prices in recent years, but it is known that 

pharmacists were charging patients an extra ‘administration 

fee’, not covered by medical schemes, in order to maintain 

their income levels. 

The next largest category of out-of-pocket payments by 

medical scheme members (28%) is that of payments to 

medical and dental practitioners. This usually occurs where 

the practitioner charges a higher fee than the scheme is 

willing to reimburse (most often in the case of specialists, 

which alone account for 12% of all out-of-pocket payments 

by medical scheme members) or where the practitioner’s 

services are not included in the benefit package (e.g. some 

schemes do not cover dental services). The remaining out-of-

pocket payments by scheme members are co-payments for 

hospital care (8% of payments by medical scheme members) 

and payments to other providers (e.g. homeopaths, if not 

covered in the scheme’s benefit package).

In the case of those who are not covered by a medical 

scheme, the majority of out-of-pocket payments in the late 

1990s were devoted to medicines, 78% of which was spent 

on over-the-counter medicines and 22% on prescription 

medicines. This indicates that most of the population who 

are not beneficiaries of a medical scheme, but who use a 
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private pharmacy do so for self-treatment purposes. Very 

few are able to afford to purchase prescription medicines on 

an out-of-pocket basis. Some also use private practitioners, 

particularly general practitioners and occasionally a dentist, 

which account for 26% of total out-of-pocket payments by 

non-scheme members. Finally, 18% is spent on hospital care, 

which relates particularly to the payment of user fees at 

public sector hospitals, and 8% on a wide range of ‘other’ 

private practitioners (including traditional healers, psycholo-

gists, homeopaths, etc.).

The public-private health sector 
mix

The most significant challenge facing the South African health 

system is to address the inefficient and inequitable distribu-

tion of resources between the public and private health 

care sectors relative to the population served by each. To 

illustrate the extent of the disparities, approximately R9 500 

per person was spent on less than 15% of the population 

covered by medical schemes in 2005. The average spending 

per person was R1 500 for those who use private sector 

primary health care on an out-of-pocket basis and public 

sector hospitals for specialist and inpatient care (21% of the 

population) and only R1 300 for those entirely dependent 

on the public sector (64% of the population).1

These disparities are even greater in relation to health 

professionals; each pharmacist in the public sector serves 

12 times, and each generalist doctor in the public sector 

serves 7 times more people than those in the private sector 

(assuming that up to 36% of the population use private 

pharmacists and private general practitioners including 

both medical scheme members and those paying out-of-

pocket for these services). There is a sixfold difference in the 

number of people served per nurse, and a 23 times differ-

ence in the number of people served per specialist doctor, 

working in the public and private sectors in South Africa.1 

Expressed differently, 75% of generalist doctors and 84% of 

pharmacists work in the private sector, serving a maximum of 

36% of the population using the most generous assumptions 

possible. However, most of their clients come from the 15% 

of the population covered by medical schemes. Eighty per 

cent of specialist doctors reportedly now work in the private 

sector and they serve almost exclusively medical scheme 

members (i.e. less than 15% of the population).

A vicious cycle exacerbating the inequities in the public-

private mix was set in motion in the 1980s, which has  

spiralled out of control in recent years. This can be summa-

rised as follows:

➤ There has been an exodus of doctors and other health 

professionals from the public to the private sector, espe-

cially from the 1980s onwards. About 40% of doctors 

worked in the private sector by the early 1980s, which 

had increased to over 60% by 1990 and over 70% 

by the late 1990s. There have been similar trends for 

other health workers. There was also a rapid increase 

in the number of private for-profit hospital beds over 

this period, which increased from approximately 8 000 

in the early 1980s to over 11 000 by the late 1980s, 

with a very rapid increase thereafter to 16 415 by 

1994 and 23 706 by 1999. A less rapid increase was 

observed since 1999 to nearly 25 000 at present.6,17 

Importantly, there is a heavy concentration of private 

providers in urban areas. For example, 54% of private 

for-profit hospital beds are located in the four largest 

metropolitan areas alone.17

➤ Although the supply of private sector health care 

providers has been increasing very rapidly, the popula-

tion able to afford private services, particularly medical 

scheme beneficiaries, has not been increasing as 

rapidly and has declined over the last decade or so as 

a percentage of the population. While there were about 

4.8 million medical scheme beneficiaries in the early 

1980s, this increased rapidly to 6.3 million by the early 

1990s.12 However, growth was much slower during the 

1990s and reached a high of 6.9 million by 1997 and 

has since fluctuated around this level. Medical scheme 

membership has increased in 2006 largely due to the 

rapid growth of the Government Employees Medical 

Scheme (GEMS), but the pool being served by private 

providers remains limited.

➤ The result is that the supply of private sector providers 

has increased dramatically since the early 1980s, but the 

population that they serve has not. Although medical 

scheme membership increased during the 1980s, this 

was at a slower rate than the increase in providers. In 

addition, there has been growing unemployment since 

the 1980s and limited economic growth over much of 

this time, suggesting that the number of people using 

private providers on an out-of-pocket basis has signifi-

cantly increased. The data presented clearly indicate 

that there is an over-supply of private providers relative 

to the population that can access and use their serv-

ices.
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➤ How is it that this growing group of private providers  

were able to generate what they considered as an 

acceptable level of income? In the 1980s, there was 

relatively ‘tight control’ on provider fees, with most 

private providers adhering closely to the Representa-

tive Association of Medical Schemes' (RAMS) tarif f 

schedule in order to secure direct and full payment 

from medical schemes. Although it has been difficult to 

document due to data deficiencies, there has been an 

increase in utilisation (e.g. higher number of doctor visits 

and hospitalisations per medical scheme beneficiary). 

A clear trend that was documented was the number of 

doctors registered to dispense medicines, which nearly 

doubled between 1988 and 1993.12 This coincided 

with a dramatic increase in spending on medicine 

within medical schemes, strongly suggesting that many 

doctors had begun selling medicines as a mechanism 

to ensure that they were able to reach their income 

goals given that they were not able to do so purely 

from consultations. In relation to hospitals, there are 

considerable perverse financial relationships between 

specialists and private hospitals.17 Private hospitals 

have invested in technology to attract specialists, and 

then place specialists under pressure to utilise this tech-

nology in order to recoup the expenses incurred in the 

purchase of technology. Thus, in the initial phase of the 

growth of private sector providers, the key response to 

a relative over-supply was to promote increased utilisa-

tion (supplier-induced demand).

➤ Over time, the balance of power in relation to influ-

encing prices has shifted away from medical schemes 

and in favour of private providers, particularly in rela-

tion to hospitals. This has been fostered through the 

increased concentration of private hospital beds within 

three major groups and concerted action by doctor 

and other professional groupings to act in unison in 

charging higher prices. The Competition Commission’s 

decision that each scheme should negotiate prices 

with each provider has also contributed to this shift in 

the balance of power.

These factors have contributed to the unconstrained cost 

spiral in the private sector, which has resulted in a rapidly 

widening gap in the public-private sectors. While per capita 

expenditure in medical schemes was five times greater than 

public sector expenditure in 1998, this had increased to 6.6 

times greater in 2005.

Concerns about the public-private mix are compounded by 

the fact that limited tax resources are devoted to supporting 

the expensive private medical scheme system. This occurs 

in two ways. Firstly, the tax deductibility of medical scheme 

contributions significantly reduces government tax revenue. 

In South Africa, this was estimated to be over R8.2 billion 

in 2001 (which is equivalent to nearly 30% of total govern-

ment spending on health in that year) and had increased 

to R10.1 billion by 2005.19,20 Despite recent revisions in the 

regulation of tax deductions of medical scheme contribu-

tions, these benefits are inequitably distributed, with higher 

income earners receiving a much greater share of the tax 

benefits. Secondly, the largest single employer in South Africa 

is the government, and a substantial sum of tax resources is 

devoted to purchasing medical scheme cover for civil serv-

ants. For example, in early 2000 the South African govern-

ment spent 12 times more for medical scheme cover per civil 

servant than it spent on funding public sector health services 

per person dependent on these services.14 This raises serious 

equity concerns about the use of limited tax funds.

The existing public-private mix suggests that a key challenge 

within South Africa is to find a way to promote cross-subsidi-

sation (between healthy, younger and wealthier population 

groups and the sick, elderly and poorer groups) in overall 

health care financing and expenditure. Ways of improving 

cross-subsidies are explored in the Chapter on Social or  

National Health Insurance.

Conclusion

The analyses presented in this chapter indicate that while 

public sector health care expenditure has been relatively 

stagnant in real per capita terms over the past decade, 

expenditure in the private sector has continued spiralling 

at rates far exceeding the rate of inflation. Inequities in the 

public-private health sector, in terms of the financial and 

human resources available in each sector relative to the 

population served have rapidly grown more severe. It is 

critical that these diverging trends be urgently addressed, 

both through increased tax funding of public sector services 

and efforts to promote improved efficiency within the private 

health sector. 
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Abstract

Not-for-profit medical schemes are the dominant vehicles for providing insurance for health 

care in the private sector in South Africa. This chapter critically evaluates the role of medical 

schemes in revenue collection, pooling of contributions and purchasing of health care. 

Revenue is collected by medical schemes from employers and households on a voluntary 

basis. Some employees are supported by their employers but the nature of employer 

subsidies, particularly for those in retirement, has been changing. Revenue collection costs 

are very high and broker activity has a negative effect on risk pool stability. The trend 

away from restricted to open schemes has been arrested by the creation of a new single 

restricted scheme for public sector workers. 

Protections for members have been implemented in the form of open enrolment, community 

rating and minimum benefits. Community rating is currently in fragmented risk pools and the 

reforms underway to introduce a Risk Equalisation Fund will bring community rating across 

the entire industry. Freedom to design benefits is being curbed but there is still substantial 

use of benefit design for effective risk-rating of members. 

Medical schemes tend to be passive purchasers of health care and few schemes have 

become strategic purchasers of health care on behalf of their members. The lack of 

engagement by medical schemes with the delivery of health care, together with constraints 

in the provider environment is preventing the development of more efficient and cost-

effective solutions.

Heather McLeodi

Shivani Ramjeeii
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Policy and legislative framework 

Introduction

Medical schemes are the dominant vehicles for providing 

insurance for health care in the private sector in South 

Africa. Medical schemes reimburse their members for actual 

expenditure on health. They operate on a not-for-profit 

basis and are essentially mutual societies, governed under 

the Medical Schemes Act (Act 131 of 1998) and managed 

by boards of trustees.a,1 They are however, surrounded by 

a number of for-profit entities that provide administration, 

marketing, managed care, consulting and advisory services. 

In the minds of consumers there is often confusion between 

the not-for-profit medical schemes and the high-profile listed 

companies that act as administrators.

The Medical Schemes Act defines the ‘business of a medical 

scheme’ as the business of undertaking liability in return for 

a contribution in order to make provision for obtaining any 

‘relevant health service’.b Medical schemes can grant mone-

tary assistance to meet expenditure on a health service or 

can provide the relevant health service directly or by agree-

ment with health care providers. Most medical schemes pay 

the account from the health care provider chosen by the 

member; some have attempted contracts with providers and 

very few offer health care services directly. Schemes may 

choose to be ‘restricted’ membership schemes if attached 

to a large employer, union or other defined group, but all 

others are open schemes that must freely admit anyone who 

applies.

Revised legislative framework

The history of medical schemes in South Africa began 

in 1889 and their status was formalised initially under the 

Friendly Societies Act (Act 25 of 1956) and later the Medical 

Schemes Act (Act 72 of 1967).2 Reforms during the 1980s 

and early 1990s led to the increasing use of ‘mutuality’ as 

opposed to ‘solidarity’ principles.c The democratic govern-

a 50% of the board of trustees must be elected by the members.

b A ‘relevant health service’ is any examination, diagnosis, treatment, 
prevention or advice; prescription or supply of medicine, appliance or 
apparatus; ambulance service, accommodation in hospital, maternity 
or nursing home; for a physical or mental defect, illness, deficiency; or 
pregnancy.

c Voluntary insurance operates on ‘mutuality’ principles where members 
are assessed or underwritten on application and pay according to their 
risk. Social systems operate on ‘solidarity’ principles where contribu-
tions are not linked to risk. Contributions may be paid equally (as under 
community-rating) or according to ability to pay. Solidarity, when fully 
implemented, requires that contributions are mandatory for defined 
groups.

ment inherited a system in 1994 that had substantially turned 

in the direction of mutuality, with members being risk-rated 

and charged according to their age and state of health. This 

produced adverse results in terms of health care equity and 

access with the elderly and those with chronic disease being 

most vulnerable.

Since 1994 there has been a substantial return to solidarity 

principles although medical schemes still operate in a volun-

tary environment. The fully re-written Medical Schemes Act, 

No. 131 of 1998, which has been applicable since 1 January 

2000 has prepared the environment for Social Health Insur-

ance, as discussed in detail in Chapter 5. Doherty and 

McLeod documented the stormy re-introduction of three key 

principles under the revised Medical Schemes Act of 1998.3 

➤ Open enrolment: open schemes have to accept 

anyone who wants to become a member at standard 

rates.

➤ Community-rating: everyone must be charged the 

same standard rate, regardless of age or state of 

health. However, the current implementation applies 

to each benefit option in each medical scheme rather 

than the industry as a whole. 

➤ Prescribed Minimum Benefits (PMBs): A minimum 

package that must be offered by all schemes. Benefici-

aries must be covered in full for these conditionsd with 

no limits or co-payments. Schemes may insist on the use 

of a contracted network of providers and formularies of 

drugs to manage care.

These three principles enhance the risk-pooling function 

within medical schemes. The Medical Schemes Act also 

provided for some protections for schemes against anti-

selection by members by allowing the imposition of waiting 

periods and late-joiner penalties under defined circum-

stances. Any funding arrangement, which is intended to assist 

in meeting the actual costs of medical services must satisfy 

the requirements of the Medical Schemes Act. These require-

ments include being registered under the jurisdiction of the 

Council for Medical Schemes (CMS), having financial guaran-

d The Prescribed Minimum Benefit package is a list of some 270 diagnosis 
and treatment pairs (PMB-DTP) primarily offered in hospital (introduced 
1 January 2000); all emergency medical conditions (clarified from 1 
January 2003); diagnosis, treatment and medicine according to ther-
apeutic algorithms for 25 defined chronic conditions on the Chronic 
Disease List (PMB-CDL) (introduced 1 January 2004).
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tees, maintaining prescribed solvency levels, having at least 

6 000 members,e adhering to product design requirements 

and regular reporting to the Registrar of Medical Schemes. 

The Medical Schemes Act codified the duties of trustees 

and provided for much improved governance of medical 

schemes and the industry as a whole.

The revised Medical Schemes Act tasked the CMS with the 

protection of members of medical schemes, rather than the 

protection of the industry. The executive arm, the office of 

the Registrar of Medical Schemes, has grown substantially 

from being a small deputy directorate within the Depart-

ment of Health (DoH) to being a statutory body with consid-

erably expanded powers to regulate. The office is funded 

by a levy on medical schemes members and is staffed by 

a professional team including accountants, lawyers, health 

economists and medical professionals. The CMS is respon-

sible for regulating medical schemes as well as accrediting 

brokers, administrators and managed care organisations 

that provide services to medical schemes. An amendment 

to the Medical Schemes Act in 2007 is expected to expand 

the role of the CMS to take responsibility for the operation of 

the Risk equalisation Fund (ReF), which will further enhance the 

risk-pooling function by creating an industry-wide risk pool 

and an industry-wide community rate for the PMBs.

Demarcation with other health insurance 

Medical schemes reimburse their members for actual 

expenditure on health (known as indemnity business). Health 

insurance policies are provided by short-term insurers and 

life offices and supervised by the Financial Services Board. 

The demarcation of health insurance was re-defined in the 

Long-Term Insurance Act (Act 52 of 1998) and Short-Term 

Insurance Act (Act 53 of 1998), together with the Medical 

Schemes Act of 1998.4,5 Health insurance policies may not 

indemnify policy holders against actual medical expenses, 

must offer a sum assured defined in advance of any health 

care provision and may not directly reimburse health care 

providers.

The insurance industry, particularly short-term insurers, 

continued with the sale of products in defiance of the Medical 

Schemes Act of 1998 and the revised Insurance Acts. The 

insurance industry was reluctant to close the products as the 

Insurance Acts allowed risk-rating and the payment of much 

e ‘Members’ refers to principal members, or those paying the contribution. 
’Beneficiaries’ are all those with cover on the medical scheme, including 
families of the principal members. 

higher commissions.f In a High Court judgement in December 

2006, two products sold by Guardrisk, a short-term insurer, 

were found to be doing the ‘business of a medical scheme’. 

The products, ‘Admed Gap’ and ‘Admed Pulse’ were designed 

to offer cover for the difference between the amount actually 

charged by a health care provider and the National Health 

Reference Price List (NHRPL), which is commonly used as the 

standard for payment by medical schemes. The judge found 

that the policies were clearly for the purpose of defraying 

expenditure in connection with the rendering of any rele-

vant health service and as such, fell under the Medical 

Schemes Act. Guardrisk was interdicted and restrained from 

marketing, promoting, advertising or concluding any further 

policies. The judgement required the company to terminate 

the policies of all 130 000 existing beneficiaries within three 

months but leave to appeal has been granted, effectively 

suspending operation of the judgement. 

This judgement in favour of the CMS and Registrar of Medical 

Schemes is significant as it confirms the view long-held by the 

Council that these products were doing ‘the business of a 

medical scheme’. Any remaining recalcitrant insurers will now 

be aware that the CMS will pursue the matter in the courts. 

The clear demarcation of products is important to ensure 

that the risk-rated insurance environment does not attract 

only the young and healthy and hence dilute the solidarity 

of the medical schemes environment. 

It is not possible to get an estimate from the Financial Services 

Board of health insurance sold under their jurisdiction and 

much of the legitimate health insurance business is sold as 

riders to life policies. The total premium for health insurance 

in 1999 was estimated by the CMS to be R0.482 billion per 

annum with cover of some 1.2 million people, although with 

substantial overlap to those in medical schemes. A revised 

estimate made in 2005 using the National Health Accounts 

for 2000 suggests that health insurance might account for 

R0.762 billion per annum or 0.6% of total health expenditure 

in South Africa.6 This would translate to 1.1% of private health 

expenditure. 

f Some 25% of contributions on short-term insurance products, compared 
to a maximum of 3% of contributions for medical schemes, limited to a 
maximum of R60.70 per month plus VAT. 
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Medical schemes and revenue 
collection 

Revenue is collected by medical schemes from employers 

and households on a voluntary basis. Some employees are 

supported by their employers but the nature of employer 

subsidies has been changing. Subsidies for those in retire-

ment have undergone the greatest changes in recent years. 

Brokers have been legalised and are paid commissions for 

bringing members to open schemes. The trend away from 

restricted to open schemes since 1995 has been arrested by 

the creation of the Government employees Medical Scheme 

(GeMS), the new single restricted scheme for public sector 

workers.

Medical scheme coverage 

Between 1994 and 2006 the number of registered schemes 

declined from 170 to 124. There were a further 31 ‘exempt’ 

schemes in 1994, reducing to 12 Bargaining Council schemes 

in 2004.g over the 11-year period there was initial growth 

in membership numbers followed by a long plateau with 

new growth finally apparent from 2005. The total number of 

members reported has increased by 20% over the period 

1994 to 2006, from 2 487 to 2 985 million. The number 

of beneficiaries has grown more slowly by 8.8% from  

6 548 to 7 127 million.h The increase in members at a faster 

pace than the increase in beneficiaries is not attributed to 

real changes in family size but a response to affordability 

problems in medical schemes. The latest official figures from 

the 2006/07 CMS Annual Report show two years of increase 

in beneficiary numbers after four years of stagnation and 

decline.7 This increase has been long-awaited as formal 

non-agricultural employment has increased sharply since 

2001 after drifting downwards throughout the 1990s.8 The 

increase in beneficiaries is in part due to previously uncov-

ered lives being brought into GeMS, which has been in 

operation since January 2006.

g The analysis is complicated by changes in the definition of registered 
schemes during the period. Schemes like Transnet and Polmed were 
previously ‘exempt’ and only included as registered schemes from the 
year 2000. The reporting by Bargaining Council schemes is not consis-
tent from year to year and the Registrar did not give the number of these 
schemes in 2005 or 2006, or members of these schemes in 2006.

h over the period from 1994 to 2006 the number of principal members of 
registered schemes has increased from 1 972 to 2 985 million (51.3%). 
The number of beneficiaries in these schemes has increased from 5 303 
to 7 127 million (28.9%). 

Figure 1:  Medical scheme coverage by individual income (Rands per month)

Source:  Derived using StatsSA, 2006.10
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A more meaningful measure of coverage is to relate the 

number of beneficiaries covered by medical schemes to 

the total population. Based on mid-year population esti-

mates from Statistics South Africa (StatsSA), this figure has 

declined from 17.0% in 1994 to 14.9% in 2005.9 In 2005, 

open schemesi were in the minority at 35.9% by number. 

These schemes tend to be larger with open schemes making 

up 19.7% of small schemes, 28.0% of medium schemes and 

67.5% of large schemes. Thus the majority of beneficiaries 

(71.8%) were covered in open schemes and the bulk of 

revenue collection (72.3%) occurred through open schemes. 

Total contributions to medical schemes have increased from 

R11.299 billion in 1994 (R21.869 billion in 2005 Rand terms) 

to R54.193 billion in 2005. Total contributions are reported 

to be R57.568 billion in 2006.7 The average amount contrib-

uted per beneficiary per month has increased from R343.67 

in 1994 (2005 Rand terms) to R660.66 in 2005. This repre-

sents nearly a doubling of the real price of medical schemes 

i open schemes are required to admit any person who applies. Restricted 
schemes can be formed on the basis of employment or other grouping, 
such as an industry or profession.

Table 1:  Medical scheme coverage by household income (Rands per month) and employment status

 

Personal Income  
(per month)

Highest Household Income  
(per month)

Employed
Self-

employed

Children 
under  
age 20

Unemployed
Not economi-
cally active

Pensioners 
over age 65

Total popula-
tion

Total number (population) 10 475 543 925 948 20 075 422 7 187 419 5 877 926 2 330 921 46 873 178

Total number on medical 
schemes

2 847 385 124 940 2 279 090 283 317 706 548 310 342 6 551 621

Percentage on medical 
schemes

27.2 13.5 11.4 3.9 12.0 13.3 14.0

Percentage on medical schemes by income 

No income 12.6 38.8 4.6 1.9 8.5 13.6 6.9

Income under 1 000pm 2.7 3.0 1.5 0.4 1.2 1.0 1.4

1 000 to 2 000pm 5.1 4.4 3.2 1.6 3.5 4.0 3.2

2 000 to tax threshold 12.4 6.7 5.9 3.1 5.5 4.8 6.3

Tax threshold to 5 000pm 34.0 13.7 17.9 9.3 15.3 10.1 18.9

5 000 to 6 000pm 59.4 32.2 43.6 21.3 40.4 29.9 44.0

6 000 to 8 000pm 68.2 37.0 51.9 28.7 32.9 21.5 51.4

8 000 to 10 000pm 74.7 39.6 64.9 45.3 43.4 52.7 62.4

10 000 to 20 000pm 79.8 49.7 64.6 45.7 54.9 47.6 67.0

20 000 to 30 000pm 88.2 67.1 83.6 38.8 76.7 46.0 81.2

Over 30 000pm 79.9 67.6 80.9 36.4 89.0 100.0 78.3

Income not given 46.1 37.4 19.0 8.5 0.0 38.3 55.1

Source:  Derived using StatsSA, 2006.10

over the 11-year period or 6.1% per annum increase above 

the Consumer Price Index (CPI) increases.j

The problem of affordability of medical schemes is consid-

ered to be the greatest obstacle to growth in the industry. 

The effect of affordability on medical scheme demographics 

manifests in the patterns of coverage by income and 

employment status, the number of beneficiaries covered per 

family and the ethnicity profile of schemes. Figure 1, using 

the 2005 General Household Survey (GHS), shows that there 

is a very strong pattern of coverage by employment and 

income level.10 

Table 1 illustrates the strong relationship between house-

hold income and coverage. This relationship applies to the 

unemployed, children and those not economically active, 

supporting that access to cover occurs through either being 

employed or being financially dependant on an employed 

person.

j CPIX has only been published since 1997 so CPI is used for long-term 
calculations. 
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There is evidence that when faced with affordability prob-

lems, children are left off the medical scheme. Between 1994 

and 2005 the beneficiary ratio in registered schemes fell 

from 2.69 beneficiaries per member to 2.43 due to house-

holds increasingly not covering all members of the house-

hold. Helmbold investigated the characteristics of these 

partially covered households using data from the GHS.11 He 

estimated that there are more than 1.5 million uncovered 

people residing in partially covered households. The size of 

a household has a significant effect on whether a household 

is fully covered, uncovered or partially covered. This is largely 

because household income does not increase in line with 

household size and resources are thus spread more thinly.

In a voluntary environment people can move onto medical 

schemes when they believe they will need cover, despite the 

existence of waiting periods and late-joiner penalties. 

Table 2 summarises the interplay between income, age 

and gender to show the anti-selection that occurs in the 

voluntary environment. The proportion of eligible children 

covered is much lower than the proportion of people over 

age 35. There is a noticeable decline in membership in the 

age group 20 to 35 as young working adults and those 

still studying remain out of schemes. A significant feature is 

that more women than men choose to become members 

in the childbearing years. The PMBs ensure almost complete 

coverage of pregnancy and childbirth costs and medical 

schemes have seen a pronounced increase in the number of 

maternity cases in recent years.k

Table 2:  Anti-selection in medical schemes, 2005

Highest household 
income

Tax threshold of 
R2 917 per month 

in 2005

R1 000 per month 
in 2005

Proportion of 
household who join a 
medical scheme (%)

Male Female Male Female

Under 20 49.4 49.2 29.7 9.3

Age 20-35 37.6 44.1 19.2 25.6

Age 35-65 54.9 62.1 36.1 42.8

Age 65+ 66.1 65.2 53.5 53.0

Source:  Derived using StatsSA, 2006;10 CMS, 2007.12 

k The ReF Grids submitted each month have shown higher numbers of 
maternities than expected in the ReF pricing each year. Unpublished 
scheme investigations show substantially higher maternities than 
expected as well as evidence of increasing numbers of women who join 
schemes before giving birth and leave schemes thereafter.

Employer subsidy of medical scheme 
membership

The effects of low income on access can be off-set if there is 

a significant employer subsidy for health care. In the absence 

of a mandated social security system for health care, there 

is a range of positions an employer can choose to adopt 

with regard to funding health care. These range from “seeing 

health care as an aggravating and potentially ruinous cost 

of doing business” to being “an investment in business 

success” where “healthy people deliver healthy profits”.13 

Companies that choose the former position might meet 

legislated occupational health standards, to provide a fixed 

subsidy for health care to all workers and allow for contribu-

tions to be collected from the payroll, but not involve them-

selves further in health care issues. Companies that choose 

the latter position seek to invest in employee health care in 

order to improve worker performance and satisfaction. They 

might become active purchasers of health care and seek 

to integrate all company health-related initiatives, as most 

frequently seen by the mining houses and major retailers.

The role of employers in medical schemes has been 

declining for some time. employers have increasingly chosen 

to restrict their involvement with medical schemes to paying 

contributions to open medical schemes. This is partly due to 

the changing nature of employment with people no longer 

spending their entire working life with one employer. Changes 

in remuneration philosophy to cost-to-company principles 

and increased focus on employment equity have meant that 

medical scheme membership is seldom offered as an addi-

tional benefit but it is costed as part of total remuneration. 

The role of brokers in facilitating this shift is examined later.

The 2003 old Mutual Survey documented how employers 

have engineered a fairly constant employer cost of health 

care over the past 10 years (as a percentage of payroll).14 

This has been achieved by increasingly passing the risk of 

escalation in health care costs to employees. In recent years 

many employers have moved to fixing the medical scheme 

subsidy as Rand amount or in terms of subsidising only a 

basic set of benefits. Whereas 75% of employers in 1999 

paid a fixed percentage of medical scheme contributions, 

only 41% of employers did so with no limit and a further 18% 

did so with a limit in 2003. employees thus bear the brunt of 

the increase in the cost of health care. 
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Although companies may notionally make subsidies avail-

able to all workers, the 2005 old Mutual Survey found many 

individuals cannot make use of the subsidy because it is too 

small in relation to the total contribution.15 This results in a 

significant percentage of the workforce buying down to 

cheaper options, deregistering some of their dependants or 

being unable to continue to afford medical scheme cover. 

The Survey found that the average employer subsidy was 

R883 per employee per month, but a very wide variation 

was observed. 

Contribution increases and buying down

Medical scheme contributions increase on an annual basis, 

with increases monitored by the office of the Registrar. The 

average increase in contributions per option is compared 

to a benchmark of CPIX + 3%, and options which reflect 

increases greater than this benchmark are requested to 

provide further motivation for their increase.16 

The nominal increase in average risk contributions per 

beneficiary (as per scheme financials) from 2004 to 2005 

was 2.72%.17 This figure does not reflect the average contri-

bution increase implemented by schemes as it includes the 

effects of movements that occurred between options and 

schemes as well as the effects of changes in family profile. 

The industry average contribution increase estimated by the 

office of the Registrar for the same period was 6.86%. This 

is an unweighted average of all options and schemes and 

does not allow for differences in profile between schemes.18 

An independent estimate based on index methodology esti-

mates the average increase at 5.95% (see Table 3).19 The 

considerable difference between these estimated contribu-

tion increases and the increase in the average contribution 

income of schemes indicates that some beneficiaries bought 

down from more comprehensive options to cheaper options 

with the consequent dampening effect on contributions.

Table 3:  Estimated and actual increases in nominal 
risk contributions by percentage

 2004/05 2005/06

Office of the Registrar estimate 6.8 5.9

Index methodology estimate 5.9 5.2

Average risk contribution per 
beneficiary per month 

2.7 3.8

Source:  CMS, 2005;17 CMS, 2006;18 Ramjee, unpublished.19

For the period 2002 to 2006 average contribution increases 

(as estimated by the office of the Registrar) have been 

declining. They have however still been consistently higher 

than the CPIX.16 Increases in excess of the CPIX create a 

significant affordability challenge as medical scheme contri-

butions comprise a larger proportion of household expendi-

ture over time. This explains the downward migration of 

beneficiaries to cheaper options. This gradual movement is 

expected as a high proportion of major medical benefits 

are the same across all options due to the minimum benefits. 

This extent of buy-down depends on member awareness of 

their benefits.

Income cross-subsidies in medical schemes

Another way to deal with affordability for low income workers 

in a voluntary environment is for the employer to guide a 

restricted medical scheme to create income cross-subsidies 

within the scheme itself. This ‘social engineering’ of contribu-

tions is usually deliberate and agreed by all groups covered 

by the scheme. For example, the trustees of a restricted 

scheme may deliberately set contributions so that single 

elderly people (typically widows, as women live longer than 

men) only pay perhaps R20 per person per month. Contribu-

tions for other groups (employed or high income bands) are 

then adjusted upwards to provide the total needed by the 

scheme. There are no restrictions on the degree of ‘social 

engineering’ within a restricted medical scheme. 

The proportion of options in restricted schemes making 

use of income bands has declined significantly over time, 

from 83.9% in 2004 to 61.0% in 2006. Despite this decline, 

restricted schemes still make greater use of income bands 

than open schemes. Amongst the options making use of 

income bands, the average number of income bands used 

by options in restricted schemes (6.52 in 2006) is greater 

than the average number used by options in open schemes 

(3.52 in 2006). The average number of income bands used 

has decreased for options in both open and restricted 

schemes. 

A decline in the use of income bands disadvantages the 

low income members of medical schemes by reducing the 

extent of income cross-subsidies. As pensioners tend to have 

lower incomes they are included in the group that tend to 

benefit from income-based contribution tables. options 

with income bands will thus be more attractive to pensioner 

members, which impacts negatively on a scheme’s risk 

profile. The competitive pressure and incentive to risk select 
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are thus contributing factors to the decline in the use of 

income bands. Income cross-subsidies in open schemes and 

across schemes are only possible if government implements 

a deliberate income cross-subsidy policy as part of manda-

tory membership.

Employer subsidies for pensioners 

In the period since 1994 there has been a substantial change 

in employer policy with respect to subsidies for medical 

scheme membership in retirement, driven by changes in the 

accounting treatment of costs for retired workers. Since the 

1980s there has been a worldwide movement in accounting 

circles to account for costs in retirement during the working 

life of the employee. In principle, a company must account for 

any promises in retirement while a worker is still employed.l 

This requires additional expenditure to be recorded on the 

income statement and additional liabilities to be placed on 

the balance sheet.

The old Mutual Survey conducted since 1994 has docu-

mented a significant movement towards excluding 

pensioners from company funding for health care. In 1995, 

89% of companies surveyed were providing funding of 

health benefits for pensioners, falling to 43% in 2003 and 

only 29% offering some form of post-retirement subsidy in 

2005. 

old Mutual found that employers had employed the follow-

ing strategies to deal with the additional liability imposed by 

the accounting standards: 

➤ excluding health care benefits in retirement from the 

employment contracts of all new employees. The 

percentage of companies not offering health care 

subsidies in retirement to new employees was esti-

mated to be between 85% and 95% in 2005;m

➤ capping employer contributions for all future as well as 

existing pensioners;

➤ offering cash or other benefits in lieu of continuing to 

cover the liability of post-retirement medical scheme 

l The applicable standard for South African companies is International 
Accounting Standard 19 on employee Benefits (IAS19). This incorporates 
accounting for retirement funds and post employment benefits from a 
company perspective. The standard was previously known as AC116 
and all South African companies, whether listed or otherwise, have 
been required to comply with AC116 since 1 January 2001.

m Personal communication, old Mutual Healthcare Survey staff, February 
2007.

contributions;n and

➤ re-designing the medical scheme benefit structure or 

imposing limitations on benefits.

The drive to lower the impact of health care subsidies on 

the company balance sheet typically has a feedback loop 

to the way in which subsidies are organised for workers and 

on the design of benefits. employers have been remarkably 

successful at reducing the risk of health care inflation to 

themselves and ensuring that workers and pensioners carry 

that risk. This was accomplished with almost no response 

from unions, who in many cases welcomed the move from 

defined benefit to defined contribution retirement schemes 

that accompanied this change in employment conditions. 

The full effect of transferring investment risk and medical 

inflation risk to the elderly and future retirees will also take 

some years to unfold. In 2002, McLeod et al. described the 

subsidy issue as ‘a future time bomb’, warning that this issue 

will impact the industry when those joining companies from 

around the year 2000 onwards reach retirement age.20 This 

will become apparent some 10 years to 30 years into the 

future but if this practice does not receive serious policy atten-

tion then the impact on affordability of medical schemes for 

those future pensioners is described as devastating.

The issue is now beginning to receive attention by the 

Department of Social Development as part of the evaluation 

of retirement reform proposals that could set up a manda-

tory Social Security System for retirement.21,22 

The coverage of pensioners in medical schemes is 13.3%, 

slightly lower than the 14.0% coverage of the total popula-

tion. Rohman showed that the proportion covered declines 

with age which may be evidence of the affordability problem 

as medical scheme contributions increase much faster than 

pensions.23 The proportion of beneficiaries over the age of 

65 is still considerably higher in restricted schemes than in 

open schemes (7.73% compared to 5.85%) although this 

gap has narrowed considerably since 2000. 

n The strategy of giving extra cash or benefits in retirement in lieu of 
medical scheme subsidies for existing pensioners ran into significant 
legal challenges between 2003 and 2005 and hence no employers 
indicated using this strategy in the 2005 Survey. However this approach 
had already run a substantial, if disastrous, course in South Africa. Retire-
ment funds have been accused of misusing retirement fund surplus for 
this purpose.
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Single restricted scheme for the public 
sector: Government Employees Medical 
Scheme 

one positive development has been the return by govern-

ment to a restricted scheme for public sector workers. In the 

apartheid years the public sector had restricted schemes 

by racial group but during the 1990s public sector workers 

were allocated an employer subsidy for medical schemes 

and could use this to join any open medical scheme of their 

choice. The growth of the role of brokers in the 1990s was 

fuelled by this subsidy approach. 

The restructuring of medical scheme subsidies in the public 

sector was placed on the agenda in December 1999. The 

1999 Remuneration Policy Review had identified major short-

comings, including inequality in access to medical scheme 

cover, affordability concerns, lack of value for money, 

spending inefficiencies and little integration with public 

sector health care.24 Despite a relatively generous medical 

scheme subsidy,o there were only some 450 000 people, 

half of the one million employees, using the subsidy.

In 2002, Cabinet approved a framework policy for a 

restricted medical scheme, only for public sector employees, 

centred on the principles of: 

➤ equity, where employees have equal access to the 

most extensive set of equal basic benefits under equi-

table remuneration structures, subject to affordability; 

➤ efficiency in respect of costs and delivery of benefits; 

and 

➤ differentiation, where employees opting for more exten-

sive cover have equal access to such higher benefits 

subject to their needs. 

The GeMS was registered in January 2005 and became 

operational in January 2006. Government has used the lure 

of a higher medical scheme subsidy within GeMS,p as well as 

insisting that all new employees may only join GeMS. It was 

reported in July 2007 that GeMS had reached 150 000 prin-

o Government paid two-thirds of any medical scheme contribution, to a 
maximum of R1 014 per month per employee. This was generous by 
industry standards where 50% was a common percentage subsidy.

p A revised and improved employer subsidy regime was negotiated and 
implemented from 1 July 2006. A 75% subsidy of monthly contributions 
was provided, capped at R1 900 per month per employee. Workers 
on the lowest salary bands (earning less than about R60 000 a year) 
received a 100% subsidy capped at R1 900. Those remaining on open 
schemes received the lower original subsidy of up to two-thirds of 
contributions, capped at R1 014 per month. The issue formed part of 
acrimonious bargaining during the June 2007 public sector strike. There 
were calls by labour for the subsidy to be used across other schemes. 
A revised subsidy of R2 020 per month was offered by Government, still 
restricted for use in GeMS. 

cipal members or some 400 000 lives, making it the largest 

restricted scheme and the third largest medical scheme in 

South Africa.25 

The combination of high subsidies for low income workers, 

income-related contribution tables and the bargaining 

power of the new scheme have been significant. A low-wage-

earning civil servant and family is able to join the lowest cost 

option, Sapphire, without making an out-of-pocket contribu-

tion. There are some 325 000 people eligible for the 100% 

subsidy, 191 000 (nearly 60%) of whom were not previously 

medical scheme members. It is estimated that the Sapphire 

option alone could bring about 600 000 new lives into the 

medical scheme market and that GeMS may ultimately see 

the enrolment of an additional 1 million medical scheme 

beneficiaries (an increase of some 14% from current industry 

levels). 

The implementation of GeMS sets an example to other 

employers by demonstrating that it is possible to develop 

packages of benefits that can be made affordable to all 

employees. Initial vociferous concerns by open schemes that 

they might lose up to 25% of their collective membership 

have become muted. However, there are specific schemes 

that had very high proportions of public service employees 

that might need to amalgamate with GeMS or close as their 

risk pools reduce in size. GeMS provide an important role 

model for large employers in its design of subsidies and the 

benefits of returning to a restricted scheme for all its workers. 

GeMS is also a role model for other medical schemes in 

terms of benefit design. 

The costs of acquiring members 

A notable feature since 1994 has been the growth of open 

schemes at the expense of restricted schemes. Figure 2 

shows that in the early 1990s the number of members in 

open and restricted schemes was approximately equal, but 

has since strongly diverged. 

Since brokers began to operate in the market they have 

aggressively moved people to open schemes, often leaving 

the older members behind in a closed restricted scheme. 

Although movement out of restricted schemes has slowed, 

open schemes covered 71.8% of registered scheme benefi-

ciaries and 69.6% of all beneficiaries by 2005. The propor-

tion in restricted schemes has begun to increase again as 

public sector workers and their families move from open 

schemes to GeMS.
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Source:  CMS Annual Reports.q 

Brokers in medical schemes were only legally recognised 

in 2000 and 5 867 brokers had received accreditation by 

December 2002. In recent years broker fees paid by open 

schemes have been accelerating resulting in increases 

in broker fees now far exceeding increase in the number 

of members.16 The Registrar of Medical Schemes is rightly 

worried about this problem. It is instructive to reflect 

that by March 2007 there were 9 742 individual health 

brokers accredited with the CMS.7 The number of general 

practitioners is estimated to be of the order of only some  

7 000 individual doctors. 

open schemes, by using brokers to attract new members, 

thus incur an additional layer of non-health care costs for 

marketing and acquisition that most restricted schemes do 

not incur. The total acquisition costs (included marketing and 

advertising) incurred by open schemes was R930 million or 

2.7% of gross contribution income in 2005. There were five 

restricted schemes that paid brokerage but these operate in 

markets where public sector workers at lower tiers of govern-

ment can still choose which scheme to join. Total acquisi-

tion costs were 21.8% of gross administration expenses for 

open schemes and only 0.7% for restricted schemes. If the 

five schemes paying brokerage are excluded, then there 

were no acquisition costs recorded for any other registered 

q Figure 2 represents data derived from the CMS Annual Reports since 
1990.

schemes. Marketing and advertising expenditure was five 

times greater in open schemes at 3.0% of gross administra-

tion expenses, compared to 0.6% for restricted schemes.

The per member per month (pmpm) expenditure on brokers, 

for open schemes, was found to be 41.1% higher for the 

four largest schemes than for the other schemes making use 

of brokers. The expenditure per scheme on marketing and 

advertising was also found to vary strongly by scheme size 

with the four largest open schemes incurring 30.1% of the 

total open scheme expenditure in this category. 

The presence of brokers in the open scheme market is inti-

mately connected to the competitive dynamics between 

open schemes and the short-term nature of the industry. 

Because broker commission is limited in percentage terms 

there is also no incentive for brokers to encourage growth at 

the low end of the market. The Low Income Medical Schemes 

(LIMS) report, resulting from the consultative process around 

developing financing products for low income households, 

recommended that the current broker business model be 

altered to enable distribution in the low income market.26 

It also suggested that distribution could be effected via 

employers and trade unions. 
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Medical schemes and risk-pooling 

The size of risk pools 

The number of medical schemes has been in a long decline 

since 1974 since the Registrar began record keeping. There 

were 252 registered schemes and a further 53 exempt 

schemes for a total of 305 schemes in 1974. The number 

of registered schemes has fallen from 170 in 1994 to 124 

at the end of December 2006. Since 1974, the number of 

beneficiaries in medical schemes has roughly doubled from 

3.5 million to 7 million. This is excellent news for risk-pooling 

as it means that risk pools are becoming larger. 

of the 146 schemes registered in 2000, only 117 (80.1%) 

were still registered at the end of 2005. Twelve of these 

schemes had liquidated and 17 had amalgamated with 

other schemes, with the majority of the activity occurring 

within the restricted scheme market. Consolidation activity 

in the market is likely to increase in the next year given that 

schemes losing a large proportion of their members to 

GeMS will be left with smaller risk pools and higher claiming 

profiles.

The larger the risk pool the more stable and predictable 

the results and the lower the risk of insolvency. The average 

registered scheme size was under 10 000 beneficiaries in 

1974, growing to some 31 000 by 1994 and 52 000 by 

2005. However, average figures are very misleading as 

there are substantial differences in sizes of schemes. Figure 3 

shows scheme size at the end of 2005 and shows that open 

medical schemes are generally much larger than restricted 

schemes. 

one open scheme, Discovery Health Medical Scheme, now 

dominates the market having grown from its inception in 

1993 to 1.855 million beneficiaries by September 2006.12 

This scheme is more than three times the size of its nearest 

competitor and alone accounts for over 35% of the open 

scheme market and 25% of all medical scheme beneficiaries. 

optimum health risk pool size has not yet been studied in 

South Africa but in the United States of America the minimum 

size to accept full health care risk is considered to be 20 000 

beneficiaries.27 At the end of 2005 only 23% of restricted 

schemes exceeded 20 000 beneficiaries while 67% of open 

schemes did so. 
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options is of concern as each represents a separate distinct 

package of benefits.

Trends in benefit design 

Benefit design fulfils three (sometimes conflicting) functions 

for a medical scheme. Benefit design decisions influence the 

marketability and competitiveness of a scheme, the extent of 

risk-pooling within a scheme, and the manner in which bene-

fits are rationed and delivered. The emphasis differs consid-

erably between open schemes and restricted member-

ship schemes largely due to the differences in competitive 

dynamics. In a community rated environment without a ReF, 

open schemes with a lower-risk profile will be more competi-

tive. There is thus a strong incentive to use benefit design to 

‘cherry-pick’ healthy members. 

In the absence of mechanisms such as the ReF to address 

these incentives, the regulatory challenge shifts to limiting the 

extent to which schemes can use benefit design to risk select 

members and influence their risk pool. The PMB package 

defined for use in 2000 was interpreted by many schemes to 

exclude coverage out-of-hospital for chronic conditions. The 

initial response to PMBs by some schemes was to substan-

tially reduce chronic medicine benefits and hence be seen 

as less attractive to older and less healthy members. The 

PMB package was revised with effect from January 2004 

to include cover for 25 defined Chronic Disease List (CDL) 

conditions. The benefits must include cover for diagnosis, 

management and medicine according to therapeutic 

algorithms published in the Government Gazette. With the 

incentives for schemes to compete on the basis of their risk 

profile, and to use benefit options to split their risk pool, 

benefits for chronic conditions had become an effective tool 

for risk-selection.28 Prior to the implementation of the CDL 

the majority of beneficiaries in open schemes belonged to 

options with very limited chronic benefits. The aim of the CDL 

was to ensure that all beneficiaries have access to benefits 

for certain common chronic conditions.

However, the underlying competitive dynamics and incen-

tives have remained unchanged. As a consequence schemes 

have moved away from providing cover in excess of the CDL 

to avoid attracting older and sicker members, and the differ-

entiation between options on the basis of chronic benefits 

has continued albeit in a more subtle form. This dynamic has 

materialised as a decline in the coverage of non-CDL condi-

tions, with even top options moving away from open disease 

lists, and a higher level of self-funding for non-CDL conditions 

than for CDL conditions.

Solvency of the risk pools has become less of an issue since 

2000 with the greater capacity in the Registrar’s office. There 

is now detailed quarterly monitoring of all schemes and 

monthly review of schemes identified to be in financial diffi-

culty. In 2000, some 3.22 million beneficiaries were members 

of medical schemes with a solvency protection of less than 

10% of contributions. By December 2005, this number had 

reduced to only 111 759 beneficiaries – an improvement of 

97%. Some 4 million beneficiaries are currently in schemes 

with a solvency level greater than 25%, compared to the 1.4 

million who enjoyed such protection in 2000. This represents 

a 170% improvement.

overall, the solvency level was at 39.1% of total contribu-

tions by the end of December 2005, substantially higher 

than the statutory required level of 25% of contributions. This 

represents a net asset value of R3 060 per beneficiary in the 

industry. Restricted schemes tend to maintain higher solvency 

levels and only six schemes did not meet the minimum 

solvency at the end of 2005. open schemes are more prob-

lematic and are wary of taking interim increases in contribu-

tions or posting high contribution increases as brokers may 

persuade members to leave. Schemes that are growing fast 

also suffer strain on their reserves and find it more difficult 

to maintain solvency. Despite active engagement by the 

Registrar there were 18 open schemes that failed to meet 

minimum solvency at the end 2005 and these covered 57% 

of open scheme beneficiaries. 

A further fragmentation of risk pools occurs in South Africa 

because schemes are able to design benefit options and 

are required to treat each option as a separate risk pool 

for community-rating. each benefit option is required by law 

to be self-sustaining, thus forcing risk-pooling to occur at an 

option level resulting in fragmented risk pools.

Half of all restricted schemes have only one option and 

only 11% have more than three options. open schemes, 

in attempting to provide a wider choice for competitive 

reasons, typically have four to five or even more options. on 

average restricted schemes had 1.95 options per scheme 

in 2005 compared to 5.28 options per scheme for open 

schemes. The highest number of options in one scheme 

was 21 in 2005, reducing to 16 in the same open scheme 

in 2006. Figure 3 shows that among scheme sizes, open 

schemes have more options than restricted schemes.

The Registrar is increasingly refusing to register minor vari-

ations in benefit package as separate options. There were 

381 options registered in medical schemes in 2006, slightly 

down from 401 options in 2005. The very high number of 
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Without the competitive pressures that open schemes are 

subject to, restricted schemes have historically been able to 

provide more generous chronic benefits. Restricted schemes 

make more use of the cross-subsidies between young and 

old members in the same option and in this way can offer 

more extensive chronic benefits for the same community 

rate.

The most recent manifestation of the regulatory challenge 

is the refusal of the Registrar to register the rules of Genesis 

medical scheme. Genesis applied to register three benefit 

options for 2006, all of which offer limited risk-pooling for 

out-of-hospital benefits. The Registrar contended that the 

benefit options offered by Genesis are designed such that 

they are unlikely to be attractive to the aged and sickly, 

thus causing these members to “be systematically excluded 

from the scheme on bases directly related to their age and 

health status".29 The argument presented by the Registrar 

does not require all options to offer benefits in excess of 

the PMBs, but does require that schemes offer at least one 

comprehensive option that addresses the needs of older 

and sicker members. This argument relates to the way in 

which schemes compete for members and the competitive 

advantage that would arise for a scheme that attracts only 

young and healthy members.30

There were 208 options in open schemes and this represents 

a vast array of choice for consumers. A clear understanding 

of the product offerings and effective comparisons between 

options are impeded by the complexity of the information 

presented. It would be close to impossible for a consumer 

to weigh up various benefit categories, financial limits, co-

payments and deductibles without some sense of the likely 

claim frequencies and severities. 

Savings accounts, deductibles and other 
self-funding

Prior to 2006 many options allowed members to choose their 

level of medical savings account contribution (subject to the 

regulatory maximum) or annual routine benefit. This effec-

tively allowed members to tailor their benefits according to 

their health needs and to pay different premiums. This was 

seen to be a means of risk-rating members because part of 

the premium paid by members reflected their health needs 

and consequently this practice was disallowed. Savings 

contributions had been increasing as a proportion of gross 

contributions but this has been reversed in interim results in 

2006 when savings contributions declined to 10.8% of gross 

contributions, from 11.7% in 2005.

Although in contravention of the law, some schemes do cross-

subsidise between options thereby lessening the effect of 

risk-pool segmentation. In 2005, in both open and restricted 

schemes the age profile of options generating operational 

deficits was older than in those options generating opera-

tional surpluses. While options should be self-sustaining, the 

Registrar’s office appears to tolerate this ongoing cross-

subsidisation until a solution to the option design issue can 

be found. Circular 8 of 2006 published by the CMS suggests 

reforms to more substantially address the underlying issue 

of risk pool fragmentation.31 In particular, it allows for the 

pooling of certain benefits to occur across the scheme as a 

whole. Younger and healthier members will face increased 

contributions to the extent that they have benefited from 

fragmented risk pools. In a voluntary environment this may 

result in these members exiting the medical scheme environ-

ment and driving up the current community rate.

Figure 4 shows the changing emphasis in risk benefits since 

1974. It is clear that the emphasis in medical schemes has 

shifted away from covering both major medical and out-

of-hospital benefits to primarily covering major medical 

benefits (hospitals and specialists). Major medical expendi-

ture accounted for only 42.5% of pooled funds in 1974 

but 71.4% by 2005. This shift has been driven partly by the 

strong increases in hospital expenditure and the shifting of 

out-of-hospital expenses to medical savings accounts, and 

is underpinned by the PMBs emphasis on major medical 

benefits. 

Whilst the PMBs do provide some cover for out-of-hospital 

costs, the awareness of these benefits is relatively low and 

the impact on overall benefit expenditure trends has been 

negligible. The effect of the introduction of the CDL in 2004 

on increasing chronic medicine benefits is masked by the 

decline in medicine prices that occurred over the same 

period. 

The increases in hospital expenditure have led to an increas-

ing use of deductibles by schemes as a means of discour-

aging elective hospital admissions and some expensive 

diagnostic procedures. Deductibles require that members 

pay the first portion of the account up to a stated amount. 

They are inherently regressive in nature and adversely affect 

affordability for low income members. 

Mediscor found that the extent of member self-funding 

(measured as the patient pay per item) for pharmaceutical 

benefits increased significantly from 2002 to 2003, but 
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subsequently declined in the next two years.32,33,34 The shift 

of the cost of acute pharmaceutical benefits to medical 

savings accounts initially was influenced by the increased 

popularity of savings account options and the inclusion of 

the CDL in PMBs. Subsequent declines are influenced by the 

decline in pharmaceutical prices due to the medicine pricing 

regulations and the increasing use of generic medicines.

Continued risk-rating through benefit 
design

The most important risk factor in the cost of health care is age. 

The prevalence of chronic disease is strongly related to age, 

with diseases of lifestyle impacting substantially on health 

care costs from about age 40 onwards. By offering different 

benefit options that appeal to particular risk groups, medical 

schemes can split the risk pool into smaller more homog-

enous groups, effectively risk-rating by age and chronic 

disease. Figure 5 considers all open schemes in 2005 and 

illustrates the range in average age between the option with 

the youngest profile and the option with the oldest profile. 

r Figure 4 represents data derived from the CMS Annual Reports.

Figure 5:  Range of average beneficiary age between 
the youngest option and the oldest option in 
each open scheme, 2005 

Source:  Ramjee, unpublished.19

Figure 4:  Proportion of risk benefits by provider category



61

Medical Schemes 4

This splitting of the risk pool into homogenous groups is 

not desirable as it reduces the extent of cross-subsidisa-

tion between beneficiaries. The existence of the PMBs 

limits to some extent the ability of schemes to use benefit 

design to segment members on the basis of health status. 

It was hoped that the CDL legislation would improve the 

cross-subsidy between the healthy and those with chronic 

conditions within each option. However, the segmentation 

of members according to chronic status has continued due 

to other differences in chronic benefits, both perceived and 

real. Chronic benefits are still differentiated between options 

based on factors such as benefits for non-CDL conditions, 

designated service provider (network) arrangements and 

differing levels of benefit management such as drug formu-

laries. This continued segmentation is evidenced by the vari-

ation between options in the proportion of chronic claiming 

beneficiaries, as well as the price and utilisation of chronic 

medicine.

Despite legislation providing for community-rating within 

schemes since 2000, older members and those with chronic 

disease will still experience higher contributions on average 

than younger members. The effects in restricted schemes 

are less pronounced as membership within a company may 

have a degree of compulsion and hence greater pooling 

between age groups and between healthy and sick may 

occur. 

Risk Equalisation Fund for industry-wide 
risk-pooling

The implementation of a ReF using age and chronic disease 

as risk factors will reduce the incentive for schemes to ‘cherry-

pick’ members. The purpose of the ReF is to ensure that 

community-rating occurs across all medical schemes and 

not only by option. every beneficiary will thus be charged 

a similar amount for the common package of benefits, 

the PMBs, and not an amount depending on the age and 

disease profile of the option or scheme they join.

The Formula Consultative Task Team was established by the 

DoH in July 2003 and reported on the design of the ReF to 

government in January 2004. An International Review Panel 

of experts from six countries supported the findings and 

suggested that the introduction of ReF was urgent, suggesting 

that implementation should be attempted by 2005. The DoH 

formally adopted the ReF as policy in September 2004 and 

the testing phase of the ReF was approved by Cabinet in 

January 2005. The DoH embarked on a shadow process 

for ReF (with no money changing hands) during 2005. This 

allows for a careful process of preparing and testing the ReF 

systems. While the industry initially expected the full imple-

mentation of ReF from 1 January 2007, the legislative and 

capacity building process is taking longer than expected. 

The draft Bill for an amendment to the Medical Schemes 

Act of 1998, which would establish the ReF, was gazetted 

in November 2006.35 It now seems unlikely that ReF could 

begin financial transfers before 2010. 

This long period to implementation of the ReF has very adverse 

consequences for schemes with high average age profiles. 

Figure 6 shows the expected impact on all schemes in the 

industry using age data from March 2006. one restricted 

scheme would expect to receive R612 per beneficiary per 

month (pbpm) from ReF while the highest net payment to ReF 

was R77 pbpm. Some open schemes are net recipients from 

ReF while others are net payors to ReF, with the same being 

true of restricted schemes. It was shown using data from June 

2006 that there is expected to be a net transfer from open 

to restricted schemes of R5.86 per beneficiary per month or 

some R11.4 million per month.36

With the delay in the implementation of risk-adjusted transfers 

through the ReF, some schemes that would be net contribu-

tors to ReF have become more vociferous in lobbying to be 

excluded from ReF. The legislators have been urged to ignore 

special pleadings on this issue as if any schemes are granted 

exclusion, then all other participants will bear the cost.37 The 

stakeholder group advising on the ReF showed using data 

from June 2006 that if Polmed and GeMS, two large govern-

ment medical schemes, were to be excluded from ReF, then 

the community rate for the remaining schemes would go up: 

the 6 427 000 beneficiaries in other schemes would have 

to pay R4.05 per person per month for the 434 000 people 

in Polmed and GeMS to be able to continue to enjoy lower 

community rates because of their younger age profile.36 

This would be unfair as it would amount to an extra tax on 

all other members of medical schemes to allow these two 

schemes to continue their lower community rates by having 

an exemption from ReF. The same principle applies to any 

scheme getting a permanent or even temporary exemption 

from ReF. Social solidarity requires that all schemes partici-

pate equally in the ReF.

It is intended that as a result of the ReF, schemes will no longer 

compete on the basis of risk selection (the age and health 

profile of the beneficiaries they attract). Instead, competition 

will be on the basis of cost-effective health care delivery. 

Schemes that are successful at reducing the cost of delivery 
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will retain that benefit for their members and will thus be able 

to lower their contributions for the basic package. However, 

because equalisation can only technically be done on 

common benefits, only the PMBs can be equalised. The 

expenditure on PMBs is roughly half of total expenditure on 

health care by medical schemes and thus the positive effects 

of ReF will be substantially diluted. Schemes will still be able 

to use benefit design for the elements above PMBs to attract 

particular risk groups.

During the shadow period, schemes submit the data in the 

form of highly summarised ReF Grids. However, this form of 

data submission is not readily auditable and before actual 

transfers occur there is a need to establish a more secure 

way in which data is collected and stored. The CMS recom-

mended that a registry of all people on medical schemes 

be developed for the ReF to fulfil its future role as the insti-

tutional vehicle for Social Health Insurance (SHI). The registry 

would contain unique identifying information to ensure that 

a person could not simultaneously be a member of two 

medical schemes. This ensures that per capita subsidies and 

risk-adjusted payments are correctly allocated to medical 

schemes depending on their validated beneficiaries. The 

ReF would separately hold detailed information relative to 

the ReF risk factors to be able to calculate the risk adjusted 

payments. A key issue in process design is the care being 

taken to ensure member confidentiality. 

The systems have been developed but cannot be fully tested 

and implemented without the enabling legislation and Regu-

lations that will allow for the collection of industry data.35 

Detailed testing has thus been delayed from 2007 to an 

unknown future date. extensive consultation on the design of 

the ReF and its formula for operation occurred in conjunction 

with stakeholders and the process was thus initially particu-

larly cooperative and was welcomed by industry. Delays in 

implementation and problems associated with the planning 

and testing phase have led to a cooling of sentiment.

Affordability for low income workers: the 
LIMS process

The Low Income Medical Schemes process was a formal 

consultative process initiated by the Ministerial Task Team on 

SHI.26 The process was born out of the recognition that the 

implementation of income cross-subsidies as part of the SHI 

framework will take significantly longer than was originally 

envisaged. The objective was thus to find ways of extending 

risk-pooling in the low income market in the interim. Low 

income was defined broadly as income of R2 000 to R6 000 

per month. Modelled on the ReF design process, the LIMS 

process drew strong industry involvement and engaged with 

a broad range of stakeholders. 

The LIMS process contributed significantly to the market’s 

understanding of affordability and the challenges that need 

to be overcome in addressing the needs of low income indi-

viduals.

Significant progress was made in understanding the barriers 

to coverage which include high levels of unemployment, the 

lack of affordability of current premiums and the relatively 

high cost of the PMB package. Significant work was under-

taken in assessing willingness to pay and preferred benefit 

designs in the LIMS market. 

The process highlighted the absence of true low cost 

options in the current medical scheme environment. Many 

of the lower cost options available in the current market are 

competitively priced because of their risk profiles (combined 

with lower benefits or aggressive managed care interven-

tions). If common benefits are to be pooled at a scheme level 

(and not at option level, as is currently the case) these options 

will experience a considerable increase in contributions. 

The LIMS recommendations centred on the establishment and 

demarcation of LIMS schemes or options, including a recom-

mended income threshold and rules to prevent adverse 

selection against LIMS schemes and current schemes. A 

revised set of PMBs for the new class of LIMS schemes or 

options was also proposed which would see a greater focus 

on primary care with the public sector remaining responsible 

for hospitalisation and major medical care. It was envisaged 

that LIMS options would be risk equalised but would partici-

pate in a separate ReF risk pool.

Whilst the proposals made in early 2006 appeared to be 

positively received, there is little clarity a year later about 

which, if any, of the proposals will be implemented. There 

was a single enabling line in the draft Medical Schemes 

Amendment Bill but draft Regulations have not yet been 

published.35 There is a sense that LIMS is seen by policy 

makers as fragmenting industry risk pools when other voices 

are arguing for a single equitable national system. The lack 

of feedback from the DoH on the LIMS proposals has frus-

trated many medical scheme industry participants. 
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Risk-pooling in a voluntary environment

In the voluntary environment for medical schemes members 

can leave and join at will. To ameliorate this, schemes have 

been allowed to impose age-related late-joiner penal-

ties after an initial amnesty period that was extended and 

expired on 31 March 2001. People who had no medical 

cover were encouraged to join during the amnesty period. 

once a late-joiner penalty is imposed, the consumer carries 

that penalty for the rest of his / her life. 

These penalties (similar to those implemented in Australia) 

aim to encourage people to join schemes while they are 

young and to remain in the system. Their effectiveness in 

doing so relies on public awareness of the penalties for 

joining late. To the extent that late-joiner penalties are not 

effective in encouraging membership, their role becomes 

punitive in preventing people from joining the system late in 

life. The justification for the punitive effect that these penalties 

have on those joining late in life is based on the assumption 

that people staying out of the system are only doing so to 

select against the schemes. 

In South Africa, where affordability is a major issue, this 

assumption is not entirely correct and late-joiner penalties 

have the negative effect of penalising those who could not 

afford medical schemes in the past. This creates a double 

barrier of affordability as not only does the person have to 

meet the medical scheme contribution but also additional 

penalties of between 10% and 75%. The late-joiner penalty 

also penalises those people who were in exile and have 

returned to South Africa and those who work overseas for 

several years to gain skills to bring back to South Africa. In 

a mandatory system there would be no need for late-joiner 

penalties.

Medical schemes have increasingly developed loyalty 

reward systems to attempt to keep the young and healthy in 

the system in the voluntary environment. These are not legally 

part of the medical scheme and have to be set up in sepa-

rate companies or by the administrator. The most prominent 

loyalty scheme has been Vitality from Discovery Health but 

many other open schemes have now produced similar prod-

ucts. Consumers often pay a joining fee and regular monthly 

fees to have access to reward systems that may have some 

wellness focus. Increasingly these programmes have tied up 

with retail stores and banks issuing credit cards in order to 

provide rewards such as flights and discounts for use of a 

suite of financial products. Consumers are often unaware 

that these systems are not part of the medical scheme and 

that membership is voluntary. The add-on fee is often used to 

pay increased brokerage and the amount can be substan-

tial: Medihelp’s loyalty programme costs R100 a month for 

a family.
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There is a general sense (but often poor evidence) that there 

has been an aging in the medical scheme population in 

recent years, thus explaining the price inflation in medical 

schemes. Data on the age profiles in medical schemes has 

been captured and published by the CMS since 2000 but 

the earliest data is extremely poor.s Since 2000 the actuarial 

science department at the University of Cape Town and the 

pricing team working on ReF have systematically cleaned the 

Statutory Return (SR) and ReF age data to enable a definitive 

comparison, shown in Figure 7. 

There is evidence that the proportion of children in medical 

schemes has reduced substantially. The industry has also lost 

membership in the young adult years with a commensurate 

increase in membership from age 35 upwards. The effect 

from 2000 to 2007 is estimated to be an increase of only 

3.4% in the industry price of PMBs with the effect from 2002 

to 2007 being slightly higher at 3.8% of PMBs.

The greater impact by far on the price of PMBs is the effect of 

younger and healthier people who have remained outside 

the system. The degree of age and gender anti-selection 

is illustrated in Table 2. If all people in households where 

someone is earning above the tax threshold were covered 

in medical schemes, then the price of PMBs would fall to 

93.2% of the voluntary market level.22

There is evidence that more women of childbearing years 

have entered medical schemes than would be expected in 

a mandatory system and thus a large proportion of mater-

nity costs are probably already being covered in medical 

schemes. There is evidence in the ReF data and the LIMS 

process that those with chronic disease are already more 

likely to be on medical schemes.26 Taking into account these 

effects could result in the PMBs being 81.7% of the voluntary 

prescribed minimum benefit price if all people in households 

above the tax threshold became members. If mandatory 

membership were to extend to the households of people 

earning over R2 000 per month, then many younger people 

would be included and the price for PMBs could fall to 

78.3% of the voluntary levels. Another way to look at this 

phenomenon is that prices of PMBs in the voluntary environ-

ment are some 20 to 30% more expensive in the voluntary 

environment than they could be at various stages of manda-

tory cover.22 

s Data given in ten-year bands instead of five-year bands; missing gender 
information so all beneficiaries labelled either male or female; missing 
age information and those beneficiaries labelled as all ‘Under 1’ or 
“75+” because there was no provision for ‘age unknown’ in the data 
collection. 

Medical schemes and the 
purchasing and delivery of health 
care

The cost of delivery of health care

Non-health care costs are made up of gross administration 

expenses, managed care management services, acquisition 

costs, net impairment losses and net reinsurance cost, with 

the first three categories accounting for 97.4% of non-health 

care costs in 2005. Administration expenses and the cost 

of managed care management services are costs that are 

incurred in the delivery of health care by medical schemes. 

These costs are considerably lower for restricted schemes 

than for open schemes. In restricted schemes non-health care 

costs vary by scheme size with larger schemes having lower 

per beneficiary costs. This is less clear for open schemes;  

medium sized schemes have higher expenses than small 

schemes and schemes with more than 200 000 members 

have higher expenses than large schemes. 

The administrator market has concentrated over time, with 

the market share of the top three administrators increasing 

from 49.3% in 2002t to 55.8% in 2005. Self-administered 

schemes have declined from 11.9% of the market to 10.9% 

over the same period. This is likely to be related to the 

increased demands on administrators including the need for 

more sophisticated clinical data, and the implementation of 

ICD-10 diagnosis coding. 

The regulator uses a benchmark of gross administration 

expenditure of 10% of gross contribution income. In 2005, 

62.8% of open scheme beneficiaries and 18.3% of restricted 

scheme beneficiaries incurred gross administration expenses 

greater than this level. The regulatory pressure on schemes to 

actively manage their non-health care costs has increased, 

with the 2005/06 annual report individually identifying 

schemes with above average costs. Schemes such as Pro 

Sano (with high levels of trustee fees) and Discovery Health 

Medical Scheme (with high administration costs) have also 

come under the media spotlight.37,38

t Data on administrator market share was only published from 2002 by 
the Registrar of Medical Schemes.
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Improved management of chronic disease 

Chronic disease benefits in terms of the CDL legislation are 

inclusive of diagnosis, medical management and medicine 

costs. Prior to the introduction of the CDL, benefit design and 

managed care tended to focus on chronic medicine only 

and did not take an integrated approach. 

The inclusion of the CDL in PMBs limited the extent to which 

schemes could use financial limits to manage benefits. As 

a consequence, other means of rationing benefits such as 

drug formulariesu and reference pricing have increased in 

importance. Formularies are often used to encourage the 

use of generic products. By contrast, the application of refer-

ence pricing requires that drugs be categorised into thera-

peutic classes, with a reference drug selected in each class. 

The maximum price to be reimbursed is then set based on 

this reference drug, with the consumer having to pay the 

difference in price if a more expensive drug is used. Cost 

savings depend both on how broad the therapeutic classes 

are and on the selection of the reference drug in each class. 

one of the aims of reference pricing is to have manufac-

turers compete to be the reference product and thereby 

u A drug formulary is a list of reimbursable drugs and has the effect of 
limiting coverage to those drugs.

drive prices down.39

Generic utilisation has increased significantly in South African 

medical schemes. The Mediscor reports indicate that the 

proportion of generic items claimed increased from 27.7% 

in 2002 to 43.7% in 2005.32,33,34,40 A number of possible 

reasons are provided for the increase in generic utilisation, 

including the introduction of more generic alternatives to the 

South African market, the role of reference pricing and formu-

laries in promoting the use of generics and greater aware-

ness of generic products amongst consumers. Pharmacists 

are now required to substitute generic products (where 

cheaper), unless the prescribing practitioner has specified 

otherwise. The Mediscor Medicine Review reflects substan-

tially lower average expenditure per item for generics than 

for branded products (including those with valid patents and 

those with expired patents) with price differences averaging 

63% in 2005. even where generic equivalents are not avail-

able the use of drug formularies can decrease the utilisation 

of particular drugs if they are excluded from the formulary 

and increase the utilisation of others that are included. For 

example, the utilisation of Lipitor™ declined significantly from 

2003 to 2004, whilst the utilisation of therapeutic equiva-

lents increased.

Figure 7:  Age profiles in medical schemes, 2000 to 2006

Source:  Derived using Statutory Return data to 2005 and ReF Grid data in 2006 
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From a benefit design perspective this was particularly prob-

lematic in new generation options where diagnosis and 

medical management benefits were largely self-funded. The 

structure of the CDL encourages a shift in scheme benefit 

design towards a disease-based structure as opposed to a 

treatment-based structure i.e. a specified benefit for asthma 

as opposed to separate benefits for diagnosis, medicine 

and consultations. 

From a managed care perspective, the primary focus 

prior to implementation of CDL was on pharmacy benefit 

management as opposed to disease management. The old 

Mutual 2005 Healthcare Survey noted that by 2003 phar-

macy benefit management programmes were widespread 

and had become a standard managed care service thatall 

schemes would be expected to use.15 By contrast only 59% 

of the respondents to the survey had disease management 

programmes (DMPs) in place in 2003. In light of the intro-

duction of the CDLs, a subsequent increase in the roll-out 

of DMPs are likely, particularly in the fields of HIV and AIDS 

and diabetes management. Access to benefits is in some 

instances conditional on registration or participation in a 

DMP. In certain instances, participation in a DMP may enable 

a member to have access to enhanced benefits. 

Scheme knowledge of their disease profile has been 

enhanced considerably due to the introduction of the CDL, 

the requirement to submit the data during the shadow 

period for ReF and the implementation of compulsory ICD-10 

codingv for providers. The lack of ICD-10 coding prior to this 

hampered the ability to perform disease-based analyses.

Moving to strategic purchasing of health 
care

Medical schemes tend to be passive purchasers of health 

care with many administrators doing little other than verifying 

the fee-for-service accounts sent in by providers and veri-

fying the eligibility of members. Few schemes have become 

strategic purchasers of health care on behalf of their 

members. Strategic purchasing requires a continuous search 

for the best ways to maximise health system performance 

by deciding which interventions should be purchased, how, 

and from whom. This implies a concentration on network 

formation, contracting with selected providers and risk-

sharing between schemes and contracted providers. It also 

v ICD-10 diagnosis coding standard is owned and maintained by the 
World Health organization, and is a standard diagnostic classification 
system used internationally. This system of alphanumeric disease clas-
sification is the ‘coding standard of choice’ in South Africa in both the 
private and public sectors.

requires more attention to quality measurement to ensure 

that members receive clinically appropriate care. 

Theoretically, consolidation improves purchasing power 

but this is not happening because the basis for competi-

tion between schemes has largely been on risk profile 

and not on cost-effective delivery of health care. There is 

evidence that the largest players are beginning to prepare 

for the changed environment that ReF will create by actively 

attempting to build and contract with networks. The Discovery 

Group reported in February 2007 that they need to trans-

form their value proposition from “being just a funder in the 

health care system towards … creating structures that ensure 

members get access to a health care system of exceptional 

quality, ease of use and one that costs less”.41 The formation 

of the Discovery GP Network was seen as a key element 

of this strategy. Although the intention has been to work 

constructively with health care providers, there have been 

some bruising public battles with specialists.42 Discovery, 

despite acting as administrator for over 2 million of the 7 

million lives in the market, has found it difficult to contract 

with providers. other schemes will be keenly watching the 

progress of Discovery Health Medical Scheme and GeMS as 

they transform to being strategic purchasers. 

The Medical Schemes Act of 1998 allows schemes to own 

clinics and hospitals and to choose to deliver health care 

directly. Very few schemes have made use of this legislated 

opportunity and the few examples are concentrated in the 

mining industry or remote locations. 

Constraints on the efficient delivery of 
health care

It has long been recognised that the fee-for-service system is 

at the root of the problems of cost escalation and supplier-

induced demand in medical schemes.43 The CMS acknowl-

edges that the historical system of tarif f setting was deeply 

flawed in a number of respects.44 While some progress 

was made in 2005 towards understanding practice and 

input costs for certain disciplines, the NHRPL process has 

to be geared to getting a usable reference price list to 

medical schemes in time for pricing contributions each year. 

The handover of the NHRPL function from the CMS to the 

DoH during 2006 delayed work on the schedule for 2007 

resulting in considerable frustration amongst both schemes 

and providers. There is a substantial backlog of work on the 

NHRPL to bring prices to justifiable levels before any of the 

possibilities of altering the tarif f to cover encounters rather 

than services can be explored. 
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Further reforms to purchasing and delivery of health care are 

greatly needed through the reform of private sector delivery 

models. There is also an intention to encourage the public 

hospital system to become a contender for the provision of 

services under a mandatory contributory environment.45 

The capacity of the health care provider market to absorb 

more lives was extensively investigated as part of the LIMS 

process.26 The task groups raised a concern over the lack 

of human resource capacity and regional variances in 

capacity. A clear area of concern was in the specialised 

fields of nursing, dentistry, specialists and intensive unit care. 

The supply task group felt strongly that the provision of serv-

ices to the LIMS market can only be effective and sustainable 

if there is transparency to the provider, patient and fund, and 

every attempt is made by all to reduce fraud, corruption and 

mismanagement throughout the entire delivery process.

There are still substantial barriers to the creation of effec-

tive networks of health care in legislation and in the ethical 

rules of providers. Detailed recommendations were made 

in the LIMS process of the role that could be played by the 

Forum of Statutory Health Professional Councils in facilitating 

coordinated changes to the training and scope of practice 

of various health care professionals.26 The combined agree-

ment of the professional councils will have to be in place 

in order to allow for the development of innovative models 

such as:

➤ Staff model arrangements, in which hospitals are able 

to employ medical and other staff in order to appropri-

ately align incentives and thereby reduce costs. 

➤ Development of closed networks of hospitals, which 

would be operated on a low cost basis, including 

changes to design, operations and staffing.

➤ Changes to design and operation of hospitals allowing 

them to operate on a similar basis to mine hospitals.

These possible models are prevented by existing legislation, 

much of which is considered by the industry to be outdated. 

Legislation and regulations governing employment of and 

revenue sharing with health care professionals prevents the 

emergence of efficient, low cost integrated delivery models. 

Hospitals and other health care organisations are prevented 

from entering into employment or other revenue or profit 

sharing arrangements with health care professionals. This 

prevents the alignment of incentives that is essential for 

the development of low cost models. A critically important 

aspect is coordination with the Competition Commission 

and appropriate amendments to competition legislation.

Priorities for consolidating medical 
scheme reform 

Medium-term reforms to transform health care financing from 

a voluntary system to a mandatory social insurance system 

with risk and income cross-subsidies have been articulated 

since the National Health Plan of 1994.2,44,46,47 However, 

more detailed measures and short-term sequencing of 

reforms have not been adequately shared with stake-

holders and not all recent discussion documents have been 

publicly released.6 Many of the frustrations experienced by 

the medical schemes industry stem from a perceived lack 

of adequate communication and problems created by the 

sequencing of reforms. For example, there is a suggestion 

from the CMS to expand the PMBs and change option 

structures which increases affordability problems for low 

income workers, yet the income cross-subsidies which will 

relieve the pressure on low income workers do not seem 

to be progressing. Many of the reforms are interrelated or 

have consequences on other parts of the system so policy-

makers have an unenviable and difficult task in sequencing 

the reforms. The CMS should only be an advisor on policy 

matters and there is a perceived lack of resources to deal 

with private sector and medical scheme policy issues in the 

DoH. 

The reforms of 1998 which were implemented in 2000 

have had a very beneficial effect on the supervision of the 

industry and improved governance within medical schemes. 

There have also been significant but incomplete improve-

ments in the protection of vulnerable groups like the elderly 

and those with chronic disease. The planned ReF will further 

extend those protections but only to the minimum benefit 

package. In the medium-term, the most important goal is to 

move to a mandatory system for health care cover but there 

are still several reforms needed before mandatory cover is 

implemented. There are three areas of reform that should be 

prioritised in the short-term.

1. Simplified and standardised benefit design 

 The most important immediate priority is to simplify and 

standardise benefit and option structures in medical 

schemes. The debate on this issue began with the 

International Review Panel in 2004 and continued with 

proposals from the CMS in Circular 8 of 2006.48,31 A 

greater standardisation of product offerings would 

greatly assist in moving medical schemes away from 

competition on the basis of product design (and hence 

on attracting particular target groups and risk-rating) 
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and towards competition based on efficiency and 

quality of health care delivery. 

 Whilst this will reduce consumer choice, it will improve 

consumer understanding and choice will be based on 

delivery and quality issues. Significant variation between 

schemes is likely to persist and factors such as network 

choice, drug formularies, authorisation protocols and 

provider risk-sharing will bring new challenges for 

consumers making product choices. Critically, greater 

product standardisation should encourage the merger 

of schemes and will substantially reduce, if not elimi-

nate, the need for broker involvement in the medical 

scheme market. This will produce further beneficial 

effects through the reduction in marketing and acquisi-

tion costs as well as scheme administration costs. 

 Reduced broker activity is expected to reduce the 

churning of members and make for a more stable envi-

ronment for risk-pooling. More stable membership in 

larger risk pools will encourage a move away from a 

short-term focus on cost to a longer-term focus on well-

ness and disease management. A reduced and stand-

ardised product offering would simplify administration 

not only for schemes but also for health care providers, 

thus lowering the overall costs of health care delivery. It 

will make it easier for health care providers to plan and 

deliver risk-sharing offerings for multiple schemes. 

 It may not be possible to implement all the benefit 

design changes at once but there needs to be a clear 

time-line of reform from the current situation to the 

agreed preferred solution. The process requires bold 

leadership by the CMS and would include re-defining 

the PMBs to include more primary care in line with the 

goals of the national health system. Attention should 

also be paid to reducing the use of instruments like 

savings accounts and deductibles which individualise 

expenditure, in favour of greater pooling between 

healthy and sick. 

2. Coherent health care provider legislation 

 The LIMS process produced a detailed set of issues 

that needed to be resolved to enable more efficient 

delivery of health care.26 This set of constraints is true 

whether or not there is agreement on the need for 

LIMS options and schemes. The work requires a clear 

vision of how to incentivise efficient health care delivery 

and will need technical coordination between all the 

statutory health professional councils, the CMS and the 

Competition Commission. Coordinated legislative and 

regulatory changes will be needed and these are best 

led by the DoH as steward of the health system. This 

work is a pre-condition for the effective emergence of 

risk-sharing models and networks of providers which in 

turn will enable medical schemes to become strategic 

purchasers rather than passive purchasers of health 

care. 

3. Support for low income workers 

 The explanation and arguments with regard to 

removing the current tax incentives and replacing them 

with a per capita subsidy are discussed more fully in 

the Chapter on Social Health Insurance. However, the 

impact of this reform on medical scheme affordability 

and the smooth implementation of the ReF require its 

treatment here as well. If the ReF is introduced before 

this reform, about half the schemes will be net payors to 

ReF and about half will be net recipients. Schemes and 

options with low income workers tend to have younger 

age profiles and will thus be net payors to ReF. This will 

increase the amount needed to be charged to the 

lowest income members who are already under afford-

ability constraints. The isolated redesign of options in 

medical schemes to increase risk-pooling will create 

similar difficulties for low income workers.

 All stakeholders agreed with the recommendations 

of the International Review Panel that the preferred 

mode of operation for ReF would be with tax subsidies 

removed and the per capita subsidy channelled via 

ReF.48 This would mean that all schemes become net 

recipients from ReF and this changes the perception 

of schemes and members about the risk-adjustment 

process. Critically, it provides a subsidy to the lowest 

income workers that is not possible through the tax 

system if they earn below the tax threshold. This reform 

introduces a limited form of income cross-subsidy which 

more than absorbs any negative effects of combining 

all risk profiles in one risk pool. The existing tax subsidy 

is deeply unfair as it provides most support to the 

highest income workers and this reform by the National 

Treasury is long overdue.
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Abstract

There has been an ongoing debate for almost two decades about the possibility of 

introducing some form of social or national health insurance in South Africa. Despite a 

range of policy proposals being put forward to pursue this option for financing health 

care services, no real progress has been made in achieving policy agreement or in getting 

close to implementing a mandatory health insurance system. One possible contributory 

factor for this lack of progress is that mandatory health insurance is perceived to be a 

complex reform and the use of complicated terminology in debates has limited the degree 

of constructive engagement between key stakeholders and the extent to which consensus 

could be achieved. For this reason, the objective of this chapter is to clarify some of the key 

health insurance concepts and to demystify the mandatory health insurance debates.

The chapter summarises the South African debates about mandatory health insurance. In 

particular, areas of agreement and key areas of difference of opinion in these debates are 

highlighted. This review also highlights that there is considerable consistency in the core 

objectives of the mandatory health insurance proposals that have been advanced over 

the years, namely that it is a mechanism for addressing key problems facing private health 

insurance and for dealing with the massive public-private health sector mix disparities in 

South Africa. These health system problems have become even more acute in recent years, 

which make the need to reach some agreement on mandatory health insurance and to 

pursue its implementation even more urgent.
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Introduction

There has long been considerable discussion and some-

times very heated debates about changing the financing 

of health care services in South Africa. As far back as 1944, 

the Gluckman Commission proposed a fully tax funded 

National Health Service (NHS) to more adequately meet the 

needs of all South Africans.1 Key to the Gluckman Commis-

sion proposals was the establishment of a network of 

primary health care (PHC) centres. Although other countries, 

notably the United Kingdom and Sri Lanka, adopted a tax-

funded NHS with health care free at the point of service in 

the 1940s, the Gluckman Commission proposals were never 

taken forward.

There was limited debate about restructuring the South 

African health system for about four decades, until the possi-

bility of implementing a NHS in South Africa was once again 

raised in the mid-1980s. This debate arose partly in response 

to government support for increasing privatisation of health 

services.2 On the one hand, the government was encour-

aging the expansion of private sector health care provision 

and wished to reduce its expenditure on health services 

by placing the burden on private sources of health care 

finance.2,3 The converse position was adopted by a number 

of academics and by the progressive National Medical 

and Dental Association who called for a NHS.4,5,6,7 While 

the NHS proposal focused primarily on achieving a unitary, 

‘nationalised’ system in terms of health service provision, 

some NHS proponents favoured moving towards funding 

health services entirely from general tax revenue.5,6 

By the beginning of the 1990s, an alternative mechanism 

for restructuring health services in South Africa had been 

suggested, namely some form of National or Social Health 

Insurance.8 A range of proposals for a mandatory health 

insurance system in South Africa have been put forward 

over the last decade and a half, but none have been imple-

mented.

It is an opportune time to review these health insurance 

debates. From an international perspective, there has been 

a dramatic change in the ‘conventional wisdom’ about 

health care financing mechanisms. In the 1980s and 1990s, 

considerable attention was devoted by influential interna-

tional organisations (such as the World Bank and Interna-

tional Monetary Fund) to cost-recovery or cost-sharing by 

users of public sector facilities, primarily through direct out-

of-pocket payments or user fees.9 Stimulating the growth of 

private health care providers and out-of-pocket payments 

to these providers were also encouraged.10 However, in 

the first part of the 21st Century, there has been growing 

consensus that pre-payment health care financing mecha-

nisms, where people contribute regularly by way of tax 

payments and / or health insurance contributions from which 

the cost of future health care requirements are funded, 

provide greater financial protection for households and are 

a preferable approach to health care financing.11,12,13 This 

growing support for pre-payment mechanisms culminated in 

a resolution at the 2005 World Health Assembly on “Sustain-

able health financing, universal coverage and social health 

insurance”.14

From the South African perspective, the timing of this review 

is opportune given that practical steps for moving ahead 

with a “mandatory contributory earnings-related savings 

and benefits” social security system were announced by the 

National Treasury earlier this year.15 Since this announce-

ment, there has been growing pressure for mandatory 

health insurance to be included in the development of a 

comprehensive social security system, as was envisaged by 

the Taylor Committee of Inquiry.16

This review begins with a brief discussion of key terms and 

concepts relating to health insurance. It then explores the 

motivations for pursuing mandatory health insurance in 

South Africa and provides a brief overview of the various 

mandatory health insurance proposals put forward over 

the past decade and a half. Finally, there is a critical review 

of current discussions and the presentation of ideas on a 

possible way forward.

Key health insurance concepts

Health care costs are unpredictable; it is difficult for indi-

viduals to know when they will fall ill, what health care they 

will require and what this health care will cost. Sometimes the 

cost of care can be very high, particularly for hospitalisation 

or long-term serious illness such as cancer or AIDS and most 

people are unable to cover these unexpected costs drawing 

on resources that they have available at one point in time. 

While it is difficult to predict health care needs and costs for 

an individual, it is more feasible to predict these for a group 

of people drawing on epidemiological and actuarial data. 

This is the core of the concept of health insurance, that it is a 

way of pooling risks. Individuals contribute on a regular basis 

to a pooled fund so that when they fall ill, the pool will cover 
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their costs. Essentially, at any one point in time, the healthy 

members of the pool are helping to pay for the health care 

costs of those who are ill; those who are healthy and those 

who are ill will change over time. The risk of falling ill and 

incurring unexpected and high health care costs is shared 

between those in the pool. There is also a time element to 

risk-pooling in that individuals draw on contributions that 

they made when healthy to pay for health care costs when 

ill. While risk-pooling can also be accomplished very effec-

tively through tax funding, health insurance comes into play 

if tax funding will not cover the health service requirements 

of the whole population.

There are several different types of health insurance. Manda-

tory health insurance is a term used to describe insurance 

systems where there is a legal requirement for certain groups 

or the entire population to become members, while volun-

tary health insurance is used to describe systems where there 

is no such legal requirement.

Mandatory health insurance is often called Social Health 

Insurance (SHI), particularly where only certain groups are 

legally required to become members and where only those 

who make insurance contributions are entitled to benefit 

from, or are covered by, the insurance scheme. National 

Health Insurance (NHI) is also a term that is frequently used, 

especially with reference to a system that is universal, or 

covers the entire population irrespective of whether they 

have personally contributed to the scheme or not. As the 

terms social and national health insurance are often used 

inter-changeably and sometimes create confusion, the more 

inclusive term mandatory insurance is used here.

A key characteristic of mandatory health insurance is that it is 

based on the principle of social solidarity. Contributions are 

‘community-rated’, and are based on the average expected 

cost of health service use for the entire insured group instead 

of an individual’s or sub-group’s risk of illness. Contributions 

can also be differentiated by income level and sometimes 

the number of dependants covered. There may be a single 

fund or a number of funds; in the latter case, a standard-

ised, Prescribed Minimum Benefit (PMB) package is usually 

specified in the enabling legislation and a mechanism is put 

in place for sharing or equalising risks between individual 

funds.

Objectives of mandatory health 
insurance in the South African 
context

Before considering the alternative mandatory health insur-

ance proposals put forward in South Africa since the early 

1990s, it is important to explore the reasons why this form of 

insurance has been considered as a potentially appropriate 

health care financing option. While different proponents of 

mandatory health insurance have put forward different moti-

vations for, or objectives of this insurance at different times, 

the most consistently stated objectives have been to:

➤ address problems in the private voluntary health insur-

ance (i.e. medical schemes) environment; and

➤ address problems in the public-private mix and promote 

social solidarity in health care funding.

Problems in the medical schemes 
environment

There are several well-recognised problems with voluntary 

health insurance. In particular, such insurance schemes are 

subject to what is termed adverse selection, whereby those 

with the greatest risk of illness are more likely than relatively 

healthy individuals to join an insurance scheme. This can 

increase the risk and overall cost of voluntary health insur-

ance. Insurers in turn try to exclude the highest risk individuals 

(either through explicit exclusion of those with pre-existing 

conditions or through charging risk-rated contributions, i.e. 

an individual’s contribution is related to their personal risk 

of falling ill, making insurance coverage unaffordable for 

the chronically ill and elderly) and to attract the healthiest 

individuals, a practice known as cream-skimming or cherry-

picking. In this way, voluntary health insurance may exclude 

those who have the greatest need to insure themselves 

against unexpected and sometimes catastrophic health 

care expenditure. The Medical Schemes Act (Act 131 of 

1998) and associated Regulations are designed to address 

such issues, as outlined in the Chapter on Medical Schemes. 

Nevertheless, some adverse selection and cream-skimming 

problems persist despite the existence of regulatory controls. 

Mandatory health insurance effectively deals with adverse 

selection as individuals who contribute are specified by 

legislation. It also deals with cream-skimming for the same 

reason, although if the mandatory insurance has a number 

of schemes as the financial intermediaries there may be 
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an element of cream-skimming which can be addressed 

through risk equalisation mechanisms.

As highlighted in the Chapter on Medical Schemes, one of 

the greatest problems is that of the uncontrolled cost spiral. 

This rapid cost spiral has been afflicting medical schemes 

in South Africa since the 1980s. For example, while medical 

scheme expenditure and hence contributions to medical 

schemes were equivalent to 7% of average salaries in 1982, 

they had increased to 15% of salaries by 1992.17 Medical 

scheme expenditure and contributions have been increasing 

considerably more than the general rate of inflation and 

average salary increases over this period and this trend has 

continued through the 1990s to the present time. While medi-

cines and private hospitals were the greatest cost drivers in 

the 1980s and early 1990s, private hospitals, specialists and 

non-health care activities (such as administrative, managed 

care and broker activities) have been the major cost drivers 

in recent years.17

Another problem facing the private voluntary insurance 

sector in South Africa, which is related to the cost spiral, is the 

inability to extend insurance coverage to a greater section 

of the population. In fact, medical scheme membership has 

been stagnant at just under 7 million beneficiaries since 1997, 

with absolute declines in the number of beneficiaries in some 

years and a substantial decline in the percentage of the total 

population covered by medical schemes (less than 15% of 

the population is covered presently).18,19 This is undoubtedly 

linked to the fact that it is becoming increasingly unafford-

able for South Africans to belong to schemes, and certainly 

unaffordable for those who are not currently members 

of schemes to join. This problem has been recognised by 

medical scheme administrators and private providers, who 

rely on medical schemes for the majority of their income, as 

evidenced by their report on how to develop Low Income 

Medical Schemes (LIMS).20 All of the research conducted 

during the LIMS process indicated that the single greatest 

obstacle to medical scheme membership for low income 

South Africans was the cost of medical scheme cover.

One of the reasons why medical schemes have been unable 

to control the cost spiral is that they have weak purchasing 

power. With over 130 individual medical schemes (and many 

separate benefit options within each scheme) there is limited 

purchasing power when compared with highly concentrated 

private health care providers (e.g. 84% of private hospital 

beds are owned by three large groups).18,21 This is one of the 

key motivations that have been put forward for considering 

a mandatory health insurance system in South Africa.

A mandatory health insurance system could take the form of 

a single insurance scheme (generally state supported), with 

the role of existing medical schemes being restricted to ‘top-

up’ cover for health services not covered in the basic benefit 

package. An alternative scenario is for medical schemes 

to be the financial intermediaries for a mandatory health 

insurance system (i.e. it is mandatory to contribute to health 

insurance, but one can choose which scheme to belong to). 

Each scheme that can play this role would be accredited 

by the mandatory health insurance agency, and legisla-

tion or associated regulations would specify the common 

set of contribution rates and basic benefit package that all 

schemes would have to adhere to. Individual schemes could 

compete for members, which may include ‘top-up’ packages 

for which an additional contribution would be made. There 

would also be a risk equalisation process between individual 

schemes (i.e. where there is a relative transfer of funds from 

schemes with low risk membership to those with higher-risk 

membership). This model is found in a range of countries such 

as Germany, the Netherlands and Colombia.

There is considerable international evidence that a manda-

tory health insurance agency, acting as an effective single 

purchaser (even if there were multiple schemes acting as 

financial intermediaries, a central agency negotiates fee 

levels with providers or unilaterally sets a reference price 

list) is able to avert the cost spiral commonly experienced 

in private voluntary health insurance environments such as 

South Africa and the United States of America (USA). This 

not only ensures that existing medical scheme beneficiaries 

would receive greater value for money than currently through 

efficient purchasing of health services which are provided 

at efficient cost levels, but also that health insurance cover 

would be affordable to a greater section of the population 

than at present.

Problems in the public-private mix

It was noted over a decade ago that total health care 

expenditure levels in South Africa (between 8-9% of Gross 

Domestic Product (GDP) since the early 1990s) is relatively 

high compared to other middle income countries, and 

indeed relative to most high income countries.17 The key 

challenge facing the South African health system is not a 

lack of financial resources, but to improve the efficiency and 

equity of the use of these resources. More specifically, the 

greatest challenge is that of the distribution of financial and 

human resources between the public and private health 

sectors relative to the population served by each sector. 
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While expenditure by and contributions to medical schemes 

have been increasing rapidly, despite very little increase in 

the number of scheme beneficiaries, public sector spending 

on health care has been relatively stagnant in real terms, 

while the size of the population dependent on the public 

sector has increased. This has meant that the gap in real per 

capita health care expenditure between those dependent 

on the public sector and medical scheme beneficiaries has 

increased over the past decade (see Figure 1).

To spell out the disparities in financial resources across 

the public and private health sectors in South Africa more 

precisely, it needs to be recognised that there are some who 

are not covered by medical schemes who use private sector 

services (almost exclusively at the primary care level such as 

general practitioners [GPs] and retail pharmacies) and pay 

for this ‘out-of-pocket’. The financial resource disparities can 

be summarised as follows:

➤ 14.8% of the population is covered by medical schemes 

and are able to secure most of their health services 

in the private sector. The per capita annual expendi-

ture on this group, combining both medical scheme 

expenditure and out-of-pocket payments by medical 

scheme members (e.g. for co-payments or to pay for 

services not covered by their scheme) was equivalent 

to approximately R9 500 per beneficiary in 2005.

➤ A further 21% of the population are not covered by 

schemes and use the private sector on an out-of-

pocket basis (mainly for primary care), but are likely to 

be entirely dependent on the public sector for hospital 

(particularly inpatient) care. The per capita annual 

expenditure on this group, including their out-of-pocket 

payments to private primary care providers and 

government spending on hospital care, was equivalent 

to nearly R1 500 per person in 2005.

➤ The remaining 64.2% of the population can be said to 

be entirely dependent on the public sector for all their 

health care services. For this group, less than R1 300 

was spent per person for government primary care and 

hospital services.22

Thus, even making the most generous assumptions possible 

about the population served by private providers, the 

public-private mix disparities in terms of financial resources 

are substantial. Table 1 indicates that these disparities also 

exist in relation to hospital beds and human resources. There 

is more than twice as many hospital beds per beneficiary 

of private sector hospital services as there are for those 

dependent on the public sector. The disparities are even 

greater in relation to health professionals; each pharma-

cist in the public sector serves 12 to 30 times, and each 

generalist doctor in the public sector serves 7 to 17 times, 

more people than those in the private sector (depending 

on whether one focuses only on the medical scheme popu-

lation or assumes that up to 35.8% of the population use 

private pharmacists and private general practitioners). There 

is a sixfold difference in the number of people served per 

nurse, and a 23 times difference in the number of people 

served per specialist doctor, working in the public and 

private sectors in South Africa.

Figure 1:  Trends in real per capita health care expenditure in public sector and medical schemes (2000 base year), 
1998-2005

Source:  Council for Medical Schemes Annual Reports; National Treasury Budget Reviews.
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Table 1:  Distribution of health care resources 
between public and private sectors, 2005

Private sector Public sector

Population per GP  (243) 588* 4 193

Population per specialist   470 10 811

Population per nurse   102 616

Population per pharmacist  (765) 1 852* 22 879

Population per hospital bed    194 399

*  Data in brackets represent only medical scheme members (14.8% of the 
population); main estimate assumes that private GPs and pharmacists 
may be used by up to 35.8% of South Africans.

Source:  McIntyre et al., 2007.22

As described later in this chapter, introducing a mandatory 

insurance would enable a greater section of the popula-

tion to benefit from the human resources currently located 

in the private sector and which are largely accessible only 

to medical scheme members. It would also contribute to 

reducing the large disparities in financial resources between 

medical schemes and public funding. As indicated, manda-

tory insurance offers the potential to achieve massive effi-

ciency improvements within the medical scheme environment 

which would improve the affordability of insurance cover for 

South Africans which would mean that resources generated 

through health insurance contributions would be benefiting 

a much larger section of the population.

Overview of mandatory health 
insurance proposals

Given the key motivations for pursuing mandatory health 

insurance in South Africa, this section provides a brief over-

view of the specific proposals that have been put forward 

for the development of such an insurance system. These 

proposals are presented in chronological order and the 

overview is summarised using a framework proposed by 

Kutzin, which has been adopted by many organisations as 

the basis for evaluating health care financing alternatives, 

including the World Health Organization (WHO) and the 

World Bank.23,13,24

Key functions of health care financing

The framework for evaluating health care financing strategies 

suggested by Kutzin focuses on the key functions or compo-

nents of a health care financing system. The framework 

allows a country to consider how each of these functions 

can best be undertaken within their particular context and 

hence provides a useful way of critically evaluating existing 

as well as future options for health care financing.

The key health care financing functions are:

➤ Revenue collection: Relates to who health care funding 

contributions are collected from (sources of funds), how 

these contributions are structured (contribution mecha-

nisms) and who collects them (collecting organisation).

➤ Pooling of funds: Addresses the unpredictability of  

illness, particularly at the individual level and the in-

ability of many individuals to be able to mobilise 

enough resources to cover health care costs without 

forewarning, and hence the need to spread these risks 

over as broad a group as possible and over time. Within 

this function, the key issues are the size and composi-

tion (in terms of which socio-economic groups) of the 

population covered by a particular pool and whether 

there are allocation mechanisms between different risk 

pools.

➤ Purchasing: Refers to transferring pooled resources 

to health service providers in a way that ensures that 

appropriate and efficient services are secured for the 

population covered. The key issues in this function are 

the benefit package and the provider reimbursement 

mechanisms.

➤ Provision: Relates to how health services are delivered 

(e.g. whether there are public or private providers or 

both, the distribution of facilities and human resources, 

etc.).

This framework is used to present an overview of the manda-

tory health insurance proposals put forward in South Africa, 

as summarised in Table 2.

Early proposals

While the possibility of introducing mandatory health 

insurance in South Africa was first raised by progressive 

academics in the early 1990s, the first time it was incor-

porated into a formal policy related document was in the 

African National Congress’s (ANC) National Health Plan.25 

The National Health Plan recommended the introduction of 

compulsory SHI contributions by all formal sector employees 

(and their employers), which would be used to cover a rela-

tively comprehensive package of benefits (i.e. primary care 

services as well as hospital care) for contributors and their 

dependants. It also indicated that medical schemes could 

serve as financial intermediaries for the SHI if an appropriate 
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risk equalisation mechanism were implemented to accom-

modate the different risk profiles across schemes. In addi-

tion, medical schemes would have a role in offering ‘top-up’ 

cover for services not included in the SHI benefit package. 

Individual schemes would also act as purchasers, and 

private providers would mainly be involved in primary care 

provision. 

Similar proposals were later put forward by two govern-

ment policy committees, namely the 1994 Health Care 

Finance Committee and the 1995 Committee of Inquiry into 

a National Health Insurance System.26,27 The key difference 

between the Committee of Inquiry’s SHI proposals and the 

earlier proposals of the ANC and the Health Care Finance 

Committee related to the benefit package (see Table 2). The 

Committee of Inquiry recommended that only hospital care 

be covered, with reimbursement levels restricted to the cost of 

public hospitals, whereas the other two proposals included 

primary care services as well. The change in the proposed 

benefit package was made in response to the government’s 

removal of fees for primary care services at public facilities, 

which supposedly obviated the need to provide insurance 

for this category of care.28

It should be noted that the 1994 Health Care Finance 

Committee in fact put forward three possible mandatory 

insurance options (the one presented in Table 2 is the one 

that was supported by the majority of Committee members). 

Another of the options that is quite well-known is called the 

‘Deeble option’, named after the Australian who proposed it. 

This option was to create a NHI, but for affordability reasons, 

only primary care services would be covered. Primary care 

services provided by any public or private sector provider 

who was contracted in to the NHI (i.e. who was accredited 

as providing the appropriate range and quality of services 

and was willing to charge the fees specified by the NHI) 

would be covered. Thus, while the other proposals sought to 

ensure depth of mandatory insurance coverage (i.e. a rela-

tively comprehensive benefit package), the Deeble option 

focused on breadth of coverage (i.e. universal cover rather 

than insurance cover for a limited section of the population).

None of the Health Care Financing Committee’s or the 

Committee of Inquiry’s SHI proposals was taken forward. 

Instead, in 1997 a further committee (the SHI Working Group) 

was established by the national Department of Health (DoH). 

As indicated in Table 2, this Working Group recommended 

limiting health insurance coverage, and contributors, to 

formal sector employees above the income tax threshold, 

thus excluding all very low income formal sector employees 

from the SHI.29 In addition, it proposed that the pooling 

function be implemented through a newly-created ‘state 

fund’ that would provide basic cover for a mandatory SHI 

benefit package. Medical schemes would have to cover this 

package, but could also offer additional benefits.

While those for whom health insurance cover was manda-

tory could choose to belong to the state fund or a medical 

scheme, it was assumed that the high contribution rates in 

medical schemes would encourage the majority of lower-

income workers and their families to join the state fund. A key 

concern with these proposals is that the SHI Working Group 

envisaged a complete separation of the state fund from 

medical schemes, in that there would be no risk equalisation 

mechanism between the state fund and medical schemes. 

This separation would reduce the potential for cross-subsi-

disation between high and low income earners as well as 

cross-subsidies between the healthy and the ill. The stated 

objective of these proposals was to generate revenue for 

the public health sector.28

The 1997 SHI proposals went hand-in-hand with regula-

tory changes for the medical schemes industry through 

the Medical Schemes Act of 1998.30 An important reason 

for adopting this dual approach to reform was that DoH 

officials anticipated that it would take considerable time to 

implement a SHI, whereas it was judged feasible to improve 

regulation of medical schemes in the short-term.31 Regula-

tion of medical schemes has indeed gone ahead as envis-

aged. It was envisaged that the new Medical Schemes Act, 

by removing risk-rating, would improve risk cross-subsidies 

within individual medical schemes and limit the extent to 

which high-risk groups are excluded from medical scheme 

cover.

Once again, the proposals to establish a SHI were not imple-

mented. A key reason why none of the proposals for SHI 

were taken forward is that all of them have been opposed 

by National Treasury. National Treasury is concerned that 

introducing mandatory health insurance, which it views as 

another form of tax, would increase the tax burden on middle 

income groups, who it feels are already overburdened.30 In 

addition, National Treasury is opposed to the collection of 

mandatory funds that are earmarked for a specific sector, 

as this reduces their ability to redirect centrally collected 

revenue between sectors as government priorities change. 

On this basis, it was envisaged that it may be more feasible 

to pursue mandatory health insurance as part of a compre-

hensive social security initiative.
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The Taylor Committee of Inquiry proposals

The Taylor Committee of Inquiry into a Comprehensive 

System of Social Security for South Africa was established 

in the early part of the 21st Century and reported in 2002. 

It was tasked with looking at the full range of social security 

issues, including social welfare grants to address poverty, 

unemployment insurance, disability grants, old age pensions, 

health insurance and other related issues.

The Taylor Committee was the first set of policy proposals 

on mandatory health insurance to explicitly call for a NHI, 

albeit to be achieved only in the long-term. As previously 

indicated, NHI had been suggested as one of three options 

considered by the 1994 Health Care Finance Committee 

(the ‘Deeble option’), but it was only intended to cover 

primary care services and had not received the support of 

the majority of committee members. In contrast, the Taylor 

Committee proposed that a comprehensive package of 

services be covered and that “South Africa move ultimately 

toward a NHI system over time that integrates the public 

sector and private medical schemes within the context of a 

universal contributory system”.16

The objectives underpinning the Taylor Committee’s 

proposals on NHI included:

➤ increased risk-pooling by instituting mandatory health 

insurance contributions that were community-rated, 

drawing tax resources into a common pool with insur-

ance contributions and ensuring risk equalisation within 

the public and private sectors;

➤ universal cover for a minimum level of essential bene-

fits, whether provided via the public or private sectors; 

and

➤ promoting efficiency through addressing the problems 

that currently exist in the private health sector.

The public sector would remain the backbone of the overall 

health system, while the role of the private sector was seen 

as increasing levels of funding above the usual tax alloca-

tions, but with its activities being closely regulated. The vision 

was to move towards a NHI system with multiple financial 

intermediaries and contributions from tax revenue. Initially, 

the distinction between private medical schemes and tax 

funding for public sector services would remain, but would 

diminish over time.

A phased approach in moving towards a NHI was envis-

aged. It was recognised that considerable preparatory 

activities were required, including major efforts to improve 

public hospitals and address geographic inequities in the 

allocation of public sector health services. Reforms of the 

tax exemption of medical scheme contributions were also 

recommended, so that as a minimum, this tax subsidy (per 

medical scheme beneficiary) should not exceed the amount 

that government was spending per person covered through 

tax-funded public sector health services. Another prepara-

tory activity was to promote the containment of private 

sector costs through direct controls on the supply of services 

(number and distribution of private providers and some price 

control) along with improved regulation of competition in the 

private sector.

Once these preparatory activities had been undertaken, 

the focus would shift to extending insurance coverage to a 

greater proportion of the South African population.16 Key 

mechanisms for this would include:

➤ The establishment of a state-sponsored scheme for low 

income groups, the informal sector and middle income 

groups who wish to obtain more cost-effective cover. 

This scheme would cover: hospitalisation offered in 

‘private wards’ in a public hospital; specialist services 

in a public hospital; and primary care services through 

private sector providers who would be paid on a capi-

tation basis. Membership of this scheme would be on a 

voluntary basis.

➤ Introducing mandatory or compulsory insurance 

coverage for civil servants. Less than half of civil serv-

ants are currently medical scheme members and 

mandating cover for all civil servants would result in a 

scheme with 1 million principal members and about 2 

to 3 million dependants. This would create a large risk 

pool, would allow pressure to be exerted on the cost 

of services purchased from the private health sector 

(given their large purchasing power) and would also 

have low administration costs (as there would be no 

need for advertising or paying commission to brokers, 

etc.).

➤ The implementation of a Risk Equalisation Fund (REF) 

between individual schemes and the removal of tax 

exemption of medical scheme contributions which 

would be replaced with a direct tax subsidy per person 

covered by insurance.

The next phase would focus on expanding mandatory health 

insurance contributions whereby all high income earners and 

the employees of all medium to large firms or organisations 

would be required to take out medical scheme membership. 

It was recognised that this step would only be acceptable 
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once the cost spiral in medical schemes had been brought 

under control, which would have been promoted in the 

earlier phases of reform. Ultimately, everyone with the ability 

to pay would be expected to contribute to health care costs 

in some way. While some would be legally required to be 

medical scheme members, all others could either choose 

to join a medical scheme, the state-sponsored scheme or 

face a payroll tax deduction, which would be dedicated to 

funding public sector health services. This would allow for the 

elimination of all user fees at public sector facilities, so that all 

who could contribute to the costs of health care would do so 

on a pre-payment rather than an out-of-pocket basis.

Eventually, there would be a fully integrated funding system, 

with all payroll contributions and tax allocations for the health 

sector going into a single fund, from where the funds would 

be distributed to individual schemes and to public sector 

facilities on a risk equalisation basis. All South Africans would 

be entitled to the same basic package of health care serv-

ices, which would include services that are currently included 

in the PMBs specified for medical schemes plus primary 

health care services. This package would only cover the 

costs of care at public sector hospitals, but medical schemes 

could offer ‘top-up’ insurance for members who wanted 

to use private hospitals. Those who were contributing to a 

scheme or through the dedicated payroll tax would be enti-

tled to use ‘private wards’ in public hospitals.

The Ministerial Task Team proposals

Shortly after the Taylor Committee had reported, a Ministe-

rial Task Team (MTT) was established within the national DoH 

to decide on which, if any, of the Taylor Committee proposals 

to take forward and how. The MTT was also able to draw on 

the deliberations of other relevant groups, in particular, the 

REF Task Group and the International Review Panel on REF. 

The MTT decided that it was not feasible to pursue NHI in the 

short-term, but to focus instead on implementing a SHI.32 The 

key elements of this were seen as:

➤ introducing the REF as a matter of urgency;

➤ removing the tax exemption of medical scheme contri-

butions;

➤ only charging fees at public sector hospitals to those 

who would be able to afford medical scheme cover;

➤ introducing an income-based cross-subsidy through 

a dedicated SHI tax for medical scheme cover, to be 

collected by the South African Revenue Service (SARS) 

and channelled via the REF, along with a direct govern-

ment subsidy funded from general taxes (with the inten-

tion that the SHI tax ultimately would be incorporated 

into a composite Social Security tax);

➤ introducing a standardised basic benefit package (BBP) 

which all schemes will be required to offer, which would 

include the existing PMBs and primary care services; 

and

➤ introducing measures to control private health care 

cost increases.

The MTT were of the view that this would still achieve univer-

sal access to a standardised basic benefit package, in that 

those who were not members of medical schemes would 

now receive public sector care without paying any user fees. 

Tax revenue, whether from general tax or the dedicated SHI 

tax, would be used to ensure that the same amount of funds 

(based on the per capita cost of the basic benefit package) 

was devoted to health care for those served by the public 

sector as was provided to medical schemes as a subsidy to 

purchase the basic benefit package for their beneficiaries. 

Medical schemes could offer additional benefits, but it was 

suggested that the additional benefit options be limited and 

standardised and should also be subject to a risk equalisa-

tion process where they contained services that are regarded 

as of public health benefit and are not discretionary. 

Although payment of the dedicated SHI or composite social 

security tax would be mandatory, mandatory membership of 

a medical scheme would only be phased in at a later stage, 

once risk and income cross-subsidies have been in place 

for some time and the impact on the behaviour of medical 

schemes could be assessed.

The MTT also made explicit recommendations on strate-

gies for controlling costs in the medical schemes environ-

ment. They specifically recommended establishing maximum 

and reference prices for private sector providers, efforts to 

control the supply and distribution of private providers and 

consideration of centralised purchasing of certain medical 

supplies and services for use by medical schemes.

Summary of key elements of alternative 
proposals

The history of mandatory health insurance debates within 

South Africa is somewhat confusing to many, and it there-

fore may be helpful to distil the key areas of commonality 

and of debate, using the Kutzin framework. It is important 

to note that the early proposals were specified in very 

broad terms, whereas more recent proposals have spelt 
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out specific design issues in considerable detail (hence the 

relative weight given to the presentation of the more recent 

proposals). It is also important to note that there has been 

consistent and widespread support since the early 1990s 

for the introduction of a mandatory health insurance rather 

than retaining the current disparate private medical scheme 

for a minority and tax funded health services for the rest of 

the population.

Revenue collection: Sources of funds and contribution 
mechanisms

All of the proposals recognise that it will be necessary to 

secure mandatory health insurance contributions (or have 

a dedicated payroll tax for health care), which should be 

shared between employees and employers, as well as 

general tax resources. There was also general agreement 

across the proposals that those who could contribute to 

covering the costs of health care (over and above normal tax 

payments) should do so. While some proposals suggested it 

should be all formal sector employees who make mandatory 

insurance contributions, more recently the focus has been 

on those who are required to pay income tax. While there 

are some people working in the informal sector who may 

have the ability to contribute, it is difficult to make such contri-

butions mandatory due to enforcement problems. For this 

reason, many of the proposals have recommended that the 

informal sector and formal sector workers below the income 

tax threshold could make health insurance contributions on 

a voluntary basis. Such contributions could be attractive to 

these groups as it would mean that they would not have 

to pay out-of-pocket when using health services (which they 

frequently would do if they use a private GP or purchase 

medicines at a private pharmacy, as well as paying user fees 

at a public hospital).

In relation to general tax resources, a key issue that has 

been raised since the 1995 Committee of Inquiry is that there  

should be reform of tax deductions on medical scheme 

contributions. At present, those with the highest incomes 

benefit the most from tax deductions. Although the tax 

deductions have recently been revised, it has not completely 

eliminated disparities in tax benefits between higher and 

lower income earners.

The more recent mandatory insurance proposals have  

recommended that tax deductions on medical scheme 

contributions should be completely removed, and that 

instead every South African should receive the same direct 

subsidy, paid from general tax revenue, towards covering 

their health care requirements. More specifically, this subsidy 

would be set at a level that covers the full costs of a basic 

package of health services at public sector costs (i.e. the 

subsidy would not be subject to the vagaries of the uncon-

trolled cost spiral experienced in the private health sector, 

but would be tied to public sector costs). This subsidy would 

either be paid to public sector facilities or to the insurance 

scheme to which the individual belongs.

Essentially, it was envisaged that out-of-pocket payments 

as a form of health care financing would be substantially 

reduced. These payments currently account for about 14% 

of total health care funding in South Africa. Instead, pre-

payment, in the form of mandatory health insurance contri-

butions and tax funding, would be the almost exclusive 

mode of funding.

The remaining issue in relation to contribution mechanisms is 

that there is unanimity that contributions should be commu-

nity-rated. A key remaining area of debate is the extent 

to which contributions should be income related. The two 

options are:

1. A proportional structure, where each contributor pays 

the same percentage (e.g. 5%) of their salary; or

2. A progressive structure, where those with a higher 

salary pay a higher percentage of their salary (e.g. 6%) 

than those with lower salaries (e.g. 4%).

It is important to note that although a proportional struc-

ture appears simpler and may appear to some to be ‘fair’, 

international evidence clearly demonstrates that propor-

tionally structured mandatory insurance schemes are often 

regressive (i.e. lower income groups ultimately pay a higher 

percentage of their incomes in mandatory insurance contri-

butions than high income groups).33,34 The reason for this is 

that mandatory insurance contributions are payroll deduc-

tions and thus while a wealthy person will contribute the 

same proportion of their salary as others, their salary is only 

one source of income (e.g. interest on investments, income 

from shares) and so they contribute a far lower proportion of 

their ‘total income’ than a low income worker whose salary 

or wage is their ‘only’ source of income. Given the massive 

salary disparities and income inequalities in South Africa, the 

debate about proportional versus progressive structure of 

contributions is a critical one.
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Revenue collection: Collecting organisation(s)

Another area where there is unanimity across the various 

proposals is that medical schemes will continue to play a 

role in any future mandatory health insurance. In particular, 

medical schemes in most cases have been seen as being 

financial intermediaries for a mandatory insurance and as 

offering ‘top-up’ packages to cover services outside of the 

mandatory benefit package.

Almost all of the proposals have recognised the need to 

establish a state-sponsored scheme in addition to the 

existing medical schemes. This is due to the inability of medical 

schemes to contain the cost spiral that plagues them. The 

envisaged state-sponsored scheme would pay close atten-

tion to achieving value for money for its members. The state-

sponsored scheme is likely to have a very large membership, 

given that most South Africans who would be required to 

make mandatory health insurance contributions but are not 

currently medical scheme members are very likely to join this 

scheme. In addition, many current medical scheme members 

who are frustrated with the high and rising costs of medical 

scheme cover may opt to join the state-sponsored scheme 

as well. This scheme would then be able to exercise consid-

erable purchasing power which would promote efficiency 

and value for money in the scheme.

While all proposals agreed that medical schemes could 

be financial intermediaries, the most recent proposals have 

suggested that the collecting organisation for all mandatory 

contributions should be the SARS. Each scheme’s share of 

these contributions would then be paid to them.

Pooling of funds: Coverage and composition

There has been great debate on this issue, particularly in 

recent years. While the early proposals were explicitly 

arguing that the mandatory insurance should only cover 

those who were making insurance contributions and their 

dependants (i.e. a SHI), the recent proposals have argued 

for universal coverage (i.e. a NHI). However, the recent 

proposals have recognised that universal coverage will not 

be achieved immediately and that there would be some 

distinction between contributors and non-contributors, 

particularly in the early phases. Nevertheless, setting an 

objective of universal coverage and mapping out an explicit 

plan for reaching this objective as rapidly as possible from 

the outset has been shown to be critical from international 

experience.35 Those countries which have embarked on 

a SHI policy (such as many Latin American countries) have 

found a two-tier health system becoming rapidly entrenched 

and that it has been extremely difficult to expand coverage 

and move to a universal system thereafter.36

The key feature of the recent proposals to pursue a NHI 

is that there should be a single pool of funds which incor-

porates all the mandatory contributions and funds from 

general tax revenue to cover all the expenses related to a 

basic package of health care for all South Africans. Having 

a single pool maximises risk-pooling and “[t]here is growing 

consensus that, other things being equal, systems in which 

the degree of risk-pooling is greater achieve more”.37

Pooling of funds: Allocation mechanisms

There is complete unanimity across all the proposals that 

there should be a risk equalisation mechanism between indi-

vidual schemes. If the schemes themselves are the collecting 

organisations, as suggested in the earlier proposals, there 

would be a system whereby those schemes with a rela-

tively low risk profile amongst their members would make 

payments into the REF and those with high risk membership 

profiles would receive payments from REF. However, if SARS 

were the collecting organisation and mandatory health 

insurance contributions and general tax funds were placed 

in a single pool, allocations would be made from this pool to 

individual schemes on the basis of a risk-adjusted capitation 

(i.e. an amount of money, per capita or per insurance benefi-

ciary, based on the likelihood, or risk, of that scheme’s benefi-

ciaries requiring health care, which is judged from indicators 

of risk, such as age, gender, and the presence of chronic 

disease). A risk-adjusted capitation amount would also be 

paid from the single pool for all who are not contributors 

to the mandatory insurance, and would then be allocated 

between individual public sector health facilities.

Purchasing: Benefit package

Most of the proposals have supported a relatively compre-

hensive benefit package, with the exception of those put 

forward in the mid-1990s, which suggested excluding 

primary health care services from the package. The reason 

for this is that free primary health care services in the public 

sector had just been made available. However, recent 

research has clearly demonstrated that there is substantial 

support amongst potential mandatory insurance members 

for including primary care services provided by private 

providers (e.g. GPs and dentists) in the benefit package.20,38 

Thus, the benefit package that has been favoured in the 

recent proposals includes those benefits in the current PMBs 
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(inpatient care and those chronic diseases that are most 

prevalent) plus primary care services (termed the BBP). In 

these recent proposals, because universal coverage is envis-

aged, all South Africans would have access to the BBP, but 

there would be differences in the providers that they can 

use.

Purchasing: Provider payment mechanisms

Very few of the proposals have made explicit recommend-

ations on the manner in which providers should be paid. 

However, all of the proposals have recognised the impor-

tance of addressing the problems related to fee-for-service 

payments (such as supplier-induced demand and the cost 

spiral). A number of the proposals have recommended capi-

tation as the form of payment for GPs or integrated primary 

care providers in the private sector, which would overcome 

the problem of supplier-induced demand.

A key issue is that it will be important for the mandatory 

insurance to exert purchasing power in its negotiations 

with private providers to control the rate of increase in fees 

(whether capitation rates for GPs or ward fees for private 

hospitals). The key challenge is that there are 131 medical 

schemes and if all of them continue as financial intermedi-

aries for the mandatory insurance and if they all negotiate 

separately with providers, they will remain powerless in 

relation to influencing fee levels. There are two options that 

could be considered under this scenario, namely some form 

of statutory collective bargaining mechanism between the 

mandatory insurance schemes and providers, or setting of a 

mandatory price list via government regulation.

Provision of services

All proposals agree that both public and private health care 

provision will continue. Including private sector primary care 

services within the mandatory insurance benefit package will 

reduce disparities in the distribution of health care human 

resources that currently exist between the public and private 

sectors. As indicated in Table 1, private GPs and other 

primary care providers such as retail pharmacists currently 

have considerable spare capacity. Under a mandatory 

insurance system, the population that would be served by 

private primary care providers would increase dramatically, 

resulting in a more equitable distribution of these providers 

relative to the population served between the public and 

private health sectors.

A key concern that has been raised by some stakeholders 

is that there will be a disparity between contributors, who 

would have access to private PHC services, and non-contrib-

utors who would only be able to use public PHC facilities. 

However, the 1995 Committee of Inquiry had recommended 

that private PHC providers should be encouraged to establish 

multi-disciplinary group practices (including GPs, PHC nurses, 

pharmacists, physiotherapists, etc.) and that ultimately the 

distinction between public and private PHC services should 

diminish. Indeed, the Committee recommended that govern-

ment health departments could contract out PHC services to 

accredited private group practices who would be paid for 

services provided to non-contributors. The Taylor Committee 

also argued that the differentials in type and quality of serv-

ices between the public and private health sectors should 

diminish over time.

In relation to hospital services, most proposals agree that 

the mandatory health insurance should only cover hospital 

care at the level of the costs within public sector hospitals. 

While contributors could choose to use private hospitals, 

they would have to take out ‘top-up’ medical scheme cover 

to pay for the higher costs in private hospitals. Once again, 

a distinction is envisaged between contributors and non-

contributors within public hospitals, which is of concern to 

some stakeholders. These differences would not relate to the 

quality of clinical services, but to amenities that are offered 

(i.e. being in smaller wards, televisions in the wards, possibly a 

choice of food, etc.). The major reason for this differentiation 

is that most of those who do not currently belong to medical 

schemes but who would contribute to the mandatory insur-

ance currently use public hospitals pay little or nothing for 

these services and would therefore vociferously oppose a 

mandatory requirement to contribute to insurance which 

would cover the identical services. What is clear is that there 

is an urgent need to improve public hospital services, which 

currently suffer from perceived poor quality of care. This is 

particularly highlighted in the Taylor Committee report which 

indicated that such improvements were required before any 

mandatory insurance could be introduced.
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Current debates

A key area of ongoing debate is the extent to which it is 

feasible to have a single tier system (where all South Africans 

have access to exactly the same range of services and types 

of health care providers) or whether a multiple tier system 

(where there are differences, particularly in terms of the type 

of provider that can be used by different groups) is inevi-

table. Given the political history of legislated discrimination 

on the basis of race under apartheid, there is clearly a desire 

to avoid health system differentials on the basis of class.

The fundamental challenge underlying the ‘single' versus 

'multiple tier’ debate is the need to achieve a balance 

between the type of health services that are affordable 

and sustainable given our macro-economic context on the 

one hand, and avoiding incentives for some to ‘opt out’ of a 

mandatory health insurance on the other (where opting out 

refers to allowing people to choose not to contribute to the 

mandatory insurance pool but to belong to a completely 

separate private insurance scheme instead). International 

experience (e.g. in Chile) clearly shows that allowing opting 

out severely undermines cross-subsidies in the overall health 

system, as it tends to be the wealthiest and the healthiest 

who opt out of the mandatory health insurance scheme.39

In order to avoid pressure on policy makers to allow opting 

out, mandatory health insurance should offer comprehensive 

care, rationing of services should not alienate higher income 

groups and the quality of care must at least be at a standard 

equivalent to that which high income groups are already 

accustomed to – in the South African context implying private 

sector care (noting that this relates as much to ‘perceptions’ 

of quality of care as to structural, clinical quality of care, 

given that there is no evidence to demonstrate a significant 

difference in clinical quality of care between the public and 

private sectors despite ‘perceptions’ of higher quality within 

the private sectors). A single tier system, whereby all South 

Africans have access to private sector services, is simply unaf-

fordable in the context of South Africa’s level of economic 

development. While total health care expenditure (excluding 

out-of-pocket spending) in South Africa in 2005 was just over 

R100 billion (or 6.7% of GDP), a single tier system for hospital 

and ambulatory services at private sector cost levels would 

require expenditure levels of R318 billion (or 20.8% of GDP). 

This is considerably more than high income countries (which 

generally spend 8-10% of GDP on health care) and even 

greater than the most expensive health system in the world, 

namely that in the USA which accounts for almost 15% of 

GDP in that country.35 Even if only ambulatory care in the 

private sector were provided for all South Africans (and 

hospital care restricted to the cost of public sector services), 

this would cost R187 billion (or 12.3% of GDP).

This strongly suggests that it is simply not feasible to elimi-

nate ‘all’ health services differentials in South Africa ‘in the 

short-term’. Nevertheless, a NHI is feasible in the foreseeable 

future, with a comprehensive BBP and substantially improved 

public services as the core of service provision. It will not be 

possible to avoid the likelihood that the wealthy will insist on 

having the option of luxurious top-up cover which will enable 

them to use different facilities and access discretionary serv-

ices outside of the comprehensive BBP. The fundamental issue 

from an equity perspective is that the wealthy should not be 

permitted to ‘opt out’ entirely (i.e. they should be required to 

contribute to the mandatory health insurance and to pay 

extra if they insist on differential services). In addition, it is 

possible, and indeed necessary, to reduce any service differ-

entials between different groups in the medium- to long-term. 

The key short-term objective should be to achieve a single 

funding pool (to allow for income and risk cross-subsidies 

and to control the health care cost spiral) and explicitly and 

actively promote improved public sector health services and 

gradually reduce public-private provision differentials over 

time.

Conclusions

This chapter summarises the key elements of the ongoing 

debate about whether or not to introduce some form of 

mandatory health insurance in South Africa. While there 

are some differences of opinion in relation to certain design 

features for mandatory health insurance, there is consider-

able consistency in the fundamental objectives put forward 

for pursuing this form of health care financing. 

In particular, this chapter outlines how mandatory health 

insurance can be an effective way of dealing with the many 

problems currently being experienced in the private health 

insurance market and the disparities in the distribution of 

health care resources between the public and private health 

sectors relative to the population served by each sector. 

These problems are rapidly spiralling out of control and it 

is therefore critical that some resolution is reached in the 

mandatory health insurance debate.

Currently a very important window of opportunity exists 

for actively pursuing a mandatory health insurance system 
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that is feasible, affordable and sustainable within the South 

African context. This window of opportunity relates to two 

key issues:

1. The current planning for a comprehensive social secu-

rity system, within which it makes perfect sense to nest a 

mandatory health insurance.

2. The fact that government spending on debt servicing is 

declining rapidly; while debt servicing was slightly more 

than 19% of the total government budget in 2000/01, 

it only accounts for 9.5% of the government budget in 

2007/08.15,40 During this period, social security, welfare 

and other social services and economic services (e.g. 

agriculture, forestry, trade and industry, etc.) have bene-

fited from the declining debt burden through receiving 

greater shares of the overall government budget. While 

this is widely seen as an appropriate prioritisation of 

spending, there is also a strong argument in favour of 

securing even a slightly greater allocation for the health 

sector, particularly to strengthen public sector services 

as the core of a mandatory health insurance system. It 

is critical that this be achieved in the period when debt 

servicing is declining, as it means that an increase in 

the health budget allocation can be achieved without 

reducing the share of a competing social or economic 

sector.

Although an attempt has been made in this chapter to 

critically explore the mandatory health insurance debates 

without being prescriptive, the following critical steps must 

be taken as a matter of urgency in order to progress with 

mandatory insurance in South Africa:

➤ Achieve an explicit policy commitment to achieving 

a universal, comprehensive basic package of health 

care services funded through general tax revenue and 

mandatory insurance contributions (as part of compre-

hensive social security contributions) in the shortest time 

possible.

➤ Institute major efforts to dramatically improve public 

sector hospital services, which will require additional 

funding from general tax sources in the short-term 

(hence the reference to the budgeting ‘window of 

opportunity’). It also requires serious reconsideration 

of the existing governance model for public hospitals, 

including the possibility of granting greater opera-

tional autonomy. Alongside these possible financial 

and organisational changes, it is necessary to actively 

engage with public perceptions about the quality of 

care in public hospitals; to identify what is contributing 

to negative perceptions and what must be done to 

address these perceptions.

➤ Proceed with the risk equalisation between individual 

medical schemes as soon as administratively possible.

➤ Promote the containment of private sector costs through 

direct controls on the supply of services (number 

and distribution of private providers and some price 

control).

➤ Lay the groundwork for a State-sponsored scheme that 

will be affordable and attractive to low and middle 

income workers.

➤ Pursue an integrated funding pool (i.e. mandatory 

health insurance contributions and allocations from 

general tax funding) in the shortest time possible.

South Africa has missed previous windows of opportunity to 

initiate a mandatory health insurance scheme, for example, 

in the mid-1990s when there was a considerable spirit of 

social solidarity and potentially a greater willingness to 

accept relatively large cross-subsidies relative to what 

prevails presently. We are now faced with one more window 

of opportunity and another is unlikely to be presented in 

future. This is the moment when we need to reach public 

consensus on mandatory insurance. It is our belief that this 

can best be achieved by avoiding the past definitional 

debates and by instead focusing on the primary objectives 

of a mandatory health insurance and identifying how the 

key functions of health care financing of revenue collection, 

pooling, purchasing and provision can be structured to 

achieve these objectives.
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Abstract

This chapter provides an overview of health information systems in the private health sector 

from a legislative and operational perspective, highlighting the duality of the South African 

health care system, which is also reflected in the health information system. 

The chapter explores data sources, data quality and collection processes as well as the 

minimum data set, which focuses primarily on access, utilisation, cost and quality of health 

care services. The role of health care providers, intermediaries such as data transmission 

companies, medical schemes and administrators in the flow of information in the private 

sector is also outlined.

The Risk Equalisation Fund process highlights the implications of legislative reform on health 

information systems specifically, data requirements, data collection processes, and system 

requirements. Inherent in any health information system is the need to protect personal 

health information and this is dealt with in the context of confidentiality focusing on the 

adequacy of legislation, and processes and practices of different stakeholders with regards 

to personal health information. 
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Introduction 

A health information system is an integral component of 

any health care system. It provides the context within which 

data collection, processing, analysis and reporting of health 

information takes place and facilitates the development 

of appropriate health care indicators for monitoring and 

evaluating the performance of the health care system. In 

South Africa the emphasis of the health information system 

development and implementation strategy has largely been 

on the public sector rather than on the private sector as 

per government strategy on health information systems. As 

a consequence, health information systems in both sectors 

have developed in different directions, with private sector 

health information systems focusing more on commercial 

aspects such as reimbursement and development of clinical 

and managed care interventions. 

The focus of this chapter is restricted to the health information 

system in the private health sector. The emphasis is on the 

medical schemes environment, which is the major compo-

nent of the private health sector and how it interconnects 

with the public sector. 

The chapter provides an overview of the information flow 

across various stakeholders including: health care providers; 

data transmission companies; managed care organisa-

tions; medical schemes; and administrators. It also highlights 

developments in the standardisation of coding structures, 

including the ICD-10. At the same time it delves into the 

implications of the intended Risk Equalisation Fund (REF) on 

health information needs and the extent of integration of the 

public and private health information systems. In addition, 

the chapter explores the adequacy of legislation, processes 

and practices relating to confidentiality of patient health 

information.

Box 1:  Policy, strategy and legislation relevant to health information systems’ development

Policy and strategy

1997: White Paper on Healthcare Reform1

This document proposes the following:

✦ Formation of a committee to facilitate the development of a national strategy for implementation of a comprehensive 
National Health Information System for South Africa.

✦ Integration of private health sector information systems into the National Health Information System for South Africa. 

✦ Adoption of ICD-10 as a diagnosis coding standard for the country (public and private sector).

1999: Health Sector Strategic Framework: 1999-20042

✦ This document highlights the objective of strengthening the health information system as part of the strategic frame-
work, including the adoption of a common procedural code and a common data dictionary in the public and private 
health sectors.

2004: Strategic Priorities for the National Health System: 2004-20093

✦ As part of the strategic priorities on planning, budgeting and monitoring and evaluation, the document highlights as a 
key activity, the strengthening of the use of health information systems.

Legislation

1998: Medical Schemes Act (Act 131 of 1998)4

In terms of section 7, the Council for Medical Schemes shall: (b) control and coordinate the functioning of medical schemes in 
a manner that is complementary with the national health policy, (c) make recommendations to the Minister on the criteria for 
measurement of quality and outcomes of the relevant health services provided for by medical schemes, and such other serv-
ices as the Council may determine from time to time, and (e) collect and disseminate information about private health care.

2004: National Health Act (Act 61 of 2003)5

In terms of section 74(1) the Act stipulates that the national Department of Health facilitate and coordinate the establishment, 
implementation and maintenance by provincial department, district health councils, municipalities and the private health 
sector of the information systems at national, provincial and local level in order to create a comprehensive national health 
information system.

Section 74(2) of the Act stipulates that the Minister may, for the purpose of creating, maintaining or adapting databases within 
the national health information system contemplated in subsection (1), prescribe categories or kinds of data for submis-
sion and collection and the manner and format in which and by whom the data must be compiled or collated and must be 
submitted to the national department.
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Overview of legislation on health 
information

The Department of Health’s (DoH) policy on health informa-

tion systems’ development and implementation in the private 

health sector is outlined chronologically in health care stra-

tegic documents and legislation (see Box 1).

The Regulations to support the National Health Act are still 

to be finalised. It is envisaged that the finalisation of these 

Regulations will strengthen the implementation of health 

information systems and provide clarity on the health infor-

mation flow between public and private health sectors.

The policies, strategies and legislations listed in Box 1 

strongly outline the broader national health information 

system strategy for the public health sector, however, there is 

a need to further clarify the role of the private health sector 

in the country’s health information system. It is important that 

the parameters for the integration of the public and private 

health sector be defined in order that a unified health infor-

mation system be developed. This is critical particularly in 

light of the current situation which has resulted in the frag-

mentation of the health information system in the private 

health sector.

Despite the limitation raised above, a number of legisla-

tive provisions that have an impact on health information 

management throughout the health sector have been intro-

duced over time. The impact of these legislative provisions 

on health information is primarily in the key areas of data 

collection, transmission, storage, analysis, use and confiden-

tiality of personal health information. 

Health information 

Health information is described differently in different settings 

around the world. Currently, the general consensus is that 

health information is information about:

“… all resources, organisations and actors that are involved 

in the regulation, financing, and provision of actions whose 

primary intent is to protect, promote or improve health”.6

Health information is essential for planning and decision 

making at all levels of the health care spectrum. The health 

care spectrum as it relates to the context of this chapter 

includes diverse groups such as consumers, beneficiaries of 

medical schemes, data transmission companies, administra-

tors, managed care organisations, regulatory authorities 

and government. 

Types of health information

There are many role players with different health information 

needs in the private health sector. This has resulted in the 

increased demand for the quantity and complexity of health 

information required. 

In terms of national health information system policies, 

information gathered can be classified into four broad 

categories.7 

➤ health status information: morbidity and mortality, 

births, deaths, injuries and disease burden

➤ health related information: demographic, socio-

economic, residential and other related information

➤ health service information: utilisation of services 

taking into account the level, rate and intensity, and 

quality of care

➤ health management information: administrative, fin-

ancial and other management related information

The major difference in the type of information collected by 

various role players is with respect to the degree of reliability, 

level of detail, and diversity of topics. The type of health infor-

mation collected in the private health sector is not neces-

sarily similar to that collected in the public health sector. 

Essential (minimum) data set

In the private health sector, the Council for Medical Schemes 

(CMS) has developed an essential (minimum) data set, which 

includes information that all medical schemes must collect. 

Information in the minimum data set covers three primary 

areas: access; cost; and utilisation of health care services in 

addition to the demographic characteristics of beneficiaries. 

The development of a minimum data set was a collabora-

tive effort which took into account the data sources and 

requirements of the various role players in the industry and 

entailed the identification of appropriate indicators, data 

collection tools, data transmission and processing systems.8 

The National Indicator Data Set (NIDS) which has been 

implemented in the public health sector focuses primarily on 

the collection of routine data and information from primary 

health care and hospital services. There is a need for the 

public and private sector minimum data sets to be reviewed 

for possible integration into a single comprehensive data 

set.

The benefits of a minimum data set are that it standard-

ises data collection procedures and processes across the 

health information system and allows for the monitoring and 
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evaluation of policies, programmes and performance of the 

health care system. Further, it facilitates and ensures improve-

ments in the quality and comparability of data. 

Processes for collection of health 
information

The process for the collection of data on health care also 

differs according to the various role players. The typical 

processes for the collection of primary and secondary data 

include:

Primary data

➤ Patient information: collected during consultation with 

health care providers for medical records.

➤ Medical scheme beneficiary information: collected 

through application forms and includes demographic 

information, socio-economic information, medical and 

administrative information.

➤ Provider information: 

 - collected through the Health Professions Council of 

South Africa (HPCSA) and includes data on regis-

tered health care practitioners.

 - collected through the practice code numbering 

system (PCNS) and contains demographic, profes-

sional and business information on health care 

providers, which allows for an assessment of the 

distribution of private health care providers in the 

country. 

➤ Regular surveys and censuses conducted by various 

public and private sector stakeholders.

Secondary data

➤ Clinical information: collected through claims submitted 

by health care providers to medical schemes for 

access to benefits and reimbursement; claims usually 

contain clinical, financial and administrative informa-

tion. Clinical data are also collected through managed 

care entities.

➤ Quarterly and annual statutory returns to the CMS: 

aggregate information on expenditure on health 

care providers, cost of health care, utilisation of serv-

ices, demographic profiles, and related financial and 

administrative information.

➤ Demographic and risk factor data for the REF: clinical, 

demographic and financial information is collected 

from medical schemes. 

Transmission of health information 

Large volumes of data are transmitted by the private sector 

on a daily basis. Data generated at the health care provider 

level is transmitted to a medical scheme for reimbursement, 

either electronically through practice management software 

systems or by paper claims. Figure 1 shows the data trans-

mission flow from the health care provider to the medical 

scheme. The figure also highlights a proposal on the future 

end-point of all health information collected by the different 

role players in the public and private sector, which is an 

accessible centralised data base of all health information to 

be run and managed by the DoH. The perceived benefit of 

this data base would be to provide information on all health 

care matters in the country. 



Figure 2:  Flow of data to support patient care in the private health sector

Source:  Flow diagram developed by Hanmer, 2007.
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When a claim is transmitted electronically from a health care 

provider to a data transmission company, it is adequately 

assessed for conformance to the requirements (accuracy 

and completeness) of individual medical schemes. This 

process also allows for an assessment of the adequacy 

of benefits entitlement of the medical scheme beneficiary. 

There is however a standard legislative format that regulates 

the type and content of information in a claim. This standard 

is outlined in Regulation 5 of the Medical Schemes Act (Act 

131 of 1998) and defines the minimum set of administrative, 

clinical and cost information that is required for a claim to be 

reimbursable by a medical scheme.

In turn, medical schemes transmit data electronically for 

statutory return purposes to the CMS. The statutory return 

process automatically validates information from the scheme 

before it is analysed and prepared for reporting through 

quarterly or annual reports. The CMS is required to report to 

the DoH, via the CMS annual report and the annual report 

on the REF. However, at present there is no defined feedback 

or reporting process from the DoH to the medical schemes.

Quality of health information

The quality of health information is critical for analytical and 

proper decision making by all role players. Therefore it is 

imperative to ensure that appropriate standards of data 

quality are maintained. This requires a balance between 

the production of good quality data and the costs (admin-

istrative, financial and personnel) associated with producing 

such data.

Currently, there are no government or independent agen-

cies with clearly defined and well coordinated strategies 

for assessing the quality of health information in the private 

health sector. Possible solutions that have been suggested 

by stakeholders in this environment are the need to develop 

health information standards that can be applied across the 

sector, development of guidelines for the collection of various 

types of health information and training of personnel.9
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The role of intermediaries

Intermediaries play an important role in the collection, 

transmission and quality of health information in the private 

sector. Figure 2 illustrates the flow of personal health infor-

mation in the private health care environment. The specific 

role played by each intermediary in the flow of health infor-

mation is outlined.

Health care providers 

Health care providers gather health information from 

patients, which include clinical, demographic, administrative 

and financial information. This information is submitted to 

medical schemes primarily for purposes of reimbursement. 

Clinical information is also shared with other health care 

providers who form part of the health care team (through 

referral processes), for purposes of continuity of care. 

According to the National Health Act all patients receiving 

treatment at a health establishment must receive a discharge 

report (written or verbal). The Regulations to the Act are to be 

finalised soon.

Health care providers such as hospital groups, pathologists 

and radiologists have their own health information systems 

which operate independently from other sub-systems within 

the private health information system. The fragmented nature 

of the various sub-systems has the potential of limiting the 

ability to develop a fully integrated private health informa-

tion system to provide comprehensive information on rele-

vant health care measures. 

Practice Management Software companies

Practice Management Software (PMS) enables health care 

providers to collect, store, retrieve and transmit information 

electronically to medical schemes and administrators. Most 

health care providers use different practice management 

systems with different capabilities as there is currently no 

standardised format.

Data transmission companies

Data transmission companies provide a platform for trans-

mission of claims from health care providers to medical 

schemes and administrators. Some of the data transmission 

companies provide online real-time management of health 

care transactions. They play a crucial role in conducting 

data quality checks on all incoming data and facilitating 

the application of benefit entitlements and limitations on 

medical scheme beneficiaries. 

Managed care organisations

The conduct of managed care entities in the medical scheme 

environment is authorised by the CMS through an accredita-

tion process.10 All managed care entities in the country are 

legally obliged to operate through contracts with medical 

schemes.

Generally, managed care entities contribute to the efficiency 

and effectiveness of medical schemes by focusing on the 

clinical and financial risk management of the scheme. This 

is achieved through intervention tools such as protocols, 

formularies, provider networks and disease management 

programmes. There are different managed care models 

ranging from disease managed programmes to integrated 

delivery models.

All managed care organisations require clinical and finan-

cial information in order to conduct their business effectively. 

In turn, they are required to provide accurate, reliable and 

appropriate information to the medical schemes so that their 

performance can be assessed. Information management, 

data integrity, confidentiality and security are critical aspects 

of this process. 

Medical schemes

In the execution of their responsibilities, medical schemes 

collect personal health information from a beneficiary, 

which is processed, stored and transmitted as an individual 

beneficiary record. This single record, together with records 

of other members or beneficiaries of the medical scheme, 

constitutes a data base of clinical, financial and adminis-

trative information. When combined with data from other 

medical schemes, the aggregated data provide a broad 

perspective of the health status of the medical scheme 

population and expenditure on services provided to benefi-

ciaries. Medical schemes are legally required to submit 

statutory returns consisting of aggregate data to the CMS 

for purposes of monitoring and evaluating the performance 

of medical schemes. 
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Medical scheme administrators 

Medical scheme administrators perform administrative func-

tions on behalf of medical schemes in terms of a contract 

or agreement between the two parties. The conduct of all 

administrators is authorised by the CMS through an accredi-

tation process which ensures that a common standard of 

administrative competency is maintained.11 

Administrators play an important role in the health infor-

mation system. Not only do they collect, store and process 

health information, but they also ensure that confidentiality 

of personal health information is maintained directly within 

the administrator or through downstream contracting with 

data transmission companies or any other party.

Standardisation of health 
information 

Over time, there has been significant improvement in data 

collection processes in the private health sector. However, 

standardisation of data remains a challenge resulting in 

poor comparability and lack of integration of data into the 

broader health information system. The information needed 

to monitor access, quality and equity is still inadequate. 

The process of standardisation of data principles and 

practices in the medical schemes industry received major 

impetus in 2001 with the formation of a Committee on 

Standardisation of Data and Billing Practices under the 

auspices of the CMS. This Committee sought to address 

some of the concerns raised by health care providers, 

medical schemes and administrators with regards to stand-

ardisation of data and billing practices, as required in terms 

of the Medical Schemes Act. The Committee recommended 

that standards be developed for the following key aspects: 

diagnosis coding; procedure coding; coding of pharma-

ceuticals; electronic messaging; and confidentiality. This was 

followed by other processes such as the National Task Team 

on ICD-10 implementation.

Private Health Information Standards 
Committee

The Private Health Information Standards Committee (PHISC) 

is an established organisation of private health sector stake-

holders concerned with health information standards in South 

Africa. The principal objective of the PHISC is to communi-

cate and reach consensus on implementation guidelines, to 

monitor national health information standards in the private 

health industry and to achieve this with maximum coopera-

tion with government and other interested parties.12 

As there are currently no clearly defined and well coordi-

nated strategies for the development and implementation of 

a private health information system in South Africa, the PHISC 

has occasionally functioned as a forum for overseeing the 

broad health information needs of the private health sector. 

Members of the PHISC are actively involved in the ICD-10 

implementation Task Team.

The current activities of the PHISC reflect the following key 

issues that need to be addressed in the private health care 

environment.

➤ Diagnosis and procedure coding

➤ Pharmaceutical codes

➤ Message standards

➤ Privacy and confidentiality

➤ Standardised claim forms

Diagnosis coding

The International Classification of Diseases (ICD), which is 

published and maintained by the World Health Organization 

(WHO) is designed to promote international comparability in 

the collection, processing, classification, and presentation of 

morbidity and mortality statistics.13 The ICD-10 (the tenth revi-

sion of ICD) was accepted as the national standard for diag-

nosis coding for both the public and private health sectors 

in 1995. However, the process of national implementation 

of this standard in South Africa commenced at the begin-

ning of 2004 with the formation of a National Task Team on 

ICD-10 implementation. A broad consultative process was 

established that included the CMS, the DoH and a variety of 

industry stakeholders. The primary purpose was to develop 

an implementation plan for the ICD-10 that was applicable 

to both the public and private health sectors. The benefit 

of this initiative has been the standardisation of diagnosis 

in the industry, improved clinical and risk management 

by schemes, speedy and appropriate reimbursement of 

providers, improved access to benefits by medical scheme 

beneficiaries and improved quality of morbidity data. 

In South Africa, the ICD-10 coding system was formally 

introduced in the private health sector in July 2005 and is 

currently used by all medical schemes and administrators, 

health care providers, managed care organisations and 

other parties in the public and private sectors for the clas-



96

sification of diseases (i.e. morbidity coding). Statistics South 

Africa (StatsSA) also uses ICD-10 for the classification of 

causes of death (i.e. mortality coding). 

The implementation of the ICD-10 coding system is being 

conducted in phases on an ongoing basis. Currently, the 

average level of compliance with inclusion of a valid ICD-10 

code in claims to medical schemes ranges from 70% to 95% 

as determined through compliance statistics submitted to 

the National Task Team on ICD-10 by medical schemes.

Procedure codes

Procedure codes are numeric or alphanumeric codes that 

are used to identify medical services, treatment and proce-

dures performed by health care providers. These codes 

provide a standardised method for describing medical, 

surgical and diagnostic services and facilitate communica-

tion between health care providers, medical schemes and 

medical scheme beneficiaries. Several procedure codes are 

currently in use in the private sector and the most common 

are discussed below.

National standard for procedure codes

The need for national standards for procedure codes to 

support both patient records and accurate billing (especially 

at hospital level) have been identified in both the public and 

private sectors. A further consideration is the need for proce-

dure coding as the basis for allocation of patient interven-

tions to ‘casemix’ groups, which reflect the resources required 

to treat particular health problems (e.g. Diagnosis Related 

Groups). The Board of Healthcare Funders (BHF) has commis-

sioned a study of potential procedure coding systems for use 

in the private health care sector which could provide a useful 

basis for future decision making on this critical issue.14

National Health Reference Price List 

The National Health Reference Price List (NHRPL) is a schedule 

of health service procedure codes administered by the DoH 

and linked to reference prices.15 It provides a standardised 

billing structure for use in the medical schemes industry that 

enables health care providers and medical schemes to 

independently set benefits and prices matching their own 

affordability constraints and cost structures. 

Common Procedural Terminology / Complete CPT for 
South Africa codes

Common Procedural Terminology (CPT) is a set of codes 

developed by the American Medical Association (AMA), 

which describes and facilitates reporting of medical serv-

ices and procedures. The primary purpose of the CPT is 

to provide a uniform language that accurately describes 

medical, surgical, and diagnostic services.16

The South African version of the CPT is known as the Complete 

CPT for South Africa (CCSA) and is based on the original CPT 

codes together with South African specific codes. The CCSA 

incorporates the Resource Based Relative Value Scale (RBRVS) 

which provides a guideline for reimbursement of doctors’ 

services. The South African Medical Association (SAMA) is 

the custodian of CPT codes in South Africa. Although not 

a national standard, CCSA is widely used as the basis of 

contracts between providers and medical schemes. The 

challenge in rolling out the CPT on a wider basis including, 

the public sector, is its proprietary nature.

Uniform Patient Fee Schedule

The Uniform Patient Fee Schedule (UPFS) supports national 

policy on the levying of standardised fees for services 

rendered to all patients at provincial health establishments. 

The UPFS was developed to provide a schedule of fees, which 

takes account of the limited resources for patient billing at 

many public hospitals. It is used by medical schemes as the 

basis for reimbursement of public health facilities for services 

rendered to medical scheme beneficiaries. The UPFS is also 

used for billing of individuals accessing public health sector 

facilities.17

Pharmaceutical codes

The public health sector uses a different pharmaceutical 

coding structure compared to the private health sector 

and to date no uniform coding structure for pharmaceutical 

products exists in the country. The National Pharmaceutical 

Product Index (NAPPI) codes administered by Medikredit are 

unique identifiers of pharmaceutical and surgical products 

and are widely used in the private health care industry.18 

The public sector currently utilises the National Stock Number 

(NSN), which is a unique identifier of pharmaceutical prod-

ucts i.e. medicines (ethicals and generics), surgicals, injecta-

bles and syringes. In addition to the NSN, the public sector 

also uses the European Article Numbering-Uniform Code 

Council (EAN-UCC) pharmaceutical coding system (version 
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13) for tracking pharmaceutical products between suppliers 

and hospitals.

Work has commenced through the PHISC to develop a 

national uniform pharmaceutical coding system for imple-

mentation in the public and private sectors. A crosswalk 

between the NAPPI and the NSN codes for pharmaceuticals 

has been developed by Medikredit under the auspices of 

PHISC and in consultation with the DoH, as the first phase 

towards standardisation of pharmaceutical codes for use 

in the public and private sectors. The NAPPI-NSN crosswalk 

has been made available in the public domain.a There are 

many other pharmaceutical codes that are used in the 

private sector such as the Anatomical Therapeutic Codes 

(ATC), maintained by the WHO, Generic Product Identifier 

(GPI) maintained by Medispan and the Monthly Index of 

Medical Specialities (MIMS) which is a data base of prescrip-

tion drugs and prescription medicine guidelines published 

by Johncom Media Investments Limited. 

Electronic messaging

In order to exchange information between computer appli-

cations from health care providers to data transmission 

companies, from data transmission companies to medical 

schemes and from medical schemes to regulatory authori-

ties, the applications need to speak a common ‘language’. 

This implies that applications must understand the message, 

the data elements or fields, the schema and the choreog-

raphy of the data in the exchange process. 

There are numerous message formats in use in the South 

African private health care environment. The public sector 

faces similar challenges, as the information systems of 

districts, provinces and the national DoH are different. The 

challenge of dealing with the myriad electronic message 

formats as well as paper claims introduces additional costs 

and complexity into the health care system. 

In response to this challenge, the well-established and widely-

used standard Electronic Data Interchange For Administra-

tion Commerce and Transport (EDIFACT)b messages for 

claims have been developed and maintained by the PHISC. 

The PHISC has recently (April 2007) commenced work on 

the development of standard message claims in Extensible 

Mark-up Language (XML) format, based on the standard-

ised requirements defined for the content of claims.

a The NAPPI-NSN crosswalk is available on the Medikredit website at 
https://www.medikredit.co.za/Nappi/NAPPI_Services.htm

b Standard for Electronic Data Interchange for Administration, Commerce 
and Transport of the International Standards Organisation (ISO).

The PHISC and the National Health Information System of 

South Africa (NHIS / SA) Committee were tasked by role 

players with the responsibility to investigate, propose and 

ratify a subset of Health Level Seven (HL7) messages that 

would be implemented in South Africa. HL7 is an appli-

cation standard, which refers to the top level (7th) of the 

communication model of the International Organisation for 

Standardisation (ISO) and allows for the interconnection of 

systems. 

In practice, HL7 (version 2) is used to a limited extent in the 

private health sector for the exchange of data between 

health information systems, other than for reimbursement 

claims. All health information systems procured for use in the 

public health care sector are required to be HL7-compliant. 

Many factors need to be taken into consideration when 

adopting HL7 for use in South Africa including the version of 

HL7 to be implemented.19

Risk Equalisation Fund

Risk equalisation is a mechanism to ensure that everyone 

pays the same price for Prescribed Minimum Benefits (PMBs), 

and not a price determined by age and health status. 

The primary purpose for the introduction of the REF in the 

medical schemes environment is to eliminate occurrences 

where some schemes design benefits in a way that attracts 

younger and healthier people, thus leaving other medical 

schemes with older and less healthy people who tend to 

incur higher medical costs for the same set of PMBs.20

REF is in the shadow period where testing and analysis of 

shadow returns from medical schemes are conducted on an 

ongoing basis, to assist the finalisation of the development 

of guidelines for the identification of beneficiaries with REF 

risk factors, in accordance with the REF entry and verification 

criteria.21 At the same time, the process awaits passage of 

enabling legislation which forms part of the amendments to 

the Medical Schemes Act, of 1998 and the finalisation of the 

verification criteria and standardisation of data quality. It is 

anticipated that REF will improve fairness through reducing 

incentives to schemes to risk rate and encourage cost-effec-

tive purchasing of health care benefits.

In order to effectively implement and manage the REF 

process, crucial pieces of health information are required. 
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Data requirements 

The data requirements for the REF shadow processc include 

demographic information, prevalence and countd of specific 

risk factors, for each option and for each month in every 

medical scheme. These data requirements include:

➤ Demographic information

➤ Number of beneficiaries by age and gender

➤ Risk factors

➤ 25 chronic conditions listed as PMBs

➤ HIV 

➤ Maternity

It is envisaged that data will in future be collected at a bene-

ficiary level and held in a central REF registry. All medical 

schemes will then be required to notify REF of beneficiaries 

who have joined or left the scheme, or those whose details 

have changed. In addition to this, medical schemes will also 

be required to notify REF of the chronic disease status of 

beneficiaries during a predetermined period. 

Data collection processes

During the REF shadow process, data for the REF is collected 

monthly in a standardised electronic format in the form of a 

summarised prevalence and count table. Once the registry is 

established, data for the REF will be submitted in a standard-

ised format at beneficiary level. The registry will then produce 

prevalence and count reports in a consistent manner for 

every scheme. All the data for every record submitted by 

a medical scheme to the REF will be validated by a rules 

engine for integrity before it is stored in the registry.

Information technology systems

The submission of data to the REF is an automated, web-

based process, which allows for the collection of data for 

the REF in a centralised registry. The registry collects both 

beneficiary information (drawn from the medical schemes 

membership data) and data on risk factors (derived from the 

medical schemes claims data). There are multiple schemes 

with different information technology systems that are poorly 

c The shadow process is being used to prepare medical schemes and 
the Council for Medical Scheme for the eventual REF process. Data have 
been gathered in a limited form since January 2005 for the shadow 
process.

d Beneficiaries with multiple chronic disease are allocated to the column 
with the highest cost disease so that each beneficiary appears only 
once in the data.

standardised and integrated. The REF process accommo-

dates these data formats by allowing for the submission of 

data either through text or Microsoft Excel files and the REF 

system converts the submitted data into REF-compliant data 

files. 

Integration of public and private 
sector health information systems 

In 1994, the DoH established the NHIS / SA Committee 

to facilitate the development of a national strategy for 

the implementation of a comprehensive National Health 

Information System for South Africa. One of the objectives of 

the NHIS / SA Committee was to develop a single National 

Health Information System with sub-systems at different 

levels, which would ensure the collection of data at appro-

priate platforms. 

In the private sector, the CMS through the Medical Schemes 

Act was allocated the responsibility of collecting and 

disseminating information on private health care. Ideally, 

there should have been greater collaboration between the 

DoH and other role players in facilitating the integration of 

different information sub-systems in the public and private 

sectors. 

There is limited integration of data and data flow between 

health information systems in the private and public sectors. 

A 2002 survey of key informants from the public and private 

health care sectors raised the concern relating to the devel-

opment of silos of information in different sectors of the South 

African health care system, including the public and private 

sectors, other sectors such as non-governmental organi-

sations (NGOs), traditional medicine and health research 

sectors.22 Anecdotal evidence in 2007 from the authors’ 

experience of both public and private sectors is that there is 

little exchange of health data between the sectors.

Further results from the 2002 study indicated strong consen-

sus on the need for common standards for data across the 

public and private sectors to enable effective exchange 

of data. While important gains have been made, such as 

the national implementation of ICD-10, a comprehensive 

national health data dictionary has not yet been developed 

and implemented. Components of a national health data 

dictionary and the essential processes for maintaining it, do 

exist for the District Health Information System (DHIS), which is 

used nationally to report facility-level data at district, provin-

cial and national levels.23
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In terms of legislation and regulation, health care providers in 

both the public and private sectors are required to report on 

notifiable diseases. However, the extent to which this occurs 

is not clear. For public and private sector hospitals, there is 

an agreed data set which should be reported monthly.24 

The development and implementation of a National Elec-

tronic Health Record for South Africa (eHR.ZA) could provide 

an important and effective mechanism for integration of 

data for patient care across the public and private health 

care sectors. With the necessary attention to confidentiality 

requirements, such combined data have the potential to be 

used for reporting and planning for health services at provin-

cial and national levels across the entire health care sector. 

The tender for the eHR.ZA indicated that this would be a 

national record, rather than being restricted to the public 

sector.25 However, as this tender has not yet been awarded, 

it is doubtful that it will actually be implemented.

Confidentiality of personal health 
information

Overview of legislation

There are various pieces of legislation which have direct 

bearing on the protection of personal health information. 

They place a responsibility on all role players in the public 

and private health care environment to ensure that confi-

dentiality of personal health information is maintained at all 

times. In terms of section 14 of the Constitution, every person 

has the right to privacy, which includes the right to have his 

or her information kept confidential. 

In line with the Constitution, the National Health Act places 

an obligation on health care providers or establishments 

to protect health records and emphasises confidentiality of 

information and informed consent for disclosure of informa-

tion for public health purposes. The process of development 

of Regulations to support this provision of the National Health 

Act will commence soon. Section 57 of the Medical Schemes 

Act places obligation on the board of trustees of medical 

schemes to take reasonable steps to protect beneficiary 

information. This extends to all contracting arrangements 

including managed care organisations, administrators and 

data transmission companies. 

In addition to these legislative provisions, health care 

providers are also obliged under the respective legislative 

provisions and ethical rules of their regulatory authorities 

to ensure anonymity of personal health information and 

to obtain informed consent for disclosure of confidential 

information. 

Other legislative provisions that have a bearing on personal 

health information are the Electronic Communications Act 

(Act 36 of 2005) and the Promotion of Access to Information 

Act (Act 54 of 2002), which emphasises the protection of 

personal information and the need for informed consent for 

the disclosure of information.26,27 

Informed consent

When beneficiaries consult with health care providers, prior 

to treatment, the provider is required to secure informed 

consent from the patient. In addition, regulatory authorities 

such as the HPCSA, require health care providers to secure 

informed consent to transmit information to medical schemes 

and for referral purposes to health care providers in the 

continuum of care.

Privacy

Privacy in the health care environment refers to the refusal by 

a consumer to allow a health care provider to either disclose 

or transmit information to any other party not directly involved 

in the health care delivery process. 

When beneficiaries join a medical scheme, they enter into a 

contract with the scheme and when health care services are 

accessed the scheme reimburses the health care provider 

in terms of a predetermined basket of services. However, 

beneficiaries and their dependants may refuse to have part 

or all of their personal health information submitted to their 

medical scheme. This impacts on the medical schemes’ ability 

to accurately assign benefits for services rendered and to 

reimburse the provider. This action is inconsistent with legisla-

tive provisions of the Medical Schemes Act, which stipulates 

the minimum set of information required for honouring a 

claim from a health care provider. 

Confidentiality

Confidentiality is protected where an individual / patient 

agrees to have personal health information disclosed only 

to authorised personnel for the execution of specific func-

tions or responsibilities. In the private health sector environ-

ment, this entails the submission of a claim by a health care 

provider to a medical scheme for purposes of accessing 

member benefits and requesting reimbursement for services 
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rendered by the health care provider. The issue of confiden-

tiality is covered in detail in the confidentiality document 

prepared by the National Task Team on ICD-10 implementa-

tion, which is currently available from the CMS web site.e,28

Security

Security of information relates to the preservation of 

confidentiality, integrity and availability of data. Medical 

schemes, administrators and managed care organisa-

tions are required by law to ensure appropriate security of 

personal health information. This forms an essential part of 

the accreditation process and legal obligation is placed 

on the board of trustees of medical schemes to ensure that 

beneficiary information is protected at all times. 

Protection on the use of personal health 
information

The current legislative framework for the protection of patient 

health information is adequate according to an investiga-

tion on confidentiality conducted by the National Task Team 

on ICD-10 implementation. The challenge however, remains 

in ensuring that all parties comply with the requirements of 

legislative provisions, particularly, as it relates to privacy, 

confidentiality, security and integrity of personal health infor-

mation across the entire health information flow process. 

Discussion 

This review of health information systems policy, legislation 

and practice has confirmed that no formal, integrated health 

information system to support patient care across the private 

health care sector exists in South Africa. Effective informa-

tion systems to support reimbursement for services by health 

care practitioners, hospital services and support services 

such as pharmacy and radiology cover a large proportion 

of private health care services and could provide the core of 

integrated patient records in the future. 

There have been significant driving forces since 1994 which 

have affected the development of health information systems 

and the quality of health information in the private sector.

e CMS website: http//www.medicalschemes.com

Key drivers / role players

The National Health Act makes specific reference to the 

need for a national health information system, which includes 

both the public and private sectors and therefore provides 

the framework for health information systems in the private 

sector. Other clauses in the Act that refer to the rights of 

patients to be informed of their treatment and the need for 

the confidentiality of health information to be preserved 

could have a significant impact on information management 

in the private sector. The Regulations of the National Health 

Act however, are still to be finalised.

In addition to the National Health Act, the Medical Schemes 

Act has provided key impetus for the standardisation of 

health information in the private sector. The requirements for 

medical scheme claims have prompted significant consul-

tation and decisions in relation to the implementation of 

ICD-10 as the national diagnosis coding standard. In this 

respect, the work of the ICD-10 Implementation Task Team, 

jointly convened by the DoH and the CMS and involving 

relevant stakeholder groups has provided a model for 

meaningful and useful cooperation between the public and 

private sectors on health information issues. More broadly, 

the PHISC has provided an important forum for debate 

and consensus on health information standards issues for 

the private sector with the overall aim of identifying appro-

priate common standards applicable to both the public and 

private sectors. 

Key challenges

A key challenge facing health information management in 

the private sector is that there is greater emphasis on reim-

bursement and risk management than on support for patient 

care. As a result, there are currently few efforts geared 

specifically towards the development of information systems 

(manual and / or electronic) to support effective patient care 

across multiple settings. 

Despite clear references to the need for integration between 

public and private sectors, the legislation and policy do not 

provide clear guidelines for the flow and content of health 

information systems in the private health care sector in South 

Africa. While major efforts are underway in the public sector 

to improve the integration between health services and 

vital registration (births and deaths registration) there are no 

equivalent initiatives in the private sector. 
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In order for a comprehensive National Health Information 

System to be realised a dedicated national health informa-

tion standards body needs to be established to take respon-

sibility for the mammoth task of coordinating the public and 

private health information systems. Such a body should be 

inclusive and representative of all stakeholders to ensure that 

the multiple needs for health information and supporting 

information systems are taken into account. The successful 

operation of the National ICD-10 Implementation Task Team, 

which includes a wide range of participants from the public 

and private sectors, demonstrates the feasibility of such an 

approach. The National Health Act provides enabling legis-

lation to move forward in this direction. The proposed body 

would not only be responsible for defining the framework for 

the development and implementation of health information 

systems, but would also assume the responsibility of ensuring 

the development of appropriate health information stand-

ards for the country. 

Various stakeholders have voiced concerns about the main-

tenance of confidentiality of patient data in relation to the 

implementation of ICD-10 coding on medical scheme claims. 

In response, both the PHISC and the ICD-10 Implementation 

Task Team have initiated extensive work on guidelines for the 

maintenance of confidentiality. 

Skilled human resources remain a key challenge in efforts to 

improve information management and information quality in 

the private health care sector. Following the national imple-

mentation of ICD-10 there has been revived and extended 

understanding of the need for skilled diagnosis coders to 

ensure accurate coding. Extensive efforts have been under-

taken towards the formalisation of coding training and the 

development of career paths for coders (nosologists), of 

whom there are currently very few in South Africa.
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Abstract

This chapter provides a description of the socio-demographic changes in the labour 

force with particular reference to the increased femininisation of the labour force and 

the changing industrial landscape. Limited data on the general health status of the adult 

population and the workforce is presented with a particular emphasis on chronic diseases 

and their risk factors. 

The HIV and AIDS epidemic continues to have a profound impact on workers’ health with 

some mining companies reporting prevalence as high as 30% among their workforce. 

Although a legislative framework exists for ensuring workers’ health and safety, an integrated 

and unified approach is lacking in this area. There is consequently a paucity of occupational 

health service provision in both the public and private sectors. With respect to employer-

subsidised health care, there appears to be little coverage of low income earners who 

experience significant barriers to affordable and accessible health care. Employer-funded 

workplace-based clinic services, service a fraction of workplaces and are limited in the 

services they offer. It is recommended that the World Health Organization’s Global Plan for 

Action on Workers’ Health be utilised as a framework for improving the health of workers. 
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Introduction

This chapter focuses on the health status of the South African 

workforce and health care provision in the workplace. 

A snapshot is provided of the demographic profile of the 

workforce. In describing the health status of the workforce, 

data are presented on the prevalence and risk factors for 

chronic diseases in general and occupational injury and 

disease in particular. Health care provision and financing 

aimed at the workforce is described in terms of the relevant 

legislative framework; models of employer-subsidisation and 

workplace-based models of health care service provision; 

and provision for social security and disability care. Finally, 

priorities and challenges facing health care provision for the 

workforce are outlined.

No primary research was conducted to obtain data and 

secondary sources provided all the information required 

for this review. Despite the active role of the private sector 

in health care provision in the workplace, sourcing of data 

proved problematic as it was neither available nor acces-

sible. Consequently, most of the data were sourced from 

government departments, policy documents, company 

reports or through personal communication. 

Socio-demographic profile of the 
South African workforce

Health care provision in the workplace is influenced by 

legislative requirements, employment patterns, the nature 

of industrial activity and the hazards associated with such 

industrial activity.1 The availability of and access to health 

care outside of the workplace may also have an impact on 

the provision of health care. With the advent of a democratic 

government in South Africa post 1994, the economy has 

been characterised by strong growth that has influenced 

employment patterns, uneven growth of certain industrial 

sectors and the growth of the informal sector. Recent figures 

from the 2006 Labour Force Survey (LFS) indicate that the 

economically active populationa (EAP) increased steadily 

between 2001 and 2006, and now numbers 17 million.2 

This translates into a cumulative employment gain of 1.6 

million in the South African labour market during this period. 

As illustrated in Table 1, the provinces that employ a large 

proportion of the EAP are Gauteng (27%); KwaZulu-Natal 

(19%) and the Western Cape (13%). 

a Definition of economically active population comprise those who are 
employed and those who are available to work and have taken active 
steps to find employment. 

Table 1:  Demographic profile of economically active 

population in South Africa, 2006

Province
Male No. 

(Thousands)
Female No. 

(Thousands)
Total  
EAP

EAP as a 
% of total 

EAP

EC 981 1 015 1 996  12

FS 573 490 1 063  6

GP 2 691 1 981 4 672  27

KZN 1 740 1 579 3 319  19

LP 576 567 1 143  7

MP 682 576 1 258  7

NW 651 490 1 140  7

NC 244 183 427  2 

WC 1 149 1 025 2 174  13

SA 9 287 7 904 17 191 100

Note:  Economically active population (EAP): persons >15 years old who 
are employed (formal and informal sector) or unemployed (persons 
willing to work and seeking work).

Source:  StatsSA, 2006.2

The trade industry (which includes the wholesale and retail 

sectors) employs 3 million people and continues to make the 

single largest contribution to total employment (23.9%). This is 

followed by the community and social services industry (18.1%) 

and the manufacturing sector, which accounted for 13.6% of 

total employment (see Table 2). Employment trends over a 5-

year period (2001-2006) revealed a decline in employment 

within the agricultural sector and mining industry whilst the 

transport, construction and trading sectors expanded their 

share of the labour force (see Table 2). Notably, about 40% 

of the workforce is employed in potentially hazardous sectors 

such as manufacturing, transport, agriculture, construction 

and mining. 
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Table 2:  Trends in the distribution of employment by 
the industrial sector in South Africa for 2002 
and 2006

Industry
September 2002

No. (%)
(x 103)

September 2006
No. (%)
(x 103)

Trade  2 194  (19.4)  3 055 (23.9)

Community and 
social services

 2 043 (18.1)  2 319 (18.1)

Manufacturing  1 633 (14.5)  1 737 (13.6)

Transport  574 (5.1)  1 309 (10.2)

Private households  1 029 (9.1)  1 108 (8.7)

Agriculture  1 420 (12.6)  1 088 (8.5)

Construction  605 (5.4)  1 024 (8.0)

Finance  1 084 (9.6)  611 (4.8)

Mining  559 (5.0)  398 (3.1)

Utilities  84 (0.7)  119 (0.9)

Unspecified  72 (0.6)  33 (0.3)

Total  11 296 (100)  12 800 (100)

Source:  StatsSA, 2006.2

Gender differences are apparent in the South African 

labour market with males at a relative economic advantage 

compared to females, as reflected in lower unemployment 

rates (21% vs 31%), greater absorption into the labour market 

(50% vs 35%) and labour force participation rates (64% vs 

51%).2 There is however, general agreement that feminisa-

tion of the South African labour force has taken place at an 

increased rate in the past decade with women accounting 

for six in ten of all new labour force entrants. During 1995 to 

2005 females accounted for 55% of the increase in employ-

ment, the bulk of which accrued to African females.3 However, 

gender discrimination remains a problem and is reflected in 

the quality of employment and lower remuneration paid to 

female workers in the labour force.2 

In terms of the four major population groups the unemploy-

ment rate was highest among African people (30.5%) than 

among Coloured (19.4%), Indian / Asian (9.6%) and White 

people (4.5%). The unemployment rate was substantially 

higher in women compared to men except for Whites where 

the difference was not as marked. Females also outnumber 

males in the category of discouraged work seekers (13.2% 

vs 8.1%) suggesting that they still face significant barriers to 

employment.2 Whist labour force participation rates have 

been driven by increased female participation, the partici-

pation rate remains higher for males in all race groups 

with African and Indian / Asian females showing the lowest 

participation rates.3

An assessment of occupational groups across both genders 

reveals that the three highest paid occupational catego-

ries (i.e. managers, professionals and technicians) together 

accounted for 21% of total employment. The lower end of 

the occupational hierarchy comprises jobs that require fewer 

skills and lower education levels such as domestic work and 

elementary labour accounting for 30% of the workforce. 

The greatest proportion of the workforce is employed in the 

formal sector (66%) with 19% employed in the informal sector 

(excluding the agricultural sector).b In the informal sector 45% 

of the workforce is active in trade, 18% in construction and 

18% in service industry. 

The gendered distribution of work requires a stronger focus 

on the health issues of women and the differential impact 

of high risk work on women. Furthermore, the expansion 

of certain sectors such as the transport and construction 

industries require greater awareness of the health risks 

and hazards associated with exposures in these sectors. 

The growth of the informal sector and the large number of 

workers employed in elementary occupations may compro-

mise health and safety standards due to poor regulation 

and a lack of awareness of human and labour rights. 

Health status of the South African 
workforce

Data available on the disease profiles of the South African 

workforce is scant. The 1998 South African Demographic 

Health Survey (SADHS) served as the primary data source 

for this section and provided mainly burden of disease and 

mortality estimates for the South African adult population.4 

For comparison, data for the corporate sector was obtained 

from a survey undertaken by a large health care insurer 

among 18 companies representing eight corporate sectors.8 

Since this study provided only data related to non-communi-

cable disease burden and risk factors, little is known about 

the impact of communicable diseases (excluding HIV and 

AIDS) and acute conditions on the health of the workforce. 

The SADHS found that non-communicable diseases (NCDs) 

as a group, accounted for 36% and 40% of deaths among 

men and women, respectively.6 The other main causes of 

death were HIV and AIDS, other communicable diseases 

excluding HIV and AIDS and injuries (see Table 3). The 

common NCDs include stroke, ischaemic heart disease (IHD), 

b Formal sector employment occurs where the employer (institution, busi-
ness or private individual) is registered to perform the activity, whereas 
informal sector employment does not require the employer to be 
registered 
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diabetes mellitus (DM), hypertensive heart disease (HHD) and 

chronic obstructive pulmonary disease (COPD). 

Table 3:  Main causes of death for South African adult 
men and women, 2003

Cause
Men  

(n=303 081) 
(%)

Women  
(n=253 504) 

(%)

Total  
(n=556 585) 

(%)
Non-communicable 
disease*

36 40 37

HIV and AIDS 26 34 30

Other communicable 
disease**

21 20 21

Injuries 17 6 12

* Non-communicable disease: includes ischaemic heart disease, stroke, 
COPD, hypertensive heart disease and diabetes mellitus 

** Other communicable disease: includes maternal, perinatal and nutri-
tional related diseases

Source:  Bradshaw et al., 2003.5 

The percentage of deaths and rank for cause of death is 

illustrated in Table 4. The burden of disease due to NCDs, 

as a group, was similar for men and women and across 

the nine provinces. However, when looking at the various 

diseases and illnesses that form part of the NCD group, for 

men and women, some differences emerge (see Table 4). 

The risk factors related to NCD deaths in the poorer prov-

inces include indoor exposure to smoke, poor access to 

clean running water, and poor access to health care serv-

ices.7 Obesity, physical inactivity, hypertension and elevated 

cholesterol are identified as contributing risk factors in the 

more urbanised provinces. 

Table 4:  Specific causes of death for adult South 
African men and women due to non-commu-
nicable diseases [(rank), % of total], 2003

Men Women Total

IHD (8) 

2.7

Stroke (6)

3.1

Stroke (8)

2.7

Stroke (9) 

2.3

IHD (9)

2.0

IHD (9)

2.4

COPD (12)

1.1

Diabetes 
Mellitus

(10)

1.6

Diabetes 
Mellitus

(12)

1.2

Diabetes 
Mellitus

(15)

0.9

HHD (11)

1.5

HHD (13)

1.1

COPD (20)

0.7

COPD (16)

0.9

IHD: Ischaemic heart disease
COPD: Chronic obstructive pulmonary disease
HHD: Hypertensive heart disease

Source:  Bradshaw et al., 2003.5 

A recent study, under the auspices of a major private health 

insurer was conducted among 18 companies representing 

eight corporate sectors.8 A comparison of the risk factors 

for NCDs from this study and the SADHS is shown in Table 

5, in an attempt to address the limitations of the SADHS in 

terms of the representativity of the employed population. 

The differences between employed adults in the corporate 

sector and those in the general population study may be 

due to differences in educational and socio-economic status. 

The SADHS reported that the prevalence of overweight was 

highest among men in urban settings and those who were 

educated, which is confirmed in the corporate study.6 In 

addition, the SADHS showed that women with the lowest 

levels of education were the most obese.6,9

Table 5:  Prevalence of lifestyle risk factors for non-
communicable diseases from a corporate 
survey versus the SADHS

Corporate survey (%) SADHS (%)

Total Men Women Men Women
Overweight 
(BMI>24.9) 32 37 26 - 29 55

Obese  
(BMI>29.9) 16 13 17 - 9 29

Physical 
inactivity 69 62 75 - 43 49

Smoking 20 26 17 24 42 11

Source:  SADHS,1998;4 Steyn et al., 2002;9 Kolbe-Alexander et al., in 
review.8

Previous studies have shown that 42% of men and half of all 

South African women are currently inactive while only 36% 

of men and 24% of women participate in sufficient physical 

activity to derive health benefits (Figure 1).10 These results 

are supported by Steyn et al. who found that women were 

less physically active than men from the age of 15 years.11 

Conversely, individuals in the corporate sector are far less 

physically active, with more than two thirds (69%) reporting 

no habitual physical activity. This has important implications 

for working adults since physical activity is associated with 

decreased risk of disease, but also with greater levels of 

productivity and lower rates of absenteeism.12 
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Notably, a lower percentage of men and women in the 

corporate sector smoked, compared to the general South 

African population. The findings from Steyn et al. further 

showed that more males than females smoked (44% versus 

11%) and Coloured women had higher rates than African 

women (39% versus 5%).13 In addition to the high rates of 

smoking, nearly a third of non-smoking men and 12.4% of 

women employed were exposed to environmental tobacco 

smoke in their workplace. The workplace is therefore an 

opportune setting for implementing interventions that could 

reduce smoking rates and secondary exposure to envi-

ronmental tobacco smoke. These findings underscore the 

importance of initiating future research studies to obtain 

accurate and representative health and risk profile data for 

the corporate sector. Workplace-based health care services 

aimed at promoting employee wellness need to consider 

the difference in the disease and risk factor profile between 

men and women and those who are employed versus the 

general population and tailor their interventions accordingly 

to reduce the burden of disease.5

Data from research carried out by the Risk Equalization 

Technical Advisory Panel for the Council for Medical Schemes 

(CMS) showed that among patients on treatment for chronic 

diseases, hypertension (50 per 1 000 population), hyperli-

pidaemia (30 per 1 000 population), asthma (16 per 1 000 

population), type 2 diabetes mellitus (15 per 1 000 popula-

tion) and ischaemic heart disease (8 per 1 000 population) 

rank as the chronic conditions with the highest prevalent 

rates in this population.14 Whilst these data are limited to 

those who are insured and treated for particular chronic 

conditions, it does partially mirror the cause of death data 

Figure 1:  Prevalence of inactivity, overweight, and 
tobacco use in South African adults, 2003 

Source:  SADHS,1998.4 

due to non-communicable disease of the general popula-

tion, as illustrated in Table 4.

Occupational disease and injury

Global estimates focusing on the contribution of occupa-

tional exposures to ill health, indicates that selected risks at 

work resulted in the loss of 24 million years of healthy life 

and caused 850 000 deaths worldwide in 2000.15 Similarly, 

occupational injury and disease pose an enormous cost to 

the South African economy. A study commissioned by the 

Department of Labour in 1997 estimated the cost (in 1996 

terms) to equate to R17 billion which translated to 3.5% of 

the national Gross Domestic Product (GDP).16

The pattern of occupational diseases reported under the 

compensation dispensation is documented in the 2006 

Compensation Commissioner’s annual report [as required 

by the Compensation for Occupational Injuries and Diseases 

Act, 1993 (COIDA)]. The Compensation Fund currently (2006) 

covers 5 254 429 workers since individuals employed in 

state departments, provincial administrations and local 

authorities (exempted employers) do not receive benefits 

from the COIDA fund.17 Similarly, workers from the mining 

and construction sector are registered with mutual associa-

tions and their role is to provide compensation in the event 

of an occupational injury or disease. Occupational diseases 

reported to the Compensation Commissioner’s office have 

indicated a downward trend over the past 3 years (2004-

2006).17 These trends need to be interpreted with caution 

in a setting of poor diagnostic capacity for occupational 

diseases and a paucity of occupational health services in 

both the private and public sector.1 

In the non-mining sector noise-induced hearing loss, post-

traumatic stress syndrome and TB (among health care  

workers) together accounted for 78% of all occupational 

disease claims submitted in 2006 (see Table 6). Data from 

the mining sector which employs 466 301 employees,c indi-

cate that the five most frequently reported occupational 

diseases are pulmonary TB, silico-TB, silicosis, chronic obstruc-

tive airways disease (COAD) and noise-induced hearing loss 

(see Table 7). Among these diseases, TB comprised 50% 

of the occupational disease burden. This is also reflected 

in autopsy findings of miners conducted for compensation 

purposes where the rate of TB had increased consistently 

from the early 1990’s to 239 per 1 000 population in 

c Personal communication, D Adams, Mine Health and Safety Council, 24 
May 2007.
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2004.18 Silicosis rates based on autopsy results have also 

shown an increase particularly in the gold-mining industry 

which accounts for 91% of cases (250 per 1 000 population 

in 2003 to 277 per 1 000 population in 2004). In recog-

nition of the detrimental role that silica exposure plays in 

fuelling the high rates of occupational lung disease in the 

mining sector, the Department of Labour has embarked on a 

Table 6:  Occupational diseases reported to the Compensation Fund for the non-mining sector in South Africa, 

2001-2006

Occupational disease reported 2001 2002 2003 2004 2005 2006

Noise-induced hearing loss (NIHL) 1 465 1 952 2 549 2 724 1 823 1 276

Post traumatic stress syndrome (PTSD) 970 1 624 1 325 1 297 839 816

Tuberculosis of the lungs (in health care workers) 211 500 384 384 323 293

Dermatitis 217 203 203 227 203 156

Pneumoconiosis 193 182 302 189 109 134

Occupational asthma 104 168 214 165 103 74

Repetitive strain injuries 40 24 82 71 71

Mesothelioma 201 20 17 28 16 12

Irritant induced asthma 7 16 2

Lung cancers 4 1 1

Chronic obstructive airways disease (COAD) 17 13 25

Disease caused by chemical agents 69 15 19

Disease caused by physical agents, excluding noise 5 13

Disease caused by biological agents, excluding TB 75 228 185

Others 85 49 44

Total 3 361 4 689 5 018 5 358 3 822 3 108

Source:  Department of Labour, 2006.17

Table 7:  Occupational diseases reported and certified for the mining sector of South Africa, 2005-2006

Occupational disease
Claims reported Claims certified

2005 2006 2005 2006

Pulmonary TB 4 015 3 648 3 039 2 204

Silico-TB 132 320 272 363

Silicosis 1 031 1 536 207 452

COPD 208 186 225 52

Noise-induced hearing loss 238 1 875 1 763 1 681

Source:  Department of Minerals and Energy, unpublished.d

d Department of Minerals and Energy, South Africa (unpublished). South  
African Mines Reportable Accidents Statistics System (SAMRASS)  
data base. 

national programme for the elimination of silicosis in line with 

the International Labour Organisation (ILO) / World Health 

Organization (WHO) Global programme for the elimina-

tion of silicosis.19 The greatest proportion of occupational 

lung disease claims currently emanate from the gold and 

platinum mines with diamond, coal and other types of mines 

contributing to a lesser extent. 
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Figure 2:  Annual fatality and injury rates for South African mines, 1984-2004

 

Source:  Department of Minerals and Energy, 2005.21

109

Health and Health Care in the Workplace 7

In the non-mining sector occupational injuries account for 

close to 99% of all claims submitted under COIDA with a total 

of 219 399 in 2006 (excludes injuries reported by exempted 

employers).17 This represents a reported injury rate of 42 per 

1 000 workers for 2006, which is 27% higher than the rate 

of 33 per 1 000 workers in 1994. This suggests a worsening 

of occupational health and safety standards from data 

reported previously by Jeebhay et al.1 This is corroborated 

by reports of an increase in the awards for occupational 

injuries in 2006 which amounted to R1.311 billion repre-

senting an increase of close to 30% on the previous year’s 

expenditure. 

In the mining sector there were 4 158 occupational injuries 

reported in 2006, which represents an injury rate of 4.13 per 

million hours worked. Gold mines accounted for 56% of all 

reported injuries. During the same period 199 fatalities were 

reported which translates to a fatality rate of 0.20 per million 

hours worked. The gold mining sector appeared to be the 

most hazardous contributing 57% of all fatalities.e Both injury 

and fatality rates in mines have indicated a downward trend 

from 1984 to the present (see Figure 2). This is probably 

related to the contraction of the mining industry as well as 

improved safety measures in mines due to improved regula-

tion of mine health and safety since the early 1990’s.20 In 

recognition that the safety standards in South African mines 

are still not in line with international standards, the Mine 

Health and Safety Council (MHSC) in South Africa has set 

itself the goal of achieving safety levels equivalent to interna-

tional benchmarks by 2013 in all underground metalliferous 

mines.21

e Department of Minerals and Energy, South Africa. Fatality and injury 
rates per commodity (rates per million hours worked) – SAMRASS. Data 
base (provisional figures). 

HIV and AIDS

Although no reliable data of HIV infection per sector or 

per skills category is available, it is generally believed that 

the HIV prevalence is significantly higher among semi- and 

unskilled workers than among highly skilled and white-collar 

workers. The mining, transport, building and construction 

and manufacturing sectors are particularly vulnerable to 

the AIDS epidemic, as a large proportion of their workforce 

falls within the semi- and unskilled categories with two large 

mining companies reporting an HIV prevalence of 30% 

among their workforce.22 

With over 5 million of the population estimated to be infected 

with HIV, South African workplaces have had to develop 

an organised and formalised response in dealing with the 

HIV epidemic. A recent survey by the South African Business 

Coalition on HIV/AIDS (SABCOHA) evaluated the HIV work-

place strategies of 1 032 companies and found that 81% 

of the financial services companies, 60% of the mines and 

around 50% of the companies in the manufacturing and 

transport sectors had an HIV and AIDS policy.22 However, 

less than a third of the retailers, wholesalers, vehicle dealers 

and building and construction companies implemented an 

HIV and AIDS policy. 

There appears to be a relationship between size and skill  

level in the company and the implementation of HIV pro-

grammes. The financial, mining, transport and manufacturing 

sectors appear to be the most advanced in the provision 
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of HIV awareness programmes, voluntary counselling and 

testing (VCT) programmes, HIV and AIDS care, support 

and treatment programmes and the provision of antiretro-

virals (Figure 3). In contrast, smaller companies (employing 

less than 100 employees) lag behind in the provision of 

HIV programmes due to financial constraints and lack of 

perceived long-term risk to business operations.22

Figure 3:  Percentage of companies that have implemented HIV/AIDS programmes – sectoral breakdown, 2005

Source:  SABCOHA survey, 2005.22
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Occupational health services and 
health care in the South African 
workplace

Legislative framework for the provision 
and funding of occupational health services 
and health care in the workplace

Multiple statutes govern the provision of occupational health 

and general health services for the workforce and these are 

outlined in Table 8.

Occupational health and safety

Although there is no obligation on employers to provide 

occupational health services for workers, the Occupational 

Health and Safety Act (Act 85 of 1993) and its various 

Regulations on hazardous chemical substances (i.e. lead, 

asbestos and biological hazards) mandate the provision 

of occupational health services through the requirement for 

medical surveillance of workers exposed to these agents in 

high-risk industries. 

The Mine Health and Safety Act (Act 29 of 1996) allows 

for the establishment of a medical inspectorate to enforce 

occupational health standards.1 “The inspectorate’s respon-

sibilities also include protecting communities against the 

environmental, public health and safety consequences of 

mining activity.”16 The fragmented approach to occupational 

health and safety has resulted in the drafting of the National 

Occupational Health and Safety Bill (2005) that provides for 

the establishment of a National Health and Safety Authority 

whose primary aim will be to reduce work-related accidents 

and diseases through effective integration between preven-

tion and compensation functions.16,23 If promulgated the 

Bill should have a positive impact on occupational health 

and safety service provision through improved enforcement 

capacity, uniform standard setting, improved informa-

tion systems and research capacity, an enhanced unified 

compensation system and the promotion of a culture of 

health and safety in the workplace. 

Health care provision and funding

The Nursing Bill (Bill 26 of 2005) defines the scope and prac-

tice of nurses in all health service organisations whilst the 

Medicines and Related Substances Act (Act 101 of 1965) 

provides for nurses to be authorised to dispense scheduled 

medicines through workplace health services. This is an 

important function as workplace-based health services are 

primarily nurse-staffed and both primary health care and 

occupational health services are delivered to the workforce. 

For non-workplace-based health care, the Labour Relations 

Act (Act 66 of 1995) allows for the establishment of bargain-

ing councils and the administration of medical schemes for 

the benefit of members, whilst the Medical Schemes Act  

(Act 131 of 1998) allows for the establishment of a regulatory 

body to oversee the activities of medical schemes and to 

protect the interests of those insured with such schemes. The 

National Health Act (Act 61 of 2003) outlines the duties and 

responsibilities of all stakeholders in the health system and 

makes provision for the delivery of occupational health serv-

ices as a provincial health departmental function. However, 

occupational health service provision by provincial depart-

ments of health is uneven and in some cases absent due to a 

lack of capacity and financial support.1 The lack of a health 

information system to provide data generated by occupa-

tional health service programmes at provincial levels renders 

it impossible to evaluate the scope and effective functioning 

of these programmes. 

Compensation for occupational injury and disease

The two laws regulating the compensation of workers for 

occupational injuries and diseases are the Compensation 

for Occupational Injuries and Diseases Act (Act 138 of  

1993) and the Occupational Diseases in Mines and Works 

Act (Act 78 of 1973).16 Compensation benefits may include 

loss of salary, payment of medical expenses, lump sum 

payments and monthly pension payments to disabled 

workers or his / her dependants. 

There are major disparities between these two statutes regu-

lating compensation. Whilst the COIDA provides a statutory 

no-fault compensation benefit for employees with occu-

pational injuries or diseases, the Occupational Diseases in 

Mines and Works Act (ODMWA) provides compensation for 

miners with occupational lung diseases only. COIDA provides 

for pension payouts in the event of permanent disability 

whilst compensation under ODMWA is limited to lump-sum 

payments. However, the ODMWA incorporates a surveil- 

lance function as it allows for free biennial medical examina-

tions of mineworkers at accredited health care institutions. 

COIDA does not provide any equivalent surveillance func-

tion. However, in an effort to facilitate the proper diagnosis of 

occupational diseases, promote efficiency of the compensa-

tion system and enhance access to the compensation system 

for claimants with occupational disease, the Compensation 

Fund has, since 2003, embarked on the establishment of 
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Provincial Medical Advisory Panels.24 These panels, which 

are comprised of experts in occupational medicine provide 

technical support to the Department of Labour in policy and 

medical expertise related to occupational disease claims. 

Currently panels have been established in three provinces 

namely, the Western Cape, KwaZulu-Natal and Gauteng. 

In general, compensation benefits under the COIDA are 

better than those paid out in terms of the ODMWA as it 

Table 8:  South African legislation pertaining to occupational health and safety, health service provision and 

compensation

Act Function Enforcement agency

O
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l h
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lth
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y

Occupational Health and Safety 
Act (Act 85 of 1993).25 

Ensures that employers provide workers with a healthy and 
safe work environment 

Department of Labour

Mine Health and Safety Act 
(Act 29 of 1996).26 

Ensues a healthy and safe working environment for workers in 
the mining sector

Department of Minerals 
and Energy

National Occupational Health 
and Safety Bill, 2005.23

Allows for the establishment of a National Health and Safety 
Authority which will act as a forum for policy-making and 
standard setting in occupational health and safety with overall 
regulatory responsibility for occupational health and safety in 
South Africa

Department of Labour

H
ea

lth
 c

ar
e 
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ov
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n 
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d 
fu

nd
in

g

Medicines and Related 
Substances Act (Act 101 of 
1965).27

Provides for an authorisation permit to be issued to a nurse 
to dispense schedule 1-4 substances at workplace health 
services

Department of Health

Labour Relations Act (Act 66 of 
1995).28

Allows for the establishment of bargaining councils that have 
the right to establish and administer pension, provident funds, 
sick pay and medical aids for the benefit of the members

Outlines procedures for dealing with ill-health causing inca-
pacity in the workplace

Department of Labour

Medical Schemes Act (Act 131 
of 1998).29

Allowed the establishment of a Council for Medical schemes 
to regulate the activities of medical schemes and protect the 
interests of members of medical aid schemes 

Department of Health

National Health Act (Act 61 of 
2003).30

Sets out rights and duties of health care providers, health 
workers, health establishments and users

Provides for the provision of occupational health services by 
provincial departments of health

Department of Health

Nursing Bill (Bill 26 of 2005).31 Outlines the scope of practice, duties and responsibility and 
level of accountability of nurses within government and other 
health service organisations

Department of Health

C
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e Occupational Diseases in 

Mines and Works Act (Act 78 of 
1973).32 

Provides mainly for the compensation of occupational lung 
diseases in mines and quarries

Department of Health

Compensation for Occupational 
Injuries and Diseases Act (Act 
of 1993).33

Provides for medical cover and compensation of occupational 
injuries or diseases arising from workplace exposures

Department of Labour

allows for a guaranteed minimum benefit which the ODMWA 

does not. The Occupational Health and Safety Policy of 

2005 has called for the creation of a single compensation 

system which will result in equalising of benefits and effective 

access to compensation benefits for all workers.16 
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Models of employer-subsidised health care 

Doherty et al. identify four main sources of finance for health 

care: government; households; employers and donors; and 

non-governmental organisations.34 While government is 

identified as the largest source of health care finance (44%), 

households and employers represent the second and third 

largest sources of finance (39% and 16.6% respectively). 

Households either make contributions to medical schemes 

and various other forms of private insurance or pay out-of-

pocket directly for health care services. Employers fund health 

care for their employees either directly through workplace-

based health services or indirectly through contributions 

made on behalf of employees to private health insurance 

companies. 

Medical scheme subsidies

Private health insurance (PHI) comprises three major compo-

nents namely, community health insurance, not-for-profit 

health insurance and for-profit commercial health insur-

ance.35 “At present, the PHI market in South Africa provides 

duplicate cover affordable only to the higher income groups. 

Such cover enables enrollees to access health care deliv-

ered through privately financed providers that are separate 

from the public health delivery system.”36 

The not-for-profit PHI system in South Africa is largely repre-

sented by the medical schemes industry. During 2005, 

medical schemes in South Africa covered 14.6% of the 

population. The gross contribution income of medical 

schemes for 2005 amounted to R54.2 billion (or R670 per 

beneficiary per month). One of the challenges facing South 

Africa within the not-for-profit PHI system is that in the low 

income groups, while employees contribute towards public 

and private health services, they do so without access to 

a subsidy (from either the tax system or their employer) nor 

do they have access to risk-pooling that occurs within the 

medical scheme system. If the South African public health 

system with universal coverage or a Social Health Insurance 

(SHI) system for the employed populace provided adequate 

services and met consumer demands, “there appears to be 

no need for government to prioritise improving access of 

low income consumers to PHI”.36 

The 2005 Old Mutual Survey on employer health care 

financing and subsidy policies demonstrated that the 

majority (65%) of employers continued to subsidise their 

workforce by paying a percentage of the medical scheme 

contribution with no financial limits attached.37 Only 5% of 

the companies surveyed indicated that they contributed 

to medical schemes on a total cost to company basis for 

all or some employees (capping or limiting the employer  

subsidy). This is despite the fact that the 2003 survey 

reported that 21% of employers had moved to contract with 

employees on a ‘cost to company’ basis. Key factors iden-

tified by the 2004 LFS that drive employer-based medical 

scheme membership included the nature of employment 

contracts, wage levels, sector and industry.36 The LFS demon-

strated that medical benefits provision was lower than other 

benefit provisions such as paid leave and retirement or 

pension funds.38 Not surprisingly, the survey also found very 

low levels of benefit provision within the informal sector (see 

Figure 4). 

Figure 4:  Percentage of employees with benefits by 
sector (excluding self-employed), 2004

Source:  Broomberg, 2005;36 StatsSA, 2004.38

Within the formal sector, significant variation exists in 

employer provided benefits across industries and by wage 

category. The proportion of employees in formal employ-

ment with employer provided benefits is significantly less 

(39%) in income categories below R2 500 per month with 

only 7% of employees earning R1 000 or less and 13% of 

those between R1 001-R1 500 having employer provided 

benefits (see Figure 5). The nature of industry and employment 

relationship also determines the proportion of employees 

receiving employer-provided benefits. The more temporary 

the employment relationship, the less likely employees are 

to receive medical benefits as is evident in the construction 

and agricultural industries (see Figure 6). In general, the more 

labour intensive industries also appear to receive medical 

benefits. 
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Government and parastatal employers, who employ approx-

imately 20% of the formally employed, have the highest level 

of medical scheme provision. This is despite the fact that 

in the lower income categories of the formally employed 

government sector, coverage is relatively low. Data from the 

Figure 5:  Percentage of formal, permanent employees with employer-provided benefits by gross monthly personal 
wage (Rands per month), 2004

Source:  Broomberg, 2005;36 StatsSA, 2004.38

Figure 6:  Percentage of formal sector, permanent employees with medical benefits by industry, 2004

Source:  Broomberg, 2005;36 StatsSA, 2004.38

LFS further illustrated that the provision of medical scheme 

benefits is positively related to the size of the company and 

the extent of unionisation. The larger and more formal the 

companies and the higher the union membership, the more 

likely it is that medical scheme benefits are provided.36 
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Bargaining council subsidies

In the current environment, Bargaining Council Medical 

(BCM) schemes provide the only real opportunity to extend 

health insurance cover to low income earners as is evident 

by the large proportion of workers with income categories 

below R2 500 (see Figure 5).39 BCM schemes display char-

acteristics that significantly distinguish them from mainstream 

medical schemes. These schemes are unique in that they 

are the simplest and cheapest type of medical scheme. 

They were established in the industrial sector to cater for 

low income earners most of whom are either unskilled or 

semi-skilled. There were 34 BCM schemes in 1994 and most 

of them covered only employees, excluding dependants 

and pensioners. These schemes provide significantly limited 

medical benefits, usually restricted to primary health care 

benefits with very few BCM schemes offering hospital cover 

in the private sector. Surprisingly, very little is reported in the 

literature about BCM schemes. 

While there has been little reported in the literature about 

the effectiveness and long-term viability of BCM schemes, 

government is acutely aware of the need to establish an 

appropriate legislative and operational framework to meet 

the needs of low income employees. This priority to initiate 

measures to encourage low income participation in medical 

schemes led to the consultative investigation into Low Income 

Medical Scheme (LIMS) coverage. One of the conclusions 

emanating from the LIMS process is that “despite the low 

coverage statistics, a significant majority of low income 

households appear to want access to medical scheme 

cover. This adds weight to the observation that financial 

constraints, and lack of affordability, are the key obstacles 

to extending coverage at present, at least for those house-

holds with access to formal sector employment”.53

Workplace-based clinical services: Staff-based models 
and directly-contracted models

Workplace-based health services are modelled on either a 

staff-based model or a directly-contracted model. Employers 

may choose to provide clinical services by hosting in-house 

clinics employing permanent staff, with the vast majority 

being occupational health nursing staff. Employers may also 

choose to contract with independent private practitioners 

who do sessional work at the workplace (directly contracted 

model). Occupational medical practitioners in contracted 

models are usually employed on a part-time consultancy 

basis although some large companies employ the services 

of full-time medical advisors. 

Alternatively, employers may also choose to outsource the 

provision of occupational health services to specialised 

companies who provide the systems and human resources to 

manage the occupational health programme. This is increas-

ingly favoured as a more efficient and effective method 

of occupational health service delivery but may not be 

accessible to small and medium enterprises due to budget 

constraints. Workplace-based occupational health services 

may be engaged in the promotion and maintenance of 

employee health, maintenance of workforce efficiency, the 

fulfilment of legal compliance with regulations and obli-

gations to the workforce and enhancement of company 

performance through professional health management.40 In 

addition, many provide primary health care services as well 

as consultative, rehabilitation and administrative services.1 It 

is difficult to ascertain the extent of coverage of the work-

force due to a lack of data on occupational health service 

provision in the private sector. However, one of the largest 

service providers currently only services 120 000 workers in 

186 clinics and 17 mines countrywide, suggesting that whilst 

coverage of workers is higher in the private sector, it still 

covers only a fraction of the workforce in the formal sector.40 

This is particularly true of workers in the non-mining sector 

as the Mine Health and Safety Act of 1996 compels mines 

to employ occupational medical practitioners to carry out 

medical surveillance of miners. 

Models of social security and disability care 
for workers

State-funded or administered – Workers Compensation 
Fund / South African Social Security Agency

Government administered social security is dispensed in two 

ways. For workers with certified occupational diseases and /  

or injury with significant permanent disablement (>30%), a 

pension is payable under COIDA. Employers registered with 

the Compensation Fund pay mandatory annual premiums 

to insure their workforce against occupational injury and 

disease. Such premiums are based on industrial risk-ratings 

and the size of the workforce. There are 295 651 employers 

registered with the Compensation Fund which resulted in 

a cumulative contribution of R3 billion in premiums for the 

2005/06 financial year. Under COIDA a pension may be 

payable to a worker even if the person continues to be 

productive and is employed. Ongoing medical care and 

treatment for chronic disease may also be covered in terms 

of COIDA if this is aimed at limiting future and ongoing disa-

bility and complications. Currently the fund pays pension 
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benefits to 23 608 claimants with the capitalised values of 

new pension benefits awarded in the 2005/06 financial year 

amounting to R403 million (R392 million in 2004/05) repre-

senting an increase of 2.8% on the previous year. Pensions 

are revised annually and increases are awarded within the 

budget constraints of the Compensation Fund. 

A disability grant may be payable for other non-occupa-

tional health problems manifesting as physical or mental 

disability. The disability grant is means-tested and awarded 

to a person who is unfit to enter employment in terms of the 

Social Assistance Act (Act 13 of 2004).41 The eligible age for 

women is 18-60 and for men 18-65 years after which they 

become eligible for an older person’s grant. The disability 

grant is administered by the South African Social Security 

Agency (SASSA) under the auspices of the Department of 

Social Development with funding provided by the National 

Treasury. Currently there are 1 505 068 recipients who benefit 

from disability grants of which 59% are women. For 96% of 

disability grant recipients this represents their only source of 

income with only 4% reporting still being employed. Currently 

disability grant recipients comprise 12% of those in receipt of 

social security grants from the SASSA.42 The disability grant 

profile reveals that over 36% of beneficiaries with disabilities 

have physical disabilities, 29% have a specific illness and 

16% suffer from emotional impairment.43 The disability grant 

appears to have an important impact on the health of recip-

ients as 93% of recipients in a survey indicated that the grant 

had improved the general health of the household or had 

been used in caring for an ill household member (75%).44 

A major flaw in the public social security system has been 

the lack of a rehabilitative focus and the absence of 

programmes to integrate persons with disabilities back 

into the workplace.43 This is true for both recipients of disa-

bility grants from SASSA and those who receive pensions 

from COIDA. Over 90% of persons in receipt of the SASSA 

disability grant have low levels of education and are unem-

ployed. No public-private projects of scale exist which is 

geared at the meaningful integration of people with disabili-

ties into the EAP. Whilst workers with occupational injury and 

disease enjoy protection of their employment status in terms 

of existing labour legislation, poor enforcement results in the 

loss of employment for a considerable number of workers 

affected.45 

Priorities and challenges for 
workplace-based health care 
services

The WHO in its recently adopted Global Plan for Action on 

Workers’ Health responds to the need to move from strategy 

to practical action in the area of occupational health.46 

The Global Plan for Action outlines five broad principles 

that Member States need to pursue in order to proactively 

address the health needs of workers and limit the negative 

economic and social impact on the health of workers. These 

five principles pertinent to the South African context are 

discussed below. 

Develop and implement national policies, 
action plans and programmes on 
occupational health

The WHO advocates that “occupational health policies 

and action plans should be linked to national strategies 

on health and labour and be developed and imple-

mented in coordination with other relevant public health 

programmes”.46 Examples of such programmes are those 

pertaining to the environment and health, control of commu-

nicable diseases, prevention of injuries and promotion of 

mental health. Examples of such initiatives in South Africa 

include the drafting of the Occupational Health and Safety 

Bill (2005), which addresses the fragmented regulation of 

occupational health and safety in the country and calls for 

the establishment of a single regulatory authority for workers’ 

health and safety. There is an urgent need for the occupa-

tional health and safety agency to be established to set 

processes in motion. This should go a long way to promoting 

a culture of health and safety, adherence to uniform stand-

ards and eliminating the inequity reflected in the provision of 

occupational health services and compensation between 

the mining and non-mining sectors. 

Protect and promote health at the 
workplace

The Global Plan of Action also calls for the protection and 

promotion of health in the workplace. This may require 

specific interventions in high risk industries such as mining, 

transport and construction. A multi-stakeholder approach is 

important in determining industry-specific health and safety 

standards. One of the most important factors contributing to 
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the absence of a preventative focus in occupational health 

and safety is the lack of qualified personnel within govern-

ment occupational health and safety agencies tasked with 

the enforcement and implementation of policy. In 2000, the 

Department of Labour registered 82 inspectors with occupa-

tional health and safety qualifications with a vacancy rate of 

47% for these positions. This translates into one occupational 

health and safety inspector for every 90 000 workers in the 

formal sector representing an annual expenditure of 0.02 

cents per worker covered by the Occupational Health and 

Safety Act.16 

With such limited financial and human resources devoted to 

this important function, little capacity exists for effective acci-

dent investigation, workplace risk assessments and evaluation 

of occupational health services. This is further compounded 

by the lack of a national and uniform reporting system for 

reporting accidents and incidents of ill-health caused by 

exposure to occupational hazards. Such a system would 

allow for awareness of emerging occupational hazards, 

flagging of high risk industries and effective allocation of 

resources aimed at the prevention of workplace accidents 

and diseases where it is most needed. Workplace-based 

health-initiatives should also create and utilise opportuni-

ties to promote healthy choices and prevent disease. There 

has been an increasing trend towards the incorporation of 

‘worker wellness’ programmes into health care packages 

offered by occupational health service providers, in recogni-

tion of the demand for such services and the opportunity 

for health promotion.40,47 However, there are insufficient 

data available on the degree of uptake of such services by 

workers and their impact on workers’ health. 

Improve the performance of and access to 
occupational health services

Improving the performance and access to occupational 

health services is seen as integral to improving workers’ 

health. There has been good progress in this area in the 

mining sector but very little in the non-mining sector. 

Globally it is estimated that less than 15% of workers have 

access to occupational health services.46 In South Africa 

employer-provided and funded workplace-based health 

services (excluding the mines) range between 11-18%, 

depending on the size of the workforce, with some sectors 

such as the agricultural sector having little or no provision 

or access to occupational heath services.1,48,49 The WHO 

argues for the provision of basic occupational health serv-

ices in countries with low coverage.46 Such services should 

be guaranteed by the public sector and mechanisms for 

delivery and financing should be put in place through inte-

grating the development of occupational health services 

into national strategies for reforming the health system and 

improving its performance. In South Africa this strategy was 

embraced in the White Paper on the Transformation of the 

health system, with the Department of Health (DoH) focusing 

specifically on the provision of occupational health services 

to historically neglected sectors such as small and medium 

enterprises, the public sector, workers in the informal sector 

and the unemployed.1 Whilst the National Health Act refers 

to the delivery of occupational health services as a func-

tion of provincial departments of health, there is currently 

no delivery of basic occupational health services within the 

primary or secondary tiers of the health system. 

Provide and communicate evidence for 
action

According to the WHO, “Workers, employers, service 

providers and all other stakeholders need access to relevant, 

reliable and sufficient information on workplace hazards 

and solutions.”46 This requires national programmes for 

research in occupational health which needs to be reviewed 

regularly as priorities change. It also requires the setting up 

of good information systems to provide high quality data 

that will inform strategies and policy in occupational health 

and safety. The Safety in Mines Research Advisory Committee 

(SIMRAC), established under the MHSC is one such organi-

sation which sets and implements the research agenda for 

occupational health and safety in the mining sector. The 

current per capita research expenditure (per mine employee) 

is R86.20 There is no similar body in the non-mining sector 

although the National Institute of Occupational Health, an 

institute within the National Heath Laboratory Services, is 

involved in the training of occupational health professionals, 

research and surveillance in occupational health.50 
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Address workers health through non-
health policies for sustainable human and 
economic development

This principle recognises that “workers health is both a 

prerequisite for and a consequence of sustainable human 

and economic development”.46 The Global Plan of Action 

calls for intersectoral collaboration to avoid the international 

transfer of occupational risks as exemplified in the asbestos-

mining industry in South Africa, where local communities 

are still struggling with a huge burden of asbestos-related 

disease and the environmental impact of pollution arising 

from mining activities. A positive impact of globalisation 

may be the adoption of unified occupational health and 

safety standards by multinational companies operating in 

both developed and less-developed countries.51 The emer-

gence of ethical trade initiatives is one such example and 

may result in the formulation and adoption of a code of 

good practice governing employment standards for those 

involved in certain sectors.52 

Conclusion and Recommendations 

Whilst many factors impact on the health of the workforce, 

this review highlights the following key areas that need to be 

addressed to promote a proactive approach to the preven-

tion of ill health, limit disability and mortality, and enhance 

access to health care services among the South African 

workforce.

Effective prevention of occupational injury and disease

For occupational health legislation to impact positively on 

workers’ health, greater resources need to be devoted to 

the development of an effective and appropriately trained 

enforcement agency to ensure implementation of health and 

safety statutes. A uniform health information system that could 

provide meaningful data on the state of health and safety 

in the workplace is also required. Consideration should be 

given to providing incentives to those companies who have 

good occupational health programmes in place, institute 

proactive measures to promote workers’ health and safety, 

and conform to occupational health and safety legislation. 

Such initiatives should span both the public and private 

sector given the presence of well-developed networks for 

occupational health service provision in the private sector.

Expansion of workplace-based health services

Most of the access to occupational health services exists in 

the private and formal sector through the establishment of 

workplace-based health care services. Given that a large 

proportion of the workforce does not have access to such 

services, this is an issue that needs to be urgently addressed 

through the creation of public-private partnerships to achieve 

economies of scale.49

Special focus on hazardous (high risk) employment 
sectors 

Consideration should be given to the mandatory provi-

sion of employer-funded occupational health services in all 

high-risk employment sectors known to be associated with 

exposures hazardous to health as is currently required of 

the mining sector. Such services should establish surveillance 

programmes, environmental risk control and health and 

safety training that complies with a set of standards deter-

mined by a national regulatory body. 

Expansion of HIV and AIDS management and prevention 
programmes

Whilst companies recognise the adverse impact of HIV and 

AIDS on their profitability, it is disconcerting that many lag 

behind in the provision of workplace-based HIV awareness 

and prevention programmes. This is particularly prevalent 

among smaller companies.22 Whilst programmes have 

been developed to assist small business and very small 

companies (<10 workers) with the establishment of HIV-work-

place programme in the private sector, these programmes 

need to be actively marketed and incentives provided to 

improve uptake by small- and medium-sized enterprises. 

Many HIV-workplace programmes that are functional 

and well-run have broadened their focus to include other 

aspects of employee wellness thereby fulfilling an important 

health promotive function. In large companies with mature 

HIV-workplace programmes, support and care have been 

extended to include the families of workers and surrounding 

communities. 
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Extension of Private Health Insurance to low income 
earners

Affordability of health care, in the midst of escalating health 

care costs, is an important issue for employers with only a 

quarter regarding the prescribed minimum benefit package 

as affordable for the lower income market and almost 

half providing no post-retirement funding for health care.37 

Surveys among low income families confirm that current 

expenditure on private health care poses a significant 

affordability burden to such households.53 This is manifested 

as high out of pocket expenditure on health care and a 

relatively high level of unmet medical needs. Whilst efforts 

are under way to extend PHI in the form of Low Income 

Medical Schemes to such families, this initiative needs to be 

fast-tracked and made affordable through some form of 

government subsidisation. 

Achieving equity in the Worker’s Compensation 
dispensation 

A significant problem relating to the provision of compensa-

tion benefits for occupational injuries and diseases identified 

by the Taylor Commission into a Comprehensive System of 

Social Security is the exclusion of large labour sectors such 

as domestic workers, informal sector employees and self-

employed persons from the compensation net.16 This is 

potentially discriminatory and inequitable. Any new compen-

sation dispensation should broaden the scope of coverage 

to include workers from these sectors. Consideration should 

also be given to compensation coverage of persons with 

environmentally-acquired diseases such as asbestos-related 

diseases.54

Rationalisation of the compensation legislation to establish 

a uniform and equitable compensation system should also 

be considered as a matter of urgency, in line with proposed 

changes to the health and safety statutes.

Efficient rehabilitation and reintegration of injured / 
diseased workers into the workforce 

The lack of compulsory rehabilitation or vocational training 

programmes to assist injured / diseased workers and to 

reintegrate them back into the workforce results in a huge 

loss to the economy as skilled workers who become injured / 

diseased at work invariably leave employment. The no-fault 

principle on which the compensation system is based, effec-

tively shields employers from bearing the full cost of injuries 

and diseases arising out of hazardous working conditions 

and also blocks claimants’ recourse to litigation. An actuarial 

assessment of the entire compensation system is required to 

assess the feasibility of increasing employer premiums and 

abolition of the rebate system in order to improve benefits 

awarded to employees and allow for the funding of compul-

sory occupational rehabilitation programmes.54 

Prioritising research and surveillance system

South Africa currently does not have a nationally coordi-

nated occupational health and safety research strategy nor 

an effective reporting system for occupational accidents 

and ill-health.16 It is therefore impossible to assess the full 

extent and impact of occupational injury and disease, and 

the impact of policy intervention. The development of a 

national reporting system that builds on existing data bases 

is therefore imperative and is envisaged as a function of 

the occupational health and safety regulatory authority, 

referred to in the Occupational Health and Safety Bill, 2005. 

Mechanisms need to be put in place for enhancing the 

research enterprise in the non-mining industry as is the case 

for the mining industry. 

In conclusion, improving the health of workers can be 

achieved through sustained coordinated efforts of society 

as a whole, under government leadership and with substan-

tial participation of workers and employers.46 Intersectoral 

collaboration is therefore a prerequisite for the meaningful 

implementation of the challenges and recommendations 

outlined in this review. 
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Abstract

Rationing of medicines and health care technologies has become an important topic 

globally. Health care budgets are pressurised inter alia by the 'so-called' enhanced 

capabilities of medicine. As health care technology advances, more patients can potentially 

benefit from known therapies. Given the inability of any health care system to increase its 

health care budget indefinitely, choices regarding the allocation of funds have become 

inevitable. To achieve the best clinical outcomes with available funds, the efficacy, safety 

and quality of technologies, including medicines, must be ensured, their prices optimised 

and their appropriate use encouraged. 

This chapter not only provides an outline of the processes in South Africa that determine 

allocation of resources towards such interventions, but based on international experience, 

it also examines some of the advantages and disadvantages of national drug and 

technology appraisal systems whose functions extend beyond that of marketing approval 

agencies. Relevant developments in government policy and legislation as they relate to 

the establishment of a more efficient and egalitarian health care system is reviewed and 

considerations for future health care reform are proposed.
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Introduction

It is generally accepted that advances in health care 

contribute significantly to medical inflation worldwide.1 

Estimates suggest that in the United States of America's (USA) 

medical sector, half of the real health expenditure growth is 

attributable to medical technology.2 Whilst some develop-

ments may reduce overall costs of diagnosis and treatment, 

most are associated with incremental costs to the health care 

system. As technology advances, more patients can benefit 

from therapy. Potential quality of care is improved as current 

capabilities are refined; patients who previously exhausted 

all therapeutic options may be offered alternatives as novel 

treatments for previously untreatable conditions (e.g. AIDS 

and end-stage renal disease) have evolved. Such increases 

in health care spending are thus a product of what has been 

alluded to as the ‘enhanced capabilities of medicine’ that 

may be associated with technological change.3 

However, not all proposed technological advancements 

translate into improved clinical care and often potential 

benefits are only marginal. Also, health care budgets cannot 

be increased indefinitely. For these reasons, rationing of 

medical technology is an important topic globally. The reali-

sation that not all potentially beneficial health care inter-

ventions can be funded from community-rated third-party  

health care funds is no longer confined to poorer societies. 

Even in the most affluent countries, governments are grap-

pling with decisions on how to best allocate finite budgets 

(i.e. which medicines and technologies to include and 

exclude from societal funding). 

In South Africa, policymakers have the additional challenge 

of redressing the inequality in access to health care services 

between the public and the private sector.4 Although it is 

difficult to quantify such inequalities as they relate to health 

care technologies, the different levels of funding and the 

skewed distribution of health care personnel between these 

two sectors are indicators of significant differences in access 

to the former. Of the total South African population of almost 

48 million, approximately 7 million (15%) are beneficiaries of 

private medical schemes.5 In 2006, R57.6 billion was chan-

nelled through medical schemes compared to an estimated 

R59 billion administered by public financing intermediaries.6,7 

Although human resources figures may be somewhat 

outdated, it has been reported that for those health care 

professionals registered with their respective professional 

Councils in South Africa, only 11% of pharmacists, <50% of 

nurses and approximately 25% of doctors service the public 

sector.8,9

It is against this background that a system of Social Health 

Insurance (SHI) has been proposed. The objectives of this 

financing reform are explored in detail in the Chapter on 

Social or National Health Insurance. Other than promoting 

more equitable access to important health care interven-

tions, such reform is also aimed at improving efficiency in 

service delivery. Instead of private funders competing on 

the basis of low risk pools in an effort to keep contributions 

affordable, it is government’s intention for them to compete 

on the basis of efficiencies by providing incentives to ensure 

economical use of health care services, including drugs and 

technologies. Relevant legislation supports medical schemes 

in such endeavours by allowing for the application of formu-

laries and clinical reimbursement protocols that take into 

consideration evidence-based medicine, cost-effectiveness 

and affordability, as well as the appointment of designated 

service providers.a

Prioritisation of medicines and 
health care technology 

Levels of decision making in the 
use of health care technologies and 
pharmaceuticals

There are typically three levels in the health care chain 

where decisions relating to use of and access to health care 

interventions are made namely, the macro, meso and micro 

levels. An outline of the various levels as they apply in South 

Africa is provided.

Macro level

The Department of Health (DoH) defines the types of interven-

tions that are included and excluded from statutory health 

care packages and guides prioritisation of services within 

public health facilities. In the private sector, the minimum 

package that has to be funded by all medical scheme options 

without financial limit, in at least one provider network, is 

a Regulations in terms of the Medical Schemes Act (Act 131 of 1998).
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defined in terms of the Prescribed Minimum Benefits (PMBs).b 

This contrasts with the core packages applicable in the 

public sector which include the Primary Health Care Package 

(PHCP)c and the Essential Drug List (EDL).d Contrary to the PMBs, 

neither package defines a legal entitlement to care. Instead 

they are guidelines to serve as a foundation for the estab-

lishment of high quality services in public health facilities. 

Meso level

Benefit design of private medical schemes, which are volun-

tary not-for-profit community funds is an important determi-

nant of access to medicines and technologies in the private 

sector. At a minimum, member contributions must cover the 

requirements of the PMBs. However, as PMBs have not been 

designed as a stand-alone package that is marketable on 

its own, additional benefits are also offered. Such benefits 

are influenced to varying degrees by schemes’ desire to 

attract younger and healthier members. As a result, payment 

for less debilitating conditions such as allergic rhinitis and 

attention deficit hyperactivity disorder may be made avail-

able on certain benefit options in preference of treatments 

for more severe and disabling diseases.

In line with central government’s social and political objec-

tives of health, provincial budgets are increasingly chan-

nelled towards primary and secondary care facilities. Within 

such facilities, the use of specific health care interventions is 

not only guided by the PHCP and the EDL, but also by indi-

vidual doctor behaviour and opinion. The latter is particu-

larly marked within the tertiary and quaternary sectors of 

service delivery where various clinical specialties compete 

for a dedicated portion of available funds. 

Micro level

The use of drugs and technologies is ultimately determined 

by health care providers at the point of service. It is the day-

to-day clinical decision making by doctors that eventually 

decides how much is spent on whom within the constraints 

b The current PMBs include all emergency-related care, together with 
hospital-based care and / or ambulatory care for 271 Diagnosis-
Treatment Pairs (DTPs), as well as comprehensive care for some 26 
chronic diseases listed on the Chronic Disease List (CDL) and that includes 
chronic medication as defined in statutory treatment algorithms.

c The PHCP is expressed in terms of norms and standards and defines 
goals that all clinics delivering primary care services in the public sector 
should achieve. Standards tend to reflect infrastructural requirements, 
including staff training and availability of medicines, whereas norms 
tend to identify care targets.

d The EDL is not only central to the PHCP, but it also guides service delivery 
at secondary and tertiary care institutions. It identifies which drugs 
should be procured for common conditions at the various levels of the 
health care system and describes how these drugs should be used.

of institutional or scheme rules. Although this applies to both 

the private, as well as the public sector, institutional rules in 

the public sector are significantly more visible to the doctor 

than rules of individual schemes (especially in the setting of 

day-to-day care and non-elective treatment). 

Within public sector health care facilities, specific phar-

maceuticals and medical devices may not be available. 

Alternatively, the use of restricted items is managed carefully 

by means of administrative procedures. Doctors thus prac-

tice within the constraints of their respective institutions.

In contrast, private sector service providers are largely 

detached from the applicable third-party funding system 

that determines the level of payment of specific interventions, 

with the patient constituting the formal link between the meso 

and micro level of resource allocation. However, patients are 

often poorly informed of the specific benefits their scheme 

has to offer. As patients themselves are ultimately respon-

sible for the payment of services rendered, some providers 

opt to ignore third-party funding limitations altogether. These 

dynamics limit the ability of schemes to influence the use of 

various items effectively, especially in day-to-day and emer-

gency care.

Drug and technology appraisal by 
regulatory authorities as a basis for 
prioritisation: International experience

Although governments have historically only focused on 

ensuring the clinical quality of pharmaceuticals and technol-

ogies, there is increased interest in the relative clinical and 

financial value of interventions, as well as their budgetary 

impact. This is due to the fact that continuous expansion of 

any national health care package, even in the most affluent 

countries, is unsustainable. 

As such, governments have introduced processes that 

formally adjudicate one or both of these entities beyond 

safety and efficacy assessments conducted by marketing 

approval authorities (e.g. National Institute of Health and 

Clinical Excellence [NICE] in the United Kingdom, Institut 

für Qualität und Wirtschaftlichkeit im Gesundsheitswesen 

[IQWiG] in Germany, Pharmaceutical Management Agency 

[PHARMAC] in New Zealand, Pharmaceutical Benefits Scheme 

[PBS] in Australia). Although these authorities have different 

mandates, they are concerned to varying degrees with the 

optimisation of drug prices, as well as the appropriateness 

of inclusion of a given intervention within a state-subsidised 

health care package. For this, they may compare the clinical 
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and financial value of competing services, plus estimate the 

potential budgetary impact relating to specific interventions

This approach has potential advantages. The health care 

system which lacks normal market dynamics that tend 

to control prices of goods takes on the role of informed, 

discerning purchaser of health care. This pressurises phar-

maceutical and technology companies to price their prod-

ucts appropriately. The rationale for inclusion and exclusion 

of care within a national health package is in the public 

domain and can be debated. 

However, this type of approach is also fraught with prob-

lems and complexities. Although drug and technology 

appraisals are guided by scientific and economic rationale, 

final decisions are not immune to external political, media 

and emotional hyperbole. Pressures experienced by those 

tasked with decision making at a national level in relation to 

funding of health care can prove immense. 

Not only is comprehensive adjudication of medicines and 

technologies a lengthy process that is prone to derailment, 

(especially where patient lives are claimed to be threatened 

as a result of the delay) but there is no technical formula on 

which an emphatic recommendation can be based. Instead, 

decisions ultimately rely on value judgements. Such value 

judgements are based on confidence in the scientific and 

economic data submitted, magnitude of proposed clinical 

benefits, gravity of condition to be treated, financial calcula-

tions such as incremental cost-effectiveness, as well as social 

values reflected in the institutional framework of decision 

making.10,11 For example, German authorities have cautioned 

against the use of cost-utility analyses, for the reason that 

studies have shown that distribution of resources on the 

basis of aggregated quality-adjusted life years (QALYs) is not 

accepted by the population as it does not reduce inequality 

and it discriminates against the elderly, disabled and chroni-

cally ill. As such, it is contrary to the country’s social values 

that support equity of accessibility and allocation.

Restrictions imposed on the public distribution of ‘commer-

cial-in-confidence’ data can also act as an impediment to 

national health authorities in successfully defending negative 

decisions and countering political and emotive pressures.

Given the size of the pharmaceutical and health technology 

sectors, they have an impact on a country’s economic well-

being and as a result a country’s interests relating to trade 

and industry may come into conflict with its intentions of 

providing universal health care coverage. This may provide 

a platform on which powerful companies aim to undermine 

national health agencies. In Australia, the PBS became a 

key factor in free trade negotiations between the USA and 

Australia.12

Unless approval of new expensive interventions is supported 

by appropriate funding or associated with formal exclusion 

of existing services, there is likely to be a negative impact 

on overall service delivery as highlighted by doctors in 

the National Health System (NHS) recently. In the NHS, the 

Primary Care Trusts (PCTs) act as the principal fund holder 

that commissions health care from hospitals, general prac-

titioners (GPs) and other health care providers. Once they 

have received their budgets (calculated on the basis of a 

population-based formula) they must ensure that they do 

not show a deficit at the end of each financial year. Given 

this, positive NICE guidance which has been legally-binding 

in both England and Wales since January 2005, is proving 

problematic. Following the approval of Herceptin for early 

breast cancer, the Norfolk and Norwich University Hospital 

NHS Trust estimated that such guidance would cost their fund 

£1.9 million per annum in drug costs alone and to balance 

the books other treatment would have to be dropped, 

leading to haphazard withdrawal of care.13 As such, NICE 

is not achieving its objective of defusing the so-called post-

code lottery system of health care in England and Wales, 

where availability of care is claimed to depend on the NHS 

Trust area in which a patient lives. This has prompted the 

British Medical Association (BMA) to call for a basic basket 

of NHS services that all patients within the NHS would be 

entitled to.14

Review of relevant policy and 
legislation

For the South African government to achieve its objective 

of equitable access to health care, legislative reform in the 

private sector has focused on three areas:

1. medical scheme reform to facilitate a system of social 

health insurance;

2. transparency in and reduction of medicine prices; and

3. licensing of health care technology.
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Medical scheme legislation

Medical Schemes Act (Act 131 of 1998)15

To allow for the roll-out of a system of SHI, enabling legis-

lation was first implemented in 2000 with the coming into 

effect of the Medical Schemes Act (Act 131 of 1998) and 

its subsequent Regulations. This legislation allowed for open 

enrolment, community-rating and a minimum set of health 

care benefits (PMBs) that have to be paid in full within at least 

one designated provider network by all medical schemes, 

irrespective of the option to which members are contracted. 

This means that any drug and technology-related care 

deemed to be included in such a package should be acces-

sible to all contributing to private health care insurance. 

A detailed historic review of the development of the PMBs 

has been reported by Taylor et al.16 The cost of the PMBs 

has been identified as an important barrier to expanding 

medical scheme growth. As medical scheme membership 

has been static for many years, a Ministerial Task Team on SHI 

invited industry stakeholders to make proposals in relation to 

the establishment of medical schemes catering specifically 

for low income earners (also known as Low Income Medical 

Schemes or LIMS). Emanating from this process was a stake-

holder proposal for an alternative set of basic benefits that 

would be specific to LIMS schemes. 

Contrary to the PMBs that provide comprehensive cover 

for specific diseases, especially those where severity may 

necessitate hospitalisation, where treatment is regarded 

as non-discretionary and / or where chronic medication is 

indicated, the proposed LIMS package would be defined 

in terms of specific benefits that include GP and dental visits, 

formularies, radiology and pathology lists, emergency trans-

port and optometry entitlement (see Table 1). Of note is the 

absence of specialised services and hospital-based care 

within the private health sector.17 However, such exclusion 

is accompanied by a recommendation that all user fees 

at public hospitals should be eliminated for those earning 

below the proposed LIMS threshold, thus making these serv-

ices freely available within State institutions. To date, the LIMS 

proposals have not been endorsed by government. 

At a similar time that a restricted statutory minimum package 

was being proposed, another task team advising govern-

ment on aspects of social health reform advised on 

expansion of the PMBs. The report to the South African Risk 

Equalization Task Group by the International Review Panel 

recommended inclusion of all care that is usually delivered 

by primary care physicians. Reasons cited for such expansion 

include inter alia that primary care plays a pivotal role in 

the realisation of efficiency gains within a framework of SHI 

and that the current PMBs are not marketable on their own.18 

Such expanded PMBs are commonly referred to as the basic 

benefit package (BBP). 

It is important to note that in an environment of SHI a minimum 

set of benefits that has to be paid by all medical scheme 

options is the platform on which income cross-subsidisation 

in support of low income earners occurs (i.e. for the ‘same’ 

benefit package, there would be a sliding scale of medical 

scheme contributions based on income). The proposal for a 

parallel development of two sets of minimum benefits, based 

on level of income, is thus contrary to this goal and blurs the 

government’s policy directive on future financing of health 

care, including medicines and technology.

Table 1:  Difference between PMBs and the proposed LIMS package

Prescribed Minimum Benefits (PMBs) Low Income Medical Scheme benefits (LIMS)

Definition of package Package defined in terms of diseases and related 
care

Package defined in terms of benefits

Access to day-to-day 
care delivered by general 
practitioners and paramedical 
service providers

Limited to specific diseases; cover for undiffer-
entiated illness and non-listed diseases as per 
individual medical scheme option

Limited on the basis of total visits and specific 
service restrictions (e.g. formularies, pathology 
lists)

Access to specialised serv-
ices, including hospital-based 
care

‘Entitlement’ to specialised services where 
disease is defined as a PMB; cover for non-PMB 
diseases as per specific medical scheme option

Access to specialised services in the public 
sector on the basis of a ‘waiting system’, irre-
spective of underlying condition; no entitlement 
to any particular care

Standard of care ‘Inconsistent’ standard for level of care, ranging 
from public sector to ‘best practice’ standards 

Level of care defined in terms of ‘public’ sector 
standards 

Source:  Developed by author.
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Medicine legislation

Medicines and Related Substances Control Amendment 
Act (Act 90 of 1997)19 

A key piece of legislation to make health care in South 

Africa more affordable has been the Medicines and 

Related Substances Control Amendment Act (Act 90 of 

1997) together with the Regulations relating to a transparent 

pricing system for medicines and scheduled substances. 

Government’s battle since 1997 to introduce this legisla-

tion has been fraught with legal challenges that have been 

outlined extensively in previous editions of the South African 

Health Review.20,21

Dispensing fees

Although a Single Exit Price (SEP) has been implemented 

successfully, there is ongoing disagreement on an appro-

priate dispensing fee. Without finalisation of such a fee which 

is critical in determining the consumer price of medicines, 

variance in end-user acquisition cost of pharmaceuticals is 

likely to continue. After the Constitutional Court judgment in 

September 2005 that the original dispensing fee for phar-

macists was not appropriate (given the evidence that it 

threatened the viability of many pharmacies and with that, 

accessibility to medicines) it was more than a year before a 

new fee was proposed. The original dispensing fee of 16% 

of the SEP with a cap of R16 for all schedule 1 and 2 medi-

cines sold without a prescription, and 26% with a cap of 

R26 for all schedule 3-6 medicines, as well as schedule 1 

and 2 medicines sold with a prescription was replaced with 

the following new Regulations published in the Government 

Gazette on 1 December 2006:

➤ R4 plus 33% of the SEP for medicines less than R75

➤ R25 plus 6% of the SEP for medicines R75 or more, but 

less than R250

➤ R33 plus 3% of the SEP for medicines R250 or more, but 

less than R1 000

➤ R50 plus 1.5% of the SEP for medicines R1 000 or more

However, it was again claimed by some pharmacy groups 

that this would cause the demise of smaller community 

pharmacies and an urgent application was brought to the 

Transvaal Provincial Division of the High Court of South Africa, 

requesting suspension of the dispensing fee Regulations until 

such time as the matter concerning the lawfulness of the 

Regulations had been determined by the court. 

As a result, the implementation thereof was postponed 

once more. Although the fee is under review by government, 

it remains the subject of legal challenge by certain phar-

macy groups. At the same time the National Convention on 

Dispensing (NCD) representing the majority of dispensing 

doctors in South Africa has also expressed dissatisfac-

tion with its current fees regulated at 16% of the SEP to a 

maximum of R16 and warned of a legal challenge if such 

concern is not adequately addressed by government.e

Single Exit Price

With regard to ex-manufacturer pricing of medicines, there 

has been the first opportunity for a price increase (capped 

at 5.2%) in about three years. Furthermore, draft Regulations 

for international benchmarking of medicine prices were 

published in December 2006.22 In essence, it is proposed 

that benchmarking for originator products is to be applied 

at the level of the smallest dosage unit of the same pharma-

ceutical ingredient as per its International Nonproprietary 

Name (INN) in the same dosage form. The suggested bench-

mark price is to be the lowest of the prices in five countries 

that include Canada, Australia, New Zealand, Spain and 

South Africa. For generic medicines, the ex-manufacturer 

price is to be set at least 40% lower than the existing price of 

the originator product. The price of combination products is 

proposed to be the sum of the individual active ingredients 

and as such these products can be subject to both the origi-

nator as well as the generic benchmarking processes. 

Although multinational manufacturers support international 

benchmarking of medicine prices in principle, they have 

expressed a number of concerns, including the selection of 

New Zealand and Spain as part of the basket of countries 

(given the heavy-handed price regulatory approaches in 

those countries). Instead of benchmarking the price against 

the lowest of the five countries, the industry has proposed 

that the average price be used. For combination products 

that include a patent-protected ingredient, it has put forward 

that the originator pricing methodology should prevail.f 

Regarding generic medicines, it is argued that prices are 

best controlled by means of competition and that further 

ex-manufacturer price regulatory efforts may prove counter-

productive in the long-term. Not only are first-to-market 

generic medicines on average 36% cheaper than originator 

e Personal communication, N Mabasa, Chairperson National Convention 
on Dispensing, August 2007.

f Personal communication, G Goolab, Executive Council, Pharmaceutical 
Industry Association of South Africa, August 2007.
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products at time of launch,g but there is a further gradual 

reduction in price as more direct competitors enter the 

market (with the ratio of average generic to originator price 

in South Africa being 0.48). 

Concern has been expressed that tighter control of the first 

generic market entrants could delay their introduction, as 

the incentive for early launch (which allows for a somewhat 

higher price) is dampened. This could potentially prolong 

the time period where originator products remain unchal-

lenged. Proposed price reductions would thus not result in 

a net gain in savings to health budgets. It has also been 

argued that cross-subsidy of public and private sector prices 

may be negatively affected and as a result tender prices 

to the State could increase.h Benchmarking the prices of 

generics may furthermore compete with industrial goals of 

the government. Based on recent media reports, the phar-

maceutical sector has been identified as a priority sector 

for government’s Accelerated and Shared Growth Initiative 

(AsGI-SA). However, contrary to other sectors identified, the 

sector is performing poorly with a trade imbalance of $830 

million in 2005, weaker than expected export growth and a 

critical shortage of skills. Generic manufacturers have warned 

that further price regulation of generics could threaten the 

viability of the local industry even more.23

Other aspects relating to transparent pricing of 

medicines

The exclusion of all registered schedule 0 medicines from 

the operation of section 22G of the Medicines and Related 

Substances Act (Act 101 of 1965) is of interest as some 

essential medicines (e.g. paracetamol) have been exempt 

from price control.24 The rationale for such a decision is 

unknown. 

Furthermore, a proposal for a maximum logistics fee in terms 

of Regulation 5.2(g) of the Regulations for a Transparent 

Pricing System (as per government gazette dated 11 

November 2005) has not as yet materialised.25 Until such 

time that this and the dispensing fee have been finalised, 

strict enforcement of section 18A of the Medicines and 

Related Substances Act that prohibits any type of bonus, 

rebate or incentive scheme is undermined. 

g Medscheme analysis based on SEP of generic medicines in relation to 
originator product at time of launch and limited to first-to-market, substi-
tutable, non-parenteral generics introduced after regulation of a single 
SEP. 

h Presentation: National Association of Pharmaceutical Manufacturers, 
Board of Healthcare Funders Annual Conference, July 2007.

Health technology legislation

Licensing of health technology

Since government’s failed attempts to introduce the South 

African Medicines and Medical Devices Regulatory Authority 

(SAMMDRA), which aimed at evaluating, regulating and 

monitoring all medicines, clinical trials and medical devices 

(and which was to replace the Medicines Control Council) 

there has been limited progress in regulating medical 

devices. Medical devices essentially include all devices from 

disposable items like simple wooden tongue depressors to 

highly sophisticated computerised equipment for purposes 

of diagnosing, monitoring and treating disease. The govern-

ment is pursuing its intentions to control this market, but this 

has been a slow process. Although draft Regulations relating 

to the registration of health technology have been published 

recently, they have not yet been gazetted.i 

Within such draft Regulations, it is proposed that the intended 

Medical Devices Regulatory Authority is to form part of the 

Radiation Control Directorate, which currently issues licenses 

for electro-medical equipment as required by the Hazardous 

Substances Act (Act 15 of 1973).26 The duties of the said 

authority will be to extend latter function to all medical 

devices, to withdraw products where use may lead or has 

led to the health of the public or particular person being 

placed at risk and to enforce other parts of the Regulations. 

These include stipulated advertising and labelling practices, 

maintenance obligations, reporting of adverse events and 

clinical trials. The intensity and ambit of regulatory control 

would depend on the risk of the medical device and for 

these purposes the Global Harmonization Task Force (GHTF) 

recommendations are to be adopted. The major purpose 

for registration of low risk devices such as tongue depres-

sors or surgical retractors is to provide for a current and 

comprehensive data base of suppliers of medical devices 

in South Africa. For products that are deemed high risk (e.g. 

implantable items such as heart valves and in-vivo defibrilla-

tors), regulation is to extend to maintenance of an auditable 

repository of information detailing all instances where such 

devices have been used. 

The fact that these draft Regulations follow the guidelines 

and principles proposed by the GHTF is likely to expedite 

acceptance of their content, as well as implementation 

thereof. The GHTF was founded in 1993 by government as 

well as industry representatives of Australia, Canada, Japan, 

i Personal communication, T Dowes. Deputy Director: Health Technology, 
Department of Health, August 2007.
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the European Union and the USA in order to harmonise 

national regulatory standards and to encourage a conver-

gence in standards and regulatory practices relating to 

the safety, performance and quality of medical devices.27 

Local licensing could thus follow licensing in any of the 

GHTF Member States without the need for extensive addi-

tional reviews. Proposed regulation of in-vitro diagnostic 

devices which refers to a medical device to be used in-vitro 

for the examination of samples or specimens derived from 

the human body and which includes blood and tissue has 

nevertheless been excluded from current draft Regulations 

and at this point remains pending.

Certificate of need

Contrary to the developments regarding licensing of health 

technology, there have been no visible developments 

relating to the contentious certificate of need (CoN), which 

would ensure that health technology is distributed evenly 

throughout the country to enable equitable access to health 

services for everyone. 

Section 36(1)(b) of the National Health Act stipulates that “a 

person may not increase the number of beds in, or acquire 

prescribed health technology at, a health establishment or 

health agency without being in possession of a certificate 

of need”.28 However, Regulations to bring this section into 

effect have not been published. One reason for this is the 

lack of capacity to administer a CoN at this point in time. 

The Director-General must, in compliance with section 78 of 

the National Health Act, establish an Office of Standards 

Compliance, which inter alia must advise the Minister of 

Health on norms and standards for the CoN processes. 

Other priorities of the DoH, such as medical scheme reform, 

are likely to have contributed to the delay in the establish-

ment of such an office. Another possible reason for lack of 

visible development in this area may also relate to the fact 

that this type of policy may conflict with the principles of a 

free market economy, including internationally-binding legal 

commitments negotiated by the former apartheid regimen 

under the World Trade Organization’s General Agreement 

on Trade in Services (GATS).29 In essence, such agreements 

allow foreigners to invest freely in South Africa and the type 

of restrictions enlisted by a CoN could thus constitute an 

illegal barrier to market entry.

Impact of health reform 

Given the focus on establishing improved and equitable 

access to medicines and technologies, some of the posi-

tive and negative impacts to date of health reform are 

reviewed.

Medical scheme membership

Despite a reduction in the price of medicines, as well as 

legislation aimed at promoting accessibility of private health 

care funds, the number of medical scheme beneficiaries 

has fluctuated around the 7 million mark for the past 10 

years. Although the most recent report published by the 

CMS suggests a small increase in insured lives (4.3%), some 

of this growth is due to the introduction of the Government 

Employees Medical Scheme (GEMS) which has attracted 

previously uninsured lives as a result of a generous employer 

subsidy.30 The current number of beneficiaries of 7.1j million 

contrasts with 7.0 million reported in 2001.31 This must be 

viewed against total population growth in the same period 

of more than 3 million.k This suggests that the number of 

patients reliant on the State and / or on non-subsidised self-

funding have increased significantly in this time period.

Benefit design

An objective of medical scheme reform is the establishment 

of a more egalitarian health care system. In this regard the 

disease-based approach of the PMBs, especially relating to 

chronic illnesses, is proving problematic. Although in 2002 

the treatment of the diagnoses listed as part of the 271 

Diagnosis Treatment Pairs (DTPs) was extended to include 

ambulatory care, such care has not been readily funded by 

medical schemes.31 Instead, benefit designs have focused 

on ensuring unlimited cover for the chronic conditions listed 

as part of the Chronic Disease List (CDL) only.

A reason for such an industry response has been the fact 

that therapeutic algorithms have not been published for 

the former, and such expansion is deemed unaffordable. 

Given such a response, cover for ambulatory care relating 

to non-CDL diseases has been compromised. For example, 

after implementation of the CDL, 29.1% of open medical 

scheme options discontinued chronic medication cover for 

j The figures for 2006 excluded membership of bargaining council 
schemes. Given the lack of inclusion in the report, it is unlikely that such 
figures are significant.

k StatsSA reported a total population of 44.8 million in 2001, whereas the 
mid-year estimate for 2007 is 47.9 million.
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ailments not listed on the CDL.32 This has resulted in a situ-

ation whereby on many medical scheme options, patients 

can receive comprehensive medical care for statutory CDL 

diseases (often pegged against best care, rather than 

reasonable care as defined on the basis of what is readily 

available in the State sector), yet any type of ambulatory 

care for diseases not so listed is excluded altogether. This 

has resulted in unfair discrimination on the basis of under-

lying chronic disease. 

Reduction in medicine prices

The introduction of a SEP (based on phasing out of infla-

tionary practices such as discounting and rebating) resulted 

in a definite reduction in the published ex-manufacturer 

prices of medicines and was most marked for generic medi-

cines (see Table 2). Overall, government has reported a 19% 

reduction in prices.l

The extent to which this change translated into direct savings 

for consumers and third-party funders has varied for the 

following reasons:

➤ The dispensing fee for pharmacists has remained 

unfixed and has been inconsistent for the period under 

review. However, where third-party funders adopted a 

dispensing fee of 26% (to a maximum of R26 per item) 

for this group of service providers, net medicine price 

of out-of-hospital medicines was reduced significantly 

from their perspective. For example, for Medscheme-

administered schemes, this was estimated to be 24.3% 

on average.m Nevertheless, the mix of medicines as 

well as the dispensing type would affect such an anal-

ysis. Furthermore, this does not reflect out-of-pocket 

spending by consumers. 

l Available at: http://www.doh.gov.za/docs/presentation/faq.html

m Medscheme is the largest multi-scheme administrator in South Africa. 
The analysis was based on re-pricing of all acute and chronic ambula-
tory medicines claims for the time period January to April 2004 using 
the SEP published in August 2004, together with a dispensing fee of 
26%/R26 for pharmacists and 16%/R16 for doctors.

Table 2:  Percentage change in SEP from 2004 to 2005 

Period

% change in SEP

Branded products with 
patent protection 

Branded products with 
expired patents

Generic equivalents

January 2004 to January 2005 -13.9 -15.6 -38.7

Source:  Mediscor, 2006.33

➤ Various provider groups re-negotiated their third-party 

reimbursement structures. In the past these groups 

generated significant revenue from the sale of medi-

cines as a result of mark-ups, rebates, discounts, as well 

as bonuses provided by the pharmaceutical industry. 

This revenue was used, in part, to subsidise the provi-

sion of other services, facilities and staff. In order to 

offset loss of income that would result from the imple-

mentation of a SEP plus a professional fee, a different 

tarif f structure and / or an adjustment of existing tarif fs 

was introduced. 

Private hospitals transferred their profits from pharmaceutical 

rebates into tarif f items such as ward fees and theatre fees. 

The extent to which this practice influenced total health care 

costs is not in the public domain.

Specialist groups that represented providers who commonly 

dispensed pharmaceuticals and which included the 

Radiological Society of South Africa and the South African 

Oncology Consortium (SAOC) introduced new tariff codes. 

For example, a fee for the administration of chemotherapy, 

as well as use of facilities, was introduced for oncologists in 

lieu of the previous percentage-based mark-up on pharma-

ceuticals dispensed. A Medscheme analysisn revealed that 

prior to the introduction of the SEP and new tariff codes, the 

average cost of treating a patient with chemotherapy was 

R4 530 per month, whereas it was R4 626 per month for 

the same period in the subsequent year. This reflects a 2.1% 

increase in cost. Although changing utilisation of medicines 

may have contributed towards such an upward trend, it is 

apparent that the new pricing legislation did not introduce 

overall cost-savings to consumer or payers as reflected in 

overall costs of chemotherapy.

n The findings are based on an analysis of all oncology-related medicine 
claims as pre-authorised by the Medscheme oncology management 
programme between January-April 2004 and January-April 2005.
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Utilisation of medicines

Total medicine use

Decreased expenditure on medication by third-party payors 

as a result of the reduction in the SEP was further partially off-

set by increased utilisation of medicines. A review published 

by Mediscoro shows that despite a fairly constant percentage 

of beneficiaries claiming medicines, there has been a steady 

increase in the intensity of ambulatory medicine use, with the 

existing pool of patients using more medicines year-on-year 

(see Table 3).

Table 3: Utilisation of ambulatory medicines based on 
medical scheme data, 2004-2006

Measure 2004 2005 2006

Utilising beneficiaries as 
percentage of total beneficiaries

87 87 87

Average number of items per 
utilising beneficiary

19 21 22

Source:  Mediscor, 2006.33

The increased utilisation of medicines is supported by whole-

sale pharmaceutical data depicting constant growth in the 

volume of medicine sales in the private sector (see Table 4).

Table 4:  Average monthly unit sales of prescription 
medicines in the private sector, 2005-2007

2005 2006 2007

Volume (average monthly units 
x 1 000)

6 686 7 414 8 295

Year-on-year growth (%) 10.9 11.9

Source:  IMS data.p

Factors contributing to the trend of increasing utilisation of 

medicines include:

➤ the unlimited medical scheme benefits for care, including 

chronic medicines, defined within the therapeutic algo-

rithms of the CDL;

➤ increased access to acute medicines as day-to-day 

benefits do not have to be exhausted by chronic medi-

cines; and

➤ a shift towards use of cheaper medicines, allowing 

more medicine use within the available benefit limits.

o The trend analysis only included schemes contracted to the organisa-
tion for all 3 years and represents data from ~ 1 million beneficiaries.

p IMS data. Analysis of total Private Market as defined by sales to private 
retail pharmacies, dispensing doctors, private hospitals and clinics, non-
collaborating wholesalers and other private dispensing outlets. Units 
are reflected at pack size level. Average monthly sales have been calcu-
lated on the basis of January-June figures for each year.

Use of generic medicines as a percentage of total 
medicine use

The trend towards greater use of cheaper medicines is 

reflected in the increasing proportion of generic use in the 

private sector as illustrated in Figure 1. This trend has been 

influenced by factors such as:

➤ the mandatory offer of generic substitutes by service 

providers;

➤ promotion of generics by medical schemes through 

increased application of formularies and generic refer-

ence pricing systems, as well as financial incentives to 

providers to prescribe cost-effectively; and

➤ increased consumer awareness.

Figure 1: Proportional use of generics versus originator 
products, 2003-2006 

Source:  Analysis based on IMS and Medikredit data.q

Although this trend is positive, generic use of medicines in 

the private sector has significant potential for further growth, 

given the utilisation achieved in other countries. For example, 

the percentage of generic use in Canada based on units 

dispensed is 77.4%.r Factors hampering greater market pene-

tration of generic medicines in South Africa include the lack 

of confidence in generic medicines by some doctor groups, 

(especially specialists) and the lack of clarity regarding scien-

tific principles used in the determination of non-substitutable 

status of medicines.34

q National Association of Pharmaceutical Manufacturers. Independent 
analysis based on IMS and Medikredit data. Data limited to prescription 
drugs only. Board of Healthcare Funders annual conference, July 2007 

r National Association of Pharmaceutical Manufacturers. Independent 
international analysis describing generic medicine use.
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Use of highly specialised medicines

Amidst this positive shift towards the use of cheaper medi-

cines in the private sector, there is another significant devel-

opment that is of concern and this relates to the increasing 

use of very high cost items, typically in oncology and chronic 

diseases. For example, for medical schemes administered 

by Medscheme, the use of specialised oncology medicines 

(defined as monoclonal antibodies and tyrosine kinase inhib-

itors) has increased by a factor of 2.5 from the first quarter 

of 2004 to the first quarter of 2007. Although the preva-

lence of use remains extremely low (at 0.06% of all patients 

receiving chemotherapy), this trend cannot be ignored given 

the high cost of these drugs. The average monthly drug cost 

per Medscheme patient treated in 2007 (January-April) was 

approximately R22 500. 

These utilisation trends are supported by reports in the liter-

ature, which describe the increasing focus of pharmaceu-

tical companies on developing specialty pharmaceuticals. 

These are typically medicines produced via biological proc-

esses that structurally mimic compounds found in the body. 

Although they generally target a relatively small number of 

patients, these drugs may be used for prolonged periods 

of time. The potential growth of this market is reflected in 

the fact that in 2004, 101 unique biopharmaceuticals were 

in late-stage development (i.e. phase 3 trials), targeting 169 

different clinical indications.35

Price and utilisation of health care 
technologies

Although it is known that South African health care technolo-

gies have a significant impact on total health care expendi-

ture, trends in prices and the use of health care technologies 

are difficult to monitor. This is partly due to the fact that the 

market is unregulated with no established registry of avail-

able products, plus that pricing structures are highly variable 

and generally not in the public domain. Furthermore, the 

quality of data on medical device use is generally poorer 

than that for medicines. However, as in other parts of the 

world, empirical data suggest that health care technology 

is contributing towards health care inflation (although the 

extent thereof is difficult to quantify). For example, for proce-

dures where new technologies are evolving rapidly, the 

rate of hospital admission appears to be increasing at a 

higher rate than for other admissions (see Table 5).s Such 

increased intervention rates may be due to true enhance-

ments in the ability to treat patients; however, they are also 

influenced by over-enthusiasm and excess confidence in 

new technologies.

Unfortunately, the analysis by the CMS aimed at under-

standing contributors towards hospital inflation which was 

due in March 2006 has not as yet been released. 

s The Medscheme analysis incorporated all beneficiaries managed 
through its hospital utilisation programme at any point in time and 
represents actual rather than risk-adjusted data. Common infectious 
causes for admission were excluded from overall admission rates given 
that their rates are increasing as a result of the HIV epidemic. Coronary 
artery bypass procedure rates are shown for purposes of demonstrating 
that their rate did not decrease significantly as a result of the increased 
PTCA rates. Annual admission rates were projected on the basis of first 
quarter admission results.

Table 5:  Change in annual admission rate per 1 000 beneficiaries over a 4-year period

Admissions per 1 000 beneficiaries 
(annualised)

% change

January to March 
2003

January to March 
2007

Spinal fusion 1.13 1.42 26

Hip arthroplasty 0.67 0.79 18

Knee arthroplasty 0.46 0.89 93

Percutaneous transluminal coronary angioplasty (PTCA) 0.87 1.24 43

Coronary artery bypass procedure 0.53 0.51 -4

All admissions (excluding above, as well as pneumonia, tubercu-
losis, gastroenteritis, meningitis/encephalitis)

206.21 221.53 7

Source:  Derived using Medscheme data.
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Way forward

Government has effected some positive change in its 

endeavours to optimise efficiencies in the delivery of private 

health services, including the use of drugs and technology. 

Mandatory offer of generic substitution, phasing out of 

perverse incentives, the introduction of a SEP for medicines as 

well as pressure on medical schemes to reduce health care 

costs have resulted in medicines becoming more affordable. 

Although there are ongoing hurdles that include finalisation 

of a fair dispensing, as well as logistics fee, plus optimisation 

of medicine prices, trends in medicine use and prices have 

been encouraging. 

The proposed licensing of all medical devices is also 

supported as it not only provides a measure of safety for 

consumers, but it creates a registry that would allow for the 

introduction of a transparent pricing system for consumables. 

As for medicines, transparent pricing is important in order 

to allow for more accurate assessments of true health care 

expenditure and to phase out any form of perverse incen-

tives that may be fuelling the inappropriate use of medical 

devices.

With regard to medical scheme reform, major challenges 

remain if the country is to achieve its objective of a more 

egalitarian health care system. To proceed constructively, 

government should consider directing its focus towards the 

following critical areas.

Financing reform

Not only has government policy regarding a system of SHI 

become obscure, but the lack of visible synchronisation of risk 

and income cross-subsidisation is of concern to the private 

funding industry. Logic dictates that as risk cross-subsidisa-

tion becomes increasingly effective, so medical scheme 

contributions of the healthy steadily increase and those of 

the sick decrease. Although the ultimate goal of SHI is for the 

young and healthy to cross-subsidise care of the sick and 

elderly, risk cross-subsidisation can prove problematic in a 

non-mandatory medical scheme environment where willing-

ness to contribute is generally lower for the healthy than for 

the sick (and as such the healthy are more likely to abandon 

medical schemes at any given contribution level). 

As the cost of entrance-level medical scheme options 

increases, they become less accessible to low income 

earners. Thus, as risk cross-subsidisation within the private 

insurance industry is expanded as a result of a risk equali-

sation fund and / or an enhanced basic benefit package, 

provisions for financial subsidies for low income earners must 

be made (given the increase in the minimum contribution 

level for some schemes). This necessitates close collabora-

tion between the DoH and National Treasury, as well as 

the Department of Labour where mandatory contributions 

become part of the offing. For medical scheme reform to 

succeed, government must clarify and commit to its health 

care financing strategies.

Minimum benefits

The most complex aspect of health care reform in South 

Africa relates to the definition of a minimum level of care. 

Although the concept of an essential health package for all 

is appealing, its feasibility has been questioned, given South 

Africa’s heterogeneous health care system, fragmented 

funding thereof, as well as its highly diverse population 

with different needs and expectations.15 Furthermore, the 

appropriateness of the current PMBs as a platform for social 

health reform has been challenged and the urgent need for 

their review has been highlighted. In their re-evaluation, the 

following is of importance:

➤ Budgetary boundaries within which the BBP is collated 

must be defined. This calls for close collaboration 

between legislators who are tasked with the design 

of the package and those who determine its financial 

subsidies.

➤ Although disease-based prioritisation within a statutory 

package is not rejected altogether, it is likely to predis-

pose to unfair discrimination and as such should be 

minimised

➤ The concept of unlimited benefits as an entitlement fuels 

demand for and supply of health care services. Lest 

financial constraints of delivering health care services 

are visible to providers, rationing of care by doctors 

is undermined. For example, whereas all head injuries 

(other than those associated with brain death) can 

potentially benefit from supportive care, neurosurgeons 

in the public sector have opted to treat the most severe 

head injuries conservatively given the limited number 

of neurosurgical beds and the impact active treatment 

of the former has on the ability to treat other patients 

with potentially better outcomes.36 It is unlikely that 

such an approach would be accepted where there is 

no tangible shortage of facilities and other important 

resources. 
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New drugs and technologies

Although modern health care innovations are as a rule 

inflationary to the health care system, they are nevertheless 

important, both from perspectives of adding potential clinical 

value, as well as from an economic perspective. Access to 

first world health care services may be an important consid-

eration for offshore investors, as well as skilled workers who 

are internationally mobile. Given this, it is important that these 

products do find a niche within the South African health care 

system. However, their introduction must be controlled.

Based on the expense of biopharmaceuticals, their projected 

market growth, as well as the fact that they are often used 

for prolonged periods, it is unlikely that their meaningful 

inclusion in a minimum prescribed package in South Africa 

can be justified at this point in time. Furthermore, the current 

legislative environment allows for medical scheme members 

to move relatively freely between different options of their 

schemes, purchasing care as and when needed. Given this, 

they can access specific benefits without having cross-subsi-

dized their use. Such practice should be discouraged. The 

feasibility and appropriateness of introducing demarcated 

insurance products specifically for purposes of very expensive 

medicines and technologies should also be investigated.

Regarding technology-based procedures, clinical outcomes 

are highly dependent on the technical skills of the operator. 

For this reason it is important that any new medical device is 

only used by those with the adequate training and expertise. 

To this end novel technologies should be introduced through 

Centres of Excellence where accredited providers function 

as part of a multi-disciplinary team, where there is a system 

of peer review (ideally in collaboration with academic institu-

tions abroad who have established experience with a new 

technology), where both private and public sector patients 

are treated in order to ensure a critical mass of patients for 

optimisation of clinician expertise and where results are 

audited. To achieve this, there should be a credentialing 

system for physicians in South Africa which should ideally be a 

collaborative initiative between the private funding industry, 

physician groups, hospitals and the Health Professions 

Council of South Africa (HPCSA).t Innovative public-private 

partnerships are also called for. 

t A proposal for the establishment of a national independent physician 
credentialing infrastructure in South Africa has been collated by Dr J 
Fisher, Health Care Consultant.

Conclusion

Pharmaceuticals and health care technologies are an inte-

gral component of any health care delivery system. However, 

to be of value and to add to the development of an effi-

cient and equitable system, their quality must be ensured 

through effective regulatory mechanisms, their prices must 

be optimised and they must be used appropriately within 

budgetary constraints. 

Given the rapid advances in the realms of health care tech-

nology, including drugs, together with burgeoning diseases 

which include lifestyle-related illnesses, infectious diseases 

and trauma-related inflictions, pressures on available 

health care funds are increasing steadily. Not only do more 

patients require care, but more patients are potentially treat-

able. It is important that government agrees on clear health 

care financing strategies and invests resources in defining 

more appropriate statutory minimum benefits for medical 

schemes. Visible collaboration between various role players 

in government is of paramount importance. The Department 

of Health cannot walk this road alone.
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Abstract

South Africa faces a major crisis in terms of human resources for health. There is a shortage 

within the country coupled with a maldistribution between provinces as well as between 

the public and private sectors. This chapter highlights some of these structural constraints. 

It further explores the potential policy impacts of a range of policy options from limited 

private practice to the development of private training institutions and the employment 

of medical practitioners by private hospitals. The foundation of this chapter is located 

within the framework of strengthening the overall health system through discussion and 

engagement in policy debates that will ensure that the public sector is not undermined in 

the process.
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Introduction

“It is now widely accepted that the dire shortage of health 

workers in many places is among the most significant 

constraints to achieving the three health-related Millennium 

Development Goals (MDGs): to reduce child mortality, 

improve maternal health, and combat HIV/AIDS and other 

diseases, such as tuberculosis and malaria…shortfalls exist 

in all categories of health workers.”1

The health workforce is a major input in the production of 

health care within the health system. According to the World 

Health Organization (WHO), “at the heart of each and 

every health system, the workforce is central in advancing 

health”.1 Producing, recruiting and retaining health profes-

sionals remain key challenges facing but not confined to 

South Africa as these have been documented as challenges 

for the entire Southern African region and globally.2,3,4 The 

human resources for health (HRH) crisis limits growth within 

both sectors and raises fundamental questions around the 

future direction of the health system, especially in light of 

the vision in the National Health Act (Act 61 of 2003) and 

the unfolding Health Charter process, which seek to unify a 

segmented health system.5,6

It is beyond the scope of this chapter to deal with the multi-

dimensional policy challenges facing policymakers and 

health system stakeholders. The chapter therefore focuses 

primarily on the role of the private sector in engaging with 

the broader health system challenge facing HRH in South 

Africa. The HRH shortage spans the public-private divide 

and poses challenges to both sectors. Within the locus of a 

public-private discussion the public sector needs to explore 

ways to tap into private sector resources and to curb the 

exodus of HRH from the public to the private sector. The 

private sector needs to investigate options to deal with the 

cost spiral threatening to cripple existing coverage levels and 

attempts to improve coverage levels. The shortage of HRH in 

the private sector is viewed as a potential cost-driver. 

This chapter provides a descriptive overview of HRH within 

the country and between the public and private sectors. The 

chapter presents data sourced from the Health Professions 

Council of South Africa (HPCSA), Nursing Council of South 

Africa (NCSA), the Practice Code Numbering System (PCNS) 

and PERSAL.a The chapter compares trends in the public and 

private sector to highlight the HRH challenges facing the 

country as a whole.

a Data sourced from http://www.hst.org.za/healthstats/69/data, 11 June 
2007.

This is followed by a critical discussion of various policy initia-

tives that have the potential to address the broader strategic 

imperatives noted in the National Human Resources Plan for 

Health and the National Health Act.7 These include: 

➤ employment of doctors by private hospitals;

➤ remunerative work outside the public service (RWOPS); 

and

➤ development of private medical schools.

Distribution of human resources 
for health in South Africa

One of the key health sector indicators used to gauge a 

country’s health system performance is the physician and 

nurse density per 1 000 population. Table 1 highlights a 

cross-country comparison of physician and nurse density per 

1 000 population.

Table 1:  Cross-country comparison of physician and 
nurse density per 1 000 population, 2006

Country 

Physician 
density per 1 000 

population

Nurse density 
per 1 000 

population

Mozambique 0.03 0.21

Lesotho 0.05 0.62

Zambia 0.12 1.74

Zimbabwe 0.16 0.72

Namibia 0.30 3.06

Botswana 0.40 2.65

South Africa 0.77 4.08

United States of America 2.56 9.37

France 3.37 7.24

United Kingdom 2.30 12.12

Source:  WHO, 2006.1

In contrast to the high income countries, South Africa, as 

well as its low and middle income neighbours, experience 

a chronic shortage of key health professional cadres vital 

to service delivery. Although South Africa fares reason-

ably favourably relative to its neighbours, within the global 

context the country still falls short of the HRH requirements 

to bolster its overall health system performance. In addition, 

the segmented nature of funding and provision of services 

within the South African health system translates into a 
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skewed distribution of human resources between the public 

and private sectors. This poses a fundamental challenge to 

harnessing the pool of resources within the health sector to 

address the broader health system imperatives of meeting 

the Millennium Development Goals (MDGs), on the one hand 

and improving equity, efficiency and health system effective-

ness on the other. 

Table 2 provides an overview of the number of health 

professionals registered with professional councils between 

1996-2001.

However, one also needs to consider the distribution of 

personnel between the public and private sectors. Table 3 

highlights a skewed distribution of skilled HRH within South 

Africa between the public and private sectors as far back 

as 1998/99.

Table 3:  Overview of public and private health 
personnel distribution, 1998/99

General  
practitioners (%)

Medical 
specialists (%)

Nurses (%)

Public 27.4 24.8 58.9

Private 72.6 75.2 41.1

 Source:  Adapted from Sanders and Lloyd, 2006.9

There is a paucity of data regarding the true public-private 

distribution of HRH and the public-private split is contested by 

Pick et al.8 Health professionals do register with the HPCSA, 

but the data are highly disaggregated with nearly 1 400 

categories of health professionals across the public and 

private sectors. Even within one discipline there are multiple 

categories of health professionals ranging from inde-

pendent practice, supervised practice, student and public 

service. However, in an attempt to overcome this limitation, 

this section unpacks the extent of the public-private maldistri-

bution of specialists, general practitioners (GPs) and nurses, 

by using multiple data sources such as PERSAL, the PCNS,b 

population estimates from Statistics South Africa (StatsSA) 

b The PERSAL system is the public sector system used for the remunera-
tion of public sector employees. The PCNS is the system used to register 
private providers making them eligible for reimbursement by medical 
schemes. 

Table 2:  Number of health professionals registered with professional councils between 1996-2001

Category 1996 1997 1998 1999 2000 2001

Average 
annual 

growth (%)

General practitioners 18 916 20 140 21 401 22 367 23 457 25 629 6.3

Specialists 7 972 8 065 8 161 8 249 8 340 8 420 1.1

Nurses 173 709 179 596 182 637 185 387 187 456 190 516 1.9

Source:  Pick et al., 2002.8

and medical scheme membership data from the Council for 

Medical Schemes' (CMS) annual reports. 

Table 4 compares the distribution of medical special-

ists by population dependent on the public and private 

sector (based on medical scheme coverage) respectively, 

expressing it both as a ratio and the total number per 

100 000 population. The distribution for public sector 

dependants was calculated based on the number of 

specialists captured by PERSAL relative to the population 

not covered by medical schemes, given that public sector 

resource allocation to a large extent is determined by the 

population not covered by medical schemes. The distribution 

of specialists by medical schemes coverage is based on the 

levels of medical schemes coverage captured by the CMS 

relative to the numbers of specialists with PCNS numbers (i.e. 

those registered and hence eligible to claim from medical 

schemes for services provided). It is worth noting that this 

does not provide a complete picture as not all specialists 

are registered with PCNS and in addition, it is not only those 

registered with medical schemes that use the private sector. 

Given the paucity of data on the true public-private distribu-

tion of health providers, Table 4 is used purely for illustra-

tive purposes to highlight the discrepancy between public 

sector dependants and those with coverage vis-à-vis access 

to medical services. 

Table 4:  Distribution of medical specialists by public 
sector dependent and private sector (medical 
scheme coverage) dependent persons, 2007

Ratio specialist to 
population

Specialists 
per 100 000 
population

Public sector 
dependants

1 per 10 202 9.8

Medical scheme 
beneficiaries

1 per 5 765 17.4

Source:  Derived using PERSAL, PCNS and StatsSA, 2006.10

The estimate in Table 4 highlights the vast discrepancy in 

allocation of medical specialists between public sector 

dependants and medical scheme beneficiaries. Medical 
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scheme beneficiaries therefore have nearly two times the 

level of access to medical specialists than do public sector 

dependants. However, one needs to note that this could 

be an underestimate given that public sector specialists do 

engage in RWOPS and there may be cases where providers 

are registered to practise privately, but continue to work 

in the public sector. In order to obtain a PCNS number, 

providers need to register with the HPCSA for private prac-

tice. However, this does not compel providers to work in the 

private sector. 

With respect to medical practitionersc the picture is even 

more complex. The estimation of the distribution of medical 

practitioners captured in Table 5 uses the same method-

ology used in the distribution of specialists. 

Table 5:  Distribution of medical practitioners by 
public sector dependent and private sector 
(medical scheme coverage) dependent 
persons, 2007

Ratio medical 
practitioner to 

population

Medical  
practitioner per 

100 000
Public sector 
dependants

1 per 4,219 23.7

Medical scheme 
beneficiaries

1 per 601 166.3

Source:  Derived using PERSAL, PCNS and StatsSA, 2006.10

Table 5 illustrates the extent of the inequity in access to 

health care providers within the country. It also perhaps 

reflects the pattern of allocative inefficiency inherent in the 

medical scheme market with specialists and private hospi-

tals consuming the largest share of health care expenditure. 

Despite the high density of medical practitioners relative to 

specialists, there is lack of a clearly regulated and defined 

gate-keeping role that places primary health care at the 

forefront of service delivery. Instead the Prescribed Minimum 

Benefits (PMBs) entrenched in medical schemes promotes a 

bias towards hospital and specialist care, as is evident by 

the increased hyperinflationary cost increases in hospital 

and specialist expenditure since the implementation of PMBs 

relative to other lines of expenditure such as medicines.11 This 

holds true especially in a context of an unregulated pricing 

mechanism and the absence of negotiated tarif f schedules 

in light of the 2004 Competition Commission ruling prohib-

iting such practice by medical schemes and providers. 

Data on the public-private split among nurses are not readily 

available. There are insufficient data allowing one to isolate 

c Medical practitioners refers to ‘general practitioners’ and is the language 
used across a range of international and national sources.

those deemed ‘private’ that are currently working abroad. 

In terms of HRH planning, it is unclear to what extent this 

element of ‘brain drain’ can be stemmed. However, it is note-

worthy that the private sector also feels that it is chronically 

under-staffed.d

One of the main issues of policy concern, apart from the mald-

istribution of HRH, is inadequate generation of personnel. It 

is estimated that South Africa has chronically low numbers 

of both specialists and GPs relative to other middle income 

countries.1,8,9

To some extent this can be explained by the exodus of HRH 

from the South African health sector. Table 6 provides an 

overview of the number of South African clinicians currently 

working in developed countries.

Although Table 6 does not present the complete picture, it 

demonstrates that the number of South African health profes-

sionals abroad is extensive. Apart from trying to attract these 

skills back to South Africa, the country experiences the double 

burden of ensuring the production of adequate numbers of 

personnel to meet both existing health care needs as well 

as the need to strengthen the health system to levels on par 

with other middle income countries. 

Interaction with existing private providerse is inadequate to 

deal with the deeper structural constraints. There needs to be 

increased emphasis on the generation of skills. With respect 

to nursing the majority of registered nurses / midwives are 

between 40-49 and 50-59 years of age (35% and 25% 

respectively).f Only 23% are below the age of 30 (for enrolled 

nurses this figure is 13%). This is largely due to the policy 

decision to close nursing colleges and to initiate conversion 

courses for enrolled nurses to become registered nurses. 

Although not alarming, there needs to be revived effort 

to increase the training of nurses to meet the needs of the 

country. This is possible given the number of nursing educa-

tion institutions in the country (i.e. 401 in total). This suggests 

that there are sufficient institutions to produce adequate 

levels of resources to address the chronic shortage in both 

the public and private sectors. 

d This emerged at the annual Hospital Association of South Africa (HASA) 
conference in Cape Town in June 2007 in a presentation on the nursing 
issues by E. Branningan of Netcare. 

e The language emerging out of the National Health Summit in 2001 and 
the follow-up Public-Private Lekhotla was that of Public-Private Interactions 
(PPIs) refers to all engagements (formal and informal) between the range 
of public and private sector stakeholders with respect to funding and 
provision. More detail on this process can be obtained from the 2006 
SAHR.

f Data sourced from the South African Nursing Council. Available at:  
http://www.sanc.co.za/stats/stat2006/Age%20stats%202006_files/
slide0025.htm 
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Further research is required to explore the reasons why 

colleges have not adequately addressed the shortfall. From 

a public-private interaction perspective, it is noteworthy that 

around 36% of colleges are private, suggesting that the 

private sector does have a role to play in the generation 

of HRH. It is also unclear to what degree the private training 

colleges exclusively meet the needs of the private sector and 

a review process needs to be undertaken to determine the 

role these colleges can play in addressing the overall goals 

of the broader health system.

Apart from nursing training and development one also 

needs to consider the role of training for medical practi-

tioners. Unlike the nursing education institutions, there are 

few medical schools offering training. There are currently 

8 medical schools (including 3 in Gauteng and 2 in the 

Western Cape),g excluding the accredited institutions that 

provide training support. A doctor’s basic training takes no 

less than six years and on average each medical school 

enrolled around 200 new entrants per annumh between 

2002-2004 (a total of some 1 600 admissions per annum). 

On completion of the 6 years of study, newly-trained doctors 

must complete an additional year of internship and commu-

nity service before they may enter the private sector.

Between 1996 and 2001 there was a 6.3% average annual 

growth in general practitioners and a 1.1% average annual 

growth rate in specialists.8 Despite community service 

addressing some of the HR shortfalls and the growth in the 

number of general practitioners, this chapter’s focus is on 

the role of the private sector in meeting the HRH challenges 

facing South Africa. It is within this context that the debate 

around private medical schools has emerged, the implica-

tions of which are assessed later in the chapter. 

g This is to highlight the geographical maldistribrution both in terms of 
production and distribution.

h Data on admission statistics at medical schools (excluding University 
of Witwatersrand – incomplete data) were sourced from the Health 
Professions Council (http://www.hpcsa.co.za), 12 June 2007. 

Table 6:  Distribution of South African practitioners abroad, 2006

Practitioners Nurses / Midwives
Other health 

professionals
Total

Australia 1 114 1 085 1 297 3 496

Canada 1 345 330 685 2 360

New Zealand 555 423 618 1 596

United Kingdom 3 625 2 923 2 451 8 999

United States 2 282 2 083 2 591 6 956

Total 8 921 6 844 7 642 23 407

Source:  DoH, 2006.7

Existing human resources for 
health public-private interactions

Interaction between HRH of the public and private sectors 

is not new. For example, significant numbers of private 

providers are contracted to work within the public sector on 

a session basis. This is a short-term solution, although there 

is a history of the implementation of this policy to fill gaps in 

service delivery. However, a key concern is the lack of data 

on the numbers of private practitioners engaged in public 

sector activity and the impact thereof. Another case in point 

is that of the part-time district surgeon system. There exists 

substantial evidence of the experience of this system in South 

Africa.12,13,14,15 The national Department of Health (DoH) in its 

policy on decentralisation, views the contracting of district 

surgeons as an example of using private sector resources.16 

The system does fill some of the gaps, but the weaknesses 

(around differentiated quality of care to State patients) high-

lighted by studies heighten the need to exercise caution 

when attempting to engage with the private sector vis-à-vis 

public sector service delivery targets. 

Key areas of policy debate

There are a number of key areas of policy discussion at 

present in relation to positioning the private sector to 

respond to the national HRH challenges. The discussion 

below focuses on three critical areas.

1. Employment of doctors within private hospitals

2. Remunerative work outside the public service (RWOPS)

3. Development of private medical training schools
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Employment of doctors within private 
hospitals 

There have been increased calls by private hospitals to 

the HPCSA to lift restrictions on the employment of doctors 

within private hospitals. It is argued that this will allow hospi-

tals greater control over resources and contribute towards 

the containment of spiralling costs of specialists. The mining 

sector model is an interesting case in point. Doctors are 

employed and the costs are generally lower than those in 

the current hospital sector, given that reimbursement is fixed 

irrespective of turnover. By applying this model to the current 

hospital sector, hospitals can negotiate a universal or global 

fee with funders that incorporate the cost of health profes-

sionals. The risks associated with the hospitals are primarily 

in terms of taking on the liability for negligence and malprac-

tice, whereas this  risk is currently borne by the practitioners. In 

this model there might be the cost impact in terms of insuring 

individual practitioners, however in the long-term, global fees 

can be negotiated. Further, in this model the actual service 

delivery component remains fixed for that year and can be 

controlled by both parties in the relationship.

However, if the remuneration levels are lower than those 

under the current independent practitioner fee-for-service 

levels, the potential emerges to exert downward pressure 

on the demands to increase public sector wage levels. This 

scenario however, is unlikely given the chronic shortage 

coupled with the decreased production of specialists within 

the country. There are inadequate push factors likely to 

make this model attractive to specialists currently in private 

practice. However, it is worth noting that recently qualified 

specialists might find the model attractive given the rela-

tively high level of capital investment required to establish a 

private practice. 

The key point emerging is that this model has the potential to 

drain public sector resources. At the same time it is not likely 

to attract those currently in private practice given the level of 

independence and power currently held in this sector.

The key challenge arises in generating a mix of incentives 

attractive enough to entice doctors to enter into employ-

ment contracts with hospitals in a context of a fee-for-service 

environment which currently strengthens the power relation-

ship in favour of the profession.

Even if this model were to be adopted it does have several 

limitations.

➤ In order to attract doctors the remuneration levels will 

be substantially higher than public sector remuneration 

levels. This has the potential to inevitably exacerbate 

the exodus from the public sector to the private sector. 

➤ The argument that the employment of doctors in 

private hospitals will contribute to lowering costs is yet 

to be tested empirically. However, this option needs to 

be explored vis-à-vis the development of alternative 

reimbursement mechanisms that have the potential to 

tackle private health care costs. 

➤ With respect to interaction with the public sector it 

is unclear to what extent this mechanism can bolster 

public sector, service delivery. However, given that the 

remuneration levels will be higher than those in the 

public sector the policy may have a negative equity 

impact through the ‘crowding-out’ of public sector 

doctors. At the same time the policy may place added 

pressure on the State to raise its levels of remuneration 

in order to retain existing staff. However, given existing 

budgetary constraints this may not be feasible. 

Remunerative work outside the public 
service 

Remuneration levels in the private sector are far higher 

on average than those in salaried public employment. 

Preliminary analysis by the Board of Healthcare Funders 

(BHF) using total annual benefits paid to specialists from 

medical schemes alone (excluding co-payments and out-of-

pocket expenditure) ranges from R400 000 to R8.8 million.i 

This translates into pressures on the public sector to at least 

match private sector remuneration levels in order to retain 

personnel. Given the fiscal limitations in dramatically raising 

public sector salaries, options that are considered include 

Remunerative Work Outside Public Service as a means of 

supplementing incomes of professionals working in the 

public sector. Internationally, RWOPS is referred to as dual 

practice and is seen as a system solution to the availability of 

limited resources.17,18,19 RWOPS was implemented as far back 

as January 2000 and guidelines have been developed to 

guide its implementation.20

With respect to RWOPS it can be argued that the policy 

addresses recruitment and retention challenges. The policy 

has the potential to raise provider income from private 

i The total benefits paid are based on 2006 CMS data mapped with 
total number of providers by discipline for that period captured on the 
PCNS system.
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sources to the greater benefit of the public sector through 

the retention of scarce skills. However, given the paucity of 

data on the impact of RWOPS and the difficulty in monitoring 

clinician activity, caution needs to be exercised with respect 

to the following key issues.

➤ RWOPS has the ability to undermine service delivery in 

the public sector through the prioritisation of income-

generating private activity at the expense of public 

sector duties. This impacts on the quality of health 

service delivery given the potential for providers to 

spend extended time on private sector activity to the 

detriment of public sector duties.21 

➤ RWOPS can encourage the misappropriation of public 

resources into the private sector.17 RWOPS therefore 

has the potential to transfer public resources to private 

care at the expense of care to public sector depend-

ants. For instance, if a physician in the salaried employ 

of the State spends 60% of his / her time on private 

activity, then 60% of that activity is essentially state-

subsidised at the expense of public sector beneficiaries 

who theoretically should be the main beneficiary of 

public resource flows. The reverse subsidy flow does not 

refer specifically to human resources. It can also refer to 

equipment, consumables and medicines. 

➤ It is unclear to what extent RWOPS impacts on relation-

ships between different health worker cadres. Despite 

the policy being applicable across the board, special-

ists are more likely to embark on RWOPS given the 

greater financial benefit and access to facilities beyond 

the public sector. 

➤ There is also the concern that RWOPS creates the 

potential to draw away public sector patients towards 

the private sector activity as evidenced in Peru.17,19 This 

has adverse equity implications given the potentially 

catastrophic impact on households of financing private 

health care. However, in the South African context this 

is less of a concern given the relatively good access 

to public health care in the context of high levels of 

poverty, with uninsured public sector dependants 

largely unable to afford private health care.

Development of private medical schools

The private sector is exerting growing pressure on govern-

ment to permit the opening of private medical schools. In the 

long run this initiative has the potential to benefit both the 

public and private sectors. Private medical schools would not 

exclusively benefit the private sector since graduates could 

still be required to fulfil two years internship and community 

service. In addition, when doctors specialise (usually in the 

public sector), the public sector gets at least seven years 

service from these graduates. Furthermore, if new medical 

schools help saturate the private market with doctors, there 

is the potential to shift the balance and more doctors are 

likely to be attracted to public sector employment. 

However, an important caveat is the shortage of skills within 

the country and these facilities will require skilled personnel 

to provide training. There would have to be a mechanism in 

place to ensure that there is no exodus of skills from state-run 

medical schools to the private institutions. In addition, the 

costs that are likely to be borne by the public need to be 

taken into account. It is unclear to what extent these facilities 

will receive public subsidies. These subsidies considerably 

reduce the level of user-fees borne by the public. A solution 

would be to increase spending on existing tertiary institu-

tions that already have the infrastructure and links to health 

facilities to provide long-term training. Such funding could be 

used to attract the requisite skills needed to scale-up training 

to boost the currently inadequate student intake levels. 

In terms of private sector involvement vis-à-vis training there 

needs to be recognition of the existing interaction between 

institutions and private providers. There are mechanisms 

through honorary positions that allow private providers to 

engage in health sciences training. In the short-term this 

addresses the skills shortages in these institutions and assists 

institutions in meeting existing and potentially expanded 

training programme requirements. 

Policy recommendations

The policy with respect to the employment of medical prac-

titioners in private hospitals should be carefully reviewed in 

light of developing alternative reimbursement mechanisms 

to the dominant fee-for-service model. There is the poten-

tial to attract newly graduated specialists given the high 

costs incurred in the setting up of private practice. However, 

caution needs to be exercised given the concern of poten-
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tially attracting clinicians employed in public facilities, which 

may exacerbate the internal brain drain. 

There is a need for research on the impact of RWOPS on the 

health care system. Monitoring systems need to be put in 

place to curb potential perverse behaviour at the expense of 

public sector beneficiaries. A national data base is required 

that captures data on those performing RWOPS as currently, 

the distinction between ‘public’ and ‘private’ is blurred and 

difficult to disentangle. To achieve this the HPCSA and PCNS 

systems need to work together to create an integrated data 

base. 

The development of private medical schools has the poten-

tial to strengthen the health system in the long run. The 

policy should be carefully considered so as not to under-

mine existing public institutions in the short run. To address 

the short-term training needs this needs to be rejuvenated 

though increased funding to build the necessary capacity to 

expand the current programme of training, whilst exploring 

public-private partnerships that can increase the overall 

pool of HRH within the country. 

Finally, one of the key recommendations is the need for a 

national data base on health care providers. There are 

multiple data sets and currently it is difficult to extract data 

that allow for meaningful engagement between the public 

and private sector. There are too many ‘unknowns’. It is unclear 

how many public providers engage in private activity. There 

is uncertainty as to how many private providers engage 

in public activity. The exodus of human resources from the 

public sector to the private sector is not quantified; given the 

paucity of longitudinal data capturing changes over time. 

There are also health professionals that have registered 

with the relevant councils but either do not practice or have 

migrated. A useful starting point therefore would be the 

creation of a national HRH data base that would allow both 

the public and private sectors to progress together towards 

the goal of strengthening and unifying the health system. 
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Abstract

Whilst there has been an increase in the number of public-private partnerships over the 

past five years, the question as to whether these partnerships have been successful has 

been posed from several quarters and needs to be addressed. This chapter presents a 

case study of a public-private partnership in the Free State and provides some insight into 

this question.

In 2000, the Free State Department of Health embarked on a process to make available 

underutilised hospitals in the Free State for the establishment of private hospitals in 

partnership with public institutions. This process identified Pelonomi and Universitas 

Hospitals in Bloemfontein as suitable institutions for the establishment of an independent 

private hospital using surplus infrastructure within both institutions, through a co-location 

model of public-private partnerships.

This chapter evaluates the success of the partnership four years into the implementation of 

the project in the Free State using qualitative and quantitative measures, and presents a 

number of recommendations for public-private partnerships in general. 
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Introduction

There is increased realisation by the South African govern-

ment for the need to structure sound deals with the private 

sector to improve public service delivery. 

The Minister of Finance noted that, “The state must comple-

ment its budgetary capacity with the wealth of innovative 

and special skill that is available in the private sector… The 

availability of state resources for these purposes must be 

used to leverage much-needed private sector investment in 

public infrastructure and services”.1 

The Draft Health Charter defines public-private initiatives 

(PPIs) as:

“a Public Private Interaction in terms of which one or more 

persons or entities involved in health care within the public 

sector interact with one or more persons or entities involved 

in health care within the private sector or the NGO sector 

with the object of achieving a mutual benefit or goal and 

includes, but is not limited to a Public Private Partnership. PPIs 

include public financing of health services provided by the 

private and / or NGO sector; private financing of publicly 

provided health services; innovative health care delivery 

models and business models for health practices; delivery 

models aimed at retention and effective distribution and 

utilisation of skills; use of public assets for the provision of 

health services by the private sector; use of private assets 

for the provision of health services by the public sector.”2

The objectives of PPIs are summarised as follows:

➤ public sector leveraging private finance to strengthen 

the public sector;

➤ sharing of scarce resources between the sectors to 

maximise benefits for the broader population;

➤ improvement in the quality of services rendered; and 

➤ promoting equitable allocation of resources.

Public-private partnerships

A public-private partnership (PPP) is a form of PPI. The use 

of the term PPPs in the South African context has a specific 

meaning and usually refers to partnerships that have been 

registered with, and approved by National Treasury. A PPP is 

defined as "a contractual arrangement between a public 

sector institution and a private party in which the private 

party performs an institutional function or uses state assets 

and assumes substantial financial, technical and opera-

tional risk in the design, financing, building and or operation 

of the project, in return for a benefit".3

This definition is important because it provides a basis to 

distinguish PPPs from other types of interaction between the 

public and private sectors. Where the association results in a 

project that does not transfer substantial financial, technical 

and operational risks, then it cannot be seen as a PPP. These 

kinds of partnerships do not require the participation and 

facilitation of National Treasury and should be regarded as 

public-private interactions, and not PPPs. An example of this 

would be a public sector institution that has an operational 

budget of R550 million and commissions the services of a 

private sector company to provide it with security services 

at a cost of R1.5 million per annum. As the risks associated 

with this contract are not significantly substantial, this project 

would be viewed as an outsourcing type of a PPI and not 

a PPP. 

According to National Treasury, each PPP should be concep-

tualised, planned and executed as a project, in accord-

ance with the steps outlined in the PPP manual, to ensure 

full compliance.4 The manual proposes that before any PPP 

agreement is signed, the preparatory steps outlined in Box 1 

should be substantively followed.

This is not a simple process. Depending on the experience, 

insight, goodwill, competence and skill of the negotiating 

partners, this process can take a period of between twenty-

four to thirty-six months. 

Successful partnerships in health care delivery have been 

reported in both developed and developing countries and 

these provide critical lessons and serve as useful case studies 

for future PPPs.3,5 

Co-location PPPs

This case study describes a co-location PPP, a type of PPP, 

which occurs when the public and private sectors operate 

a similar service and collaborate rather than compete, 

resulting in the receipt of revenue by the public sector and 

the generation of profit by the private sector in a win-win 

enterprise. It occurs where the public sector has redundant 

assets and the private sector has sound commercial reasons 

for the utilisation of these excess State assets. 



A.	 Inception:

✧	 Registration	of	project	with	treasury

✧	 Appointment	of	Project	Officers

✧	 Appointment	of	Transaction	Advisor

B.		 Feasibility	Study:

Prepare	a	feasibility	study	comprising:

✧	 Needs	analysis

✧	 Options	analysis

✧	 Project	due	diligence

✧	 Economic	evaluation

✧	 Procurement	plan

	 	 TREASURY	APPROVAL:	1

C.		 Procurement:

✧	 Design	a	fair,	transparent,	competitive,	cost-effective		
	 procurement	process

✧	 Prepare	bid	documents,	including	a	Draft	PPP		
	 Agreement

	 	 TREASURY	APPROVAL:	2A

✧	 Pre-qualify	the	parties

✧	 Issue	requests	for	proposal	with	the	Draft	PPP		
	 Agreement

✧	 Receive	bids

✧	 Compare	bids	with	Feasibility	Study	and	with		
	 each	other

✧	 Select	the	preferred	bidder

✧	 Prepare	a	value-for-money	report

	 	 TREASURY	APPROVAL:	2B

✧	 Negotiate	with	preferred	bidder

✧	 Finalise	PPP	Agreement	Management	Plan

	 	 TREASURY	APPROVAL:	3

Signed	PPP	Agreement
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A co-location PPP is characterised by long-term contracts 

with substantial capital and operational costs. It requires 

National Treasury to act as facilitator, mainly to protect State 

assets by ensuring that there is compliance with the following 

principles:

➤ Affordability to the public entity

➤ Risk transfer to the private entity 

➤ Value for money for the public entity

Box 1:  PPP project preparatory phases

Source:  National Treasury, 2004.4

Although there has been an increase in the number of co-

location PPPs over the past five years, the question posed from 

several quarters, which needs to be addressed, is whether 

these partnerships have been successful. The complexity of 

PPP relationships needs to be fully understood and appreci-

ated when attempting to provide answers to this question.

The Pelonomi and Universitas 
Hospital co-location PPP project

Voluntary partnerships are brought into existence by a need 

that exists between two or more parties which can only be 

addressed through the formation of a partnership. The Free 

State PPP was driven by the mutual needs of both the public 

and the private sectors to address specific challenges. 

Description of the project

The Free State Department of Health (FSDoH) faced major 

challenges in 1998, compelling it to look beyond its usual 

approach to address them. The three Bloemfontein hospitals 

namely, Universitas, Pelonomi and National were originally 

built, staffed, equipped and managed separately to serve 

the White and Black communities pre-1994.

As part of the transformation process aimed at ensuring 

equity and health care service delivery that is accessible, 

effective and efficient, it became necessary for the FSDoH 

to address the challenges of duplication, inefficiency and 

inequity inherited from the apartheid past. The overall 

objective of the transformation process was to eradicate 

racial fragmentation through the realignment of the serv-

ices which resulted in National Hospital becoming a district 

level hospital for Motheo health district; Pelonomi Hospital 

becoming a regional level hospital for the southern Free 

State province and Universitas Hospital becoming a tertiary 

level hospital for the province. This process resulted in the 

reduction in the number of beds in the public sector from 

2100 to 1600. Public facilities were left with excess infrastruc-

ture that was under-utilised, as well as with excess capacity 

in some hospital services such as theatres, radiology and 

intensive care units (ICUs). This excess capacity presented the 

public sector with an opportunity and a basis for contracting 

with the private sector.

During 1997, the national health facilities audit revealed that 

the Free State required R825 million to address its facilities 

backlog. Pelonomi Hospital’s facility backlog alone was esti-

mated at R100 million. This was clearly unaffordable for the 
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FSDoH, given the limited capital budgets available at the 

time. The FSDoH was also faced with an increasing demand 

for health care services and a budget that was shrinking in 

real terms. 

Private hospital providers were faced with the urgent need 

to increase the number of private hospital beds in the 

Bloemfontein region resulting in the submission of requests to 

government for private licensing. The major constraint for the 

private sector however, was that it had already exceeded the 

norms and standards for the number of beds, in this region 

and a license for new beds was therefore not issued. 

In November 2003, the FSDoH entered into a 20 year conces-

sion agreement with Community Hospital Management (Pty) 

Ltd (CHM). The project was referred to as the Pelonomi-

Universitas Hospital Co-location PPP. The private CHM 

partner was allocated an empty ward at Universitas Hospital 

to operate a private hospital (known as Universitas Private 

Hospital). In terms of the concession agreement, Pelonomi 

CHM injected capital (R20 million) towards the upgrading of 

a public medical ward, theatres and ICU blocks. In addition 

to the R20 million capital injection, the public sector would 

receive a percentage of the turnover generated by the 

private hospital and the State would retain ownership of all 

the buildings after the concession period. 

The objectives of the partnership were:

➤ To combine the strength of both the public and private 

sector to better utilise the government resources and to 

share scarce technology and specialists.

➤ For the private sector to invest funds in the improvement 

and maintenance of existing public facilities for exclu-

sive use by the private or public as well as for joint use 

by both parties.

➤ For the private sector to generate income from hospital 

related activities, to the benefit of both parties.

➤ To generate employment and transfer of skills to the 

population of the Free State.

➤ To improve the image and aesthetic appearance of 

the public facilities.

➤ To improve service provision in the public hospital 

through close association with the private sector, as 

well as through provision of certain services to both 

parties by the public hospital.

➤ For the private partner to gain commercial return of 

their investment from the venture. 

Evaluation of the project

The co-location PPP between the CHM the FSDoH is the first 

of its kind in the South African health sector. The conces-

sion period of this contract is 20 years and includes an 

evaluation component to be conducted in the fourth year 

of implementation. 

In order to obtain a comprehensive picture of the substantive 

progress made, it is important to examine both the qualita-

tive and quantitative aspects of the project. 

The quantitative assessment and review of the project will 

focus on the deliverable targets outlined in the contract. 

These targets include:

➤ capital investment by the private sector partner for the 

use of both public and private sector;

➤ capital investment by the public sector partners;

➤ Black Economic Empowerment (BEE) benefits during the 

construction phase; 

➤ BEE equity benefits for Free State based investors / part-

ners; and

➤ income accrual to the public partner based on a fixed 

monthly fee and a percentage of annual turnover 

over the period (fixed R40 000 monthly rental fees for 

the first 5 years and thereafter R60 000 monthly and 

1.32% of annual turnover before expenses to be paid 

quarterly).

The total capital investment by the private sector partner 

was R70.9 million. Of this total R41.6 million was allocated for 

renovations of the private ward, purchase of equipment and 

building of a medical centre at Universitas Private Hospital. 

The balance of R29.3 million was utilised for renovations and 

upgrading of public wards at Pelonomi as well as Pelonomi 

Private Hospital. In terms of the contract, the public sector 

partner was also required to inject capital investment of 

approximately R11.03 million to upgrade facilities (see Table 

1). 
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Table 1:  Capital investment by the private and public 
sector (Rand million)

Capital	Investment	by	private	partner

Universitas	Hospital

	 Renovations	to	8th	and	9th	floor 15.2

	 New	private	medical	centre 24.7

	 New	medical	equipment 1.7

Subtotal 41.6

Pelonomi	Hospital 	

	 Renovation	of	public	hospital 23.6

	 Construction	of	private	hospital 5.7

Subtotal 29.3

Total 70.9

Capital	Investment	by	public	partner

Universitas	Hospital

	 Upgrading	of	lifts 2.5

	 Patient	transport	and	parking 0.25

	 Payments	on	practical	completion 5.78

Subtotal 8.53

Pelonomi	Hospital

	 Payments	on	practical	completion 2.5

Subtotal 2.5

Total 11.03

Source:  Maharaswa, 2006.a 

The significance and impact of this investment in infrastructure 

by both parties was that although the use of infrastructure 

will be shared by both parties, the public sector ultimately 

owns the infrastructure at the end of the contract. This invest-

ment gain for the FSDoH and more broadly the Free State 

economy, would not have been possible given the limited 

annual budgetary allocations in the public sector. 

This partnership also resulted in the direct creation of 

jobs as a result of the construction work related to the 

contract. According to Table 2, thirty-five local people were 

appointed by the construction company during the forty-two 

week’s construction period at both Pelonomi and Universitas 

Hospitals at a cost of R474 750. At the end of the construction 

period, thirty-eight people were permanently appointed by 

the construction company at a cost of R62 700 per month.

During the construction phase, work was outsourced to 

local sub-contractors. This was one of the stipulations of this 

a Personal communication, MB Maharaswa, PPP Project Manager, Free 
State DOH, 2006

partnership contract, and is in line with government policy 

on economic development and support of small, micro and 

medium enterprises (SMME). These local sub-contractors, 

who were drawn largely from the previously disadvantaged 

communities, were commissioned projects to the value of 

approximately R10.2 million. Twenty-six local sub-contractors 

benefited from this phase of the project. 

Table 2: SMME and BEE revenue benefits during 
construction (Rands)

No.	of	employees	appointed	during	
construction

35 474	075

No.	of	employees	appointed	after	
construction

38 62	700

No.	of	employees	that	were	previously	
unemployed

20 	

No.	of	Bloemfontein	based		
sub-contractor	companies

26 10	215	475

Source:  Maharaswa, 2006

According to the contract the private partners are expected 

to pay a fixed monthly rental fee of R40 000 per month 

for the utilisation of the co-located facilities for the first five 

years and R60 000 per month thereafter. In addition to this, 

1.32% of the annual turnover before profit is to be paid 

back to the public sector. The accumulated revenue over a 

4-year period is illustrated in Table 3. The total accumulated 

revenue for the financial year-end March 2007 was R9.58 

million (R8.14 million and R1.44 million for fixed turnover and 

rental respectively). 
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Table 3:  Fixed revenues from turnover and rentals (Rands), 2004-2007

	 2004 2005 2006 2007

1.32%	of	turnover 2	716	000 2	716	000 2	716	000 8	148	000

Rental 480	000 480	000 480	000 1	440	000

Total	revenue 3	196	000 3	196	000 3	196	000 9	588	000

The partnership project enables the public sector to 

provide its specialist workforce at the tertiary institutions in 

Bloemfontein with a platform and specific incentives to do 

remunerated work outside the public service. This means 

that specialists no longer have to conduct their remunerated 

work outside the public service at practices away from the 

public institutions, but can now do this on site. This incentive 

enables the FSDoH to attract, recruit and retain specialised 

skills and services that would have otherwise been lost to 

the public sector. 

The establishment of the private facilities also creates the 

risk that scarce human resources, such as nurses, could be 

lured away from the public sector to these facilities. To mini-

mise this impact, the FSDoH and CHM agreed to a code of 

conduct providing for oversight by a joint liaison committee 

and an undertaking that each of the parties would not 

poach scarce personnel.

The co-location project offers the public a choice between 

private and public health care at the same locale, cost 

permitting. The economic spin-offs via the accelerator effect 

and the direct jobs created during and after the construc-

tion phase of the project, will reduce unemployment and 

improve poverty alleviation. 

Source:  Schoonwinkel, 2007.b

The contract also stipulated that a stake in the equity shares 

of CHM should be offered to previously disadvantaged 

communities. This was achieved after successful negotiations 

between CHM and Afrinnai, a local Black empowerment 

grouping in the Free State. The exact monetary value of this 

deal is subject to strict confidentiality.

The qualitative benefit of this project covers a wide spectrum 

and refers to all potential benefits that accrue to the FSDoH 

and the larger Free State community. These benefits which 

cannot be quantified at this stage, but will be assessed and 

determined as the project progresses, include:

➤ contribution to economic growth in the province 

through this investment;

➤ poverty alleviation through job creation;

➤ improvement of the quality of health care services;

➤ attraction, recruitment and retention of scarce skills; 

and

➤ improved efficiency in public and private health care.

The establishment of two private hospitals located at 

Pelonomi and Universitas respectively, resulted in the intro-

duction of new private health care services and facilities 

in the Bloemfontein area. The placement of specialised 

academic health care services in a facility that allows free 

access and interaction between private and public sector 

service providers is unique and has immense benefits. This 

arrangement allows for academic specialists to train and 

support both public and private sector service providers 

in order to improve the overall quality of health care serv-

ices for both public and private patients. It also brings the 

highly specialised academic service providers in contact 

with state-of-the art equipment and technologies that the 

private sector can afford, in order to provide patients with 

high quality health care services. 

b Personal communication, AJ Schoonwinkel, Chief Financial Officer, Free 
State DoH, 2007.
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Conclusion

The introduction of PPPs in South Africa has been one of the 

more significant health care reforms in recent years in accel-

erating the efficient delivery of health care services at costs 

that are affordable. These projects have resulted in major 

infrastructural investment, economic and social benefits, 

which would otherwise not have been possible with the 

limited public resources.

Arguments are often advanced that PPPs are invariably 

skewed in favour of the private sector and the public sector 

rarely succeeds in leveraging benefits on behalf of the 

public. These arguments bestow upon the private sector 

undeserved accolades, whilst perpetuating the myth of 

public sector incompetence and corruption.

The truth is that PPPs are voluntary in nature and are a 

product of often protracted negotiations, where all the 

parties can apply their minds, obtain the best advice and 

take well considered decisions. The involvement of the 

National Treasury in the approval of the major PPPs and 

the active support that they provide throughout the process 

from negotiation to project implementation, ensures that the 

possibility that State assets will be plundered by the private 

sector is kept to a minimum. These measures assist to ensure 

that PPPs will not materialise unless the projects can be 

proved to be affordable, there is risk transfer to the private 

sector partners and the public sector gets value for money 

from the partnership.

In this co-location project, the public sector has been able 

to maximise the utilisation of its assets for the highest returns 

with the private sector gaining ‘additional’ beds and income. 

From the evaluation, it is evident that this partnership has 

benefited both parties and that these benefits are expected 

to be delivered throughout the term of the contract. It is also 

clear that these benefits have come at a cost to both parties; 

these costs are however a result of the calculated risks that 

each partner took in the signing of the contract. 

Recommendations

The following recommendations are made for PPPs in the 

health sector:

➤ Clear objectives, targets and success indicators for the 

project should be negotiated, set and communicated 

to all stakeholders at the signing of the contract. This 

will ensure that periodic evaluations can be done with 

ease to measure the success of the project. 

➤ Regular monitoring and periodic evaluation of the 

project should be undertaken to ensure that the objec-

tives and benefits of the partnership accrue as per the 

contract agreement. 

➤ An effective and supportive institutional framework is 

necessary to support the implementation phase of the 

PPP. 

➤ Effective capacity and skills need to be developed in 

the public sector to successfully negotiate and manage 

PPP contracts.

➤ Both the public and private sector partners should be 

prepared to take calculated risks when entering into 

PPPs. 

➤ PPPs should be viewed as long-term initiatives as the 

real value of the partnership is delivered over time. 
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Abstract

Private hospitals play a significant role in the South African health system. Access to private 

hospital services however, is still very limited largely because they cost significantly more than 

services in the public sector. Beneficiaries of medical schemes are the primary customers 

of the private hospital industry, although an increasing trend of self-funding patients has 

been reported. 

The changing preferences of the medical scheme population have influenced a significant 

shift from utilisation of public hospitals to private hospitals since 1990. As a result, private 

hospitals have experienced substantial growth with the total number of private sector 

beds increasing by 32% since 1998 to the current estimated 27 500 beds. Private 

hospitals however, are concentrated in the major metropolitan areas with most hospitals 

found in Gauteng, KwaZulu-Natal and the Western Cape. Private hospital facilities are 

predominantly owned by three major hospital groups i.e. Netcare, Medi-Clinic and Life 

Healthcare. Collectively, these groups own and operate more than three quarters of all 

private sector beds and more than 80% of all private sector theatre facilities. 

The private hospital industry consistently attracts the attention of health care funders and 

regulatory authorities regarding its cost structures and pricing practices. A perception 

prevails that the fee-for-service reimbursement mechanism implemented by medical 

schemes encourages over-servicing thus driving cost-escalation in the environment which 

makes private hospital services unaffordable for the majority of South Africans. Conclusions 

highlight the need for the implementation of a comprehensive approach to regulate private 

hospital services with focus on costs, quality and transparency.
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Introduction

Private	 hospitals	 have	 a	 significant	 function	 in	 the	 health	

system.	They	reduce	the	geographical	distance	to	the	nearest	

health	facility	for	many	in	the	population	and	they	alleviate	

pressure	 from	a	substantially	overburdened	public	hospital	

infrastructure.	 Private	 hospital	 services	 however,	 generally	

cost	more	than	services	at	public	hospitals	and	are	therefore	

accessible	 to	 wealthy	 households	 and	 those	 with	 private	

health	insurance.	Private	hospitals	comprise	the	single	largest	

component	 of	 expenditure	 by	 medical	 schemes	 followed	

closely	 by	 expenditure	 on	 medical	 specialists,	 which	 is	 not	

unusual	due	to	the	nature	and	intensity	of	services	offered	in	

these	settings.1	Of	concern,	however,	are	the	steep	increases	

in	 expenditure	 on	 private	 hospitals	 and	 the	 number	 of	

medical	specialists	during	the	last	few	years.2	

This	 review	 relies	 extensively	 on	 secondary	 data	 largely	

because	private	hospitals	are	reluctant	to	release	informa-

tion	they	deem	confidential.	Relatively	accurate	data	on	the	

distribution	 of	 private	 hospital	 facilities	 are	 maintained	 by	

the	 Hospital	 Association	 of	 South	 Africa	 (HASA).	 HASA	 is	 a	

representative	 body	 catering	 for	 the	 interests	 of	 approxi-

mately	95%	of	all	private	hospitals	in	South	Africa.	Additional	

insight	into	the	operations	of	private	hospitals	was	obtained	

through	 direct	 consultations	 with	 HASA	 and	 some	 of	 the	

major	hospital	groups.	The	review	also	drew	extensively	on	

documents	obtained	from	the	Competition	Commission	and	

Competition	Tribunal.	

The	chapter	 focuses	on	the	distribution	of	private	hospitals	

in	South	Africa	and	the	types	of	services	provided	by	private	

hospitals;	 an	 assessment	 of	 ownership	 and	 market	 share	

within	the	sector;	the	relationships	that	private	hospitals	have	

with	other	providers;	and	the	response	of	private	hospitals	to	

the	issue	of	infection	control.	

Distribution of private hospitals

Overview 

The	 majority	 of	 private	 hospitals	 in	 South	 Africa	 can	 be	

classified	 as	 short-stay	 hospitals,	 where	 most	 patients	 are	

admitted	for	less	than	30	days.	The	average	size	of	a	private	

hospital	is	small	with	an	average	number	of	beds	below	200.	

A	 number	 of	 private	 hospitals	 were	 initially	 small	 concerns	

established	by	doctors	and	were	later	acquired	by	the	big	

hospital	groups.	The	few	large	private	hospitals	that	exist	are	

associated	with	the	mining	industry	and	are	thus	not	strictly	

for-profit.	

Beds

Private-for-profit	 hospitals	 offer	 the	 largest	 number	 of	

hospital	 beds	 outside	 of	 the	 State	 and	 the	 ownership	 of	

beds	 is	 mixed	 between	 independent	 groups	 and	 large	

hospital	 groups.	 Beds	 in	 private	 hospitals	 primarily	 serve	

beneficiaries	 of	 medical	 schemes	 although	 hospitals	 are	

reporting	increasing	patronage	by	the	non-medical	scheme	

population.	 Private	 hospital	 beds	 grew	 substantially	 in	 the	

1990s	 largely	 paralleling	 a	 distinct	 shift	 from	 the	 use	 of	

public	hospitals	by	 insured	patients.3	The	growth	 in	private	

hospital	 beds	 occurred	 despite	 a	 reported	 moratorium	

imposed	by	the	government	to	achieve	equity	between	the	

private	 and	 public	 sectors.	 Cornell	 et	 al.	 state	 that	 private	

hospital	 companies	 were	 able	 to	 sidestep	 this	 moratorium	

by	building	alternative	facilities	that	consisted	of	wards	with	

a	full	nursing	complement,a	but	without	nearby	theatres	and	

other	services	that	would	classify	the	facility	as	a	hospital.4	

Table	1	presents	the	distribution	of	private	hospital	beds	by	

province	in	2006.	

Private	beds	constitute	21%	of	 total	hospital	beds	 in	South	

Africa.	 The	 ratio	 of	 surgical	 beds	 to	 medical	 beds	 leans	

in	 favour	 of	 surgical	 beds.	 According	 to	 a	 private	 hospital	

informant	 this	 is	 attributable	 to	 surgical	 admissions	 comp-

rising	 the	 majority	 of	 inpatient	 hospital	 admissions	 across	

all	provinces.	The	ward	fee,	for	a	general	ward	or	intensive	

care	unit	(ICU),	is	the	same	for	a	medical	or	surgical	patient.	

However,	the	overall	cost	of	a	surgical	admission	is	higher	due	

to	the	use	of	theatre	and	surgical	items	such	as	prostheses.	

	

a	 So-called	‘step-down’	facilities.
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The	distribution	of	hospital	beds	by	ownership	is	presented	

in	 Table	 2.	 The	 data	 reveal	 that	 Netcare	 owns	 the	 highest	

number	 of	 surgical	 beds.	 Netcare	 also	 has	 the	 highest	

presence	in	Gauteng,	which	explains	the	higher	number	of	

surgical	beds	in	this	province.	

A	34%	increase	occurred	in	the	number	of	private	for-profit	

hospitals	during	the	period	1998	to	2006	(161	hospitals	 in	

1998,	 compared	 to	 216	 hospitals	 in	 2006).3,5	 This	 rate	 of	

expansion	matches	that	reported	by	Södurlund	et	al.	during	

the	period	1990	to	1998.3	The	distribution	of	hospitals,	beds	

and	theatres	by	ownership	is	shown	in	Table	3.	

The	number	of	beds	increased	by	approximately	32%	from	

20	908	in	1998	to	27	586	in	2006.3,5	The	growth	in	number	

of	private	hospital	beds	occurred	at	a	time	when	the	public	

sector	 was	 reducing	 the	 number	 of	 beds	 in	 virtually	 every	

province.8	 Boulle	 et	 al.	 suggest	 that	 the	 reduction	 in	 the	

number	of	beds	in	the	public	sector	may	have	been	a	reflec-

tion	of	a	trend	towards	shortening	the	average	length	of	stay	

of	 acute	 admissions	 and	 de-institutionalisation	 of	 mental	

health	care.8

The	 reduction	 of	 hospital	 beds	 and	 public	 perceptions	 of	

quality	 in	 the	 public	 sector	 impacted	 positively	 on	 private	

hospitals	 by	 precipitating	 a	 change	 in	 preferences	 of	 the	

medical	 scheme	 population	 away	 from	 public	 hospitals.	

The	population	covered	by	medical	schemes	has	thus	been	

a	 major	 driving	 force	 behind	 the	 growth	 of	 private	 hospi-

tals.	Södurlund	et	al.	assume	the	user	population	of	private	

hospitals	to	be	equivalent	to	that	of	medical	scheme	benefi-

ciaries.3	The	perspective	of	private	hospitals	is	that	they	may	

not	 be	 as	 dependent	 on	 the	 medical	 scheme	 population	

as	 is	being	argued.	However,	Figure	1	clearly	 illustrates	an	

observable	 trend	 showing	 that	 private	 hospital	 facilities	

are	 located	 where	 medical	 scheme	 members	 are	 mostly	

situated.	
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The	 distribution	 of	 private	 hospitals	 by	 province	 almost	

mirrors	the	distribution	of	medical	schemes	beneficiaries	by	

province	as	illustrated	in	Figure	2.

Gauteng	 has	 the	 highest	 number	 of	 private	 hospital	 beds	

followed	by	the	Western	Cape,	with	the	least	number	of	beds	

located	 in	 the	Northern	Cape.	The	Free	State	 is	character-

ised	by	the	presence	of	a	number	of	mine	facilities	however,	

the	hospital	beds	at	these	facilities	are	not	always	available	

to	the	general	public.	If	the	mine	hospital	beds	are	excluded	

the	 number	 of	 beds	 per	 1	 000	 population	 for	 the	 respec-

tive	provinces	are	as	follows:	Gauteng	(5.09),	Western	Cape	

(3.81),	KwaZulu-Natal	(3.27),	and	Mpumalanga	(1.98).	

The	 above	 picture	 has	 only	 changed	 slightly	 from	 that	

reported	 by	 Cornell	 et	 al.	 in	 2001.4	 Gauteng,	 Western	

Cape	 and	 KwaZulu-Natal	 still	 have	 the	 highest	 concentra-

tion	 of	 private	 hospital	 beds.	 Limpopo,	 Eastern	 Cape	 and	

Mpumalanga	are	still	among	the	provinces	with	the	lowest	

Table 3:  Distribution of hospitals, beds and theatres by ownership, 2006

Hospital group
Number of 
hospitals

% of hospitals
Number of 

beds
% of beds

Number of 
theatres

% of theatres

Community Health Care 4 1.9 467 1.7 18 1.9

Clinix Health Group 4 1.9 511 1.9 10 1.0

Independent 54 25.0 3 417 12.3 125 12.9

Joint Medical Holdings 4 1.9 367 1.3 20 2.0

Life Healthcare 56 25.9 7 300 26.4 257 26.5

Medi-Clinic 44 20.3 6 401 23.2 234 24.2

Melomed 3 1.4 351 1.3 12 1.2

Mining 5 2.3 1 470 5.3 16 1.7

Netcare 42 19.4 7 302 26.4 276 28.5

Total 216  27 586  968  

Source:		 HASA	Annals,	2006;5	Netcare	Annual	Report,	2006;6	Medi-Clinic	Annual	Report,	2006.7

Figure 1:  Distribution of private hospitals by province, 
2006

Source:		 HASA	Annals,	2006.5

Figure 2:  Percentage of medical scheme beneficiaries 
by province, 2005

Source:		 Council	for	Medical	Schemes,	2006.9

numbers	of	hospital	beds	per	1	000	medical	scheme	popu-

lation.	 These	 provinces	 are	 predominantly	 rural	 and	 rural	

dwellers	 who	 are	 medical	 scheme	 beneficiaries	 thus	 face	

limited	access	to	private	hospital	services.	
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Private hospital services

There	are	nine	categories	of	players	in	the	private	hospital	

industry.	 Netcare,	 Medi-Clinic	 and	 Life	 Healthcare	 are	 the	

largest	hospital	groups	collectively	accounting	for	66.5%	of	

all	private	hospitals,	75.6%	of	all	private	hospital	beds	and	

80%	 ownership	 of	 theatres.	 The	 majority	 of	 private	 hospi-

tals	 outside	 of	 the	 three	 major	 groups	 are	 affiliated	 to	 the	

National	Hospital	Network	(NHN).	

A	 breakdown	 of	 the	 types	 of	 services	 offered	 by	 private	

hospitals	by	ownership	is	illustrated	in	Table	4.	

Netcare	owns	the	highest	number	of	theatres	at	276.	This	is	

correlated	to	the	fact	that	Netcare	owns	the	highest	number	

of	surgical	beds.	In	general,	the	differences	between	hospital	

groups	 in	 terms	 of	 the	 types	 of	 services	 offered	 are	 not	

statistically	significant	with	the	exception	of	the	independent	

hospitals	 which	 own	 significantly	 fewer	 theatres	 compared	

to	the	three	major	hospital	groups.

The	 selection	 and	 provision	 of	 services	 by	 the	 private	

hospital	 industry	 is	 guided	 by	 the	 expectations	 of	 share-

holders.	In	addition,	the	tendency	by	the	industry	to	engage	

in	non-price	competition	leads	to	certain	investment	patterns	

emerging	 that	 may	 be	 duplicative.	 Nonetheless,	 the	 func-

tion	fulfilled	by	the	private	hospital	industry	is	important	and	

significant	attempts	are	made	by	the	industry	to	ensure	that	

the	highest	quality	of	services	 is	provided.	The	industry	has	

established	facilities	that	the	public	sector	would	otherwise	

not	have	provided	due	to	competing	priorities.	

The	growing	trend	in	the	private	sector	to	develop	‘centres	

of	 excellence’	 can	 yield	 benefits	 to	 patients	 who	 require	

specialised	 care	 at	 a	 hospital	 that	 has	 such	 centres.	 At	

present,	 only	 Netcare	 provides	 ‘centres	 of	 excellence’.	 The	

most	 well	 known	 of	 these	 is	 the	 Walter	 Sisulu	 Paediatric	

Centre	 for	 Africa	 located	 at	 the	 Sunninghill	 Hospital.	 This	

facility	 is	 run	 by	 a	 paediatric	 cardiac	 team	 that	 conducts	

cardiothoracic	procedures	on	babies	and	children.	The	team	

has	performed	over	5	000	corrective	surgical	procedures	on	

babies	and	children	over	a	period	of	15	years.	The	Walter	

Sisulu	Paediatric	Trust	Fund	was	established	and	its	aim	is	to	

broaden	 access	 to	 the	 facilities	 available	 at	 the	 Centre	 to	

underprivileged	children	throughout	the	African	continent.c	

c	 Walter	Sisulu	Paediatric	Trust	Fund:	http://www.wspcc.org.zaTa
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Human resources

Doctors

Doctors	 play	 a	 central	 role	 in	 ensuring	 the	 success	 of	 a	

hospital.	 Decisions	 that	 determine	 the	 content	 of	 hospital	

care	 are	 made	 by	 doctors,	 making	 them	 indirect	 sellers	 of	

hospital	services.	However,	doctors	are	also	dependent	on	

the	 hospital	 to	 supply	 a	 complete	 service	 to	 patients,	 thus	

making	 the	 relationship	 between	 private	 hospitals	 and	

doctors	one	that	is	mutual.	

In	terms	of	the	ethical	rules	of	the	Health	Professions	Council	

of	 South	 Africa	 (HPCSA),	 private	 hospitals	 are	 barred	 from	

appointing	doctors	and	other	health	professionals,	with	the	

exception	 of	 nursing	 staff.	 Since	 private	 hospitals	 cannot	

appoint	doctors	directly,	they	adopt	an	approach	of	incen-

tives	to	attract	various	health	care	professionals	to	establish	

their	practices	within	hospital	premises.	Both	Medi-Clinic	and	

Netcare	 openly	 declare	 that	 they	 invest	 in	 infrastructure	 to	

enhance	the	satisfaction	of	doctors	practising	at	their	facili-

ties.6,7	The	implementation	of	incentives	by	private	hospitals	

to	 attract	 medical	 specialists	 to	 their	 facilities,	 although	

beneficial	to	the	hospitals	themselves,	impacts	negatively	on	

equity	of	access	to	medical	specialists	and	cost-containment	

in	the	health	system.	An	estimated	7	000	medical	specialists	

work	in	the	private	sector	compared	to	4	000	employed	in	

public	hospitals.	Of	the	4	000	specialists	in	the	public	sector,	

some	 also	 practice	 in	 the	 private	 sector	 under	 a	 limited	

private	practice	scheme	(LPP)	allowed	by	the	State.	It	is	there-

fore	 difficult	 to	 obtain	 accurate	 data	 on	 the	 distribution	 of	

medical	specialists	between	the	public	and	private	sectors,	

and	a	conclusion	can	be	comfortably	reached	that	the	vast	

majority	practice	in	the	private	sector.	

The	 pronouncements	 by	 private	 hospitals	 on	 business	

strategy	suggest	that	demands	of	the	medical	practitioners	

they	 seek	 to	 attract	 are	 important	 determining	 factors	 on	

decisions	to	invest	on	infrastructure	and	technology.6,7	

The	 chairperson	 of	 Network	 Healthcare	 Holdings	 Limited	

states:	

“Netcare’s success over the years has been attributable 

largely to its doctor centric model, which places profes-

sional satisfaction at the centre of its operations.”6

The	 business	 strategy	 statement	 by	 Netcare	 states	 the	

following	when	it	comes	to	physician	partnerships:	

“Netcare places physicians at the centre of its business 

model providing them with state-of-the-art facilities, skilled 

nurses and the latest medical technologies. We also work 

hard to retain our physicians by supporting their profes-

sional development.”6

The	Medi-Clinic	Group	also	shares	this	approach	to	relation-

ships	with	doctors	when	it	states:	

“Sound long-term doctor relationships built on ethical and 

fair business practices will always be one of the corner-

stones of the strategic approach of the group.”7

Under	 the	 existing	 context	 whereby	 private	 hospitals	 de-

pend	 on	 doctors	 to	 generate	 demand	 for	 hospital	 beds,	

it	 is	 to	 be	 expected	 that	 hospitals	 will	 implement	 incen-

tives	 to	 attract	 doctors,	 particularly	 specialists	 to	 establish	

practices	 at	 their	 premises.	 These	 incentives	 however,	 add	

to	the	overall	cost	of	health	care	thus	further	exacerbating	

the	 widely	 acknowledged	 cost-escalation	 problem.	 This	

phenomenon	 is	 illustrated	 in	 the	 supply	 of	 magnetic	 reso-

nance	image	(MRI)	scanners	in	the	private	sector.	There	are	

a	total	of	72	MRI	scanners	in	the	private	hospital	sector.5	The	

cost	 to	 acquire	 MRI	 scanners	 is	 substantial	 and	 their	 pres-

ence	 in	 many	 hospitals	 is	 duplicative	 resulting	 in	 allocative	

inefficiency	in	the	sector.	

The	view	of	private	hospital	groups	is	that	the	attraction	and	

retention	 schemes	 outlined	 are	 ethical	 and	 not	 unique	 to	

private	hospitals.	The	public	sector	also	pursues	schemes	to	

attract	and	retain	health	care	personnel	such	as	the	scarce	

skills	 allowance,	 rural	 allowance,	 permitting	 remunerative	

work	outside	of	the	public	service	and	procurement	of	latest	

medical	 technologies.	 The	 implementation	 of	 incentives	 in	

the	 public	 sector	 is	 however	 informed	 by	 a	 different	 set	 of	

priorities,	 largely	 as	 a	 means	 to	 improve	 access	 to	 health	

care	services	to	populations	that	would	otherwise	not	have	

such	access.	The	private	hospital	sector,	on	the	other	hand,	

implements	these	incentives	to	compete	thus	engaging,	for	

example,	 in	 unnecessary	 duplication	 of	 expensive	 medical	

equipment.	

The	 behaviour	 by	 hospitals	 profiled	 above	 has	 led	 to	 the	

international	development	of	 the	medical	arms	race	 (MAR)	

hypothesis	 which	 predicts	 that	 hospitals	 will	 intentionally	

invest	in	expensive	medical	equipment	purely	as	a	strategy	

to	 attract	 medical	 specialists	 and	 to	 stay	 ahead	 of	 the	

competition.10	

The	 inability	 of	 private	 hospitals	 to	 employ	 doctors	 is	 also	

identified	as	an	obstacle	to	the	establishment	of	staff	 type	

health	 maintenance	 organisations	 (HMOs),	 an	 innovation	

that	could	impact	positively	on	attempts	to	create	a	product	
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for	 low	 income	 earners.d	 The	 Consultative	 Investigation	

into	 Low	 Income	 Medical	 Schemes	 (LIMS)	 concluded	 that	

it	 would	 be	 impossible	 to	 develop	 integrated	 delivery	

systems	unless	corporate	entities	are	able	to	employ	health	

professionals.11	

Nurses

Hospitals	 are	 highly	 dependent	 on	 nursing	 staff	 for	 the	

success	 of	 their	 operations	 and	 this	 is	 true	 for	 all	 hospitals	

both	in	the	public	and	private	sectors.	Currently,	an	overall	

shortage	of	nursing	personnel	is	affecting	both	sectors.	The	

shortage	 has	 contributed	 to	 an	 observed	 migration	 from	

the	 public	 to	 the	 private	 sector	 of	 all	 categories	 of	 health	

workers.	 Two	 factors	 have	 contributed	 to	 the	 shortage	 of	

nurses	in	particular,	emigration	and	a	reduction	in	the	output	

of	 nurses	 from	 nursing	 colleges.	 The	 shortage	 of	 nurses	 is	

considered	by	the	private	hospital	 industry	 to	be	a	serious	

constraint	and	risk	 factor	 limiting	the	industry’s	potential	 for	

growth.6	 In	 an	 effort	 to	 mitigate	 nurse	 shortages	 Netcare	

established	 a	 Training	 Academy	 to	 train	 nurses	 and	 para-

medics.	The	output	of	the	academy	in	2007	is	expected	to	

be	3	410	nurses	and	paramedics.12	These	efforts	however,	

are	claimed	not	to	be	adequate	to	sustain	the	demands	of	

the	rapidly	growing	private	hospital	sector.	

The	 concern	 that	 the	 country	 is	 not	 training	 adequate		

numbers	of	nurses	has	existed	for	many	years.	Latest	figures	

indicate	that	the	total	number	of	nurses	 (enrolled	and	pro-

fessional)	registered	with	the	South	African	Nursing	Council	

increased	 from	 130	290	 in	 2003	 to	 136	619	 in	 2005,	

reflecting	an	increase	of	approximately	5%.13	

Private	hospitals	claim	that	the	shortage	of	nurses	is	making	

it	 difficult	 for	 hospitals	 to	 contain	 costs	 since	 the	 biggest	

component	of	cost	 in	hospitals	 is	staff	costs.	Staff	costs	are	

estimated	by	Schussler	to	be	as	high	as	77%	of	total	costs	

in	 the	 private	 hospital	 sector.14	 Private	 hospitals	 also	 claim	

that	they	are	compelled	to	compete	for	limited	nursing	staff	

by	 offering	 more	 attractive	 remuneration.	 The	 competition	

for	limited	nursing	staff	occurs	not	only	amongst	the	private	

hospitals	 nationally,	 but	 they	 also	 have	 to	 contend	 with	

active	recruitment	of	nurses	by	overseas	countries,	who	offer	

better	remuneration	packages.	

Remuneration	may	not	be	a	significant	factor	contributing	to	

the	migration	of	nursing	staff	 from	the	public	to	the	private	

sector.	 Reasons	 explaining	 the	 migration	 from	 public	 to	

d	 Interview,	HASA	official,	Johannesburg,	4	May	2007

private	in	the	South	African	health	care	sector	is	not	known.	

It	is	possible	however,	that	nurses	are	generally	attracted	to	

the	private	sector	by	reduced	workloads	due	to	a	lower	bed	

occupancy	rate	and	improved	professional	resources	when	

compared	to	the	public	sector.15	

Financing of private hospital 
services

Medical schemes

As	previously	indicated,	private	hospitals	primarily	serve	the	

population	 covered	 by	 medical	 schemes.	 Private	 hospital	

care	is	beyond	the	reach	of	most	individuals	not	covered	by	

medical	schemes.	The	viability	of	private	hospital	operations	

is	consequently	heavily	dependent	on	the	medical	scheme	

environment.	Hospitals	are	nonetheless	reporting	growth	in	

other	 non-medical	 scheme	 business,	 particularly	 from	 the	

self-pay	market.16	HASA	Health	Annals	estimates	the	annual	

turnover	of	the	private	hospital	industry	at	R17.5	billion.5	This	

amount	 is	 higher	 than	 the	 total	 amount	 spent	 by	 medical	

schemes	 on	 private	 hospitals	 in	 2005	 (approximately	 R16	

billion).9	 During	 consultations	 for	 this	 review	 representa-

tives	of	private	hospitals	claimed	their	total	revenue	collec-

tion	to	be	as	high	as	R4	billion	more	than	the	total	amount	

spent	 by	 medical	 schemes	 on	 private	 hospitals.	 Based	 on	

this	 amount	 of	 R4	 billion,	 they	 argued	 that	 the	 population	

served	 by	 private	 hospitals	 is	 substantially	 higher	 than	 just	

the	medical	schemes	population.	HASA	estimates	the	popu-

lation	 covered	 by	 the	 private	 sector	 to	 be	 as	 high	 as	 10	

million	individuals.	Information	from	the	General	Household	

Survey	conducted	by	Statistics	South	Africa	(StatsSA),	HASA	

and	the	Council	for	Medical	Schemes	(CMS)	is	not	adequate	

to	verify	this	claim.	

Currently,	there	are	approximately	7	million	beneficiaries	of	

medical	 schemes.	 Medical	 schemes	 conduct	 the	 business	

of	 what	 is	 referred	 to	 internationally	 as	 health	 insurance:	

they	 accept	 premiums	 in	 exchange	 for	 defraying	 expendi-

ture	incurred	by	enrollees	for	health	care	services.	Payment	

for	 health	 care	 services	 by	 medical	 schemes	 is	 conducted	

through	packaged	benefits	called	options	and	each	medical	

scheme	may	offer	several	of	 these	options	 to	 its	members.	

The	 majority	 of	 these	 options	 make	 provision	 for	 private	

hospital	cover	as	part	of	the	benefits.	



R
an

d 
bi

lli
on

16

14

12

10

8

6

4

2

0
1998 1999 2000 2002 2004 20051997 2001 2003

General practitioners Provincial hospitals MedicinesDentists

Ex-gratia payments Capitated primary care Medical specialists Dental specialists

Private hospitals Other benefitsSupplementary & allied health professionals

167

Private Hospitals 11

In	 2005,	 medical	 schemes	 collectively	 spent	 R15.86	 billion	

for	 private	 hospital	 services.	 This	 amount	 reflects	 a	 signifi-

cant	increase	from	the	R8	billion	that	was	spent	by	medical	

schemes	on	private	hospitals	in	1997,	as	shows	in	Figure	3.	

As	Figure	3	illustrates,	private	hospitals	have	benefited	signifi-

cantly	 from	 the	 growing	 expenditure	 by	 medical	 schemes.	

Changes	to	benefit	design	by	medical	schemes	may	explain,	

at	least	partly,	the	change	in	hospital	expenditure	patterns.	

The	 tendency	 by	 medical	 schemes	 to	 shift	 cover	 for	 some	

out-of-hospital	services	to	savings	plans	or	self-payment	by	

members	 may	 be	 a	 factor	 contributing	 to	 more	 members	

being	 hospitalised	 to	 access	 hospital	 benefits	 which	 are	

covered	under	the	risk	pool.	An	alternative	explanation	may	

be	 advanced,	 that	 the	 increasing	 expenditure	 by	 medical	

schemes	 on	 private	 hospitals	 is	 in	 fact	 the	 major	 cause	 of	

these	changes	in	medical	scheme	benefit	designs.	Increasing	

concerns	have	emerged	that	if	expenditure	on	private	hospi-

tals	was	to	continue	to	grow	in	line	with	the	observed	trends,	

sustainability	 of	 the	 medical	 schemes	 environment	 may	 be	

threatened.	 Any	 collapse	 in	 the	 medical	 schemes	 environ-

ment	 would	 inevitably	 have	 a	 ripple	 effect	 on	 the	 private	

hospital	industry.

Other sources of revenue

Out-of-pocket payments

The	proportion	of	the	revenue	collected	by	private	hospitals	

over	and	above	receipts	from	medical	schemes	attributable	

to	out-of-pocket	payments	is	not	known.	It	is	expected	none-

theless,	that	out-of-pocket	payments	are	increasingly	making	

a	contribution	to	the	income	of	private	hospitals.	There	is	also	

a	 growing	 trend	 by	 some	 individuals	 and	 households,	 not	

covered	by	medical	schemes,	to	elect	to	use	private	hospi-

tals	for	specific	procedures.	It	was	reported	by	Netcare	that	

this	trend	is	prevalent	and	increasing	in	maternity	cases.16	

Foreign patients

There	are	three	categories	of	foreign	patients	that	get	treat-

ed	in	South	Africa’s	private	hospitals:	medical	tourists;	South	

African	 citizens	 who	 live	 abroad	 but	 often	 return	 to	 South	

Africa	 to	 access	 health	 care	 services;	 and	 citizens	 of	 other	

African	 countries	 notably	 from	 North	 Africa.	 A	 breakdown	

of	the	contribution	that	each	of	these	categories	of	foreign	

patients	 makes	 to	 the	 revenue	 of	 private	 hospitals	 is	 not	

available	but	it	is	estimated	that	they	contribute	R280	million	

annually.e

e	 Interview,	HASA	official,	Johannesburg,	4	May	2007.

Figure 3:  Total benefits paid by medical schemes, 1997-2005 (in 2005 prices)

Source:		 Council	for	Medical	Schemes,	2006.9
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Medical tourism

High	 costs	 of	 care	 and	 long	 waiting	 lists	 in	 industrialised	

countries	have	contributed	to	the	growth	of	a	trend	whereby	

citizens	 of	 those	 countries	 travel	 to	 other	 countries,	 mostly	

in	 the	 third	 world,	 to	 obtain	 medical,	 dental	 and	 surgical	

care.	Some	object	to	the	use	of	the	phrase	‘medical	tourism’	

and	argue	that	it	has	connotations	of	cosmetic	procedures.f	

Whereas	internationally,	medical	tourists	travel	to	specifically	

seek	medical	or	cosmetic	procedures,	in	South	Africa	some	

companies	implement	medical	tourism	literally	by	combining	

it	with	safari	tours.17	None	of	South	Africa’s	private	hospital	

groups	have	however	identified	medical	tourism	as	a	signifi-

cant	focus	area.	

Hospital costs

Context

Expenditure	 on	 private	 hospitals	 by	 medical	 schemes	 has	

increased	significantly	since	1990.	Perceived	declines	in	the	

quality	 of	 public	 hospitals	 coupled	 with	 the	 movement	 of	

specialists	 and	 general	 practitioners	 away	 from	 the	 public	

sector	 have	 led	 to	 an	 increase	 in	 the	 utilisation	 of	 private	

hospital	beds.2	Whereas	in	1990,	public	hospitals	made	up	

roughly	20%	of	hospital	benefits	paid	by	medical	schemes,	

this	had	fallen	to	about	3%	in	2004.18	As	early	as	2004,	the	

CMS	 stated	 that	 “expenditure on hospitals is a particular 

concern, with the country’s three large hospital groups 

accounting for more than 80% of the private hospital 

market and with the strength of their bargaining power 

considerably outweighing that of medical schemes”.18	 The	

concern	even	then	was	that	private	hospitals	were	systemati-

cally	consolidating	and	that	this	trend	was	fuelling	cost-esca-

lation	 in	the	medical	scheme	environment.	The	CMS	noted	

that	if	current	medical	scheme	expenditure	trends	continued	

to	grow,	lives	covered	would	decline,	low	income	products	

could	not	emerge	and	the	sustainability	of	the	private	health	

funding	industry	would	be	threatened.	

f	 Interview,	HASA	official,	Johannesburg,	4	May	2007.

Hospital market concentration

Very	 little	data	exist	on	the	private	hospital	market	prior	to	

1990.	 It	 is	 contended	 that	 in	 the	 late	 1980s,	 the	 hospital	

market	 was	 highly	 disaggregated	 and	 no	 hospital	 groups	

existed	 at	 a	 national	 level.19	 During	 the	 1990s,	 however,	 a	

new	trend	began	to	emerge	where	private	hospitals	were	

increasingly	 consolidating	 through	 mergers	 and	 acquisi-

tions.9,20	By	1999,	hospital	consolidation	had	reached	a	high	

level	 and	 the	 three	 major	 hospital	 groups	 controlled	 most	

of	 the	 acute	 beds	 in	 South	 Africa.	 The	 consolidation	 trend	

was	 accompanied	 by	 significant	 increases	 in	 costs	 which	

became	evident	from	1997.	

The	 private	 hospital	 industry	 disagrees	 with	 the	 perspec-

tive	 that	 concentration	 fuelled	 rising	 costs	 and	 argues	 that	

expenditure	increased	as	a	result	of	three	significant	forces.	

➤	 The	near	60%	collapse	in	the	Rand	from	1998	to	2002	

which	caused	list	prices	on	imported	drugs	and	surgical	

supplies	to	rise	substantially.

➤	 Changes	 to	 the	 Medical	 Schemes	 Act	 (Act	 No	 131	

of	 1998)	 which	 eliminated	 risk-rating	 thus	 effectively	

compelling	 medical	 schemes	 to	 register	 older	 and	

less	healthy	members	(who	would	require	more	hosp-	

italisation).20

➤	 Annual	 escalation	 of	 inpatient	 days	 coupled	 with	 a	

change	in	case-mix.	

The	 CMS	 has	 advanced	 a	 strong	 argument	 that	 concen-

tration	is	a	significant	cause	of	the	observed	escalation	on	

expenditure	on	hospitals.	The	CMS	has	subsequently	been	

involved	 in	 a	 number	 of	 Competition	 Tribunal	 matters	 in	

order	 to	 raise	 awareness	 among	 the	 competition	 authori-

ties	 of	 the	 impact	 of	 increasing	 market	 concentration	 on	

hospital	costs.	The	involvement	of	the	CMS	was	motivated	by	

the	intention	to	assist	medical	schemes	to	contain	expendi-

ture.	 Concentration	 amongst	 private	 hospitals	 is	 undesir-

able	 because	 it	 avails	 market	 power	 to	 hospitals	 and	 any	

firm	with	market	power	may	increase	prices	and	/	or	lower	

quality	 without	 suffering	 economic	 harm.1	 The	 consolida-

tion	amongst	private	hospitals	was	seen	within	the	context	

that	it	directly	resulted	in	medical	schemes	paying	more	for	

hospital	services.	

The	 views	 advanced	 by	 the	 CMS	 and	 the	 private	 hospital	

industry	 indicate	 wide	 disagreement	 on	 the	 extent	 of	

market	 concentration	 and	 its	 impact	 on	 hospital	 costs.	 In	

submissions	 to	Competition	authorities,	 the	private	hospital	

industry	 had	 disputed	 vehemently	 that	 it	 possesses	 market	
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power	and	that	it	uses	this	power	to	affect	both	price	and	

utilisation	 of	 its	 facilities	 thus	 fuelling	 cost-escalation	 in	 the	

private	 health	 care	 sector.21,22	 The	 CMS	 reports	 however,	

that	 the	private	hospital	market	has	experienced	a	period	

of	 increasing	concentration	between	1996	and	2006,	with	

key	metropolitan	areas	(Johannesburg,	Cape	Town,	Pretoria	

and	 Durban)	 and	 the	 national	 market	 regarded	 as	 being	

concentrated	 from	 1999	 and	 2001.22	 The	 CMS	 further	

argued	that	a	trend	break	occurred	in	1999	with	cost-esca-

lation	gaining	momentum	directly	as	a	result	of	a	systematic	

change	 in	 market	 power	 between	 hospitals	 and	 medical	

schemes.	This	trend	break	is	illustrated	in	Figure	4.	According	

to	the	private	hospital	industry,	there	were	other	occurrences	

around	1998/99	that	make	it	difficult	to	attribute	the	trend-

break	to	private	hospital	concentration	alone.	

In	a	recent	judgement,	the	Competition	Tribunal	commented,	

“We agree with the CMS that the private hospital market 

is a highly concentrated one, and that regulatory barriers 

have contributed to some extent to these levels of concen-

tration.”21	 The	 Competition	 Tribunal	 recommended	 that	 an	

extensive	 and	 focused	 enquiry	 was	 needed	 to	 investigate	

factors	 influencing	 the	 increased	 utilisation	 of	 hospitals	

and	the	 increase	in	hospital	costs	experienced	by	medical	

schemes.21

Private hospital relationships with other 
providers

Specialists	are	key	drivers	of	hospital	utilisation	and	costs.	It	

has	been	estimated	that	they	generate	around	70%	to	80%	

of	hospital	costs	incurred,	aside	from	their	own	costs.18	In	its	

submissions	to	the	Competition	Tribunal,	Netcare	noted	the	

importance	of	the	role	played	by	specialists	when	arguing	

against	 further	 attempts	 to	 consolidate	 by	 the	 competitor	

group,	Medi-Clinic.21	

The	reliance	of	private	hospitals	on	specialists	 to	generate	

utilisation	for	their	facilities	has	led	to	concerns	that	private	

hospitals	 may	 be	 implementing	 incentives	 that	 encourage	

specialists	to	over-utilise	their	services.	It	is	however,	extremely	

difficult	 to	 prove	 over-servicing	 on	 a	 case-by-case	 basis,	

except	in	the	most	obvious	cases.21

In	 an	 effort	 to	 address	 potential	 over-servicing,	 medical	

scheme	 administrators	 have	 implemented	 preauthorisation	

requirements	for	all	hospitalisation	episodes.	There	has	also	

been	 significant	 investment	 in	 case	 managers	 who	 serve	

as	 a	 conduit	 between	 medical	 schemes	 and	 hospitals	 to	

monitor	treatment	and	care	given	to	the	patient.	A	system-

atic	 analysis	 of	 the	 impact	 that	 case-management	 has	 on	

over-servicing	has	not	yet	been	conducted.	

An	 argument	 exists	 in	 the	 health	 economics	 literature	 that	

doctors,	 especially	 those	 that	 perform	 procedures,	 induce	

demand	 for	 their	 services	 from	 patients.24	 The	 theory	 of	

supplier-induced	demand	suggests	that	doctors	are	able	to	

Figure 4:  Hospital cost trends from 1990 to 1995, Rand per beneficiary per annum, constant 2005 prices

Source:		 CMS	Annual	Reports,	1990	to	2005.23	
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generate	demand	in	order	to	maintain	prices	in	the	market.25	

The	pattern	of	investment	by	South	African	private	hospitals	

suggests	that	inducement	could	be	occurring.	Private	hospi-

tals	 have	 a	 high	 number	 of	 surgical	 beds	 and	 substantial	

investments	 in	 theatres	 have	 been	 made.	 It	 is	 therefore	

likely	 that	 private	 hospitals	 and	 doctors	 could	 enter	 into	

arrangements	that	ensure	such	facilities	are	utilised.	In	order	

to	 conclusively	quantify	 the	occurrence	 of	 supplier-induced	

demand	 in	 the	 private	 hospital	 sector,	 a	 full	 scale	 enquiry	

into	 referral	 trends	 and	 patterns	 needs	 to	 be	 conducted.	

A	comparative	study	needs	to	be	conducted	between	the	

medical	 scheme	 population	 and	 the	 non-medical	 scheme	

population	 to	 assess	 whether	 doctors	 refer	 more	 insured	

patients	for	specific	categories	of	hospitalisation	than	non-

insured	patients.	

Partnerships	with	specialists	however,	are	not	the	only	rela-

tionships	 that	 private	 hospitals	 seek	 to	 develop	 with	 other	

providers.	 An	 analysis	 of	 subsidiaries	 of	 the	 two	 publicly-

listed	 hospital	 groups,	 Medi-Clinic	 and	 Netcare,	 revealed	

interests	 in	 entities	 that	 provide	 ambulance,	 pathology,	

pharmacy,	radiography,	and	managed	health	care	services	

amongst	others.	Investing	in	some	of	these	facilities	enables	

private	hospitals	to	provide	a	broader	range	of	services	on	

the	 same	 premises	 thereby	 reducing	 the	 need	 for	 patients	

to	travel	long	distances	for	example	to	undergo	x-rays	and	

blood	 tests.	 This	 type	 of	 integration	 further	 raises	 concerns	

around	the	potential	for	inappropriate	tests	to	be	conducted	

and	referrals	to	be	made.

Regulation of private hospitals 

Private	 hospitals	 are	 mainly	 regulated	 in	 terms	 of	 licensing	

requirements	 implemented	at	 the	provincial	 level.	This	 form	

of	 regulation	 is	 limited	 to	 ensuring	 that	 hospital	 facilities	

meet	 quality	 standards	 as	 determined	 by	 the	 Department	

of	Health.	Inspections	are	conducted	at	the	provincial	level	

and	a	recommendation	is	made	for	the	license	to	be	issued	

or	declined.	

Hospitals	will	in	future	be	required,	according	to	section	36	

of	 the	National	Health	Act	 (Act	61	of	2003)	 to	apply	 for	a	

certificate	 of	 need	 (CoN).26	 The	 objective	 of	 this	 provision	

is	 to	ensure	the	equitable	and	fair	distribution	of	access	to	

health	care	services	within	the	country.	Regulations	to	the	Act	

are	however	still	outstanding	and	the	specific	CoN	require-

ments	have	not	yet	been	finalised.	

Apart	 from	 processes	 discussed	 above,	 there	 is	 no	 other	

form	 of	 direct	 regulation	 for	 private	 hospitals.	 The	 existing	

forms	 of	 regulation	 are	 indirect	 through	 legislative	 tools	

which	 include	 the	 Medical	 Schemes	 Act	 (Act	 131	 of	 1998),		

the	Health	Professions	Act	(Act	56	of	1974),	and	the	Medicines	

and	Related	Substances	Control	Act	(Act	101	of	1965).20,27,28	

There	is	a	growing	recognition	of	the	need	for	direct	regula-

tion	of	private	hospitals	in	order	to	curb	increasing	costs.g	

Profitability in the private hospital sector

Only	 two	 of	 the	 three	 major	 hospital	 groups	 are	 listed	 on	

the	Johannesburg	Stock	Exchange	(JSE),	with	Life	Healthcare	

having	de-listed	in	2005.	The	earnings	of	Netcare	and	Medi-

Clinic	 have	 been	 made	 available	 in	 the	 public	 domain.	 In	

addition,	Netcare	acquired	a	controlling	stake	in	the	General	

Healthcare	 Group	 in	 the	 United	 Kingdom	 in	 2006,	 further	

rendering	 it	difficult	 to	make	a	year-on-year	comparison	 in	

financial	performance	in	2005	and	2006.	Available	figures	

suggest	 that	 the	private	hospital	sector	 is	consistently	prof-

itable	 with	 significantly	 high	 ratios	 of	 operating	 earnings	

before	 interest,	 taxation,	 depreciation	 and	 amortisation	

(EBITDA).	A	seven-year	review	of	the	financial	performance	of	

both	Netcare	and	Medi-Clinic	reveals	a	consistent	trend	of	

growth	 in	earnings.	The	Competition	Tribunal	characterises	

the	private	hospital	industry	as	having	“opaque vertical rela-

tionships and a guaranteed source of funding from medical 

schemes”.21

Monitoring quality in private 
hospitals 

Section	 47	 of	 the	 National	 Health	 Act	 makes	 reference	 to	

the	following	critical	statements	with	respect	to:	“Evaluating 

services of health establishments:

(1)  All health establishments must comply with the quality 

requirements and standards prescribed by the Minister 

after consultation with the National Health Council.

(2)  The quality requirements and standards contemplated 

in subsection (1) may relate to human resources, health 

technology, equipment, hygiene, premises, the delivery 

of health services, business practices, safety and 

the manner in which users are accommodated and 

treated. 

(3)  The Office of Standards Compliance and the 

Inspectorate for Health Establishments must monitor 

and enforce compliance with the quality requirements 

and standards contemplated in subsection (1).”26

g	 Interview,	health	sector	official,	Health	Professions	Council,	2005.
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Monitoring	 quality	 in	 hospitals	 is	 essential	 because	 of	

the	 vexing	 question	 of	 nosocomial	 or	 hospital	 infections.	

Nosocomial	 infections,	 though	 acquired	 in	 hospital,	 may	

only	 appear	 after	 discharge,	 making	 it	 difficult	 to	 identify	

the	source	of	the	infection.	In	addition,	some	infections	may	

be	 community-acquired	 but	 only	 begin	 to	 manifest	 after	 a	

hospitalisation	 episode.	 Even	 more	 critical	 however,	 is	 the	

fact	 that	 hospital-acquired	 infections	 can	 be	 fatal	 as	 was	

reported	in	2005	when	19	babies	died	at	Mahatma	Gandhi	

Memorial	Hospital	in	KwaZulu-Natal.29	

Doctors	 are	 reported	 to	 send	 specimens	 for	 testing	 only	

if	 they	 suspect	 the	 presence	 of	 a	 nosocomially	 acquired	

infection	 and	 these	 amount	 to	 only	 a	 third	 of	 all	 hospital-

acquired	 infections.	 The	 rest	 are	 simply	 treated	 based	 on	

an	 assumption	 that	 the	 infection	 is	 present.	 An	 informant	

submitted	 that	 private	 hospitals	 face	 a	 constraint	 in	 influ-

encing	 doctors’	 compliance	 with	 infection	 control	 proce-

dures	because	doctors	are	not	employees	of	the	hospital.h	

Nonetheless,	 hospitals	 have	 in	 place	 physician	 advisory	

boards	that	interact	with	the	clinical	governance	processes	

at	 the	 hospital.	 There	 are	 also	 internal	 peer	 review	 panels	

that	concentrate	largely	on	conduct	and	ethical	issues	within	

the	hospital.

There	 has	 not	 been	 a	 standardised	 system	 or	 legislative	

requirement	 for	 private	 hospitals	 to	 submit	 information	

on	 clinical	 outcomes.i	 Implementation	 of	 infection	 control	

at	 private	 hospitals	 has	 thus	 been	 left	 to	 the	 discretion	 of	

each	hospital	and	practices	range	from	having	at	least	one	

person	responsible	for	infection	control,	the	establishment	of	

elaborate	structures	and	committees	to	initiatives	based	on	

the	World	Health	Organization	(WHO)	surveillance	model.

Hospitals	 can	 also	 elect	 to	 participate	 in	 the	 Council	 for	

Health	Services	Accreditation	of	Southern	Africa	(COHSASA)	

programme.	 Participation	 in	 the	 COHSASA	 programme	 is	

voluntary	 although	 some	 provincial	 departments	 of	 health	

consult	with	the	organisation	for	information	that	would	assist	

to	improve	patient	safety.30	The	majority	of	private	hospitals	

were	 however,	 not	 enrolled	 on	 the	 COHSASA	 programme	

at	 the	 time	 of	 compiling	 this	 review.	 Both	 Medi-Clinic	 and	

Netcare	 hospitals	 have	 also	 undergone	 the	 International	

Organisation	for	Standardisation	(ISO)	quality	accreditation.	

h	 Interview,	health	sector	official,	Health	Professions	Council,	2005.

i	 Interview,	private	hospital	informant,	Johannesburg,	10	May	2007.

Private hospitals and Black 
Economic Empowerment

The	 proposals	 in	 the	 Health	 Charter	 include	 substantial	

changes	 in	 the	 levels	 of	 ownership,	 concentration	 and	

representation	 of	 black	 persons	 across	 the	 value	 chain	

within	 the	 health	 sector.	 The	 private	 hospital	 industry	 has	

moved	rapidly	to	implement	Black	Economic	Empowerment	

(BEE)	 strategies	 and	 all	 stakeholders	 in	 the	 sector	 have	

demonstrated	 commitment	 to	 supporting	 the	 imperatives	

of	 the	 Broad-Based	 Black	 Economic	 Empowerment	 Act	

(Act	 53	 of	 2003).31	 A	 number	 of	 BEE	 initiatives	 took	 place,	

especially	among	the	three	major	hospital	groups	in	2005.	

A	 BEE	 consortium	 comprising	 of	 Mvelaphanda	 Group	 and	

Brimstone	Investment	Limited	acquired	majority	ownership	in	

the	Life	Health	Care	group	that	was	previously	controlled	by	

Afrox	Healthcare.	

During	1995,	Netcare	established	a	BEE	and	Transformation	

Committee	 that	 would	 subsequently	 implement	 a	 holistic	

strategy	centred	around	the	main	pillars	of	the	draft	Health	

Charter.	The	Health	Partners	for	Life	transaction	was	imple-

mented	 involving	 10%	 of	 Netcare’s	 shares	 worth	 R1	 billion	

and	the	range	of	beneficiaries	in	this	deal	included	women	

and	children,	nursing,	doctor	and	sports	organisations.6	

In	 December	 2005,	 Medi-Clinic	 concluded	 the	 R1.1	 billion	

Black	 Ownership	 Initiative	 that	 resulted	 in	 an	 immediate	

15%	 black	 shareholding	 being	 introduced.	 Beneficiaries	 of	

the	initiative	comprised	Phodiso	Holdings	Limited	and	Circle	

Capital	 Ventures	 Limited	 whom	 Medi-Clinic	 refers	 to	 jointly		

as	 the	 strategic	 black	 partners.	 Importantly,	 both	 the	 Net-

care	and	Medi-Clinic	black	ownership	deals	included	share-

holding	by	employees.

Black	 representation	 in	 the	 private	 hospital	 industry	 is,	

however,	 not	 limited	 to	 the	 BEE	 initiatives	 existing	 among	

the	 three	 major	 hospital	 groups.	 There	 are	 a	 further	 three	

substantially	 smaller	 hospital	 groups	 that	 are	 almost	 exclu-

sively	 black-owned.	 These	 are	 the	 Clinix	 Health	 Group,	

Joint	 Medical	 Holdings	 and	 Melomed	 Hospital	 Holdings.	

These	hospital	groups,	as	already	indicated	are	far	smaller	

with	 both	 Joint	 Medical	 Holdings	 and	 Melomed	 Hospital	

Holdings	 operating	 three	 hospitals	 each	 whilst	 the	 Clinix	

Health	Group	operates	six	hospitals.	The	Clinix	Health	Group	

has	presence	in	Gauteng	whilst	Melomed	Hospital	Holdings	

and	 Joint	 Medical	 Holdings	 operate	 in	 the	 Western	 Cape	

and	KwaZulu-Natal,	respectively.	
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The	 private	 hospital	 industry	 faces	 a	 challenge	 in	 terms	 of	

diversifying	procurement	of	supplies	to	include	black-owned	

suppliers	 of	 goods	 and	 services.	 Whilst	 both	 Netcare	 and	

Medi-Clinic	have	made	specific	commitments	to	implement	

preferential	 procurement	 strategies,	 no	 concrete	 decisions	

have	 emerged	 in	 this	 regard	 with	 both	 hospital	 groups	

stating	that	they	are	waiting	for	the	finalisation	of	the	Health	

Charter.6,7	

Mechanisms to increase 
affordability of private hospital 
services

Only	a	few	wealthy	 individuals	and	households	can	afford	

to	 self-fund	 admission	 to	 a	private	hospital	without	experi-

encing	financial	difficulty.	This	is	because	a	routine	admission	

to	a	private	hospital	facility	is	generally	beyond	the	afford-

ability	for	the	average	South	African.	

Efforts	 to	 increase	 affordability	 of	 private	 hospital	 services	

have	 not	 been	 aimed	 at	 compelling	 private	 hospitals	 to	

undercut	 their	 prices	 in	 ways	 that	 would	 threaten	 financial	

viability.	Focus	has	rather	been	on	utilising	the	excess	cap-	

acity	that	exists	in	the	private	health	care	sector	and	specifi-

cally	 in	 private	 hospitals.	 Attempts	 are	 also	 underway	 to	

ensure	 that	 existing	 pricing	 practices	 are	 enhanced	 to	

become	 more	 transparent	 and	 efficient.	 Lower	 bed	 occu-

pancy	 rates	 in	 private	 hospitals	 have	 led	 to	 expectations	

that	 these	 beds	 could	 be	 utilised	 to	 facilitate	 access	 to	

low	income	earners.	Efforts	 to	 increase	utilisation	of	excess	

private	 hospital	 beds	 however,	 require	 additional	 input	 by	

medical	specialists	and	the	shortage	of	specialists	limits	the	

potential	for	this	to	occur.	

Existing	 pricing	 practices	 and	 cost	 structures	 in	 the	 private	

hospital	industry	are	opaque	and	health	care	funders	find	it	

difficult	to	engage	effectively	with	hospitals	in	price	negotia-

tions.	 Currently,	 only	 the	 Medi-Clinic	 private	 hospital	 group	

publishes	 its	 tarif f	 schedule	 on	 its	 website.j	 Concerns	 exist	

that	the	prevailing	fee-for-service	reimbursement	mechanism	

creates	 incentives	 for	 specialists	 and	 hospitals	 to	 adopt	 a	

‘more	 is	 better’	 mentality.	 This	 situation	 has	 led	 to	 various	

stakeholders	adopting	a	view	that	greater	 transparency	 in	

the	 pricing	 of	 hospital	 services	 could	 significantly	 improve	

affordability.	

j	 Available	at:	http://www.mediclinic.co.za

Conclusions

Private	 hospitals	 have	 experienced	 rapid	 growth,	 which	

gained	remarkable	momentum	since	1990.	During	the	same	

period,	 members	 of	 medical	 schemes	 significantly	 shifted	

preferences	 from	 public	 to	 private	 hospitals.	 The	 growth	

of	 the	 private	 hospital	 sector	 has	 been	 accompanied	 by	

a	 dramatic	 escalation	 of	 costs	 in	 private	 health	 care	 and	

this	has	raised	concerns	around	the	affordability	of	medical	

scheme	premiums.	

In	 general,	 far	 more	 resources	 are	 being	 spent	 on	 private	

hospital	 services	 which	 cater	 for	 the	 hospitalisation	 needs	

of	only	7	million	beneficiaries	of	medical	schemes	 than	on	

public	sector	patients.	This	exacerbates	the	inequalities	that	

already	exist	between	the	public	and	private	sectors	in	terms	

of	affordability	and	accessibility	to	health	care.	The	private	

hospital	industry,	though	making	a	significant	contribution	to	

the	overall	health	system,	engages	in	non-price	competition	

which	can	result	 in	 inefficient	decision	making	on	where	to	

locate	facilities	or	acquire	advanced	medical	equipment.	

The	industry’s	pricing	and	cost	structures	are	also	difficult	to	

understand	and	the	existing	doctor-centric	model	increases	

potential	for	incentives	to	over-service	patients.	Arguments	in	

this	regard	prompted	the	Competition	Tribunal	to	conclude	

that	 a	 detailed	 inquiry	 into	 physician-hospital	 relationships	

needs	to	be	conducted.21	

A	moratorium	on	growth	of	hospital	beds	was	not	effective	

in	limiting	hospital	cost	growth	as	private	hospitals	innovated	

means	to	bypass	this	moratorium	by	building	step-down	facil-

ities.	Furthermore,	the	attempt	to	control	increases	in	number	

of	hospital	beds	was	too	blunt	an	instrument	to	contain	cost	

escalation	because	changes	 in	bed	type	within	a	hospital	

also	has	a	significant	impact	on	resource	requirements.	

Significant	 merger	 and	 acquisition	 activities	 took	 place	

during	 the	 1990s	 and	 continued	 into	 2006.	 Private	 hospi-

tals	have	grown	 in	Gauteng,	Western	Cape	and	KwaZulu-

Natal,	which	are	provinces	with	the	highest	medical	scheme	

population.	The	trend	amongst	private	hospitals	has	been	to	

invest	in	surgical	beds	(rather	than	other	types	of	beds)	and	

theatres	 as	 they	 generate	 more	 revenue	 for	 hospitals.	 The	

CMS	has	been	involved	in	a	number	of	Competition	Tribunal	

matters	in	order	to	raise	awareness	among	the	competition	

authorities	of	the	impact	of	increasing	market	concentration	

on	costs.

The	industry	has	demonstrated	commitment	to	improve	the	

representation	 of	 black	persons	 in	 its	 ownership	 structures,	

although	challenges	remain	on	the	procurement	side.
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Recommendations

A	 comprehensive	 approach	 to	 directly	 regulate	 private	

hospital	services	needs	to	be	implemented	which	prioritises	

concerns	and	issues	relating	to	costs	and	quality.

In	relation	to	regulation	of	quality,	it	is	of	particular	concern	

that	 regulatory	 oversight	 of	 private	 hospitals	 on	 infection	

control	 is	 practically	 nonexistent.	 This	 needs	 to	 be	 urgently	

remedied	given	concerns	for	the	safety	of	patients

In	relation	to	private	hospital	costs,	there	is	definitely	a	need	

for	regulatory	intervention	to	ensure	greater	transparency	in	

fee	setting.	It	 is	therefore	necessary	to	introduce	a	manda-

tory	 requirement	 for	 the	 industry	 to	 provide	 a	 minimum	

data	 set	 comprising	 tarif f	 schedules,	 costs,	 quality	 indica-

tors,	complications	and	any	other	relevant	 information.	This	

must	 be	 supplemented	 by	 regulatory	 interventions	 aimed	

at	 redressing	 imbalances	 in	 negotiating	 power	 between	

funders	 and	 providers,	 and	 a	 suggestion	 for	 a	 statutory	

framework	for	collective	bargaining	is	supported.	

Clear	 statutory	 prohibitions	 need	 to	 be	 put	 in	 place	 to	

prevent	 perverse	 incentivisation	 of	 doctors	 by	 hospitals,	

and	 to	 eliminate	 other	 areas	 of	 conflict	 of	 interest	 among	

parties	 in	 the	 supplier	 chain.	 This	 should	 be	 supported	 by	

ongoing	 research	 into	 physician-hospital	 relationships,	 as	

was	proposed	by	the	Competition	Tribunal.

At	 the	 same	 time,	 opportunities	 should	 be	 considered	 to	

allow	for	mutually	productive	relationships	between	doctors	

and	hospitals	to	be	developed,	which	do	not	involve	inap-

propriate	 incentivisation	 for	 referrals	 and	 over-servicing.	 In	

this	regard,	the	HPCSA	ruling	against	employment	of	doctors	

by	hospitals	needs	to	be	reviewed.

Many	 of	 these	 proposed	 regulatory	 mechanisms	 would	

be	 more	 easily	 supported	 by	 a	 national	 private	 hospital	

licensing	framework,	as	opposed	to	the	current	fragmentary	

system	of	licensing	at	provincial	level.
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Abstract

South Africa is one of the few nations that have made significant progress to integrate 

traditional and complementary medicine into the legislative framework for health 

practitioners. Traditional medicine, represented by approximately 190 000 traditional 

health practitioners, has sustained the health of millions of South Africans over centuries. 

There are currently about 3 600 registered Allied Health Care Professionals in South 

Africa. 

In recent years there has been an influx of a number of herbal and other health products 

onto the South African market. Without an appropriate registration system many of these 

products are currently sold without control. It is estimated that there are approximately 

25 000 complementary medicines, including traditional medicines, that have been 

submitted to the Medicines Control Council to facilitate the implementation of the 

Accelerated Registration Programme. There is evidence of cooperation between traditional 

healers and practitioners of allopathic medicine and this trend is expected to grow. 
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Traditional medicine 
The World Health Organization (WHO) defines traditional 

medicine (TM) as “health practices, approaches, knowledge, 

and beliefs incorporating plant, animal and mineral based 

medicines, spiritual therapies, manual techniques and exer-

cises, applied singular or in combination, to treat, diagnose 

and prevent illnesses or maintain well-being”.1 Traditional 

medicine in South Africa is not to be confused with comple-

mentary and alternative medicine (CAM).a 

According to the WHO approximately 80% of the population 

of African Member States use TM to meet their health care 

needs.2 TM has sustained the health of millions of Africans 

over hundreds of years. In 1999, Pretorius noted, “In a sense 

much more has transpired in the traditional medical sector 

in the past five years [since 1994] than in the rest of this 

century. The government has made good on its promise to 

incorporate this sector into the national health system and 

they have set the necessary procedures in motion. Despite 

this major breakthrough, very little has changed on the 

ground.”3 In the period following the review by Pretorius there 

have been substantial international and regional develop-

ments in recognising and facilitating the role and forms of 

healing other than the dominant allopathic model. 

International policy and regional 
commitments 

The WHO Traditional Medicines Strategy 2002-2005 

provides a framework for action to promote the use of TM/

CAM in reducing mortality and morbidity, especially among 

impoverished nations. The strategy outlines four objectives.4

1. Policy: To integrate TM/CAM into national health care 

systems, where appropriate, by developing and imple-

menting national TM/CAM policies and programmes.

2. Safety, efficacy and quality: To promote the safety, effi-

cacy and quality of TM/CAM by expanding the knowl-

edge base of these remedies and by providing guid-

ance on regulatory and quality assurance standards.

a Using the WHO terminology, in countries where the dominant health 
care system is based on allopathic medicine or where TM has not 
been incorporated into the national health care system, TM is often 
termed ‘complementary’, ‘alternative’ or ‘non-conventional’ medicine. 
For example, Traditional Chinese Medicine and acupuncture would be 
termed ‘Traditional Medicine” when used in China, but ‘Complementary 
and Alternative Medicine’ when used in Europe, North America or South 
Africa.

3. Access: To increase the availability and affordability 

of TM/CAM where appropriate, focusing on poorer 

populations.

4. Rational use: To promote therapeutically sound use of 

appropriate TM/CAM by providers and consumers.

The strategy aims to assist countries to:

➤ develop national policies on the evaluation and regu-

lation of TM/CAM practices. To this end several useful 

documents on the legal status of TM/CAM around the 

world have been published;5,6

➤ create a strong evidence base on the safety, efficacy 

and quality of TM/CAM products and practices;

➤ ensure availability and affordability of TM/CAM 

including essential herbal medicines;

➤ promote therapeutically sound use of TM/CAM by 

providers and consumers; and

➤ document traditional medicines and remedies.

The international People's Charter for Health is a state-

ment of shared vision, goals, principles and action and is 

the most widely endorsed consensus document on health 

since the Alma Ata Declaration. The People’s Charter calls 

for the provision of universal and comprehensive primary 

health care, irrespective of people’s ability to pay. It “calls 

on people of the world to support, recognise and promote 

traditional and holistic healing systems and practitioners 

and their integration into Primary Health Care”.7

The WHO African Regional Strategy on TM was adopted in 

2000.2 In 2001, the strategy was endorsed by the Assembly 

of Heads of State and Government of the Organization of 

African Unity (OAU) and the period 2001-2010 was declared 

as the Decade for African Traditional Medicine.8 An annual 

African Traditional Medicine Day was also declared. As a 

consequence of the OAU resolutions, the WHO Regional 

Office for Africa established a 12-member WHO Regional 

Expert Committee on TM to assist countries to accelerate the 

implementation of policy decisions.9 

A review of the progress on the Decade for African Trad-

itional Medicine was placed on the agenda of the Third 

Session of the African Union Conference of Ministers of 

Health, which was held in Johannesburg in April 2007. The 

report tabled at the meeting argued for urgent strategies to 

accelerate the implementation of the plan and for significant 

advocacy for TM.10 Action has been lacking and a resolution 
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was taken to gather data on the state of implementation of 

TM for a ‘mid-term’ review to be held in 2008. The commit-

ments made by South Africa to TM in this forum have not 

penetrated the health sector and are virtually unknown in 

the private sector.

It was recommended that the African Union Ministers of 

Health adopt the OAU Pharmacopoeia on Medicinal Plants, 

which could serve as a basis for each Member State to 

develop their own first volumes of pharmacopoeia on TM. 

The adoption of the OAU would facilitate and allow tangible 

cultivation, production and registration of medicinal plants 

that are in the pharmacopoeia.

Policy and legislative framework

The topic of TM was escalated to the national health agenda 

by the African National Congress Health Plan of 1994 where 

it was stated that “traditional healing will become an inte-

gral and recognised part of health care in South Africa. 

Consumers will be allowed to choose whom to consult 

for their health care, and legislation will be changed to 

facilitate controlled use of traditional practitioners”.11 The 

plan contained a powerful statement as the basis for policy 

which noted, “people have the right of access to traditional 

practitioners as part of their cultural heritage and belief 

system”.11 

The long awaited Traditional Health Bill was gazetted as 

a draft Bill in 2003 and passed as the Traditional Health 

Practitioners Act (Act 35 of 2004).12,13,14 This Act provided a 

regulatory framework to ensure the efficiency, safety and 

quality of traditional health care services and the establish-

ment of the Interim Traditional Health Practitioners Council of 

South Africa. The Constitutional Court however ruled that this 

Act return to Parliament as it was improperly processed by 

the National Council of Provinces (NCOP). Following public 

meetings in all provinces during August and September 2007, 

the Traditional Health Practitioners Bill (Bill 20 of 2007) was 

approved in October 2007. The Bill now awaits the signature 

of the President. Once the Act is passed, it will allow for the 

establishment of the Interim Traditional Health Practitioners 

Council which, in terms of the Act, will be appointed to assist 

with the development of Regulations. The registration, training 

and conduct of practitioners will in time also be regulated by 

this Act, in line with similar protocols followed by other health 

professions.

The implementation of the Traditional Health Practitioners 

Act will ensure that traditional healers are placed on an 

equal footing with other types of health care practitioners in 

South Africa. All health care practitioners must be registered 

in order to practice and to qualify for registration, a practi-

tioner must have achieved a minimum standard of training 

at an institution accredited by the relevant council set up by 

the Department of Health (DoH). Councils are responsible for 

the registration of practitioners, the establishment of educa-

tional standards for registration and the general regulation 

of the health care professions. The regulation structure for 

health care practitioners is shown in Figure 1. 

The DoH issued the Patients Charter in 2002, emphasising 

the right of patients to choose a particular health care pro-

vider for services.16 

Figure 1:  The regulation of health care practitioners in South Africa

* Interim Committee 

Source:  Caldis et al, 2001.15
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The speech by the Minister of Health at the African Traditional 

Medicine Day in September 2007 highlighted the impor-

tance of the holistic inclusion of African Traditional Medicine 

in the national health system.17 Initiatives that have been 

completed or are underway include:

➤ work on the policy framework on African Traditional 

Medicine by the Presidential Task Team; 

➤ the prioritisation of registration and the regulatory 

framework for practitioners;

➤ work undertaken with the Medicine Regulatory Authority 

by the Ministerial Task Team to facilitate the registration 

and regulation of African Traditional Medicines; 

➤ making funds available for research and development 

of medicines; and 

➤ the establishment of a unit for TM within the DoH.

The Minister further announced that consideration is being 

given to the establishment of an Institute for African Traditional 

Medicine for research and training.

Traditional medicine practitioners in South 
Africa

In 1999, Pretorius estimated that there were between 

150 000 to 200 000 traditional healers in South Africa, 

belonging to some 100 separate organisations.3 This esti-

mate was confirmed in 2007 by investigations conducted by 

the authors as indicated in Table 1.

Table 1:  Number of traditional healers in South 
Africa, 2007

Province Number of practitioners

EC 10 780

FS 22 645

GP 61 465

KZN 14 941

LP 7 366

MP 57 524

NC 2 221

NW 5 935

WC 2 600

Total 185 477

Source:  Compiled based on research by authors.

The KwaZulu-Natal DoH have developed a system to enum-

erate traditional healers in the province. Results indicate 

that there are approximately 25 000 traditional healers in 

KwaZulu-Natal (KZN).b More than half of these are actually 

practising (14 941, see Table 1) and a further half (about 

7 000) is estimated to be registered with their interim profes-

sional body. This reveals that there is a possible under esti-

mate of the actual numbers of traditional healers in South 

Africa. 

The Traditional Health Practitioners Act classifies traditional 

healers as:

➤ Diviners (Izangoma / Amagqirha)

➤ Herbalists (Izinyanga / Amaxhwele)

➤ Prophets / faith healers (Abaprofeti / Abathandazeli)

➤ Traditional surgeons (Iingcibi)

➤ Traditional birth attendantsc (Ababelethisi / Abazalisi)

At this stage it is not possible to determine the number of 

healers in each category and an assessment will only be 

available once the Act has been implemented and formal 

registration of practitioners has occurred. 

Complementary and alternative 
medicine 

Policy and legislative framework

The formal recognition of complementary and alterna-

tive medicine practitioners in South Africa has taken many 

years.15 Chiropractors, herbalists, homeopaths, naturopaths 

and osteopaths were able to register during a six month 

period in 1974, following which the registers were closed. 

The Chiropractors, Homeopaths and Allied Health Service 

Professions Act (Act 63 of 1982) provided for the establish- 

ment of the South African Associated Health Service 

Professions Board. The registers for chiropractic and home-

opathy were reopened in 1985. In the early 1990s, the 

Confederation of Complementary Health Associations 

of South Africa (COCHASA) lobbied for the recognition of 

complementary practitioners. However, apart from a window 

period to allow for the registration of aggrieved practitioners 

in 1996, the registers for phytotherapy, naturopathy and 

osteopathy remained closed. 

b Personal communication, N Mtshali, KwaZulu-Natal Department of 
Health, May 2007.

c The latter term does not reflect the scope of practice of traditional birth 
attendants. A more appropriate term might be traditional reproductive 
health attendants.
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Table 2:  Number of registered Allied Health professionals, interns and students, 2007 

Professional Boards Allied Health Profession Number of practitioners Total by Board

Professional Board for Ayurveda, Chinese 
Medicine and Unani-Tibb (PBACMU)

Ayurveda Doctor 10

399

Ayurveda Primary Health Care 
Advisor

41

Ayurveda Therapist 15

Panchakarma Technician 4

Maharishi Practitioner 3

Chinese Medicine 152

Acupuncture 174

Professional Board for Chiropractic and 
Osteopathy (PBCO)

Osteopathy 50
541

Chiropractic 491

Professional Board for Homoeopathy, 
Naturopathy and Phytotherapy (PBHNP)

Homeopathy 552

669Naturopathy 94

Phytotheraphy 23

Professional Board for Therapeutic 
Aromatherapy, Therapeutic Massage 
Therapy and Therapeutic Reflexology 
(PBARM)

Therapeutic Aromatherapy 630

2 013Therapeutic Massage Therapy 240

Therapeutic Reflexology 1 143

Total 3 622 3 622

Source:  Allied Health Professions Council.d 

The Chiropractors, Homeopaths and Allied Health Service 

Professions Act of 1982 remains the ‘principal Act’, which has 

subsequently been amended by Act 108 of 1985, Act 10 of 

1990, Act 63 of 1993 and Act 40 of 1995. The 1995 amend-

ments to the Act established the Chiropractors, Homeopaths 

and Allied Health Service Professions Interim Council. One of 

the objectives of this body was to make recommendations 

to the Minister of Health on the constitution of a Council that 

included other treatment modalities. 

Caldis et al. argue that 29 November 2000 should be 

regarded as the fall of the South African ‘bamboo curtain’.e,15 

On this date, the President signed the renamed Allied Health 

Professions Act of 1982f providing for the establishment of 

the Allied Health Professions Council. This brought CAM onto 

an equal legislative footing with other healing modalities, as 

shown in Figure 1.

d Available at: http://www.ahpcsa.co.za

e The fall of the “bamboo curtain” has been used elsewhere in the world 
to describe the integration between West and East in terms of healing 
modalities, or in other words the integration of complementary health 
practices with Western allopathic medicine.

f The Act was renamed the Chiropractors, Homeopaths and Allied Health 
Service Professions Second Amendment Act (Act 50 of 2000). Available 
at: http://www.info.gov.za/gazette/acts/2000/a50-00.pdf 

Complementary and alternative medicine 
practitioners in South Africa

The Allied Health Professions Act allowed for ten treatment 

modalities to be initially registered. These included, Ayurveda,g 

Traditional Chinese Medicine,h Osteopathy, Chiropractic, 

Homeopathy, Naturopathy, Phytotherapyi and the three 

therapeutic professionsj of Aromatherapy, Massage Therapy 

and Reflexology. The Act makes provision to accommodate 

other modalities that may require registration at a later date. 

An eleventh modality, Unani-Tibb,k has been recommended 

for inclusion and the relevant legal notices are in the process 

of being prepared. 

These modalities are controlled by Professional Boards of  

the Allied Health Professions Council of South Africa 

(AHPCSA). The Boards may recommend Council to approve 

training schools; conduct examinations and grant certifi-

cates, recommend Council to register students, interns and 

practitioners and investigate the professional conduct of 

registered practitioners. The AHPCSA had 3 622 registered 

g Indian / Asian traditional system of medicine.

h Incorporating Acupuncture.

i Previously know as herbal medicine.

j Therapeutic professions are not permitted to diagnose.

k Islamic traditional system of medicine.
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complementary medicine practitioners, interns and students 

across all modalities in 2007. These practitioners are regu-

lated by four Professional Boards as shown in Table 2.

The number of practitioners by province is not available from 

the AHPCSA. Prior to the establishment of the AHPCSA, the 

Health Product Association (HPA) mailing lists and the Natural 

Health Directory were used to determine the regional break-

down of interest in CAM. Almost all practitioners are located 

in urban areas and thus Gauteng and the Western Cape 

dominated in the geographical distribution of practitioners. 

The lists included medical doctors who practiced complemen-

tary medicine as well as those who had merely expressed an 

interest in complementary medicine. The HPA estimated that, 

at most, 15% of the expected number of complementary 

medicine practitioners would have trained as medical prac-

titioners. All health care practitioners are required to register 

separately under each treatment modality that they practice. 

For example, a medical practitioner practising acupuncture 

requires dual registration, firstly under the Health Professions 

Council of South Africa (HPCSA) as a medical doctor and 

secondly, under the AHPCSA as an acupuncturist. 

The Board of Healthcare Funders (BHF) is accredited by the 

Council for Medical Schemes (CMS) to issue practice code 

numbers to all health care practitioners who seek reimburse-

ment from medical schemes. Practitioners are required to have 

two numbers if the disciplines belong to separate statutory 

councils. In 2006, the difficulties with obtaining practice code 

numbers for Ayurveda Primary Health Care Advisors and 

Yoga Therapists were resolved however, Chinese Medicine 

practitioners and Ayurveda Panchakarma Techniciansl are 

not yet eligible for practice numbers.18 Information issued on 

practice code number registrations by the BHF include: 

➤ 1 583 practitioners registered with the AHPCSA;

➤ 122 practitioners have more than one AHPCSA regis-

tration (i.e. are practicing more than one CAM healing 

modality);

➤ 34 practitioners have both AHPCSA and HPCSA regis-

trations (i.e. are medical doctors also registered for 

CAM); and 

➤ 1 practitioner has more than one AHPCSA and HPCSA 

registration.

According to these figures, only 35 medical practitioners 

practice CAM therapies. 

l Personal communication, H Kruger, Board of Healthcare Funders, May 
2007. 

The South African Society of Integrative Medicine (SASIM) 

was formed in 2001 as an association of registered health 

practitioners, who practice, or have an interest in the 

emerging field of Integrative Medicine.19 This movement is 

more than the integration of CAM and conventional practice 

as it envisages a paradigm shift in medicine, moving away 

from the specialisation in biochemistry and drugs, towards 

a more holistic and energetic understanding of the person 

and healing system. SASIM currently has some 50 members 

which is higher than the number of practitioners with dual 

practice code numbers.m This is also not a fair reflection of 

interest in CAM as SASIM members were required to register 

with the South African Medical Association (SAMA).

Based on personal knowledge of the authors, several 

doctors who are interested in CAM do not seek formal 

registration, but increasingly make use of the remedies and 

philosophical approach. Even those with formal registration 

may not seek a separate practice code number. To avoid 

difficulties with medical schemes that may not have incor-

porated CAM benefits, doctors find it convenient to bill for 

a normal general practitioner (GP) visit rather than a CAM 

visit. Thus, much CAM practice and expenditure is probably 

occurring under the radar screen of official figures. 

Medicines used in traditional and 
complementary practice

Policy and legislative framework

The Medicines Control Council (MCC) was established 

by the Medicines and Related Substances Act (Act 101 of 

1965).20 The MCC has eleven technical expert committees, 

two of which are specifically concerned with complementary 

and African traditional medicine as shown in Figure 2. This 

is important as it means that in the future, complementary 

and traditional medicines will be regulated by appropriately 

trained and qualified specialists in the field.

A comprehensive definition of the medicinal substances used 

in complementary medicine is given for the first time in section 

5.3 of the South African Medicines and Medical Devices 

Regulatory Authority (SAMMDRA) Act (Act 132 of 1998). The 

SAMMDRA was to replace the MCC. The legislation was 

initially passed in April 1999, but was subsequently repealed 

in 2002. The SAMMDRA Act provided for the regulation of 

medical technology and all medicinal substances. Currently, 

m Personal communication, D Nye, Co-Chair of South African Society of 
Integrative Medicine, September 2007.
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Source:  Medicines Control Council.n 

the National Health Act (Act no. 61 of 2003) enables 

the Minister of Health to make regulations pertaining 

to, amongst other things, medical technology.21 The 

Medicines and Related Substances Act, (Act 101 of 1965) 

governs all medicinal substances, and makes no distinc-

tion between orthodox and complementary medicines.

One of the proposed methods of control of complementary 

medicines is the Accelerated Registration (AR) Programme. A 

listing of products has been compiled by technical special-

ists representing each of the complementary medicine 

modalities. Substances which have been rigorously tested 

for safety and efficacy in other parts of the world will not 

have to be re-tested in South Africa. As long as a product 

contains substances from accepted pharmacopoeia, at safe 

dosages, the product will undergo testing to ascertain that it 

is produced under good manufacturing procedures and to 

verify the contents. So far, it is estimated that there are about 

25 000 complementary medicines, including traditional 

medicines, that have been submitted to the MCC to facilitate 

the implementation of the AR Programme.o 

Research into African traditional medicine 

The Medical Research Council Traditional Medicines 

Research Unit was founded in 1997 as a collaboration be-

tween the Department of Pharmacology at the University of 

Cape Town, the School of Pharmacy at the University of the 

Western Cape and traditional healers. The initial objectives 

n Available at: http://www.mccza.com

o Personal communication, D Nchele Letsoane, Department of Health, 9 
July 2007.

have been to establish a research culture and to highlight 

modern research methods around the use and under-

standing of traditional medicines with the aim of attracting 

young scientists to this area of work. The longer term research 

goals include a series of patents for promising new entities 

derived from medicinal plants by developing potential new 

drugs to the point of proof of concept. 

The Medical Research Council (MRC) Research Unit has estab-

lished a computer knowledge network system addressing 

indigenous health knowledge. TRAMEDIII, a data base of 

South African Traditional Medicines, is maintained by the 

Unit.p Collaboration with traditional healers throughout 

South Africa has been encouraged through this network and 

a publication entitled 'The South African Primary Health Care 

Handbook Combining Western and Traditional Practices', 

has been the outcome of these collaborative efforts.22

The Department of Arts, Culture, Science and Technology 

(DACST) Innovation Award has been made to a consortium 

comprising the Council for Scientific and Industrial Research 

(CSIR), National Botanical Institutes (NBI), Medical Research 

Council Malaria programme, and the Universities of Pretoria 

and Cape Town. The MRC Research Unit is currently exploring 

collaborative links with universities in Botswana, Kenya, 

Zimbabwe, Uganda, Nigeria and Brazil to develop joint 

research on anti-malarial drug therapy, mechanisms of drug 

resistance and discovery of drug resistance reversing agents 

from herbal medicines. The WHO Research and Training in 

Tropical Diseases programme will collaborate with the MRC 

Research Unit and the DACST consortium towards further 

p Available at: http://www.mrc.ac.za/Tramed3/

Figure 2:  Expert Committees of the Medicines Control Council of South Africa
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development of novel agents once proof of concept has 

been established.

The Innovation Fund has supported the development of a 

technology platform to develop new medicines, based on 

indigenous plants and local knowledge for the treatment 

of immune modulation and a number of diseases including 

malaria, tuberculosis and diabetes mellitus. The MRC 

Research Unit is one of the partners in this initiative. 

The South African Research Chairs Initiative of the Department 

of Science and Technology and the National Research 

Foundation have appointed a new Chair in Indigenous 

Health Care Systems Research, based the University of 

KwaZulu-Natal (UKZN).q This is a strategic initiative, which 

aims to stimulate strategic research across the knowledge 

spectrum, thereby increasing the level of excellence in 

research areas of national and international importance.

Consumer use of complementary 
medicines and health products

Complementary medicines are currently widely available in 

pharmacies and health shops than in 1994 when products 

were typically only available in specialised shops. 

The HPA was formed in 1978 as an association of manu-

facturers, importers and distributors of complementary 

medicines and health products. The HPA Self-Monitoring 

Technical Committee assists in maintaining ethical standards 

of production, quality control, marketing and advertising 

within the industry and in the market place and ensures 

that good manufacturing procedures are implemented by 

manufacturing concerns subject to the legislative controls of 

the DoH.

The HPA has undertaken several surveys of the turnover of 

their members. A 1996 survey established that the combined 

turnover of members was R0.881 billion while a 2003 survey 

showed a 53% increase to sales revenue of R1.348 billion. In 

2003, the market for complementary medicines and health 

products at consumer level was approximately R1.9 billion 

compared to the total medicine expenditure by medical 

schemes which was R8.6 billion.r The survey results are 

summarised in Table 3. 

In 2000, the HPA estimated that 50% of turnover in comple-

q N Gqaleni was appointed as the 2007 Research Chair in Indigenous 
Health Care Systems Research, UKZN.

r 2003 medicine expenditure was originally stated as R7.0 billion in the 
CMS Annual Report 2003 but restated as R8.6 billion in the CMS Annual 
Report 2004.

mentary medicines occurred in pharmacies and 20% in 

health food stores. At the time there were 250 health food 

stores and 2 500 pharmacies stocking complementary 

medicines.15 The balance of the market was made up of 

some 600 supermarkets, chain stores and toiletry discount 

outlets. Despite the lack of comparative data, it would seem 

that the amount spent on medicines is considerably higher 

than the total amount spent on practitioners. This would be 

in line with worldwide trends towards self-medication using 

complementary medicine. 

An expanded MediCAMS Index was published in 2003 as a 

reference book for pharmacists, doctors, CAMs practitioners 

and health care funders.23 The Index outlines the dosage 

and side-effects of all herbal remedies, homeopathics, 

natural medicines and dietary supplements available in 

South Africa. 

Integration of traditional and 
complementary medicine with 
public health

The development and empowerment of traditional healers to 

play a meaningful and significant role in health care service 

delivery in South Africa forms one of the strategic objec-

tives of a number of institutions in South Africa, including but 

not limited to the Nelson R Mandela School of Medicine at 

the UKZN, the MRC Municipalities, provincial DoHs and a 

number of non-governmental organisations. 

The Nelson R Mandela School of Medicine has established 

strong relationships with traditional healers leading to the 

signing of a memorandum of understanding with traditional 

healers in KZN. The relationships are based on sound philo-

sophical principles and have become a model for partner-

ships in this country and the continent. Following the signing 

of this agreement a collaborative project was initiated with 

the eThekwini Municipality and eThekwini health district, 

which focused on developing and strengthening relation-

ships between traditional healers and public health facilities 

at district and local level.
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Table 3:  Turnover on complementary medicines and health products (Rand thousands)

Product category
1996 

estimate
1998 1999 2000 2001 2002 2003

Growth 
1998 to 

2003 (%)

Growth 
2001 to 

2003 (%)

Proportion 
of Total in 
2003 (%)

Homeopathy  16 000  41 172  47 693  52 509  52 678  57 766  68 102 65.4 29.3 5.1 

Homeopathic remedies 

 11 000

 24 917  29 429  32 445  30 502  33 270  41 236 65.5 35.2 3.1 

Tissue salts  2 216  2 706  2 631  3 629  3 742  4 107 85.3 13.2 0.3 

Homeopathic creams  4 648  5 397  6 642  5 755  6 209  6 487 39.5 12.7 0.5 

Anthroposophical  4 000  7 100  7 600  7 910  9 697  9 327  9 327 31.4 -3.8 0.7 

Energy substances  1 000  2 291  2 561  2 881  3 094  5 219  6 946 203.3 124.5 0.5 

Herbals  18 000  45 862  65 705  86 733  111 034  145 252  141 673 208.9 27.6 10.5 

Western herbal  45 593  65 018  84 967  107 171  133 609  129 717 184.5 21.0 9.6 

Chinese herbal  -  -  -  3 093  8 592  7 273  135.2 0.5 

Ayurveda & Unani Tibb  0 269  0 326  0 326  0 220  1 051  2 684 896.7 1 119.0 0.2 

African herbal  -  0 360  1 440  0 550  2 000  2 000  263.6 0.1 

Aromatherapy  6 000  3 475  4 711  6 083  9 928  11 392  11 075 218.7 11.6 0.8 

Nutritional 
supplements

 840 000  254 419  297 192  326 070  587 520  714 573  889 066 249.4 51.3 65.9 

Vitamins
(Including 

foods)
 60 501  70 553  88 812  53 640  69 329  72 419 19.7 35.0 5.4 

Minerals  46 506  47 402  54 080  45 233  48 543  62 768 35.0 38.8 4.7 

Amino acids  4 915  5 835  6 455  4 707  4 410  12 437 153.0 164.3 0.9 

Multivitamins  55 274  67 343  70 314  95 069  104 202  113 224 104.8 19.1 8.4 

Vitamin / mineral  42 512  53 083  52 273  200 297  216 152  256 703 503.8 28.2 19.0 

Vitamin combinations  44 712  52 977  54 137  180 168  257 919  338 307 656.6 87.8 25.1 

Other combinations n/a n/a n/a  8 405  14 018  33 206  295.1 2.5 

Foods
Not  

available 
 174 212  240 334  319 179  208 688  230 042  238 550 36.9 14.3 17.7 

Food supplements  58 753  90 461  126 074  48 914  59 634  65 259 11.1 33.4 4.8 

Sports nutrition  21 934  27 272  32 924  12 109  17 307  29 846 36.1 146.5 2.2 

Slimming products  46 269  58 226  56 863  49 536  59 798  47 598 2.9 -3.9 3.5 

Health drinks  24 257  31 216  64 574  60 507  43 934  48 670 100.6 -19.6 3.6 

Herbal teas  13 088  20 715  23 963  28 872  38 322  36 400 178.1 26.1 2.7 

Whole foods  9 911  12 443  14 780  8 750  11 048  10 775 8.7 23.1 0.8 

Total invoiced sales 
revenue  
(excluding VAT)

 881 000  519 141  655 636  790 573  969 848  1 159 027  1 348 466 159.7 39.0 100.0 

Estimate consumer 
retail turnover 
(excluding VAT)

Not available  1 377 308  1 636 335  1 928 661 40.0  

Source:  Health Products Association.s 

The AIDS Law Project (ALP) has argued that traditional healers 

have a crucial role to play in building the health system in 

South Africa and strengthening and supporting the national 

response to HIV and AIDS. A paper by the ALP provides 

a background to traditional healing in South Africa and 

discusses international policies, guidelines and the South 

African legal framework on traditional health practitioners. 

s While HPA is an industry body the survey only covers HPA members and 
is thus not complete industry coverage. No adjustments or allowances 
have been made for non-HPA members.

It argues for the regulation of traditional healers and tradi-

tional medicine, as well as for the application of human rights 

principles within the traditional healing profession. The paper 

concludes with advocacy strategies and ways of aligning 

traditional healing with a human rights framework.24 

In 1980, a number of traditional healers volunteered to be 

part of a new Community Health Worker programme in KZN.25 

Apart from their involvement in the training programme, 

meetings were held with traditional healers to exchange 

views and to share knowledge and experiences. Traditional 
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healers were encouraged to bring their patients to the clinic 

when biomedical treatment was needed. Through construc-

tive engagement, a good relationship between the two 

systems of practice was fostered, which assisted in improving 

access to health care.

The difficulty in obtaining other relevant examples of TM inte-

gration points to a lack of research in the area including a 

central source where information can be gathered, shared 

and distributed. 

Traditional and complementary 
medicine and medical schemes

Pretorius noted that since 1994 some medical schemes like 

Eskom had allowed employees to claim a limited number of 

visits to traditional healers on the company’s medical plan.3 

The Medical and Burial Savings Scheme and other schemes 

administered by Medscheme were found to have included 

limited TM benefits. Several Old Mutual administered medical 

schemes also developed benefits for TM in the 1990s. 

However, when the Medical Schemes Act (Act 131 of 1998) 

was published, schemes withdrew, citing that they were  

legally obliged only to reimburse registered providers.26 

The implementation of the delayed Traditional Health 

Practitioners Act will remove any legal obstacles to providing 

TM benefits in medical schemes and will place the issue firmly 

on the agenda for medical scheme trustees. 

The first medical scheme marketed specifically as a product 

for people interested in complementary medicine was 

launched in 1999, but closed several years later with the 

implosion of Fedsure Health. However, very limited benefits 

are available through medical schemes and most expendi-

ture is paid directly by consumers from their medical savings 

accounts or directly out-of-pocket. Table 4 compares the 

extent to which various primary care benefits are paid from 

savings accounts. CAM therapies appear to be at slightly 

lower levels of expenditure from savings accounts, but this 

is not a complete reflection of all payments. It is likely that 

members of medical schemes have elected to pay CAM 

benefits directly out-of-pocket in many cases, rather than to 

submit bills to their medical scheme. 

Table 4:  Medical scheme expenditure on CAM, 2005 (Rands)

All registered schemes in 2005  Benefits paid from  

 Total benefits 
 Risk pool 
benefits 

Personal 
savings 

accounts 

Savings 
account as % 

total 

General practitioners  3 633 078 604  2 737 444 774  895 633 829 24.7

Complementary practitioners  62 073 868  34 067 151  28 006 717 19.8

Chiropractors & Osteopaths  40 962 086  22 959 860  18 002 226 43.9

Homeopaths  20 617 553  10 642 408  9 975 145 48.4

Naturopaths & Phytotherapists  28 260  13 692  14 568 51.5

Therapeutic Massage Aromatherapy & Reflexology  319 299  312 582  6 717 2.1

Ayurvedic Practitioners  144 662  137 661  7 001 4.8

Acupuncture & Chinese medicine  2 008  948  1 060 52.8

Medicines  7 185 152 825  5 607 278 886  1 577 873 939 22.0

Dispensed by pharmacists  6 381 064 777  4 952 878 720  1 428 186 057 22.4

Dispensed by practitioners  769 128 256  623 876 900  145 251 356 18.9

Dispensed by Allied and Support Professionals  34 959 793  30 523 266  4 436 526 12.7

Total benefits  45 620 539 398  40 276 211 753  5 344 327 645 11.7

Source:  CMS, 2005.27
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Chiropractic is the most widely covered CAM modality, 

followed by homeopathy. This is a reflection of the early 

registration of these modalities and the extent to which 

practitioners have worked with the medical schemes 

industry to recognise and fund treatment. Total expenditure 

by medical schemes on Chiropractors and Osteopaths has 

increased from R7.7 million in 1994 to R44.6 million in 2006.28 

Expenditure on Homeopaths has grown at about half that 

pace from R7.2 million in 1994 to R20.5 million in 2006. While 

data on expenditure on other licensed CAM modalities has 

been collected since 2000, the total amount spent in 2006 

was only R213 000. Chiropractic and homeopathy together 

accounted for 99.7% of CAM practitioner expenditure in 

2006. Expenditure on TM practitioners is not gathered by 

the CMS.

Schemes and administrators argue that it is logistically diffi-

cult to reimburse service providers who do not have a tarif f 

schedule. However, the Medical Schemes Act allows for 

benefits to be paid according to a scale tarif f recommended 

guide or as directed in terms of the rules. Practitioners would 

find greater acceptance from administrators if they develop 

formal tarif f schedules. Further reasons cited for the lack of 

funding of complementary medicine by medical schemes 

include:

➤ the lack of understanding of modalities, procedures 

performed and medicines;

➤ the large variation in cost; 

➤ the lack of a definition of ‘good practice’; and

➤ the wide range of modalities.

CAM practitioners governed by the AHPCSA have made 

considerable efforts to become compliant with the require-

ment by medical schemes that ICD-10 diagnosis codes be 

provided for every patient visited. Traditional healers are likely 

to find themselves excluded from submitting bills to medical 

schemes unless they can obtain practice code numbers from 

the BHF and find some means to supply acceptable ICD10-

codes. Considerable interaction between the BHF, the CMS, 

the DoH and organised associations of traditional healers 

will be needed.

The National Pharmaceutical Product Index (NAPPI) is a 

coding system for medicines, operated in South Africa 

by Medikredit. These codes enable medical schemes to 

analyse and assess medicine claims. Progress has been 

made on NAPPI codes for complementary medicines. These 

medicines generally include products stocked by commer-

cial pharmacies. Many CAM practitioners also dispense 

their own medicines and professions such as homeopathy 

have ensured that their members comply with regulations 

for the dispensing of medicines by practitioners. There is no 

evidence of any progress towards developing NAPPI codes 

and dispensing courses for African traditional medicines. 

Legislation requires that the set of Prescribed Minimum 

Benefits (PMBs)t be revised every two years. These reviews 

should provide recommendations for the revision on the 

basis of:

➤ inconsistencies or flaws in the current regulation;

➤ the cost effectiveness of health technologies and 

interventions;

➤ consistency with developments in health policy; and 

➤ the impact on medical scheme viability and its 

affordability.

A review is four years overdue since Regulations were 

published in January 2000.

The proposal by the BHF around the revision of the current 

PMBs has been submitted to the national DoH and the CMS. 

The proposal recommends a shift away from the emphasis 

on hospital and referred based conditions as in the current 

PMB package, to an essential health care package, which 

centres around primary health care based on the burden 

of disease of the country. The BHF proposes an essential 

health care package, which includes a primary care compo-

nent (focusing on preventative programmes) and a hospital 

component differentiated by hospital level (secondary, 

tertiary and quaternary).

Another tenet of the BHF proposal in the revision of the 

essential health care package is a shift away from the 

current disease-based benefit to a package which speci-

fies services. This involves defining categories of services, 

for instance, consultation, medicine and pathology that 

should be provided without listing all the specific conditions 

and diseases. The merit of this is that the proposed benefit 

package will meet the essential elements of primary care and 

therefore would reduce inequity at the point of first contact. 

This would reduce the administrative burden associated with 

disagreements over case definitions. This shift could pave the 

way for TM/CAM to play a larger role in the screening and 

t The minimum package that must be offered by all medical schemes. 
Beneficiaries must be covered in full with no limits or co-payments but 
schemes may insist on the use of a contacted network of providers 
and formularies of drugs to manage care. The PMBs consist of a list of 
some 270 diagnosis and treatment pairs (PMB-DTP) primarily offered 
in hospital (introduced 1 January 2000); all emergency medical condi-
tions (clarified from 1 January 2003); diagnosis, treatment and medicine 
according to therapeutic algorithms for 25 defined chronic conditions 
on the Chronic Disease List (PMB-CDL) (introduced 1 January 2004). 
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detection of diseases thereby positively influencing health 

outcomes. 

The Risk Equalisation Fund (REF), which is discussed in the 

Medical Schemes Chapter, uses the concept of a ‘treated 

patient’ to determine who will receive risk-adjusted subsi-

dies from medical schemes. While the REF is still in ‘shadow 

mode’ where no funds are exchanged, the lead times for 

all schemes to include data on TM/CAM treatments are 

lengthy. At present, the concept of treatment envisages the 

patient being identified by an ICD-10 code and receiving 

allopathic drugs identified by the Anatomical Therapeutical 

Chemical (ATC)u classes for approximately two out of every 

three months. Treatment of the REF chronic diseases by any of 

the CAM modalities would not count and thus it is suggested 

that CAM practitioners are being discriminated against by 

the current definitions. Traditional medicine practitioners 

have not been considered at all in the current PMBs and REF 

definitions.

Priorities for integration of 
traditional and complementary 
medicine

The WHO has defined three types of health systems to clas-

sify the extent to which TM/CAM is an officially recognised 

component of health care.4 

In an integrative system, TM/CAM is officially recognised 

and incorporated into all areas of health care provision. In 

this system:

➤ TM/CAM is included in the relevant country’s national 

drug policy; 

➤ providers and products are registered and regulated; 

➤ TM/CAM therapies are available at hospitals and clinics 

(both public and private); 

➤ treatment with TM/CAM is reimbursed under health 

insurance;

➤ relevant research is undertaken; and 

➤ education in TM/CAM is available. 

The WHO considers only China, the Democratic People’s 

Republic of Korea, the Republic of Korea and Vietnam as 

countries that have attained an integrative system.

u The ATC classification system is an international classification system for 
drugs, adopted by the WHO.

An inclusive system recognises TM/CAM, but has not yet 

fully integrated it into all aspects of health care provision. In 

this system:

➤ TM/CAM might not be available at all health care 

levels; 

➤ health insurance might not cover treatment with 

TM/CAM;

➤ official education in TM/CAM might not be available at 

university level; and 

➤ regulation of TM/CAM providers and products might 

be lacking or only partial. 

Ultimately, countries operating on an inclusive system can be 

expected to attain an integrative system. 

In countries with a tolerant system, the national health care 

system is based entirely on allopathic medicine, but some 

TM/CAM practices are tolerated by law.

According to the WHO classification, South Africa can be 

categorised as moving towards an inclusive system. Since 

1994, South Africa has made great strides in including TM/

CAM practitioners and medicines into the legal framework 

for health care. Education and training of CAM practitioners 

has progressed making training equivalent to university 

standards. While substantial progress has been made on 

TM research, the formal training of TM practitioners will need 

integration with universities. 

Two critical areas of consideration for the legislative 

programme are identified.

1. Legislation pertaining to traditional healers should 

make allowances for and take into consideration the 

fact that the various categories of traditional healers 

could differ from region to region. Thus, consideration 

should also be given to the fact that there is often inter-

regional (either within Southern Africa or within Africa) 

collaboration which manifests itself through continental 

traditional healers organisations with branches in South 

Africa. Examples of such organisations include, the 

Association for the Promotion of Traditional Medicines 

(PROMETRA) and the Traditional Healers Organisation 

(THO).v

2. The patenting of plants or compounds containing 

plants could have serious intellectual property implica-

tions and this should be taken into account when legis-

lation is formulated. Intellectual property rights should 

v The THO, established in 1970, is the largest umbrella organisation of 
traditional healers in South Africa.
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not result in the disadvantaging of the community. 

Consideration should be given to the rights of those 

who hold the knowledge and those who make use of 

the knowledge. 

Conclusion and Recommendations

The integration of TM/CAM into public and private facilities 

and the reimbursement by medical schemes is far behind 

with respect to legislative developments. Attention is urgently 

needed to ensure that barriers to inclusion of TM/CAM are 

removed and thus the excuses offered by trustees of medical 

schemes are invalidated. With particular respect to medical 

schemes, the following requires prioritisation by government 

in its role as steward of the health system.

➤ Practice code numbers to be made available for all TM 

practitioners and the remaining CAM practitioners who 

are not yet assigned numbers (responsibility of the BHF 

under mandate from the CMS).

➤ Inclusion of all TM/CAM therapies in the determina-

tion of the annual National Health Reference Price List 

(national DoH).

➤ NAPPI coding of all substances used by TM/CAM prac-

titioners (industry bodies).

➤ Discussions about the usage of ICD-10 coding by TM 

practitioners (CMS and ICD-10 Task Team).

➤ The definition of the PMBs package to ensure that TM/

CAM is not excluded by the definitions (national DoH 

on the advice of the CMS).

➤ The revision of the REF ‘treated patient’ criteria to ensure 

that all TM/CAM therapies are included in the definition 

of treatment for chronic diseases (CMS).

Once obstacles to the inclusion of TM/CAM have been 

removed, extensive advocacy amongst medical scheme 

trustees will be needed. TM/CAM is a consumer-led move-

ment and members will need to exert pressure on their 

medical scheme trustees to begin to include reimbursement 

of TM/CAM practitioners and medicines.



188

References
1  World Health Organization. Factsheet 134: Traditional 

Medicine. Geneva: World Health Organization; 2003. 
URL: http://www.who.
int/mediacentre/factsheets/2003/fs134/en/

2  World Health Organization. Promoting the Role of Traditional 
Medicine in Health Systems: A Strategy for the African Region 
2001-2010. Harare,  World Health Organization; 2000.

3  Pretorius E. Traditional Healers. In: South African Health 
Review 1999. Crisp N, Ntuli A, editors. Durban: Health 
Systems Trust; 2000.
URL: http://www.hst.org.za/uploads/files/chapter18_99.pdf 

4  World Health Organization. Traditional Medicine Strategy 
2002-2005. Geneva: World Health Organization; 2002. 
URL: http://whqlibdoc.who.
int/hq/2002/WHO_EDM_TRM_2002.1.pdf

5  World Health Organization. Legal Status of Traditional 
Medicine and Complementary/Alternative Medicine: A 
Worldwide Review. Geneva: World Health Organization; 
2001.
URL: http://whqlibdoc.who.
int/hq/2001/WHO_EDM_TRM_2001.2.pdf

6  World Health Organization. National Policy on Traditional 
Medicine and Regulation of Herbal Medicines: Report of a 
WHO Global Survey. Geneva: World Health Organization; 
May 2005.
URL: http://www.correofarmaceutico.com/docu-
mentos/190905_plantas.pdf

7 People’s Health Movement. People’s Charter for Health. 
URL: http://www.phmovement.org/charter/pch-english.html

8  World Health Organization.  World Health Organization 
Welcomes OAU Declaration on Traditional Medicine. [Press 
Release] 20 August 2001. 
URL: http://www.afro.who.int/press/2001/pr20010820.html

9  World Health Organzation. Programmes and Projects: 
African Traditional Medicine Day 2005. 
URL: http://www.who.int/medicines_technologies/trm_day/en/

10  The Status of Traditional Medicine in Africa and Review of 
Progress made on the Implementation of the Plan of Action 
on the African Union Decade of Traditional Medicine (2001-
2010). Proceedings of the Third Session of the African Union 
Conference; 2007 Arp 9-13; Johannesburg; South Africa.
URL: http://www.africa-union.org/root/UA/Conferences/2007/
avril/SA/9-13%20avr/doc/en/TRADITIONAL_MEDICINE_MIN_
DRAFT.pdf

11  A National Health Plan for South Africa. African National 
Congress; 1994.
URL: http://www.anc.org.za/ancdocs/policy/health.htm

12  Forman L, Pillay Y,.Sait L. Health Legislation 1994-2003. 
In: South African Health Review 2003/04. Durban: Health 
Systems Trust; 2004.
URL: http://www.hst.org.za/uploads/files/chap2_03.pdf

13  Gray A, Govender M, Gengiah T,Singh J. Legislation. In: South 
African Health Review 2005. Durban: Health Systems Trust; 
2006.
URL: http://www.hst.org.za/uploads/files/sahr05_chapter2.pdf

14  Republic of South Africa. Traditional Health Practitioners Act 
(Act 35 of 2004).
URL: http://www.info.gov.za/gazette/acts/2004/a35-04.pdf

15  Caldis KS, McLeod HD & PR Smith. The Fall of the Bamboo 
Curtain. South African Actuarial Journal 2001; 1.
URL: http://www.assa.org.za/default.asp?id=1000000076 

16  Department of Health. The Patients Rights Charter. Pretoria: 
Department of Health; 2002. 
URL: http://www.doh.gov.za/docs/legislation/patientsright/
chartere.html

17 Speech by Health Minister Manto Tshabalala-Msimang 
at African Traditional Medicine Day, 6 September 2007, 
Limpopo. Press release from National Department of Health. 
URL: http://www.doh.gov.za/docs/sp/sp0906-f.html 

18  Allied Health Professions Council. Circular from the Acting 
Registrar of the Allied Health Professions Council of South 
Africa, June 2006.

19 South African Society of Integrative Medicine.
URL: http://www.integrativemedicine.co.za/ 

20 Republic of South Africa. Medicines and Related Substances 
Act (Act 101 of 1965).
URL: http://www.mccza.com/documents/
Integrated%20Act%20101.zip

21  Republic of South Africa, National Health Act (Act 61 of 
2003).
URL: http://www.info.gov.za/gazette/acts/2003/a61-03.pdf

22  South African Primary Healthcare Handbook: Combining 
Western and Traditional Practices. Co-author: South African 
Primary Health Care Handbook: combining Western and 
Traditional Practices 2nd Ed. FormsXpress, Cape Town; 1999.

23  Smith P (editor). MediCAMS Index: Your Guide to 
Complementary Medicine. Vol. 2. Cape Town: MediCAMS; 
2003.

24  Richter M. Traditional Medicines and Traditional Healers in 
South Africa. Discussion paper prepared for the Treatment 
Action Campaign and AIDS Law Project; November 2003.
URL: http://www.tac.org.za/Documents/ResearchPapers/
Traditional_Medicine_briefing.pdf

25  Health Systems Trust. Traditional Healers. HST Update. Issue 
No. 37, October 1998. 
URL: http://www.hst.org.za/uploads/files/upd37.pdf

26  Republic of South Africa. Medical Schemes Act (Act 131 of 
1998).
URL: http://www.doh.gov.za/docs/legislation/acts/1998/act98-
131.html

27 Council for Medical Schemes. Annual Report 2005-6. Council 
for Medical Schemes; 2006.
URL: http://www.sapma.co.za/assets/attachments/0334_
Council_for_Medical_Schemes_Annual_Report_2005-6.pdf 

28  Council for Medical Schemes. Annual Report 2006-7. Council 
for Medical Schemes; 2007.
URL: http://www.medicalschemes.com/publications/publica-
tions.aspx?catid=7



13

189

Authors: 

Economics of the 
Traditional Medicine 

Trade in South Africa

Myles Manderi

Lungile Ntulii

Nicci Diederichsi

Khulile Mavundlai

i Futureworks! 

Abstract

The trade in traditional medicines in South Africa is estimated to be worth R2.9 billion per 

year, representing 5.6% of the National Health budget. With 27 million consumers, the 

trade is vibrant and widespread. There are at least 133 000 people employed in the trade, 

with a large percentage of rural women. The plant trade is a key rural industry and business 

incubator. However, supply of plant material (some 771 species) and medicines is not 

sustainable. All plants are harvested from the wild, with popular species becoming locally 

extinct and being traded at very high prices. Much of the current research and development 

effort focuses on novel drugs research, with little effort being directed at improving the 

current harvesting, production, processing, storage and treatment technology. The future 

of the traditional medicines trade and its benefits are uncertain. 



190

Introduction

The traditional medicines trade in South Africa is a large 

and growing industry. There are some 27 million consumers 

of traditional medicine and the trade of these medicines  

contributes to an estimated R2.9 billion to the national 

economy.a For many people in South Africa, traditional 

medicine is not considered an inferior alternative to western 

medicine, but is thought to be desirable and necessary for 

treating a range of health problems that western medicine 

does not treat adequately. A survey by Mander indicated 

that some 84% of clinic patients in Durban used traditional 

medicines, with only 18% of the patients indicating that they 

may reduce their use of traditional medicine in the future.1 

However, 97% of traditional healers' patients indicated that 

their use of traditional medicines was by choice and not 

a result of access and cost issues associated with western 

medicines.

This chapter describes the economics of the traditional medi-

cines trade in South Africa, with a focus on the trade in tradi-

tional plant medicines. This chapter does not consider the 

trade in animal parts, or the services rendered by traditional 

healers, except in respect of the value that plant medicines 

add in prescriptions prepared by traditional healers. The 

demand, supply, trade chain, economic value and implica-

tions for health care of the medicinal plant trade are also 

discussed.

The demand for traditional 
medicines

Traditional medicinal plant consumers 

Seventy two percent of the Black African population in South 

Africa is estimated to use traditional medicine, accounting 

for some 26.6 million consumers. These consumers are from 

a diverse range of age categories, education levels, reli-

gions and occupations. The education levels of medicinal 

plant consumers in Durban is outlined in Table 1.

a The estimates in this chapter are based on a synthesis of research find-
ings from four seminal surveys conducted in the trade in recent years. 
The calculations used in the synthesis are not discussed here for sake of 
brevity. However, in essence the approach adopted was to generate 
averages of particular variables from the four studies and then to 
extrapolate these sample averages to the broader population. The key 
surveys originate from multiple sources.1,3,5,6 Any estimates which are not 
a product of the synthesis are referenced separately. 

Table 1:  Levels of education of medicinal plant 
consumers in Durban

Education level
% of respondents surveyed at 

healers’ practices (n = 99)

No schooling 7.8

Up to Grade 7 31.0

Up to Grade 10 26.0

Up to Grade 12 26.0

Tertiary qualification 8.7

Source:  Mander, 1998.1

The diversity in consumers show that consumption of tradi-

tional medicine is a common practice across most sectors of 

the Black African population, and that traditional medicine 

use is not confined to poor, rural and uneducated users. 

Furthermore, the survey conducted by Mander showed that 

traditional medicine was often more expensive than at local 

government clinics, dispelling the myth that traditional medi-

cine is a cheaper alternative.1

The average frequency of traditional medicine use per 

consumer in South Africa is 4.8 times per year, with an 

average mass of 157g plant material per treatment. Interest-

ingly, the South African estimates are similar to Ethiopia, with 

Ethiopian consumers buying traditional medicine 6.1 times a 

year, with an average mass of 267g per treatment.2 While 

72% of Black South Africans consume traditional medicine, 

some 68% of the Ethiopian population use traditional medi-

cine. This indicates that despite South Africa being one of 

the more developed countries in Africa and Ethiopia being 

one of the less developed countries, consumption patterns 

of traditional medicine for both African countries does not 

differ significantly. This indicates that throughout Africa, the 

consumption of traditional medicine appears to be a firmly 

entrenched cultural practice. 

The average South African consumer of traditional medi-

cines uses 750g of medicinal plants a year. It is estimated 

that in South Africa some 128 million courses of traditional 

medicine treatments are prescribed per year, resulting in the 

consumption of approximately 20 000 tonnes of plant mate-

rial, most of which is indigenous.

Ongoing observations of the medicinal plant trade indicate 

that since some of the initial surveys in 1997 and 1998, the 

markets have continued to be buoyant, with street markets 

remaining well patronised and market demand for plants 

increasing. This is evident by a visible growth in the street 

trade of medicinal plants in both urban and rural markets in 

KwaZulu-Natal (KZN) and Mpumalanga. The HIV and AIDS 
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epidemic is also fuelling demand, with many consumers 

consulting with traditional healers who offer HIV and AIDS 

treatments, or immune boosters. For example, in 1997 in 

Mpumalanga, 94% of traditional healers reported that they 

treated HIV and AIDS.3 

Over the past five years, traditional medicinal product devel-

opment has taken place in response to increasing consumer 

demand for attractive and hygienically packaged tradi-

tional medicines. Traditional health shops have emerged in 

downtown locations, and are patronised predominantly by 

low income group Black African consumers.4 In downtown 

Durban, there are now five health shops selling a range of 

traditional medicines in 'modern' packaging.

The sustained demand for traditional medicinal prod-

ucts clearly shows that a large proportion of Black 

African consumers make use of a dual health care system. 

Both western and traditional medicines are demanded 

depending on the ailment. Importantly, traditional medicine 

is not perceived by these consumers as an inferior good. 

Certainly, when people live in remote locations, then tradi-

tional medicine is the only alternative. However, in urban 

or other settings where both health care systems are avail-

able, consumers may even pay substantially greater costs 

for access to traditional medicine. For example, a traditional 

healer in Bushbuckridge in Mpumalanga has a large client 

base in the Eastern Cape. Once several clients have paid  

a basic consultation fee (of several hundred Rands each)  

into his / her account, he / she then travels down to the 

Eastern Cape to treat them.

Many customers report that they choose to use traditional 

healers as they feel the treatment is more holistic than 

western medicine. Rituals combining ancestor worship, divi-

nation and plant medicines are often part of the consulta-

tion process and it is this dual spiritual and physiological 

treatment that many customers appreciate. It is reported that 

this combined mind and body approach addresses both 

the cause and the symptom of the ailment. 

The supply of traditional 
medicines

Traditional medicinal plants 

The predominant source of medicine for traditional healers is 

indigenous plants, with at least 771 plant species recorded 

in the trade in South Africa.3 An estimated 20 000 tonnesb 

of indigenous plants are harvested from grasslands, forests, 

woodlands and thickets in eastern South Africa every year, 

with only a few tens of tonnes (maximum 50 tonnes per 

annum) being cultivated. A range of plant parts are used 

and these are listed in Table 2. 

Table 2:  Percentage of different plant parts found / 
used in the medicinal plants trade

Plant parts used Percentage in trade (%)

Bark 27

Roots 27

Bulbs 14

Whole plant 13

Leaves and stems 10

Tubers 6

Mixtures of parts 3

Source:  Mander, 1998.1

Importantly, 86% of the plant parts harvested will result in the 

death of the entire plant.3 This has significant implications for 

the sustainability of supply. A comparison of the travel times 

for harvesters to access popular medicinal plant species 

showed a 48% increase in travel time between 1990 and 

1998.1 This scarcity is further reflected in plant prices, with 

common species such as Scilla natalensis achieving prices 

of R53 per kg and scarce species such as Salacia kraussii 

achieving up to R4 800 per kg. The trade in plants from 

Mozambique and Swaziland to South Africa is vibrant, with 

many traders in the street markets of Durban and Johan-

nesburg coming from these countries. Estimates indicated 

that at least 40 tonnes of Warburgia was being imported 

into South Africa from these countries. In Mpumalanga, 92% 

of traditional healers reported that they had difficulty in 

accessing popular plants, while 60% of traditional healers in 

KZN reporting scarcity.1,3 

b The total tonnage harvested is based on consumption estimates as it is 
very dif ficult to measure harvesting due to the dispersed and secretive 
nature of wild plant harvesting. The total amount harvested therefore 
represents a minimum as there is wastage and spoilage in the trade. 
Based on observations, it is assumed that at least 10% of the volume is 
wasted, implying that the total harvest could be some 22 000 tonnes. 



Table 3:  Number and type of informal sector role players in the traditional medicines industry in South Africa

Role players Number in industry
Average annual income per 

participant  
(Rands per month)

Plant harvesters 63 000 (although many harvesters will also do part-time street 
trade)

7 941

Street traders 3 000 7 941 

Traditional healers (herbalists 
and diviners)

68 000 (Full-time traditional healers only) 

There are a number of part-time traditional healers but the number 
is not known; some traditional healers' organisations report that 
there are over 200 000 traditional healers in South Africa

38 491

Source:  Synthesis from multiple sources.1,3,5,6
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In addition, several species such as the African Wild Ginger 

(Siphonochilus aethiopicus), are now reportedly extinct in 

the wild.c Importantly, highly valued plants are becoming 

increasingly inaccessible to the traditional medicine industry 

and very little is being done to cultivate these plants. 

Informal traditional medicine suppliers 

The majority of the trade in traditional medicines is conducted 

in the informal sector. Much of the street market trade in 

medicinal plants is conducted in R5 to R10 units. A summary 

of the characteristics of the informal sector role players in the 

South African trade is highlighted in Table 3. 

It is estimated that approximately 74% of medicinal plant 

harvesters, street traders and traditional healers are women, 

and of these some 80% are rural and 20% are urban. The 

remaining 26% of the trade role players are men, with 50% 

rural and 50% urban.1,3,5,6 The trade role players are thus 

predominantly rural women. Their involvement in the trade 

constitutes an important livelihood option for these women, 

as medicinal plants are one of the few low-volume high-

value natural resources that can be harvested and traded 

to generate rural incomes. 

Plants can be sold as raw material or as partially processed 

(chopped or ground) products by traders and traditional 

healers, or they can be prescribed in the form of complex 

mixtures. Most of the packaging is in the form of reused 

newspaper or reused liquor bottles. Medicines can be sold 

in dry powder form or in a wet mixture, most often with 

water being used as the liquid component. The stability and 

hygiene of these products is unknown, but probably varies 

enormously between traders and traditional healers. Much 

of the trade happens on sidewalks in urban areas near public

c Personal communication, N Crouch, South African National Biodiversity 
Institute, 2000.

transport nodes, and in informal market places on pension 

days in rural areas. 

There is growing interest from local municipalities in im-

proving the conditions for informal medicinal plant traders 

and this is driven largely by a growing recognition of the 

importance of the trade in the informal economy, for 

sustaining livelihoods and providing important health care 

services. This is manifested from investment into improving 

street market infrastructure, to promoting commercial plant 

production on farms. For example, eThekwini Municipality 

recently invested in market infrastructure upgrades in both 

the Warwick Junction Herb Market in the city centre, and in 

Ezimbuzini in Umlazi. These two markets are the main trade 

points for medicinal plants in the greater Durban area. In 

addition to developing stalls and ablutions for the traders, 

the municipality invested in the installation of plant milling 

machines and a machine operator in the Warwick Junc-

tion Herb Market. This milling facility resulted in more than 

R750 000 value being added to R250 000 worth of raw 

material through its processing to a powder form and sale 

in hygienic packaging. The municipality’s investment into the 

set-up and operation of the milling facility was approximately 

R90 000 for the first year, with 12% of the additional money 

earned by the traders as a result of the value-added to their 

products by this facility. The municipality has also invested in 

five rural medicinal plant nurseries and farms in an attempt 

to begin to promote a more sustainable supply of plants into 

the Durban trade. 
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Formal traditional medicine suppliers

The formal traditional medicine suppliers are made up of 

retail 'muthi' shops, health shops, pharmaceutical manufac-

turers and laissez faire manufacturers. These groups are 

detailed in Table 4. 

Table 4:  Number and type of formal sector role players in the traditional medicines industry in South Africa

Formal producers Numbers trading Products sold

Retail 'muthi' shops Between 300 to 400 in South 
Africa

These shops sell similar products to the informal trade: plants 
traded as raw material, chopped or as simple mixtures. They also 
trade quality packaged traditional medicines supplied by manufac-
turers.

Health shops specialising in 
traditional herbal medicines

Number unknown for South 
Africa, but there are at least 5 in 
Durban 

Popular medicinal plants are sold in various processed and pack-
aged forms (creams, mixtures, tablets). Products are manufactured 
by pharmaceutical companies and by laissez faire manufacturers. 
They also trade a number of non-traditional chemical mixtures.

Pharmaceutical manufac-
turers

5 to 10 in South Africa Usually single species products containing safe (non toxic) plants. 
Products include tablets, creams, tinctures or mixtures without 
any claims of efficacy. These products are manufactured using 
industrial Good Manufacturing Practice standards. 

Laissez faire manufacturers 50 to 100 in South Africa Usually complex mixes of species (with claims of up to 50 species 
per single product) in various forms (creams, mixtures and tablets), 
with numerous unproven claims of efficacy. The safety of these 
products is not proven. 

Source:  Market research by the authors.d

d This is based on data generated from key informant interviews and  
survey findings by the authors.

In recent years there has been a considerable growth in 

laissez faire manufacturers of traditional medicines that make 

numerous claims to the efficacy of their products. Many of 

these manufacturers seem not to conform to industry Good 

Manufacturing Practice (GMP) standards. 

There are relatively few large, certified pharmaceutical 

manufacturers producing formalised traditional medicines. 

This is thought to be a result of several factors:

➤ high investment requirements for the development of 

clinically tested and certified medicines (using tradi-

tional medicinal plants);

➤ intellectual property rights issues regarding medicinal 

plants and products, and the high cost of resolving 

these issues prior to investing in product development; 

and

➤ risk associated with volume and sustainability of raw 

plant material supplies, given that the majority of indig-

enous medicinal plants are not cultivated.

The investment required by any single pharmaceutical 

company to develop formalised and certified traditional 

medicinal plant products, and a secure raw material supply 

chain for those products, has thus been largely prohibitive to 

the development of this sector of the industry.

Research and development in traditional 
medicines 

While almost every university in South Africa is involved in 

indigenous plant chemical research and / or seeking novel 

chemical products for new markets, there is little research 

and development taking place in support of the existing 

traditional medicines trade. A number of bioprospecting 

companies and consortia have also been established that 

are investing heavily in this research. Interestingly, any discov-

eries made by these researchers will benefit relatively few, if 

any, current role players in the medicinal plants trade.

While it is not surprising that private sector research invest- 

ment in medicinal plants should be focused on bioprospect-

ing, it is a concern that there is such limited public sector 

investment into addressing the sustainability of the current 

trade in traditional medicines, given the economic, social 

and cultural importance of this trade.

There is a dire and urgent need to develop new technolo-

gies for medicinal plant harvesting, farming, processing, 

stabilisation, packaging, dispensing and treatment; as well 

as a need for assistance and support to be provided to 

current role players in the industry to address the challenges 

and opportunities that they face. 
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Economics of the trade

The value of the trade in raw medicinal plant materials in 

South Africa is estimated to be approximately R520 million 

per year (in 2006 prices). An additional R2.6 billion value is 

estimated to be added through prescription of traditional 

plant medicines by traditional healers. In total, the traditional 

medicinal plants and products trade in South Africa is esti-

mated to be worth R2.9 billion per year. Most of this value 

does not enter into the formal trade and therefore is an 

addition to the Gross Domestic Product (GDP). 

CoNsumPtioN 27 million consumers of traditional medicine in South Africa.
20 000 tonnes are consumed per annum.

Industry worth R2.9 billion per annum, with at  
least 133 000 income earning opportunities.

Foreign consumers
quantities unknown

REtAil Traditional healers prescribe remedies 
worth R2.6 billion per annum.

Practice from homes and ‘clinics’

Raw material trade worth 
R520 million per annum.
Trading in markets and 

streets

Downtown shops and 
mail order

Chemists, downtown 
shops, private 

practices

PRoCEssiNg
At least 68 000 traditional healers 
processing complex mixtures of 

plants

Plants semi-processed, 
drying and grinding

50 to 100 informal 
manufacturers of 

questionable quality 
products

5 to 10 pharmaceutical 
manufacturers using GMP

WholEsAlE 66 000 harvesters & street traders selling raw material.
3 000 of the above exclusively traders (don’t harvest). 

20 000 tonnes traded per annum.
66 000 income earning opportunities created.

tRANsPoRt
Public transport 

to practices Public 
transport

Public 
transport

Private transport 
to processing 

facility

hARvEstiNg
Healers harvest 

for their own 
practices

63 000 harvesters  
collect for trade Commercial 

growers harvest 

PlANt souRCE Imported plants.
At least 40 

tonnes of scarce 
species

Wild plant stock in South Africa – forests, woodlands,  
and grasslands supply 20 000 tonnes per annum.

550 species commonly traded

Cultivated plant 
stocks – supply 5 
tonnes per annum

At the above prices, the annual value of the medicinal plant 

trade in South Africa is equal to 5.6% of the National Health 

budget, or equal to the whole Mpumalanga Health budget, 

or equal to the KZN Provincial Hospital budget. 

Importantly, there are at least 133 000 income earning 

opportunities generated by the trade in traditional medicinal 

plants and products in South Africa.

The trade in medicinal plants is summarised in Figure 1. The 

trade chain shows the numbers and values of the trade in 

various stages of the trade. 

Source:  Model compiled by the authors based on summary of figures and estimates of the trade.

Figure 1:  South African medicinal plants industry: trade chain
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Conclusions 

The consumption of traditional medicines in South Africa 

is widespread and growing. Consumer demand for better 

quality medicinal plant products is increasing. However, the 

supply of better quality traditional medicines is currently only 

being met on a notable scale through improved product 

packaging, with the quality of the medicines contained 

therein of uncertified and probably variable quality. 

The supply of wild medicinal plant stocks is declining and 

highly valued species are becoming inaccessible due to 

extinctions and rapidly rising market prices. Current levels of 

production of medicinal plants through commercial farming 

activities are insignificant compared with the volumes of 

plant materials currently demanded for the trade. 

The trade in medicinal plants is an important livelihood 

option for rural women, and for those involved it is a major 

contributor to rural household incomes. At least 133 000 

households are dependent on the trade in medicinal plants 

in South Africa. 

The use of traditional medicines is a positive choice made by 

consumers, who are often prepared to pay a premium price 

for these products and services, even when this exceeds 

the cost of western treatments. South Africa thus has a dual 

health care system, with some 26.6 million people prefer-

ring to use both traditional and western health care systems. 

However, as the supply of medicinal plants into the trade is 

not sustainable, the economic and health care benefits of 

the industry are not sustainable in the long-term. 

Apart from regulation, there is little public or private sector 

investment into the support and development of the current 

industry and its role players. Although there are a number of 

universities and bioprospecting groups undertaking research 

and development (R&D) into novel plant drugs, few large 

pharmaceutical manufacturers are investing in the industry 

and seem to be cautiously watching the consequences 

of emerging intellectual property rights legislation. In the 

absence of any notable investment into the development of 

certified traditional medicines, there is a rapid emergence of 

manufacturers of laissez faire traditional medicines that lay 

claim to cures for all manner of ailments, most of which are 

buying their raw materials from unsustainable plant supply 

sources. 

So what does the future hold for the industry in South 

Africa?

➤ Traditional medicine consumers: Some 27 million 

consumers of traditional medicine will have diminishing 

access to highly valued plants and traditional treat-

ments. Those seeking better quality products will have 

little option but to purchase quality packaged over-the-

counter traditional medicines, but that are of question-

able efficacy and safety. 

➤ Traditional medicine traders: There is likely to be less 

trade in high value plants with a declining market share, 

and more people will be trading lower value plants. 

There will be more international imports of highly 

valued plants from neighbouring countries, such as 

Mozambique, Zambia and Swaziland. 

➤ Pharmaceutical manufacturers: Large manufacturers 

are unlikely to engage in R&D in the trade while they 

remain unsure of the security of the intellectual prop-

erty of their research findings. They will also be unlikely 

to develop products and markets for traditional medi-

cines for fear of litigation around unsafe products. They 

may shift production to neighbouring countries like 

Botswana and Swaziland which have a more favour-

able manufacturing legislation. 

➤ Laissez faire manufacturers: This group is likely to 

continue to grow rapidly while they operate without 

R&D costs and have little fear of litigation for unproven 

claims. 

➤ Western health care practitioners: With little devel-

opment of the current industry or traditional medicine 

practice, western practitioners will have to develop 

greater capacity to work with the positive or negative 

impacts of traditional medicines, and to engage with 

the possible changes in traditional medicine practice, 

especially the trade in over-the-counter traditional 

medicines of unknown quality which are not dispensed 

by knowledgeable traditional healers. 
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Recommendations

The informal sector does not respond well to regulation 

and consequently regulation alone is unlikely to improve 

the traditional medicines industry and the associated health 

care for the millions of consumers in South Africa. In addi-

tion to regulation, incentives need to be established that 

promote the development of appropriate technology in 

wild plant harvesting, farming, storage, packaging, dosage 

and treatment that encourages the current market players to 

participate in the development of their own industry. These 

incentives should be established by the various tiers of govern-

ment by way of bursaries, research funds, safe and hygienic 

market infrastructure development, developing processing 

facilities and easy access to clean packing. Furthermore, 

local and foreign pharmaceutical manufacturers need to be 

encouraged to invest in the South African traditional medi-

cines sector by ensuring that investors can secure the owner-

ship rights of the technologies developed. Encouraging the 

laissez faire manufacturers to invest in product improvement 

will be a challenge, where currently they operate outside of 

formal regulation and compete with both the pharmaceu-

tical manufacturers and the current market traders. 

Clearly, a new and inclusive vision for the traditional medicine 

industry needs to be developed in South Africa. In the past it 

has been the traditional healers talking to either the Depart-

ment of Health (DoH) or nature conservation. A sustainable 

industry needs to generate cooperation between all current 

and / or potential role players (e.g. the rural harvesters, 

traders, healers), the trade promotion agents (e.g. Depart-

ment of Trade and Industry, development corporations), 

R&D institutions (e.g. universities, Council for Scientific and 

Industrial Research, Foundation for Research and Develop-

ment), manufacturers (e.g. pharmaceutical companies and 

laissez faire manufacturers), regulatory agencies (e.g. Medi-

cines Control Council, DoH), plant conservation agencies 

(e.g. provincial and municipal conservation departments, 

National Forestry Department, forestry companies), plant 

production agents (e.g. Department of Agriculture) and of 

course – the consumers. A first step in developing a more 

sustainable industry would be to begin a dialogue between 

all role players. The current market players themselves are 

unlikely to lead such an initiative. A strategic role player is 

required to lead such an initiative. 
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Traditional Medicine  
and the Vulture Trade

The use of vultures and other scarce animals is an important 

component of traditional medicine in South Africa. There is 

evidence to suggest that traditional use is one of the major 

causes of the rapid decline in vulture populations in this 

country. There is a widely held belief in many African cultures 

that health, disease, success or misfortune are not chance 

events but the result of the active influence of individuals or 

ancestral spirits. For this reason traditional medicine, which 

invokes the assistance of ancestors in healing, is held in high 

esteem in such cultures and is regularly used by a large 

proportion of the population. 

Traditional medicines use herbal, animal, and mineral 

materials for physiological and symbolic / psychological 

purposes. Twenty seven million South Africans use traditional 

medicine in one form or another because pharmaceutical 

drugs are too expensive or traditional methods are consid-

ered more appropriate.1 Stimulated by rapid urbanisation, 

HIV and AIDS and high levels of unemployment, the demand 

for traditional medicines is probably higher than at any time 

in the past. Population increases, declining economy, rising 

unemployment and increasing uncertainty about the future 

are all indicators that the demand for traditional medicines 

will continue to increase in the future. These factors have also 

given rise to a rapidly expanding commercial trade in plants 

and animal parts for traditional medicine. The value of the 

trade in indigenous plant species for traditional medicine 

in South Africa is estimated at R496 million per annum, with 

another R2.5 billion in value added as prescriptions.1 Some 

20 000 tons of plant material are sold each year.1 Despite 

the persistence of customary controls on use of many species, 

Case Study

the commercial trade and consequent economic benefits 

has eroded many of these controls to the detriment of the 

species involved and the systems in which they occur.

Until recently, little information on the extent of the trade in 

animal parts, particularly vultures, for traditional medicine 

was available. The trade in animal parts is secretive and 

mostly illegal in South Africa. This makes it extremely difficult 

to obtain reliable information on the quantities of species 

traded, which is essential to assess potential impact on 

species populations. Also, the control over animal medicines 

relate to the politics of control over supernatural power 

from animals with powerful symbolism (e.g. vultures, pythons, 

ground hornbills, pangolins and owls). Research indicates that 

approximately 200 animal species and 550 plant species 

are actively traded for traditional medicine in KwaZulu-Natal 

(KZN).1,2 The most popular and threatened species traded as 

traditional medicine are shown in Table 1.

Table 1: Popular and threatened species traded as 
traditional medicine

African Rock Python

Black Mamba

Black Rhino

Bushbabies (Thick Tailed, Lesser)

Cape Grysbok

Dwarf Chameleons (several species)

Giant Golden Mole

Girdle Tailed Lizards (several species)

Hyaena (Spotted and Brown)

Monitor Lizards (Nile, Land)

Nile Crocodile

Southern Ground Hornbill

Vultures  
(Cape Griffon, White-backed, Lappet-faced, White-headed)

Source:  Mander et al., 1997.2

Authors: 

Steve McKeani

Myles Manderii

i KZN Wildlife

ii Futureworks!
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Ezemvelo KZN Wildlife recently facilitated much needed 

research into the possible impact of traditional use on vulture 

populations in South Africa. This was stimulated by ongoing 

documented declines in vulture populations coupled with 

repeated media reports that aspects of traditional use were 

contributing to vulture declines. The research conducted 

addressed the following questions: 

➤ Is traditional medicine contributing to the documented 

decline in vulture populations? If so, to what extent? 

➤ What factors are driving the demand for vultures?

➤ What is the extent and value of the trade in vultures for 

traditional medicine?

➤ Are there effective and practical interventions which can 

be applied to conserve vultures while also conserving 

traditional belief systems? 

The survey assessed trade in vultures in South Africa at the 

following three markets: Mona Market in Nongoma; Durban 

Herb Market; and Faraday Market in Johannesburg. Inter-

views were conducted with a range of market players in a 

variety of localities, including vulture hunters, traders, tradi-

tional healers and consumers. 

The research confirmed that vultures are used in the traditional 

medicine industry for a range of purposes, but are believed 

to be most effective for providing clairvoyant powers, fore-

sight and increased intelligence. The main drivers of demand 

for these uses are betting and gambling, for improved busi-

ness success, and intelligence in school children. Vulture is 

also prescribed by traditional healers for various ailments, 

including headaches.

An estimated 160 vultures are sold per annum in eastern 

South Africa and there are approximately 59 000 consump-

tion events of vulture pieces annually. The total annual value 

of sales of vulture in eastern South Africa (excluding the costs 

of vultures as input costs) is estimated at R1.2 million.3

Various species of vulture are used for traditional medicine 

and there is no distinct species preference. In many cases, 

traditional healers and traders were not able to distinguish 

between species of vulture, particularly where they had 

sourced parts of vulture from another trader. Vultures traded 

in the eastern South African markets are harvested by vulture 

hunters in game reserves and farm lands in KZN, Eastern 

Cape, Lesotho and southern Mozambique. They are reported 

to be killed using shotguns, poisons or traps. Poisoning is the 

most destructive method of harvesting, as large numbers 

of vultures are usually killed in one poisoning event. For 

example, in January 2007, 50 vultures were poisoned in a 

single incident near Mkuze Game Reserve. The majority of 

vulture users indicated that they were concerned about the 

health risks associated with using vultures that have been 

killed by poisoning. However, only half of the vulture traders 

and users surveyed knew the method used to kill the vultures 

that they traded or consumed.

Two thirds of the sales of vulture parts were to consumers. 

These are people who know what to use vultures for (either 

from having used it before, or from having been given a 

prescription by a traditional healer) and ask traders directly 

for it. Traditional healers also drive demand for vultures by 

either prescribing the use of vultures or using vultures them-

selves to assist in making predictions for their clients. While 

some prescribed uses of vulture are for the treatment of 

medical ailments, such as headaches, traditional healers 

believe vulture is most effective for clairvoyant purposes. 

Importantly, traditional healers indicate that there are no 

comparable alternatives for this use. This implies that for 

clairvoyance use, vultures are the only product that is consid-

ered effective.

The majority of market players in the vulture trade claim 

that they are not aware of any laws regulating the trade in 

vultures. This means that apart from increasing scarcity and 

cost of vultures in the market, there is no other incentive to 

use or develop alternative products to vultures. The majority 

of traditional healers and traders indicate that demand for 

vultures has not increased noticeably, but that vultures are 

becoming more difficult to obtain. It is estimated that there 

are 1 250 vulture traders, hunters and traditional healers 

operating in eastern South Africa that benefit financially from 

the trade in vultures. These individuals earn between R950 

and R2 500 per annum from this trade. 

The research found that the trade in vultures is not sustain-

able at present harvest levels in the context of poor popu-

lation replacement and recruitment. The implication is that 

for all those individuals involved in the trade, the benefits 

currently enjoyed will no longer be available in the next 15 

to 30 years. The White-backed vulture population in Zulu-

land could become exhausted in 26 years in the best case 

scenario, with as few as 10 or 11 years left in the worst case 

scenario. This population cannot withstand the current envi-

ronment and harvesting pressures being placed on it. The 

White-headed and Lappet-faced vultures are very small 

populations in Zululand and they are likely to disappear from 

this region in the next 5 to 10 years unless there is a dramatic 

change in management effort. The Cape Griffon vulture 
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populations in the Eastern Cape, KZN and Lesotho could 

become locally extinct within 44 to 53 years. If the numbers 

of White-backed vultures decline, a larger proportion of the 

current harvesting pressure (the whole 160 vultures traded 

per annum) could fall on the Cape Griffon vulture popula-

tions. In this instance, the Cape Griffon vulture populations in 

Lesotho, KZN and Eastern Cape could be exhausted in 12 

years after the Zululand populations disappear.

Our cultural heritage, traditional knowledge, ecosystems and 

economic benefits associated with traded vultures and other 

scarce animals are threatened. Vultures offer a special chal-

lenge to conservation, they fly out of protected areas and 

expose themselves to uncontrolled markets. To date, there 

have been several successes in conserving scarce species in 

farmlands in South Africa. The new challenge is to develop a 

cooperative effort between the traditional medicine market 

players, rural farmers and conservation agencies in South 

Africa. 

“Hlonipha amanqe”! 
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Abstract

This chapter reviews the delivery of HIV and AIDS, sexually transmitted infections and 

tuberculosis care within the private sector. The orientation and approach to these infectious 

diseases within the private sector is different to the public sector as each disease is treated 

vertically as a discreet episode and a client could consult three different service providers 

to obtain treatment and care for each of these diseases. This presents a major challenge 

in delivering continuity and quality of care. A clear limitation of this chapter is the focus on 

treatment and not prevention as this is the orientation of the private sector.

There are some 100 000 patients receiving HIV and AIDS care within disease management 

programmes in the private sector and approximately 67 600 are currently receiving Highly 

Active Antiretroviral Therapy. HIV and AIDS still remains stigmatised, resulting in the majority 

of clients enrolling late for treatment on disease management programmes. Treatment for 

sexually transmitted infections is known to be of poor and variable quality in the private 

sector with general practitioners not being sufficiently knowledgeable about the World 

Health Organization’s syndromic management of sexually transmitted infections. However, 

there are examples of public-private partnerships which have proven to be cost effective 

in tuberculosis case management and these include employer-based private providers, 

private for-profit providers and private not-for-profit providers. Given the interrelatedness 

of these diseases, it would be important to model partnerships to deliver integrated 

comprehensive disease management programmes. 
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Introduction

The HIV & AIDS and STI National Strategic Plan 2007-2011 

(NSP) represents a broad consensus for an effective national 

response to these epidemics, including the particular chal-

lenge that tuberculosis presents.1 This chapter reviews the 

delivery of HIV and AIDS, sexually transmitted infections (STIs) 

and tuberculosis (TB) care within the private sector. Aspects 

of the private sector response to each illness (particularly 

in relation to treatment) are reviewed as a discreet section, 

noting current trends, followed by a brief analysis. 

HIV and AIDS 

Much of the focus of HIV and AIDS care in the private sector 

has been on providing Highly Active Antiretroviral Therapy 

(HAART) and the private sector has a longer history of 

providing this care than the public sector. Goal two of the 

NSP has called on the private sector to partner with other 

sectors in society to “reduce sexual transmission of HIV” 

and to “scale up prevention programmes for HIV positive 

people”.1 Most of the partnerships articulated in the NSP 

concern ‘treatment care and support’, although the NSP also 

calls on the private sector to be a lead partner agency to 

“develop and integrate a package of sexual and repro-

ductive health and HIV prevention services into all relevant 

health services”.1 However, at present, there is limited collab-

oration between the public and private sectors. 

Ease of access to HAART in the private sector is consider-

ably better than that in the public sector.2 The private 

sector comprises different groups and includes medical 

scheme beneficiaries (approximately 15% of the popula-

tion), workplace treatment programmes, community treat-

ment programmes (those funded by donors) and individuals 

paying for their own treatment. 

Medical schemes are required in terms of the Medical 

Schemes Act (Act 131 of 1998) to provide at least the 

following Prescribed Minimum Benefits (PMBs) in relation to 

HIV infection. 3

➤ HIV voluntary counselling and testing

➤ Co-trimoxazole as preventive therapy

➤ Screening and preventive therapy for TB

➤ Diagnosis and treatment of STIs

➤ Pain management in palliative care

➤ Treatment of opportunistic infections

➤ Prevention of mother-to-child transmission of HIV

➤ Post-exposure prophylaxis following occupational 

exposure or sexual assault

➤ Medical management and medication, including the 

provision of antiretroviral therapy (ART) and ongoing 

monitoring for medicine effectiveness and safety, to 

the extent provided for in the national guidelines appli-

cable in the public sector

It is significant to note that contraception is not paid for as 

part of the PMBs within the private sector. 

Medical schemes are prohibited by law from refusing admis-

sion to higher risk individuals or loading their premiums. In 

order to contain their exposure to financial risk and to meet 

their broader objectives of improvement of health care, 

medical schemes have increasingly focused on managing 

the health status of HIV-positive beneficiaries through disease 

management programmes (DMPs).a 

In quantifying the growth of HAART by disease manage-

ment and community treatment programmes, Johnson et al. 

identified approximately seventeen disease management 

companies and ten community treatment programmes and 

reviewed all treatment programmes to provide an estimate 

of patients on HAART by mid-2006.2 They estimated that in 

mid-2006 a total of 55 900 patients were being treated 

through DMPs.2 The DMP market is concentrated with 46 800 

of this total being managed by the five largest programmes. 

The DMPs that account for the highest proportions are Aid 

for AIDS (36%), Lifesense (15%), Discovery Health (11%), Aurum 

Health (11%) and Qualsa (11%). 

Community treatment programmes (Right to Care, The South 

Africa Catholics Bishops Conference and the Treatment Action 

Campaign) were treating approximately 11 600 patients 

with HAART by mid-2006. Together the DMPs and commu-

nity treatment programmes total around 67 600 patients on 

HAART in the private sector. Johnson et al. estimate that the 

annual weighted year on year growth rate is 32% for all 

treatment programmes (26% for the five largest DMPs and 

some 62% for community treatment programmes).2 

Aid for AIDS (AfA) is the longest running DMP in South Africa 

and has the largest number of people enrolled in the private 

sector. Accordingly, AfA is used as a case study in this review 

to illustrate the functioning of DMPs and to describe its expe-

a Personal communication, S Harrison, Council for Medical Schemes, 
2007.
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rience in HIV management. However, it is important to note 

that most of the large DMPs are competitive and would offer 

a similar service.

Case Study – Aid for AIDS

The AfA programme has been in operation since mid-

1998 and over 60 000 patients have been enrolled in the 

programme by approximately 4 000 private sector doctors.b 

At the time of writing this chapter, HAART was approved for 

23 040 AfA patients. 

The population of AfA comprises three groups and these 

include:

1. Insured members of medical schemes contracted to 

AfA (the largest group)

2. Corporate members who have been enrolled onto the 

programme by their companies as they are not on a 

medical scheme 

Figure 1:  The Aid for AIDS programme

Source:  AfA.c

b Data extracted from AfA data base.

c Personal communication, M Hislop, Aid for AIDS, May 2007.

3. Some 1 500 persons enrolled through a public-private 

partner initiative jointly managed with BroadReach 

Healthcare, which is donor funded

Figure 1 provides an illustration of how the AfA programme 

operates.
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Figure 2:  AfA enrolment by gender and age, 2006

Source:  AfA data base.d 

A review of the demographics of the AfA client population, 

showed that enrolment is greatest between 25-45 years 

with 74% of patients in this age group (see Figure 2). The 

oldest patient enrolled is 83 years of age and to date 23% 

of patients have been pregnant at the time of registration. 

Patients respond well to HAART with decreased viral loads 

following a few months of treatment. AfA has developed its 

own treatment guidelines in collaboration with a consultant 

advisory team and these guidelines are similar to those 

provided by the South African HIV Clinicians Society. Some 

80% of patients are on first line regimens, about 15% on 

second line regimens and about 5% on a salvage regimen. 

Approximately 70% of patients are still on a first line regimen 

after two years of treatment and resistance has not yet 

become a significant problem. 

AfA monitors adherence to treatment by assessing phar-

macy claims and generally, most patients (about 80%) have 

reasonable adherence to treatment. However, men tend to 

be less adherent than women.4 Adherence remains a chal-

lenge as do drug side effects and the number of people 

requiring complex salvage therapy is increasing.

Treatment costs are high at entry into the programme 

because hospitalisation typically coincides with diagnosis  

or registration. Patients in a later stage of disease, in terms of 

a CD4 count, have somewhat higher entry costs than those 

at an earlier stage of disease. Significant hospital costs 

could therefore be avoided through earlier diagnosis and  

registration on the DMP. Treatment costs have been shown 

d Data obtained from the AfA data base, which contains information on 
enrollees on the programme from 1998 to 2007.

to stabilise once a patient has enrolled and been stabilised 

on HAART (see Figure 3).
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Figure 3:  Treatment costs relative to enrolment on AfA, 2002-2006 

Source:  AfA data base.e 

A critical issue relating to costs has been the fact that clients 

tend to enrol late in DMPs. AfA notes that there are more 

than 50% of people present with advanced disease with a 

CD4 count of less than 200. They argue that despite wide 

publicity about HIV and AIDS in the media, relatively few 

HIV-positive people are aware of their HIV status. Based on 

their tele-counselling service they report that denial, fear of 

disclosure, stigma and intolerance still persist. 

Approximately 61% of enrollees on the treatment programme 

are women and about one quarter are pregnant. Women 

are counselled to utilise dual methods of contraception for 

purposes of both contraception and preventing re-infection. 

Thus condoms and a hormonal method or an Intra Uterine 

Device (IUD) is suggested. There is significant reliance on 

condom use as a major barrier method. 

HIV positive pregnant women are actively managed once 

registered on the AfA programme. However, there are 

currently no procedures or guidelines in place for HIV-positive 

women wanting to have a child. Options are available for a 

HIV-positive pregnant woman wanting to have an abortion. 

However, AfA does not offer this as part of the continuum 

of HIV and AIDS care and this would need to be covered in 

terms of the routine benefits of a medical scheme.

e Data obtained from the AfA data base, which contains information on 
enrollees on the programme from 1998 to 2007. Personal communica-
tion, M Hislop, AfA, May 2007.

There is also considerable focus on prevention of mother-

to-child transmission (PMTCT) of HIV. Figure 4 shows the out-

comes of the PMTCT programme which indicates a relatively 

low level of transmission of 1.2%. If indicated, the mother 

involved is offered HAART treatment.

Figure 4:  Outcomes of the AfA PMTCT programme, 
2004 

Source:  Hlatshwayo et al., 2004.5 

Despite its successes, the experience of the AfA programme 

has highlighted various challenges impacting on the effec-

tiveness of HIV and AIDS disease management programmes. 

Continuity of care is adversely affected by the ongoing 

problem of patients ‘transferring out’ of medical schemes, 
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which makes it difficult to monitor and to track patients’ 

progress. 

TB co-infection, including extreme drug resistant TB (XDR-

TB), is also reported by AfA to be a growing problem. An 

increasing challenge is that DMPs do not offer integrated 

programmes traversing the areas of TB, STIs and HIV and 

AIDS, and therefore the overall health care needs of indi-

viduals are not managed holistically.

Sexually Transmitted Infections

The public sector has adopted the syndromic management 

approach advocated by the World Health Organization 

(WHO) for the management of STIs. Despite this sound 

approach to STI management and the fact that primary 

health care is free in the public sector, many clients who 

would ordinarily use public sector services consult general 

practitioners (GPs) for STI management. Schneider et al. esti-

mated that half or more of STI episodes in the South African 

health sector are treated in the private sector.6

Palmer et al. noted that the high use of private health services 

is partly due to the inaccessibility of public health services, 

but in urban areas this might be because of perceptions of 

greater privacy, speed of services and quality of diagnosis, 

prescribing and counselling.7 Chabikuli et al. also noted 

that GPs are widely available across the country and their 

surgeries are often open after hours when public facilities 

are closed. Compared to the public sector, communities also 

perceive GPs to be less judgemental towards people with 

stigmatising conditions such as STIs. When they suspect they 

have a STI, poor people prefer to pay for a consultation with 

a private GP where anonymity, confidentiality and dignity 

are more likely, than to receive free services in the public 

sector.8 

Despite increasing perceptions of better quality care, the 

reality is that the quality of STI management in the private 

sector is highly variable. 

Research on the review of prescriptions, found that GPs 

knowledge of recent developments in STI management was 

poor, with 58.5% who had not heard of syndromic manage-

ment and only 32.3% who claimed to apply the syndromic 

approach in managing STI patients. Less than half of the GPs 

(43.1%) mentioned information, education, counselling or 

promotion of condom use as means of supporting patients 

to adopt sexual behaviour that reduces the risks of re-infec-

tion and transmission.9 

GPs who qualified in the era of modern syndromic manage-

ment of STIs (i.e. after 1993) were 3.5 times more likely to 

prescribe the correct treatment than those who qualified 

prior to 1993. The generational differences in the quality of 

treatment offered suggested that undergraduate educa-

tion effectively sets patterns for future practice. Alternatively, 

younger GPs may have less fixed repertoires of prescribing, 

making them more receptive to new knowledge received 

through continued medical education than older GPs.10 

A client’s insurance status also influenced the quality of care. 

It was found that there was selective implementation of new 

knowledge in favour of medical scheme clients. More than 

half of the STI clients (53.4%) were cash paying and these 

clients received inferior prescriptions and care. STI clients 

with a medical scheme were 2.64 times more likely to receive 

effective treatment than cash clients.10 Some 50.8% of GPs 

reported that they prescribed different drug combinations 

for insured and uninsured patients for at least one of the 

syndromes.10

The reason for this appears to be that for insured medical 

scheme clients, the costs of drugs are recouped from the 

medical scheme, whereas cash paying patients pay an all 

inclusive fee (for both the consultation and drugs). As a result 

there is a financial incentive for GPs to minimise costs by 

prescribing cheaper drugs and not adhering to syndromic 

management drug protocols. 

The research by Chabikuli et al. suggests that the economic 

status of the patient and GP’s perceptions of patients’ ability 

to pay has a bearing on the reported care provided to 

insured and uninsured patients, in line with the incentives of 

the payment mechanism.9 This suggests that GPs prescribing 

behaviour could be improved with financial incentives 

through targeted subsidies, such as the provision of STI drugs 

for cash clients.10 

Clearly, this body of research points to significant limitations 

in the extent to which STI syndromic management has been 

implemented in the private sector. STI management does 

not appear to be a priority for GPs and this may be under-

mining national efforts to control STIs especially among the 

poor. This problem further underscores the importance of the 

NSP requirement for private sector providers and medical 

schemes to partner as lead agencies to “increase access to 

quality STI service in the public and private sector offered 

by adequately trained staff utilising the updated syndromic 

management guidelines”.1 
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Furthermore, the Centre for Health Policy and the London 

School of Hygiene and Tropical Medicine in collaboration 

with the Department of Health has developed a manual, 

‘Working with Private Providers on the Control of Sexually 

Transmitted Infections’ for district programme managers. The 

introduction to this manual notes that private providers in 

workplaces, clinics, and private surgeries have a significant 

role to play in STI care in South Africa. 

This is already occurring on a limited scale. For example, 

Right to Care (RtC), a non-governmental organisation (NGO) 

mostly funded by the President’s Emergency Plan for AIDS 

Relief (PEPFAR), provides antiretroviral therapy (ART) through 

partnerships with government, NGOs and community-based 

organisations and with the private sector. The private sector 

programme is run with a financial services company where 

employers pay for their antiretrovirals (ARVs) and RtC funds 

private practitioners to see patients in different communities. 

There is evidence of integration of HIV management and STI 

care in this model.11

It is important for role players to adopt the recommended 

approach to STI management, including nationally formu-

lated clinical guidelines. From the government’s perspective, 

adherence to clinical guidelines in the private sector will not 

only ensure effective management of patients at all levels 

and sectors, but it will also delay the development of drug 

resistance and contribute to the control of STIs and the 

reduction of HIV transmission. 

Tuberculosis

A rapid increase in the detection of TB in a high HIV and AIDS 

environment and the emergence of multi-drug resistant TB 

(MDR-TB) has led the national and provincial governments 

to identify TB as a priority. The NSP clearly articulates within 

goal 6 and objective 6.3 the need for the private sector to 

partner as a lead agency with other stakeholders in “effec-

tive management of TB/HIV co-infection” and in intervening 

to “ensure implementation of the National TB control Plan”.1

Whilst the public health sector is predominant in the provi-

sion of TB care across the country, there are private providers 

of TB treatment. These providers can be classified into three 

main groups: 

1. Employer-based private providers (e.g. the mining 

industry TB services provided either in-house or 

contracted out to managed health care companies)

2. Private for-profit providers 

3. Private not-for-profit providers (e.g. the NGOs providing 

community-based TB treatment)

Public-private partnerships involving some of the private 

providers are an important component of TB care and are 

discussed below.

Employer-based private providers

There is a long history of provision of TB treatment in the 

mining industry. According to the Occupational Health and 

Safety Act (Act 85 of 1993) and the Mine Health and Safety 

Act (Act 29 of 1996) mining companies are responsible for 

ensuring TB surveillance, treatment and notification and in 

cases of possible chronic lung damage, the assessment of 

impairment and submission of cases for compensation.12,13

According to the provisions of the regulatory framework, 

employers are required to cover the cost of TB services for  

their employees. Some mining companies provide medical 

services (including TB services) in-house, whilst other compa-

nies contract these services out to managed care compa-

nies. The managed care companies are paid on a capi-

tation basis by the employer to provide a comprehensive 

service to lower income groups of employees. Higher income 

employees contribute to medical schemes and can choose 

health care providers. Like the majority of employer-based 

health services, mining companies generally do not provide 

health care services for the wider community (i.e. people other 

than the companies’ employees and their dependents). 

Private for-profit providers

South Africa has a long history of contracting chronic clin-

ical care to private for-profit providers. Clinical contracts 

awarded for hospital TB services are provided by Lifecare 

Group Holdings (Lifecare). The contract with Lifecare uses 

the per-diem payment method, requiring the government to 

reimburse Lifecare retrospectively for the number of annual 

patient days delivered. A study on the relative efficiency of 

contracting out versus direct provision of hospital services 

in South Africa found that for contracting out to generate 

efficiency gains the necessary conditions for an efficient 

contract must be in place.14 These conditions include strong 

government capacity to negotiate, implement and monitor 

contracts; adequate information on government’s own 

production costs, as well as those of competitors; and the 

presence of actual or at least potential competition. Most 

of these conditions are not present in the contract with 

Lifecare. 
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The Medical Scheme Act, effective from January 2000,  

regulates medical scheme coverage for certain defined 

conditions in terms of the PMBs. The aim of this legislation 

is to prevent schemes that did not provide these minimum 

requirements from abandoning members to the public 

sector, thereby exhausting public hospital facilities. The 

minimum benefits may be covered by one network of hospi-

tals, which includes public sector hospitals.15 The PMBs for 

TB are part of the PMBs for the treatment and management 

of opportunistic infections in HIV and AIDS patients.16 In the 

private practitioners’ setting, patients diagnosed with TB are 

referred to the nearest public clinic for treatment. The main 

reasons for referring TB patients are: medical schemes do not 

cover TB treatment in an ambulatory setting; TB treatment in 

the private sector is costly for the patient; and private practi-

tioners do not have the necessary training in managing TB. 

Private not-for-profit providers

The NGO sector also plays a vital role in TB treatment at 

the community level, where community health workers, 

who are usually volunteers, are increasingly being used as 

directly observed treatment, short course (DOTS) supporters. 

The government has recognised that NGOs have a crucial 

role to play in the National TB Control Programme (NTCP) 

as they add value by making treatment more accessible 

to TB patients through various strategies and programmes, 

including community-based DOTS. In addition to service 

delivery, NGOs provide an important link between the 

formal public health services and the community. The 

Western Cape has been particularly active in implementing 

community-based TB treatment and initiating the training 

of DOTS supporters by local NGOs in the early 1990s. The 

DOTS supporters are actively involved in most of the public 

health facilities in the Western Cape and their services are 

firmly linked to the health services.

Public-private partnerships

A public-private partnership (PPP) is a formal or informal 

collaboration among two or more organisations engaged 

in a joint initiative to achieve common objectives.17 At least 

one partner is from the public sector, and at least one is 

from the private sector. PPPs are a relatively new phenom-

enon in South Africa, and are seen as one component of the 

public sector’s overall strategy for improving the provision of 

public services. Public-private arrangements for the provision 

of TB treatment that exist in South Africa range from formal 

contracts with for-profit hospitals to informal, historical part-

nerships with employer-based service providers and formal / 

informal arrangements with NGOs. Small-scale partnerships 

with private practitioners / hospitals and traditional healers 

are gradually emerging. 

Effective involvement of the private sector in the provision of 

TB treatment requires an understanding of the motivation of 

private providers, their capacity and the existing institutional 

and organisational capacity to support interactions. What 

motivates private providers to provide health care services 

that are in the public interest and what are the most appro-

priate incentives in a PPP for delivering TB treatment at the 

right cost and quality? 

Evidence shows that private providers in existing and poten-

tial partnerships have both financial and non-financial moti-

vation for participation in the partnership for the provision 

of TB treatment.18 The main financial motivation for the for-

profit and non-profit private providers is profit-maximising 

and cost-savings respectively. Training, controlling the TB 

epidemic and good relationships with the government are 

the main non-financial motivations for participation in part-

nership for the provision of TB treatment. 

Whilst incentives in the existing partnerships range from free 

drugs to training, incentives that may be required to support 

development of broader PPPs in the provision of TB treatment 

include access to use public sector diagnostic facilities and 

drugs and in the case of private for-profit providers, a set fee 

per patient treated. Training on the national TB treatment 

guidelines and a good working relationship with the govern-

ment are also important. A range of incentives, therefore, 

could be used to encourage private sector participation 

in partnership with the government for the provision of TB 

treatment. While recognising that ‘getting incentives right’ is 

important in any principal-agent relationship, monitoring and 

evaluation of the partnerships, however, may not always be 

simple and other factors, such as levels of trust and percep-

tions of relative risks, may potentially play an essential role in 

underpinning efficient PPPs. 

The two main existing models of partnerships for TB treatment 

in South Africa are the public-private workplace partnership 

(PWP) model, and the public-private non-government part-

nership (PNP) model. The PWP model represents a partner-

ship between provincial TB programmes and mining compa-

nies where the employers’ occupational health services are 

either reimbursed per patient day or the employer receives 

free drugs for each TB patient treated in their clinic. The type 

of reimbursement depends on provincial regulations. 
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The PNP model is a partnership between provincial TB control 

programmes and NGOs providing community-based DOT 

in which NGOs are paid a monthly amount per patient to 

manage community-based TB programmes. In this model, 

patients are diagnosed and monitored in public clinics for the 

first 10 days and subsequent treatment is directly observed 

by community health workers (i.e. treatment supporters) in 

the community. In return for payments from provincial TB 

programmes both private partners are required to: 

➤ follow national TB treatment guidelines; 

➤ complete and submit standardised quarterly reports to 

district TB coordinators; and 

➤ liaise with district public health facilities. 

Different models of PPPs are suited to differential target 

populations. Employer-based TB treatment is appropriate 

in companies that employ a large number of people and / 

or where occupational health clinics exist. The NGO model 

is well-suited to areas of high unemployment and where 

geographical access to health facilities for patients is poor.

There are also various other models of PPPs in operation. For 

example, many occupational health services in the Western 

Cape have agreements with their local authority TB services 

to provide directly observed TB treatment in the workplace. 

According to this agreement, the public clinic is responsible 

for TB investigation and the issuing of drugs and the occu-

pational health nurse supervises TB treatment daily at the 

workplace. The cost of TB treatment is therefore split – while 

the cost of the occupational nurse is borne by the employer, 

the government covers the cost of the drugs and investiga-

tions. A private occupational physician has a contract with 

the employer to provide primary care and occupational 

health at the factory clinic twice a week.

Although private practitioners tend to refer their TB patients 

to the public sector, there are examples where private prac-

titioners are involved in the provision of TB treatment in a 

partnership with the district health services. In the Free State, 

the provincial TB programme has trained 293 private prac-

titioners on the NTCP guidelines over the last four years. The 

district TB coordinators generally have a very good relation-

ship with private practitioners. For example, in some cases, 

TB patients diagnosed in the private sector prefer to take 

their medication at home. In such cases, the patient gets a 

monthly supply of drugs from the public clinic, and the private 

practitioner takes responsibility for following the patient 

throughout the treatment cycle according to the national 

guidelines. The private practitioner is requested to monitor 

and report the outcome of the treatment programme to the 

district TB coordinator.

Traditional healers have considerable status with a high 

degree of acceptance by the majority of the South African 

population. They generally reside within their communities 

which make them more easily available and accessible to 

the communities they serve. Although there is entrenched 

historical bias towards western / allopathic health care, the 

government has committed itself to the involvement of tradi-

tional healers in the provision of health care services. 

In order to cope with the increasing numbers of TB patients, 

the TB control programme in the North West has developed 

good working relationships with around 1 000 traditional 

healers in the province. Traditional healers are integrated 

into the existing community-based TB DOTS programmes, 

where options for treatment supervision include the local 

health clinic, community health workers, and traditional 

healers. 

A study conducted on aspects of the quality of care provided 

in the two main partnership models discussed above (the 

PWP model and the PNP model) showed that the quality of 

care is superior in both models of PPP when compared to 

the purely public sector model of delivery.19 The PWP sites 

had the highest score in all three aspects of quality of care 

namely, structure, process and outcome. In terms of process 

quality, the sites achieved similar scores, reflecting a very 

good knowledge of the treatment guidelines for both private 

and public providers. TB patients supervised in public clinics 

generally had lower treatment completion rates than those 

supervised in occupational health clinics in the workplace 

and in the community.19

This study further found that both PPP models could reduce 

costs incurred to the patient. In particular the PNP model was 

more cost-effective than either the purely public or the PWP 

delivery model. In addition, TB care provided through these 

PPP models is more accessible and convenient to patients.

PPPs in the area of TB show that there is a strong economic 

case for expanding and scaling up the involvement of the 

private sector in TB treatment. The cost per new patient 

treated to government could be reduced by enhanced  

partnerships between the private and public sectors. 

Expansion of PPPs may require increased investment in 

partnerships. As discussed, PPPs seem to be capable of 

delivering important improvements in the affordability and 

efficiency of TB treatment and improving the South African 

health system’s capacity to cope with the impact of the HIV 
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and AIDS epidemic. In addition, increased collaboration 

with private providers through partnerships could potentially 

improve the quality of care and increase access to care.

Conclusions 

The NSP reflects opportunities for the private sector to 

respond to South Africa’s leading epidemics (including the 

case management of TB). Key recommendations of the NSP in 

relation to these epidemics include the need to “consolidate 

and build existing partnerships, especially concentrating on 

increasing the contribution of the private sector”.1 

PPPs are not necessarily the preferred option for improving 

the efficiency of services, but are one of a range of possible 

service delivery options available to the government. PPPs 

remain a relatively new phenomenon in South Africa and 

are seen as one component of the public sector’s overall 

strategy for the provision of public services. The evidence 

presented has suggested that PPPs have made an impor-

tant contribution particularly in the field of TB care and 

management.

A key challenge of the private sector’s response to these 

leading epidemics is the vertical nature of service provision 

and the lack of integrated comprehensive programming. 

For example, no comprehensive approach to sexual and 

reproductive health care exists within the private sector. 

This situation is not peculiar to South Africa but has been 

well documented in a review of international policy and 

programmes.20 

The private sector has also had a curative agenda and as 

such has not concentrated on prevention in the areas of TB 

and STIs, including HIV and AIDS. Even in relation to curative 

services, there appears to be insufficient financial incentives 

among private sector providers to motivate uniformly high 

standards in provision of care for these priority health condi-

tions, as was seen in the discussion around STI care.

Given the magnitude of these epidemics it is important to 

expand on the lessons learnt from the various treatment 

care and support programmes and to take these forward. 

Due to interrelatedness of these diseases and the reality 

that clients in the public or private sector are ‘mobile,’ it is 

imperative to model partnerships to deliver comprehensive 

integrated DMPs. 
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Introduction

The 1997 White Paper on the Transformation of the Health 

System in South Africa [White paper 1997] envisaged a 

“National Health System”, which would “integrate the activi-

ties of the public and private health sectors, including NGOs 

and traditional healers, in a way which maximises the effec-

tiveness and efficiency of all available health care resources”. 

This principle was reiterated in the section dealing with the 

planned District Health System. The plan was to establish 

a “district health system that facilitates health promotion, 

provides universal access to essential health care and allows 

for the rational planning and appropriate use of resources, 

including the optimal utilisation of the private health sector 

resources”. This year, the Review has focused on the private 

healthcare sector. Accordingly, this chapter has sought to 

gather the best available data on that sector, but also to 

highlight the extent to which available national health infor-

mation systems include or exclude the contribution of the 

private sector. In most cases, systems for gathering health-

related information from the private and public sectors are 

not integrated or even coordinated, making comparison 

across the sectors difficult. 

Having concrete international targets, in the form of the 

Millennium Development Goals (MDGs), has focused atten-

tion on the need to have robust estimates of disease burdens. 

In a series in the Lancet in 2007, members of the World 

Health Organization’s Health Metrics Network outlined the 

challenges in this arena. Boerma and Stansfield [Lancet 

369(779-86)] highlighted four problems:

1. how “the emphasis on monitoring and evaluation is 

leading to proliferation of indicators and excessive 

reporting requirements”;

2. that “the risk of inadequate or poorly targeted invest-

ments can be kept to a minimum by understanding the 

causes of poor availability of health statistics, including 

lack of accurate measurement instruments, applica-

tion of suboptimum methods of data collection, and 

inadequate use of methods and analyses to produce 

comparable estimates”;

3. how “the preoccupation with MDGs does not take into 

account the rapid health transition, which implies that 

health statistics should systematically include a much 

wider array of health issues from acute infectious 

diseases to chronic non-communicable diseases and 

injuries, disaggregated by socioeconomic position”; 

and

4. how “the growing number of national household 

surveys, which are the main source of most popula-

tion health statistics, need to be streamlined into 

cohesive and comprehensive country health survey 

programmes”.

They also provided a very useful table of data sources, their 

strengths and limitations, as well as global trends. This table, 

reproduced below, shows clearly how the private sector 

is commonly excluded from certain key data collection 

methods (emphasis added). 
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Table 1:  Key sources of health statistics 

Description Strengths Limitations Trends

Surveys National population-based 
surveys are based on a 
national sample of house-
holds and respondents

Might include only inter-
views (health interview 
survey) or with biomar-
kers (health examination 
survey)

Information on the entire 
population and on a wide 
range of health issues

Vehicle for biological and 
clinical data collection

Data in the public domain 
with clear standards 
possible

Reporting biases for 
several health conditions

Low prevalence condi-
tions or rare events need 
excessive survey sample 
size

High resource require-
ments to ensure high 
quality

More frequent household 
surveys

More single-disease 
surveys

Increasing use of 
biomarkers

Vital registration 
systems

Population-based 
systems that record 
live births, deaths, and 
causes of death based on 
civil registration system 
(national) or sample 
registration system

Yearly data for causes of 
death by age and sex, by 
small geographic area, 
when complete

Incompleteness and poor 
quality of cause of death 
recording

If no medical certification, 
reliance on interviews 
with relatives to ascertain 
probable cause (verbal 
autopsy)

Use of local demographic 
surveillance with verbal 
autopsy in countries 
with no civil registration 
system

Population census Primary source of 
information about the 
population, its geograph-
ical distribution, and the 
social, demographic, and 
economic characteristics 
of its people

Covers the whole popula-
tion; small geographic 
units; equity information 

Data for mortality 
and fertility for small 
geographic areas

Long intervals between 
censuses (usually a 
decade)

Only small number of 
health questions included

Continues on a 10-year 
basis with few health 
questions

Service records Service-generated data 
derived from facilities 
and patient-provider 
interactions covering 
care offered, quality of 
care, treatments adminis-
tered, and morbidity and 
mortality by cause

Used for service 
management

Yearly data possible

Basis for disease surveil-
lance systems to detect 
outbreaks

Excludes those not 
reaching the services 
(selection bias)

Incompleteness and data 
quality

Private sector often not 
included

Use of information 
technology and focus on 
minimum set of indicators 
for local use

Special efforts and 
sentinel clinics to obtain 
quality data for statistics

Administrative 
records

Information on finan-
cial resources, human 
resources, health 
infrastructure

Only source of regular 
complete data for health 
resources

Country databases 
incomplete and out-of-
date; private sector not 
included

Increasing investments 
in system resources 
monitoring

Source: Lancet 369(779-86).

Noting the variable usefulness of three very different types of 

health statistics – “crude, corrected, and predicted” – Murray 

[Lancet 369(862-73)] has called for an “explicit data audit 

trail”. This requires that “the primary data, all post-data 

collection adjustments, models including covariates used for 

farcasting and forecasting” are made available in the public 

domain. In the same series, Walker and colleagues [Lancet 

369(956-63)] note that “[p]oliticians, policymakers, and 

public-health professionals make complex decisions on the 

basis of estimates of disease burden from different sources, 

many of which are ‘marketed’ by skilled advocates”. They 

propose using the following set of critical appraisal ques-

tions when faced with any measure of population health, 

cautioning that their intention is to “promote healthy scepti-

cism of health statistics, not cynicism”:

➤ “Ignore any estimate that is not accompanied by a clear 

description of input data, assumptions, and methods.

➤ Examine the quality of the estimate: has it been reviewed 

by independent technical experts who are identified 

by name? Are the tools and input data available for 

review? Have country-level scientists participated in the 

development and validation of the estimate?

➤ What metric is being used in the estimate? Think about 

how different metrics for the same disease or condi-

tion might lead to different interpretations. When 

comparing across diseases, the comparisons should 

be done across a range of metrics, not just one.

➤ Examine the measure being estimated—is it meaningful 

and comparable to the other conditions being consid-

ered in the priority-setting process?
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➤ Be sceptical about ‘examplar-based estimates’ and 

insist they be put in an appropriate context.

➤ Question every change (whether point or trend) to 

determine how much might be due to changes in 

methods or data inputs.

➤ Demand information on uncertainty, and use it to deter-

mine whether reported differences are meaningful in 

public-health terms.”

Global comparisons of health statistics have often been 

controversial, but remain key to strategic decision making at 

a global level. AbouZahr and colleagues [Lancet 369(1039-

46)], in the final part of the Lancet series, made the following 

good practice recommendations:

➤ “Reconcile data from different sources rather than 

relying on only one source of information. Dependence 

on single sources increases risk of making decisions 

based on statistics that are incomplete or biased.

➤ Foster transparency in the way data are obtained, 

analysed, and presented, and make effective use of 

the media for dissemination of information.

➤ Promote country ownership of statistics and reduce 

disputes between national authorities and global 

agencies.

➤ Explicitly recognise and address conflicts of interest of 

stakeholders, especially of those responsible for advo-

cacy and fundraising for specific health initiatives and 

those in charge of overall health policy.”

The same points could be applied in the way data from 

different districts and provinces, and from the public and 

private sectors, are combined and serve as “evidence” to 

guide decision making.

The data provided in this chapter are only a sub-

set of those available. More data, particularly that 

showing trends over time, are stored in the Health 

Statistics Database, which can be accessed on the 

Health Systems Trust web site (www.hst.org.za/health-

stats/). In addition, a substantial set of district-level 

data are presented in the District Health Barometer 

reports, which can also be accessed from the HST 

web site.

Data sources and collection

Available routine data for this chapter are largely deter-

mined by the application of South Africa’s National Indicator 

Data Set (NIDS). The list of indicators and their definitions 

was included in the 2005 Review [SAHR 2005 Ch17]. As in 

previous years, the variety and depth of data sources avail-

able continue to improve. 

Reference sources in the text are indicated by the use 

of a short name for the reference, enclosed in square 

brackets e.g. [StatsSA Mid-year Estimates]. For the 

data tables, the short name of the reference / source 

is given in the footnotes to each table, together with 

any specific notes about the section of the reference 

used or the data itself. At the end of the chapter, full 

details of each reference are provided, ordered by 

the short names used. Where possible, the means 

to access the complete data electronically are 

provided. Specific Universal Resource Locators (URLs) 

are not always available for a single document. In 

such cases, the location of the issuing authority’s 

web site has been provided (e.g. Statistics SA can be 

accessed at http://www.statssa.gov.za).

Largely, this chapter has sought to provide data disaggre-

gated by province and ethnic group. Providing data by health 

district is still complicated by the as-yet unresolved issues of 

some cross-boundary districts. However this year the data 

have been presented according to the new demarcation, 

and any data being reported for cross-boundary districts 

have been aggregated and included in the province that 

the district is located in according to the latest boundaries 

from the Municipal Demarcation Board.

Reported health statistics should form the basis for compar-

ison with norms and targets, set nationally and globally. 

For example, the National Department of Health’s Annual 

National Health Plan 2006/07 contains the following targets 

in relation to human resources:

➤ “fully mapped distribution of all staff and agreement on 

appropriate baseline level of staffing by discipline for 

tertiary and level 2 services”

This would require that the national Department provide 

“target minimum staff levels and activity thresholds by 

speciality and hospital type”, whereafter each provincial 

Department would have to “map current and required staff 

against delivery points, levels of care and outreach serv-

ices”. The private sector is not forgotten, with the target set 

of “Service Level Agreements with GPs and other specialists 



218

for sessional work agreed upon by March 2007”. Where a 

target has relevance for a particular section or indicator, 

it is highlighted. Of particular importance are the national 

targets set for the District Quarterly Reporting System (DQRS). 

For ease of reference, these are provided in Table 2, below. 

Not all of these targets can be monitored using routine data 

collected as part of the NIDS and some appear not to have 

been set at all. However, as evidence of a commitment to 

a results-oriented approach, they are welcome. Shibuya 

[Bull World Health Organ 85(423)] has, nonetheless, pointed 

to a number of potential problems with results-oriented 

approaches: 

➤ “a commitment to results may be less binding than a 

commitment to actions, because the latter requires 

those making the commitment to take action whether 

or not the results are achieved”;

➤ “countries that commit to results-based approaches 

may have limited knowledge of the actions that are 

needed to achieve the results”; and

Table 2:  National targets for 2006/07 (District Quarterly Reporting System)

Area of work Performance measure National target for 2006/07

Human resources Doctor clinical workload at PHC level 30 patients per day

Nurse clinical workload at PHC level 40 patients per day

PHC facility management Expenditure per PHC headcount R100 per PHC visit

PHC utilisation rate 2.5 visits per annum

PHC utilisation rate for under 5 year olds 5 visits per annum

Supervision visit rate 100%

District hospital management Bed utilisation rate 72%

Caesarean section rate 11%

Surgical fatality rate 3%

Average length of stay 3.2 days

Expenditure per patient day equivalent R814

HIV/AIDS, tuberculosis, sexually 
transmissible infections (HAST), in 
all types of facilities in the district

Voluntary counselling and testing by non-antenatal clients 100%

HIV testing rate (excluding antenatal) 100%

Prevention of mother-to-child transmission uptake at fixed 
PHC facilities

100%

Nevirapine uptake rate by antenatal clients 100%

Nevirapine uptake rate for newborns 70%

Antiretroviral drug stock-out rate <1%

Cure rate for new smear-positive pulmonary TB cases 60%

Interruption rate for new smear-positive TB cases 10%

Sexually transmissible infection partner treatment rate 40%

Male condom distribution rate 11 per male ≥15 years

Disease prevention and control, in 
all types of facilities in the district

Proportion of new diabetes mellitus patients over aged 45 
years started on treatment

No target set

Proportion of new hypertension patients over aged 45 years 
started on treatment

No target set

Cataract surgery rate 1 400 per 1 million population

Maternal, child and women’s health, 
in all types of facilities in the district

Delivery rate in facilities 100%

Delivery rate of less than 18 year olds in facilities 13%

Immunisation coverage of under 1 year olds 90%

Incidence of severe malnutrition in under 5 year olds <5%

Ambulances EMS rostered ambulances per 10 000 population No target set

EMS code red with response under 15 minutes, in urban 
areas

100%

EMS code red with response under 40 minutes, in rural areas 100%

EMS calls with response within 60 minutes (all) 100%

Source:  Health District Development & Performance Assessment Tools. National Department of Health; March 2007.
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➤ “if results are not achieved, managers in the public 

sector or in international agencies are rarely held 

accountable, unlike managers in the private sector”.

Shibuya’s key message would seem applicable in the local 

context – “decide monitoring strategies before setting 

targets”.

In 2006, the World Bank and Oxford University Press 

released the 2nd edition of the monumental work “Disease 

Control Priorities in Developing Countries” [Disease Control 

Priorities 2006]. This 3-volume report provides an invaluable 

evidence base to guide the choice of interventions that may 

effectively address the health gaps for which this chapter 

provides a mirror. 

Table 3:  Main data sources used to update this chapter for the 2007 SAHR

Data source / organisation Main products / indicators

Actuarial Society of South Africa (ASSA) ASSA 2003 model HIV and AIDS projections
Demographic Impact of HIV/AIDS in South Africa 2006

Children’s Institute South African Child Gauge 2006

Council for Medical Schemes Private sector financing
Risk Equalisation Fund – chronic disease prevalence

Department of Health Routine health service delivery monitoring data (DHIS), 
TB data, Antenatal Survey

Health Professions Council of SA, South African Nursing 
Council, South African Pharmacy Council, Board of 
Healthcare Funders

Number of health professionals registered

Hospitals Direct Database Private sector hospital information

Kaiser Media Survey 2007 HIV and behaviour survey

Mediscor Medicines Review 2005 Private sector expenditure

Municipal Demarcation Board Geographic information

National Treasury, Department of Finance National health care financing indicators

PERSAL (through Vulindlela) Public sector health personnel

Statistics South Africa Demographic and socio-economic indicators, mortality data
Adult mortality, Mortality and cause of death data 2005 
General Household Survey 2006 
2007 mid-year population estimates
Birth registration reports
Trends in orphanhood 1995-2005
Labour Force Survey 2006

United Nations Statistics Division Millennium Development Goals and Indicators

Human Development Report 2006, World Health Statistics 
2007, World Health Report 2007, Global TB Report 2007, 
State of the World’s Children 2007, World Development 
Report 2007, Disease Control Priorities in Developing 
Countries, UNAIDS 2006 Report on AIDS as well as a 
range of other reports by major international agencies

International comparator data

A substantial contribution to the evidence base for South 

Africa has recently been provided by the Comparative Risk 

Assessment Collaborating Group who assessed the rela-

tive burden attributable to selected risk factors for 2000, to 

prioritise risk factors that should be targeted for public health 

interventions [SAMJ 97(643-41)]. The three leading risk factors 

to health in SA were unsafe sex/STIs (31.5% of total disability-

adjusted life years (DALYs)), interpersonal violence (8.4%) and 

alcohol use (7%). The high ranking of two extremes in nutri-

tion (high BMI 5th) and childhood and maternal underweight 

(6th) reflects the inequalities in society and the bipolar health 

transition.
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A 2007 report from the United Nations Population Fund, 

entitled “State of world population 2007 – Unleashing 

the Potential of Urban Growth” [SWP 2007], contained the 

following startling news: “In 2008, the world reaches an invis-

ible but momentous milestone: For the first time in history, 

more than half its human population, 3.3 billion people, will 

be living in urban areas. By 2030, this is expected to swell to 

almost 5 billion. Many of the new urbanites will be poor”.

While South Africa’s health policies still contain a necessary 

focus on the underserved, many of them in rural areas, it is 

worth noting that, according to the 2001 Census, in 4 out 

of 9 provinces, the majority of South Africans lived in urban 

areas. Overall, 57.5% of the population in 2001 was urban. 

The UNFP report notes that “Urbanization—the increase in 

the urban share of total population—is inevitable, but it can 

also be positive. The current concentration of poverty, slum 

growth and social disruption in cities does paint a threat-

ening picture: Yet no country in the industrial age has ever 

achieved significant economic growth without urbanization. 

Cities concentrate poverty, but they also represent the best 

hope of escaping it”.

Urbanisation, whether or not accompanied by increased 

income, would be expected to correlate with increased use 

of the private healthcare sector. The degree to which the 

population of any given area is likely to use the private sector 

has not been easy to determine. The Council for Medical 

Schemes (CMS) has routinely reported the number of medical 

scheme beneficiaries, and it has therefore been assumed 

that almost all of those without such coverage would be 

“public-sector dependent”. Household surveys also report 

on medical scheme coverage. The differences between the 

two methods were not large – in 2005, for example, the 

total non-insured population estimated from the General 

Household Survey was 39 922 438, whereas the difference 

between the number of beneficiaries reported by the CMS 

and the estimated total population was 40 052 579, a differ-

ence of only 130 141, or 0.28% of the total population. For 

the first time in 2007, the General Household Survey (GHS) 

data on medical scheme coverage have been released at 

the district level. This will allow for far more accurate estima-

tion of the public sector dependent (uninsured) population at 

this level. This will provide an important denominator, instead 

of using a single percentage determined at the provincial 

level. Even so, there is a growing realisation that out-of-

pocket expenditure on health is considerable. The Treasury 

report “Provincial Budgets and Expenditure Review 2002/03 

– 2008/09” [Fiscal Review 2006] noted in October 2006 that 

“[a]lthough less than 15 per cent of the population is covered 

by medical schemes, health expenditure in the private sector 

exceeds that in the public sector and is estimated at R76 

billion in 2006/07, of which about R59 billion will go through 

medical schemes.” Put another way, out-of-pocket expendi-

ture on health (approximately R17 billion) will be equivalent 

to nearly 30% of the R58 billion spent in the entire public 

sector in 2006/07. The total, R135 billion, remains at about 

8% of South Africa’s Gross Domestic Product (GDP). The less 

that the out-of-pocket and insured private sector activity 

is captured in routine process indicators (such as the PHC 

utilisation rate), the less accurate any district picture will be, 

particularly if a greater proportion of its population is either 

insured and / or using the private sector on a cash basis.
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Table 4:  Demographic indicators by province

EC FS GP KZN LP MP NC NW WC SA

Annual population growth rate

1996 2.2 1.4 1.7 1.6 3.0 2.1 1.0 1.5 1.5 1.9 a

2006 - - - - - - - - - 1.0 b

Area (square km)

1996 169 580 129 480 17 010 92 100 123 910 79 490 361 830 116 320 129 370 1 219 090 c

2006 169 952 129 821 16 927 92 303 122 839 79 512 362 591 116 180 129 448 1 219 574 d

Area as a % of total area of South Africa

1996 13.9 10.6 1.4 7.6 10.2 6.5 29.7 9.5 10.6 100.0 c

2006 13.9 10.6 1.4 7.6 10.1 6.5 29.7 9.5 10.6 100.0 d

Average household size

1996 4.6 4.1 3.7 5.0 4.9 4.6 4.3 4.6 3.9 4.4 e

2001 4.1 3.6 3.2 4.2 4.3 4.0 3.8 3.7 3.6 3.8 f

Crude death rate

2001 low estimate 13.0 12.0 10.7 11.5 12.8 11.8 10.6 12.5 9.8 11.7 g

2003 11.7 15.6 12.0 13.7 8.1 13.0 13.5 13.2 10.0 12.1 h

2003 adjusted - - - - - - - - - 13.6 h

2004 12.6 16.6 12.0 13.8 8.3 13.3 13.9 13.4 9.7 12.3 h

2004 adjusted - - - - - - - - - 14.3 h

2005 13.2 17.0 11.9 14.3 8.6 14.1 13.4 13.6 9.6 12.6 h

2005 adjusted - - - - - - - - - 14.2 h

Population

1996 6 302 525 2 633 504 7 348 423 8 417 021 4 929 368 2 800 711 840 321 3 354 825 3 956 875 40 583 573 i

2001 6 436 763 2 706 775 8 837 178 9 426 017 5 273 642 3 122 990 822 727 3 669 349 4 524 335 44 819 778 j

2005 7 039 300 2 953 100 9 018 000 9 651 100 5 635 000 3 219 900 902 300 3 823 900 4 645 600 46 888 200 i

2006 7 051 500 2 958 800 9 211 200 9 731 800 5 670 800 3 252 500 910 500 3 858 200 4 745 500 47 390 900 i

2007 6 906 200 2 965 600 9 688 100 10 014 500 5 402 900 3 536 300 1 102 200 3 394 200 4 839 800 47 849 800 i

Population % by province

1996 15.5 6.5 18.1 20.7 12.1 6.9 2.1 8.3 9.7 100.0 e

2001 14.4 6.0 19.7 21.0 11.8 7.0 1.8 8.2 10.1 100.0 f

2007 14.4 6.2 20.2 20.9 11.3 7.4 2.3 7.1 10.1 100.0 i

Population % composition f

2001 60+ years 9.2 7.3 6.2 6.9 7.7 6.3 8.2 7.3 7.8 7.3

2001 <15 years 36.8 30.7 23.6 34.7 39.4 35.0 30.6 31.3 27.3 32.1

2001 female 53.8 52.1 49.7 53.2 54.6 52.1 50.4 51.2 51.5 52.2

Population density (people per km2)

1996 38.4 21.0 448.4 95.1 41.7 36.7 2.3 29.9 31.5 34.4 e

2007 40.6 22.8 572.3 108.5 44.0 44.5 3.0 29.2 37.4 39.2 k

Public sector dependent population (calculated using OHS / GHS medical scheme coverage)

2001 5 780 213 2 306 172 6 459 977 8 228 913 4 814 835 2 679 525 665 586 3 192 334 3 194 181 37 321 736 l

2005 GHS 6 363 407 2 512 189 6 651 387 8 564 902 5 276 281 2 827 475 774 550 3 374 207 3 443 077 39 922 438 m

2006 GHS 6 327 000 2 518 000 7 184 000 8 662 000 5 286 000 2 885 000 785 000 3 326 000 3 850 000 40 824 000 m

Public sector dependent population (calculated as population not beneficiaries of a medical scheme) n

2001 non med scheme - - - - - - - - - 37 794 516

2005 non med scheme 6 438 146 2 626 949 6 482 009 8 612 926 5 373 045 2 751 834 758 329 3 488 981 3 526 353 40 052 579

Rural (non-urban) percentage

1996 63.4 31.4 3.0 56.9 89.0 60.9 29.9 65.1 11.1 46.3 e

2001 61.2 24.2 2.8 54.0 86.7 58.7 17.3 58.2 9.6 42.5 o

Urban percentage

1996 36.6 68.6 97.0 43.1 11.0 39.1 70.1 34.9 88.9 53.7 e

2001 38.8 75.8 97.2 46.0 13.3 41.3 82.7 41.8 90.4 57.5 o

Total fertility rate

1998 SADHS 3.5 2.2 2.3 3.3 3.9 3.1 2.7 2.4 2.3 2.9 p

2001 CARe 3.3 2.5 2.4 3.0 3.6 3.1 2.4 2.8 2.4 2.8 q

2003 SADHS 2.2 2.0 2.3 0.6 2.7 2.3 2.8 2.5 2.6 2.0 r

2004 StatsSA 3.4 2.6 2.5 3.1 3.7 3.2 2.5 2.8 2.5 2.8 i

2006 StatsSA - - - - - - - - - 2.7 i

Demographic
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a StatsSA Mid-year Estimates. Growth rates are for 1996-2002. 
b StatsSA Mid-year Estimates. For 2006-2007. 2007 mid-year estimates.
c Census 1996. Identical figures are reported for provincial areas in 

Census 2001. 
d Demarcation Board. Downloaded July 2007. Area % calculated from 

source.
e Census 1996. 
f Census 2001. 
g IFR Projections 1999. Estimated for 1996-2001. Low population projec-

tions: The impact of HIV/AIDS epidemic is incorporated from 1996 
onwards; fertility rates are similar to those of the medium projections; 
and a low degree of in-migration (100 000 per annum) is assumed.

h StatsSA Causes of death 2004 and 2005. 
 2003: Calculated from valid causes of death reports (552 825) per  

1 000 estimated population. 
 ‘Adjusted’ value takes into account that estimated data completeness is 

88.5%.
 2004: Calculated from valid causes of death reports (572 350) per  

1 000 estimated population.
 ‘Adjusted’ value takes into account that estimated data completeness is 

85.5%.
 2005: Calculated from valid causes of death reports (591 213) per  

1 000 estimated population. Estimated data completeness is 89%.
i StatsSA Mid-year Estimates. 
j Census 2001. Independent demographic analyses of this report suggest 

that the final figures probably reflect: * an underestimate of children 
under the age of 5 * an overestimate of children aged between 10 and 
19 * an underestimate of men relative to women * an underestimate of 
the white population.

k StatsSA Mid-year Estimates. Calculated from 2007 mid-year estimates 
and provincial areas from Municipal Demarcation Board 2006.

l Fiscal Review 2001. Calculated using provincial medical schemes 
coverage (quoting October Household Survey 1999) and StatsSA 
Census 2001 population.

m StatsSA GHS 2004 and 2005. 
n Medical Schemes 2002-3 and 2004-5. Calculated from total number of 

beneficiaries subtracted from total population. 
o Urban and Rural definition. Note that there are some dif ferences 

between Census 2001 and Census 1996 regarding the classification 
of the country into urban and rural areas. This report identifies these 
dif ferences and then gives some suggestions on objective means of 
measurement, as well as reclassifying EAs for purpose of comparison 
between the Censuses. With the reclassification of the 1996 Census 
figures the national rural percentage is given as 44.9% (compared to 
46.3% originally). 

p SADHS 1998. The 1998 national TFR is considered to be an under-
estimate. The real figure is considered to be about 3.2 (see Udjo EO, 
Lestrade-Jefferis J. Fertility and mortality in South Africa. (on request from 
StatsSA)) Dif ferences between subgroups show that fertility rates are 
correlated with education level, urban / rural residence, province and 
population group. [SAHR 2000 Ch 4].

q CARe Fertility. 
r SADHS 2003 (Preliminary). This survey shows a rapid decline in TFR – and 

it is necessary to explore how much is real – and how much is due to 
under-reporting of births. When the very low value for KZN is omitted the 
national TFR rises to 2.4.
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Table 5:  Demographic indicators by ethnic group

African Coloured Indian / Asian White Other All

Annual population growth rate

1996 2.8 2.0 1.7 1.1 - 1.9 a

2004 1.1 1.0 0.8 -0.4 - 0.9 b

Average household size

1996 4.7 4.7 4.3 2.9 - 4.4 c

2001 3.9 4.3 4.0 2.8 - 3.8 d

Crude death rate

2001 low estimate 12.6 9.0 5.6 9.0 - 11.7 e

2003  9.3 6.0 6.4 8.6 - 12.1 f

2004 9.7 6.1 6.3 8.0 - 12.3 f

2005 10.0 6.2 6.4 7.9 - 12.6 f

Population

1996 31 127 631 3 600 446 1 045 596 4 434 697 375 204 40 583 573 g

2001 35 416 166 3 994 505 1 115 467 4 293 640 - 44 819 778 d

2005 37 205 700 4 148 800 1 153 900 4 379 800 - 46 888 200 g

2006 37 662 900 4 198 800 1 163 900 4 365 300 - 47 390 900 g

2007 38 079 900 4 245 000 1 173 700 4 352 100 - 47 849 800 g

Population % by ethnic group

1996 76.7 8.9 2.6 10.9 0.9 100.0 c

2001 79.0 8.9 2.5 9.6 - 100.0 d

2007 79.6 8.9 2.5 9.1 - 100.0 g

Population % composition d

2001 60+ years 6.4 6.4 7.8 15.9 - 7.3

2001 <15 years 34.0 30.8 23.5 19.0 - 32.1

2001 female 52.3 51.9 51.1 51.5 - 52.2

Public sector dependent population (calculated using OHS / GHS medical scheme coverage)

2001 OHS 31 756 679 3 044 931 788 586 1 459 655 202 847 37 252 698 h

2005 GHS 34 526 890 3 385 421 738 496 1 327 079 - 39 922 438 i

2006 GHS 34 860 000 3 517 000 823 000 1 605 000 -  40 824 000 i

Total fertility rate

1998 SADHS 3.1 2.5 - 1.9 - 2.9 j

2001 CARe 3.0 2.4 2.0 1.8 - 2.8 k

2003 SADHS 2.1 2.3 1.6 - - 2.0 l

2004 StatsSA 2.9 2.4 1.9 1.7 - 2.8 g

2006 StatsSA 2.9 2.3 1.9 1.7 - 2.7 g

a StatsSA Mid-year Estimates. Growth rates are for 1996-2002. StatsSA 
usually only provide such growth rates by province and gender. More 
accurate intra-provincial population growth rates are required to 
provide meaningful denominator data for the calculation of a range of 
health indicators at district level.

b StatsSA Mid-year Estimates. For 2004-2005. 2005 mid-year estimates.
c Census 1996. 
d Census 2001.
e IFR Projections 1999. Estimated for 1996-2001. Low population projec-

tions: The impact of HIV/AIDS epidemic is incorporated from 1996 
onwards; fertility rates are similar to those of the medium projections; 
and a low degree of in-migration (100 000 per annum) is assumed. Fig 
4.5 pg 165.

f StatsSA Causes of death 2004 and 2005. 
 2003: Calculated from valid causes of death reports (552 825) per  

1 000 estimated population. Estimated data completeness is 88.5%.
 2004: Calculated from valid causes of death reports (572 350) per  

1 000 estimated population. Estimated data completeness is 85.5%.
 2005: Calculated from valid causes of death reports (591 213) per  

1 000 estimated population. Estimated data completeness is 89%.
g StatsSA Mid-year Estimates. 
h Fiscal Review 2001. Calculated using racial medical schemes coverage 

(quoting October Household Survey 1999) and StatsSA population esti-
mates for 2001 (without AIDS).

i StatsSA GHS 2004 and 2005. 

j SADHS 1998. The 1998 national TFR is considered to be an under-
estimate. The real figure is considered to be about 3.2 (see Udjo EO, 
Lestrade-Jefferis J. Fertility and mortality in South Africa. {on request from 
StatsSA}) Dif ferences between subgroups show that fertility rates are 
correlated with education level, urban / rural residence, province and 
population group. [SAHR 2000 Ch 4].

k CARe Fertility. 
l SADHS 2003 (Preliminary). This survey shows a rapid decline in TFR – and 

it is necessary to explore how much is real – and how much is due to 
under-reporting of births. The number of White women interviewed was 
too small to provide a reliable measure of the TFR.

Demographic
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As long as poverty remains a key determinant of health, 

indicators of socio-economic status will remain important 

inputs for health policy-making and management. Measures 

of poverty are thus important, but also highly contested. 

The Treasury has announced that Government intends to 

develop an official “poverty line” for South Africa, “to assist in 

measuring the extent of household poverty and monitoring 

progress in poverty reduction” [Poverty line]. The proposal is 

to base this poverty line on minimum food needs for daily 

energy requirements, plus essential non-food items. In addi-

tion to the official poverty line, two additional thresholds 

have been proposed. One, below the poverty line, will be 

used to measure extreme poverty. The other, above the 

poverty line, will measure a broader level of household 

income adequacy. Starting with a pilot period, Statistics SA 

expects to publish the new series before the end of 2007, 

update the poverty line and the lower and upper thresholds 

annually (based on a basket of goods and the consumer 

price index), and review the measure every 5 years. 

Depicting poverty at a district level has been accomplished 

using various indices, such as the multiple deprivation index 

cited in the District Health Barometer report [DHB 2005/06]. 

Alternative indices have been proposed, such as that used 

in the “Baseline survey of the 21 ISRDP and URP nodes” [ISRDP 

& URP Baseline] prepared for the Department of Social 

Development in November 2006. This report was based on 

8 387 individual interviews conducted in the 13 Integrated 

Sustainable Rural Development Programme nodes and the 

8 Urban Renewal Programme nodes, at the halfway mark of 

these 10-year programmes. While the results are not easily 

incorporated into this chapter, some are highlighted here 

as indicative of the more nuanced and in-depth data that 

are becoming available. The rate of unemployment aver-

aged 79.1% in the rural and 62.6% in the urban nodes. 

Not surprisingly, government grants were described as the 

“mainstay of many households” in these settings. Across 

all 21 nodes, 50.4% of households were female-headed. 

While access to sanitation had improved in every urban 

node compared to the 2002 baseline, the situation in rural 

nodes was mixed. While 77% of URP households had a flush 

toilet inside the house or yard, only 20% of ISRDP house-

holds enjoyed the same access. In the rural nodes, 28% of 

respondents obtained their water from a source other than 

a “piped” one (e.g. a borehole, river, dam or truck), a source 

likely to be of poor quality. Although the specific health ques-

tion used (proportion of household infected by malaria in 

the past 12 months) was of limited use, except in particular 

provinces, other questions posed were instructive. Half of 

all respondents described their health as “poor” (53% in 

the rural nodes and 43% in the urban nodes). The health 

problem perceived to be most significant varied, but the four 

main problems identified were HIV/AIDS, alcohol, TB and 

drug abuse. Of relevance to the discussion on the extent 

of use of the private sector, while 72% of all respondents 

reported using public clinics and 11% reported using public 

hospitals, 14% reported using private medical practitioners. 

This last proportion varied considerably, from 31% in urban 

Mitchell’s Plain to 3% in rural Sekhukhune district. Interestingly, 

2% or less reported using private hospitals, pharmacies or 

traditional healers. The report called for qualitative research 

into the reasons for patient choices, beyond the predictable 

factors of cost, location and convenience, in order to under-

stand why patients with access to free PHC services chose 

to use private medical practitioners or secondary / tertiary 

hospitals.

Another new secondary source of socio-economic data is 

the Development Indicators Mid-term Review [Development 

Indicators 2007], issued by the Presidency in 2006, midway 

through the government’s term of office. Using a poverty 

line based on an income of R3 000 per capita per annum 

(expressed in constant 2000 Rands), it showed that fewer 

people were living in poverty in 2006 (43.2%) than was the 

case in 1993 (50.1%). However, the report did note that “the 

rate of improvement of income for the poor has not matched 

that of the rich” and that “while income poverty is declining, 

inequality has not been reduced”. This was also shown by 

the increase in the Gini coefficient, which measures income 

inequality. The value of this measure rose from 0.672 in 1993 

to 0.685 in 2006. The report also contains data on the popu-

lation in each of 10 Living Standards Measure groups from 

2001/02 to 2005/06. The number of people in the poorest 

category (LSM 1) dropped substantially from 2001/02 

(3 456 000) to 2005/06 (1 895 000). There was evidence of 

a growing “middle class”, as represented by those in LSM 

4-10. The Theil index is another measure of inequality. While 

inequality by this measure has been rising, it has changed 

in nature. Inequality between races has declined, while 

inequality within race groups has grown. In 1993, 61 per cent 

of inequality was between race groups, however, by 2006 

inequality between race groups had declined to 40 per 

cent. Over the same period, inequality within race groups 

has become much more prominent.
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Table 6:  Socio-economic indicators by province

EC FS GP KZN LP MP NC NW WC SA

Age dependency ratio

1996 83.5 56.4 42.0 68.2 92.4 68.3 62.3 63.5 52.4 64.4 a

2001 75.7 55.4 38.1 64.8 81.8 64.6 56.4 57.0 48.2 58.7 b

Education level (percentage of population aged 20 years and above with no schooling)

1996 no schooling 20.9 16.1 9.5 22.9 36.9 29.4 21.7 22.7 6.7 19.3 a

2001 no schooling 22.8 16.0 8.4 21.9 33.4 27.5 18.2 19.9 5.7 17.9 c

2005 no schooling 13.2 9.2 3.9 11.4 18.8 17.7 12.2 14.1 3.4 10.3 d

2006 no schooling 12.4 7.9 5.0 12.0 18.8 17.9 12.4 12.7 3.2 10.4 d

2006 no schooling female - - - - - - - - - 12.2 d

2006 no schooling male - - - - - - - - - 8.3 d

GDP per capita (PPP US$)

1996 2 856 5 185 11 862 4 563 2 019 6 105 6 513 3 509 9 381 5 916 e

1996 rural - - - - - - - - - 2 314 e

1996 urban - - - - - - - - - 9 023 e

2003 - - - - - - - - - 10 346 f

2004 - - - - - - - - - 11 192 f

Human development index

1996 0.643 0.671 0.771 0.658 0.629 0.657 0.679 0.608 0.762 0.688 e

2001 - - - - - - - - - 0.684 f

2002 - - - - - - - - - 0.666 f

2003 - - - - - - - - - 0.658 f

2004 - - - - - - - - - 0.653 f

Human development index rank

1999 - - - - - - - - - 94 f

2000 - - - - - - - - - 107 f

2001 - - - - - - - - - 111 f

2002 - - - - - - - - - 119 f

2003 - - - - - - - - - 120 f

2004 - - - - - - - - - 121 f

Percentage of households by type of housing

2001 formal 47.3 62.9 65.6 56.6 70.7 67.3 80.2 68.6 78.4 63.8 c

2001 other 3.6 3.8 9.2 4.7 3.0 3.8 3.8 3.8 3.2  5.0 c

2001 traditional 38.1 7.2 1.3 27.9 19.7 12.9 3.5 5.3 2.2 14.8 c

2001 informal 11.0 26.1 23.9 10.8 6.6 16.0 12.5 22.3 16.2 16.4 c

2002 informal 9.4 14.9 18.7 11.4 5.0 13.8 7.0 12.3 15.1 12.7 d

2005 informal 8.9 18.2 23.4 14.8 5.6 14.6 12.6 20.5 17.3 15.9 d

2006 informal 7.4 18.2 23.9 8.8 4.4 11.4 11.5 20.2 19.1 14.5 d

Percentage of households using electricity for cooking

1996 23.2 42.0 72.9 45.8 19.5 35.6 52.4 33.8 76.5 47.1 a

2001 27.8 47.0 73.2 48.3 25.0 40.0 59.0 44.6 78.8 51.4 c

2005 37.2 61.4 80.7 61.8 33.6 46.7 69.5 57.2 87.2 61.3 d

2006 40.3 69.1 77.4 65.5 41.6 50.3 74.2 59.3 86.5 63.5 d

Percentage of households with access to piped water

2001 62.4 95.7 97.5 73.2 78.0 86.7 96.6 86.2 98.3 84.5 c

2005 65.4 95.2 96.9 79.4 72.3 83.9 95.5 85.2 98.3 84.9 d

2006 67.4 96.2 96.8 79.3 75.8 84.3 95.8 87.2 98.9 85.8 d

Percentage of households with no toilet

1996 29.1 8.8 2.5 15.2 21.1 8.7 10.7 6.3 5.4 12.4 a

2001 30.8 9.7 3.6 16.2 23.3 10.3 11.2 9.6 7.7 13.6 c

2005 27.3 4.3 4.4 12.5 14.9 8.6 6.2 7.0 7.0 10.9 d

2006 24.3 3.2 4.4 11.1 10.9 8.0 6.3 6.9 4.8  9.5 d

Percentage of households with telephone (telephone in dwelling or cell phone)

1996 15.6 22.9 45.3 26.9 7.4 18.2 30.8 16.8 55.2 28.6 a

2001 29.0 35.3 56.1 39.0 28.0 37.9 41.8 34.5 63.1 42.4 c

2005 56.3 60.8 73.3 58.3 58.3 68.7 59.0 63.0 76.6 64.6 d

2006 62.3 69.2 77.9 61.0 67.0 79.0 63.0 72.4 79.3 70.2 d

Socio-economic
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EC FS GP KZN LP MP NC NW WC SA

Poverty prevalence

1996 Census indicators 48.5 31.5 20.1 39.5 50.4 37.1 24.3 33.0 14.6 33.6 g

1998 asset index 66.5 28.4 13.1 46.8 62.6 44.1 19.9 38.2 7.5 40.0 h

2001 Census indicators 47.6 32.8 20.8 39.3 47.1 37.2 24.3 38.0 16.7 33.4 g

2001 AMPS income - - - - - - - - - 51.4 i

2005 AMPS income - - - - - - - - - 44.5 i

2006 AMPS income - - - - - - - - - 43.2 i

Unemployment rate (official definition)

2004 32.5 26.1 28.2 32.2 30.8 25.7 22.3 30.4 16.9 27.8 j

2005 29.9 30.2 22.8 32.8 30.1 26.9 24.7 27.4 18.9 26.7 j

2006 32.0 26.5 23.2 26.6 32.0 28.0 28.7 29.7 15.0 25.5 j

a Census 1996. Calculated.
b Census 2001. Calculation reported in Joubert J, Bradshaw D. Health of 

Older Persons. In: Ijumba P, Day C, Ntuli A. South African Health Review 
2003/04.

c Census 2001. 
d StatsSA GHS 2005 and 2006.
e StatsSA HDI 2001. 
f Human Development Report, various years.
g ISRDP & URP Baseline. Proportion of the population living in poverty 

based on the construction of a poverty index using indicators from the 
Census. The variables in the matrix include both household and indi-
vidual-level data, and include the following: * Female-headed house-
holds * Illiteracy (the proportion of population aged 15 and above 
who have not completed Std 5 / Grade 7) * Rate of unemployment 
* Household income (the proportion of households with no annual 
income) * Crowding (the proportion of households sharing a room with 
at least one other household) * Dwelling type (households classified 
informal or traditional) * Sanitation (households without flush or chemical 
toilet) * Water (households without tap water inside dwelling or on site) 
* Electricity (households without electricity for lighting purposes) * Refuse 
removal (households whose refuse is not removed by local authority).

h Chronic Diseases in SA. The asset index derived from the SADHS data 
was employed to calculate estimates of the headcount poverty index 
for South Africa. The asset index value at the 40th population percentile 
is employed as the poverty line. Table 2.6.

i Development Indicators 2007. Index measuring the number of people 
living below a poverty line of R3000 per capita per annum (in 2000 
constant Rand). Quoting Van der Berg, et al (2006) based on All Media 
and Products Survey of various years.

j StatsSA Labour Force Survey. March 2004, September 2005 and 
September 2006.
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Table 7:  Socio-economic indicators by ethnic group

African Coloured Indian / Asian White Other All

Age dependency ratio

2001 62.2 53.4 39.2 43.1 - 58.7 a

Education level (percentage of population aged 20 years and above with no schooling)

1996 no schooling 24.3 10.2 6.5 1.2 - 19.3 a

2001 no schooling 22.3 8.3 5.3 1.4 - 17.9 b

2005 no schooling 12.9 5.0 2.6 - - 10.3 c

2006 no schooling 13.0 4.4 2.9  - - 10.4 c

Percentage of households by type of housing

2001 formal 55.5 85.7 92.7 95.1 - 63.8 b

2001 informal 20.4 7.4 1.1 0.5 - 16.4 b

2001 other 5.5 4.1 4.8 3.3 - 5.0 b

2001 traditional 18.7 2.8 1.4 1.1 - 14.8 b

Percentage of households using electricity for cooking

1996 30.4 75.5 97.7 97.2 68.1 47.1 a

2001 39.3 82.3 97.1 96.6 - 51.4 b

2005  51.3 - - - - 61.3 c

2006 54.4 - - - - 63.5 c

Percentage of households with access to piped water

2001 80.3 97.6 99.2 99.3 - 84.5 b

2005 81.2 - - - 97.6 84.9 c

2006 82.4 - - - - 85.8 c

Percentage of households with no toilet

1996 16.4 5.1 0.2 0.1 7.1 12.4 a

2001 16.9 6.0 0.8 0.7 - 13.6 b

2005 13.8 3.0 1.2 0.2 - 10.9 c

2006 11.9 2.6 - - -  9.5 c

Percentage of households with telephone (telephone in dwelling or cell phone)

1996 11.3 43.4 76.9 88.5 49.7 28.6 a

2001 31.1 54.4 87.1 95.2 - 42.4 b

2005 58.2 68.6 87.9 96.8 - 64.6 c

2006 65.8 70.8 80.9 95.7 - 70.2 c

Unemployment rate (official definition)

2004 33.5 17.7 17.0 5.0 - 27.8 d

2005 31.5 22.4 15.8 5.0 - 26.7 d

2006 30.5 19.4 9.6 4.5 - 25.5 d

a Census 1996. Calculated.
b Census 2001. 
c StatsSA GHS 2005 and 2006.
d StatsSA Labour Force Survey. March 2004, September 2005 and 

September 2006.

Socio-economic
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Mortality 

Although infant mortality has captured media attention in 

2007, and measures of such mortality are reflected promi-

nently in the Millennium Development Goals (MDGs), perhaps 

the most important new report in this area was the 2006 

Statistics South Africa publication entitled “Adult Mortality 

(Age 15-64) based on death notification data in South 

Africa: 1997-2004” [StatsSA Adult mortality]. Overall mortality 

due to priority conditions, including in adults, needs to be 

reported in order to track progress towards other MDGs. For 

example, target 8 is stated as follows: “Have halted by 2015, 

and begun to reverse, the incidence of malaria and other 

major diseases”. Among the indicators for this target are 

the “Prevalence and death rates associated with malaria” 

(Malaria death rate per 100 000, ages 0-4; Malaria death 

rate per 100 000, all ages) and “Prevalence and death rates 

associated with tuberculosis” (Tuberculosis death rate per 

100 000). South Africa is one of only 21 countries, all either 

in Africa or the former Soviet Union, in which life expectancy 

at birth has declined by 4 years or more between 1990 and 

2001.

The StatsSA report includes years in which the complete-

ness of death registration was considered to be sufficiently 

complete (estimated to be 80% of all male deaths and 78% 

of all female deaths in 1997). Nonetheless, the reported 

deaths were adjusted for under-reporting, using weights for 

age and sex for each year. 

The report clearly lays to rest any contention that increased 

mortality seen over time is related to unnatural deaths, 

including those caused by violence. It noted that mortality 

rates from unnatural causes (homicide, suicide and acci-

dents) changed little from 1997 to 2004. The trends for males 

and females are shown in Figure 1. Other publications have 

pointed to the same findings. For example, the “Mortality 

and Causes of death” statistics, released by Statistics South 

Africa in June 2007 [StatsSA Causes of death 2005], showed 

that, in 2004, there were 52 969 unnatural deaths (9.3% 

of the total), while in 2005, there were 53 128 such deaths 

(9.0% of the total). Of particular concern was the high rate of 

homicides. Although the number of homicides has declined, 

from 26 000 in 1994/95 to 19 800 in 2003/04, South Africa is 

still considered to have the second highest homicide rate in 

the world, after Colombia. The age-standardised death rate 

from homicide for adult males in 2004 (96.4 per 100 000) 

was much higher than that for adult females (15.7 per 

100 000). See also the section on ‘Injuries’ in this chapter. 

Figure 1:  Death rates per 100 000 from unnatural causes by age and sex, 1997 and 2004

Source:  StatsSA Adult mortality.
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The report states baldly that all cause mortality of those 

aged 15-64 “increased substantially” from 1997 to 2004, for 

both sexes. Expressed as the age-standardised death rate, 

the value for males increased 1.8 times over that period, 

while the value for females increased 2.4 times. This was even 

more evident in particular age groups, where, for example, 

death rates for females aged 20-39 more than tripled and 

Figure 2:  Contribution of the three Global Burden of Disease categories to the age-standardised death rate per 
100 000, age 15-64, 1997-2004

Source:  StatsSA Adult mortality.

Figure 3:  Death rates by age and sex per 100 000 from communicable and related diseases, 1997 and 2004

Source:  StatsSA Adult mortality.

those for males aged 30-44 more than doubled. The bulk 

of that increase is attributed to communicable diseases. The 

relative contribution of unnatural, communicable and non-

communicable diseases over time is shown in Figure 2, for 

males and females. Figure 3 clearly illustrates the consider-

able increase in deaths due to communicable diseases, as 

well as the increased death rates in younger women.

Health Status – Mortality
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Particular findings in relation to deaths caused by communi-

cable and non-communicable diseases are dealt with under 

each section below, but the following key points need to be 

made:

➤ overall, deaths from infectious diseases were higher 

in 2004 than 1997 for both sexes and for every age 

group from 15 to 64;

➤ although deaths attributed directly to HIV increased 

greatly over this period, other deaths could be linked to 

HIV, including those from tuberculosis, parasitic diseases 

and perhaps malaria;

➤ among deaths notified as being non-communicable 

in nature, those attributed to “certain disorders of the 

immune system” could also be HIV-related; and

➤ a considerable proportion of maternal deaths at 

younger ages were also considerably likely to be 

HIV-associated.

Table 8:  Mortality indicators by province

EC FS GP KZN LP MP NC NW WC SA

Adult mortality (45q15 – probability of dying between the ages of 15 and 60 years of age)

Burden of disease analysis a

2000 38.6 42.6 39.3 48.7 39.9 47.5 34.2 42.0 30.8 42.9

2000 female 32.2 35.9 32.7 42.8 33.1 41.3 27.5 35.2 24.1 35.7

2000 male 45.0 49.3 46.0 54.6 46.7 53.8 40.9 48.8 37.5 49.4

ASSA2003 model b

2006 ASSA2003 58.5 63.7 54.5 71.1 46.9 65.1 44.4 58.5 36.4 56.3

2007 ASSA2003 59.8 64.4 54.7 71.5 47.5 65.1 45.6 59.5 37.2 56.9

2007 ASSA2003 female 54.5 59.6 50.9 67.0 42.2 60.8 41.0 54.5 33.2 52.4

2007 ASSA2003 male 65.1 69.3 58.6 76.1 52.8 69.5 50.3 64.5 41.2 61.5

Life expectancy at birth

Burden of disease analysis a

2000 56.2 55.1 58.0 51.6 57.1 53.1 60.5 55.9 63.4 55.2

2000 female 59.0 57.9 61.0 53.8 60.1 55.5 63.9 58.8 67.0 58.5

2000 male 53.3 52.4 55.1 49.4 54.3 50.7 57.2 53.1 59.8 52.4

StatsSA

1996 60.4 52.8 59.6 53.0 60.1 53.5 55.6 53.3 60.8 57.0 c

1996 rural - - - - - - - - - 58.0 c

1996 urban - - - - - - - - - 56.2 c

2006 StatsSA - - - - - - - - - 50.7 d

2007 StatsSA - - - - - - - - - 50.0 d

2007 StatsSA female - - - - - - - - - 51.6 d

2007 StatsSA male - - - - - - - - - 48.4 d

ASSA2003 model b

2006 ASSA2003 48.8 46.7 52.2 43.0 56.0 46.4 57.3 50.2 61.5 50.7

2007 ASSA2003 48.4 46.5 52.2 42.9 55.8 46.5 56.8 49.8 61.2 50.5

2007 ASSA2003 female 50.4 48.1 53.5 44.2 58.1 47.8 59.1 51.4 63.5 52.2

2007 ASSA2003 male 46.5 45.0 50.9 41.7 53.6 45.2 54.7 48.3 59.0 48.9

a Burden of Disease Prov 2000.
b ASSA 2003. 
c StatsSA HDI 2001. 
d StatsSA Mid-year Estimates. 
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Table 9:  Mortality indicators by ethnic group

African Coloured Indian / Asian White All
Adult mortality (45q15 – probability of dying between the ages of 15 and 60 years of age) (ASSA2000 model)

2002 female 52.0 32.0 20.0 15.0 43.0 a

2002 male 65.0 43.0 34.0 23.0 56.0 a

Life expectancy at birth

ASSA2000 model

2002 female 50.4 64.0 69.5 73.7 55.0 a

2002 male 45.8 58.4 63.4 67.7 49.9 a

StatsSA

1996 55.5 58.6 61.5 65.5 57.0 b

2004 49.2 56.2 63.5 63.6 51.4 c

2004 female 50.7 58.4 66.0 65.6 52.9 c

2004 male 47.8 54.1 61.1 61.7 49.9 c

a HIV Indicators 2002.
b StatsSA HDI 2001. 
c StatsSA Mid-year Estimates.

Health Status – Mortality
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Disability

Data on disability remains poor. Even though the General 

Household Survey does include questions about disability, 

the number of responses is low, and this makes disaggre-

gation below the national level problematic. The national 

Department of Health has set a target for reporting of birth 

defects, and thus prioritised training of health workers in 

human genetics. Updated data on deaths associated with 

birth defects were calculated from data released with the 

Statistics South Africa in the “Mortality and causes of death in 

South Africa, 2005: Findings from death notification” report 

[StatsSA Causes of death 2005] (Table 10). 

Table 10:  Deaths due to birth defects by province and selected underlying causes, 2003-2005

Year Underlying cause (ICD-10) EC FS GP KZN LP MP NC NW WC SA

% of deaths from 
birth defects by 

cause
2003 Birth defects of the cardiovascular system  

(Q20-Q28)
55 49 159 88 20 39 12 38 87 547 30.0

Neural tube defects (Q05-Q07) 10 13 15 18 4 7 3 11 10 91 5.0

Down’s syndrome (Q90) 19 9 34 10 4 7 4 9 11 107 5.9

Other 88 76 302 219 70 58 31 103 134 1 081 59.2

All birth defects 172 147 510 335 98 111 50 161 242 1 826 100.0

2004 Birth defects of the cardiovascular system  
(Q20-Q28)

67 57 168 79 27 37 11 35 94 575 29.8

Neural tube defects (Q05-Q07) 13 8 24 21 6 6 3 7 12 100 5.2

Down’s syndrome (Q90) 18 7 35 31 5 8 4 7 19 134 7.0

Other 109 98 283 208 53 76 29 85 177 1 118 58.0

All birth defects 207 170 510 339 91 127 47 134 302 1 927 100.0

2005 Birth defects of the cardiovascular system  
(Q20-Q28)

71 39 175 87 33 43 18 53 87 606 30.3

Neural tube defects (Q05-Q07) 15 5 17 14 7 3 2 14 9 86 4.3

Down’s syndrome (Q90) 11 13 35 30 8 12 3 13 30 155 7.8

Other 118 87 319 205 73 74 30 100 145 1 151 57.6

All birth defects 215 144 546 336 121 132 53 180 271 1 998 100.0

Source:  Calculated from StatsSA Causes of death 2005.
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Table 11:  Disability indicators by province

EC FS GP KZN LP MP NC NW WC SA

Cataract surgery rate (surgeries per million uninsured population)

2000 - - - - - - - - - 639 a

2001 - - - - - - - - - 711 a

2004 609 1 489 10 882 1 544 - - - - 757 1 039 b

2005 869 1 289 9 122 6 432 - - - - - 1 030 c

Prevalence of disability (%)

1996 7.3 9.8 6.2 6.0 6.0 7.6 5.6 8.3 3.7  6.5 d

1998 8.9 5.8 5.2 6.7 6.3 4.5 4.5 3.1 3.8 5.9 e

2001 5.8 6.8 3.8 5.0 5.1 5.8 5.7 5.8 4.1 5.0 f

Prevalence of hearing disability (%)

1996 1.1 1.3 0.8 0.9 1.1 1.2 0.8 1.6 0.5 1.0 d

1998 - - - - - - - - - 1.0 e

2001 0.8 1.0 0.4 0.7 0.8 0.9 0.7 0.7 0.6 0.7 f

Prevalence of mental illness (%)

1996 0.7 5.4 0.3 0.5 0.4 0.5 0.5 0.7 0.4 0.5 d

1998 - - - - - - - - - 1.1 e

2001 - - - - - - - - - 0.6 f

Prevalence of physical disability (%)

1996 1.9 1.6 1.0 1.6 1.5 1.1 1.2 1.8 0.9  1.4 d

1998 - - - - - - - - - 2.0 e

2001 1.5 1.3 1.0 1.3 1.0 1.3 1.6 1.4 1.2 1.2 f

Prevalence of sight disability (%)

1996 2.6 5.2 2.9 2.2 2.3 3.6 2.3 3.4 3.8 2.7 d

1998 - - - - - - - - - 1.7 e

2001 1.3 2.2 1.0 1.2 1.3 1.6 1.5 1.7 0.8 1.3 f

a DoH Annual Report 2001/2002.
b DoH Annual Report 2004/05. Provincial data from the provincial annual 

reports available from National Treasury http://www.treasury.gov.za/
documents/annualreport/default.htm.

c DoH Annual Report 2005/06. Provincial data from the provincial annual 
reports available from National Treasury http://www.treasury.gov.za/
documents/annualreport/default.htm.

d Census 1996.
e CASE Disability Survey.
f Census 2001.

Table 12:  Disability indicators by ethnic group

African Coloured Indian / Asian White Other All

Prevalence of disability (%)

1996 7.5 3.6 4.1 3.3 4.4  6.5 a

1998 6.1 4.5 4.7  5.7 - 5.9 b

2001 5.2 4.2 3.7 4.5 - 5.0 c

Prevalence of hearing disability (%)

1996 1.1 0.4 0.5 0.6 0.6 1.0 a

2001 0.7 0.5 0.4 0.8 - 0.7 c

Prevalence of mental illness (%)

1996 0.5 0.4 0.4 0.3 0.4  0.5 a

2001 - - - - - 0.6 c

Prevalence of physical disability (%)

1996 1.6 0.9 0.9 0.6 0.8 1.4 a

2001 1.2 1.3 1.1 1.3 - 1.2 c

Prevalence of sight disability (%)

1996 3.2 1.0 1.5 0.7 1.3 2.7 a

2001 1.4 0.8 0.8 0.7 - 1.3 c

a Census 1996.
b CASE Disability Survey.
c Census 2001.

Health Status – Disability
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Infectious Disease

Data on syphilis prevalence in antenatal clients are obtained 

from the annual antenatal surveys. Data from the 2005 

annual survey were published for the WC in a far more 

disaggregated manner [Antenatal Survey 2005 WC]. In 

addition, the HIV data were published in the South African 

Medical Journal in June 2006 [SAMJ 96(538-43)]. As Table 13 

shows, the provincial average masked considerable differ-

ences in syphilis prevalence within the province. Prevalence 

in the Central Karoo and West Coast districts were more 

than twice the provincial average, while the Cape Town 

metropole showed below-average rates. This survey repre-

sented the fifth such attempt in this province. Importantly, this 

required that all 400 facilities providing antenatal services 

be included in the sample. In essence, this required 25 sepa-

rate cross-sectional surveys. A sample size was determined 

for each area, and then allocated proportionately to each 

facility on the basis of the number of first-time antenatal clinic 

visits.

a DoH Notification System. Data from the annual antenatal surveys.
b Antenatal Survey 2001-2006. 
c DHIS. For the DHIS data, approximately two-thirds of antenatal clients 

were tested for syphilis overall, substantially more than in previous 
years, although there is quite a lot of variation between provinces in the 
coverage. Data for 2006 extracted July 2007.

Data on syphilis prevalence are also available from the 

District Health Information System however, because testing 

coverage varies quite a bit between provinces, data quality 

may still be a significant reason for the lack of agreement 

between the data sources.

No new data on notifiable diseases (such as malaria, cholera, 

rabies and tetanus) are available from NDoH, and the infor-

mation management system is still being implemented.

Table 13:  Syphilis prevalence by district in the WC, 2005

Cape Town DC1 DC2 DC3 DC4 DC5 WC
Syphilis prevalence rate (%) (antenatal) 

2005 3.3 8.8 5.4 3.8 6.3 10.6 4.0

Cape Town: City of Cape Town  DC1: West Coast District Municipality  DC2: Cape Winelands (Boland) District Municipality  DC3: Overberg District Municipality  DC4: Eden District 
Municipality  DC5: Central Karoo District Municipality  WC: Western Cape  

Source:  Antenatal Survey 2005 WC.

Table 14:  Syphilis prevalence by province

EC FS GP KZN LP MP NC NW WC SA

Syphilis prevalence rate (%) (antenatal)

1998 9.6 4.4 3.8 15.8 5.6 8.6 3.8 9.1 4.4 10.8 a

1999 4.4 15.8 9.6 3.8 8.6 9.7 3.8 5.6 4.4 7.3 a

2000 3.3 4.8 9.6 2.6 4.2 3.7 5.1 3.6 5.2 4.9 a

2001 3.3 2.0 2.7 1.3 4.9 2.0 6.2 4.0 2.9 2.8 b

2002 3.1 5.0 6.0 1.5 1.9 2.5 5.2 3.2 2.0 3.2 b

2003 3.8 3.8 2.1 1.4 1.7 1.8 8.6 2.0 5.5 2.7 b

2004 2.4 3.8 0.9 0.8 0.9 1.3 7.0 2.1 1.6 1.6 b

2005 2.5 3.0 4.3 1.2 1.1 2.9 8.5 1.9 4.0 2.7 b

2006 2.6 2.5 2.3 1.0 0.6 1.1 6.9 1.8 1.9 1.8 b

2006 DHIS 12.9 4.2 4.0 4.9 2.2 3.3 6.7 11.9 8.5 4.6 c
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Tuberculosis (TB)

Considerable prominence has been given to tuberculosis in 

South Africa, particularly because of the high-profile outbreak 

of extensively-resistant TB in Tugela Ferry. The latest World 

Health Organization report on the global TB picture [Global 

TB Control 2007], noted that globally the 2005 targets for 

DOTS programme of 70% case detection and 85% cure were 

“narrowly missed”. It did acknowledge, though, that all of the 

Millennium Development Goals in this regard were unlikely 

to be met by 2015. Globally, TB prevalence and death rates 

have been falling. The total number of new cases is, however, 

“rising slowly” as the case-load in Africa, South-East Asia and 

the Eastern Mediterranean regions grows. The report gave 

prominence to 22 “high burden countries”, including South 

Africa, that together account for approximately 80% of all 

new cases each year. South Africa was ranked 7th, based on 

the number of incident cases. Those countries ranked higher 

all have considerably larger populations (India, China, 

Indonesia, Nigeria, Bangladesh and Pakistan). The following 

key findings are taken from that report, as provided to the 

WHO by the national and provincial TB programmes.

In 2005, South Africa reported 270 178 new and relapse 

cases. Of the 241 879 new cases, 39 379 (16.4%) were 

extrapulmonary. Critically, given the way in which cure rates 

are calculated, only 51.9% of the new cases were smear-

positive. There were 125 460 new smear-positive and 

76 680 new smear-negative / unknown cases. South Africa 

had almost the highest incidence (all forms) per 100 000 

population per year of all the high-burden countries (600, 

only exceeded by Zimbabwe with 601 and Kenya with 641). 

The incidence of smear-positive TB was reported as 245 per 

100 000 population. The locally reported figure is compa-

rable (Table 15). However, updated data from NDoH show a 

continued increase in the overall incidence of TB, which was 

reported as 722 cases per 100 000 population for 2006. 

Some of this increase may be due to improved data quality, 

since the Electronic TB register was introduced fully in 2004. 

Of the 15 countries with the highest estimated TB incidence 

(all ages, all forms) in 2005, South Africa and its immediate 

neighbours (Namibia, Botswana, Zimbabwe, Mozambique, 

Lesotho, Swaziland) provided 7 countries, and a further 2 

(Zambia, Malawi) were members of the Southern African 

Development Community (SADC). The overlap with the global 

epicentre of the HIV pandemic is striking.

The prevalence (all forms) for South Africa was recorded by the 

WHO as 511 and the mortality (all forms) as 71 per 100 000 

population. This last figure is markedly different from that 

calculated from the StatsSA Causes of death 2005 report. 

The WHO report notes approximately 34 000 deaths from 

TB in 2005. The StatsSA data included 73 903 deaths due to 

TB (ICD-10 codes A15-A19) as the underlying cause of death 

in the same year, without adjusting for under-reporting. Using 

the StatsSA mid-year population estimate yields a mortality 

of 158 per 100 000 population. It is possible that a number 

of TB cases are being seen outside of the provincial treatment 

programmes, or that a number present in extremis and are 

thus not registered with the programme before succumbing 

to the disease. 

The WHO figures are based on a standard data collec-

tion form distributed to national treatment programmes. 

Outcomes for the 2005 figures were based on the TB 

patients registered in 2004 and MDR-TB patients registered 

in 2002. The WHO report makes the important statement 

that “[t]he specific effects on TB epidemiology of HIV infection, 

drug resistance, the impact of DOTS and other phenomena 

cannot easily be disentangled in routinely collected data”. 

Nonetheless, a key feature of the report is the apparent 

mismatch between the improvement in DOTS coverage 

over time and the treatment success rates achieved in South 

Africa. Despite the claimed improvement in DOTS coverage, 

the percentage of new smear-positive cases considered to 

be treatment successes (the sum of those cured and those 

completing treatment) has not changed over the last 9 years 

(Figure 4). In 2005, South Africa reported that 94% of the 

population was covered by DOTS, compared with none in 

1996 and 13% in 1997. Despite this, the cure rate for the 

2004 cohort was only 54%. In addition, 15% of the cohort 

completed treatment, 7.4% died, 1.5% failed treatment, 11% 

defaulted, 6.2% transferred to another facility (and the treat-

ment outcome was unknown) and a further 4.5% were not 

evaluated. For the 2004 cohort, only two high-burden coun-

tries reported worse treatment success (Russian Federation, 

at 59%, and Zimbabwe, at 54%) and one (Uganda) reported 

the same value (70%). Outcomes for smear-positive retreat-

ment cases were predictably poorer. Of the 2004 cohort, 

27% were cured, 29% completed treatment, 12% died, 

2.4% failed treatment, 17% defaulted, 6.8% transferred and 

6.2% were not evaluated. Treatment success was thus 56%. 

The 2006 national targets for TB control (a cure rate for new 

smear-positive pulmonary TB cases of 60% and an interrup-

tion rate for new smear-positive TB cases of 10%) thus seem 

reasonable, if depressingly modest. Actual outcomes for 

Health Status – Infectious Disease
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Figure 4:  DOTS treatment and re-treatment success versus DOTS coverage

Source:  Global TB Control 2007.
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2005 were close to these targets at a national level, with the 

cure rate at 57.6% and the interruption rate at 10.4%. There 

are, however, substantial differences in outcomes between 

provinces. The National TB Crisis Plan aims for an improve-

ment by 10% in the smear conversion rates and cure rates 

in the targeted “crisis” districts (Nelson Mandela Metropole, 

Amathole district, eThekwini Metropole and the City of 

Johannesburg). It is still too early to claim any improvements 

in these poorly performing districts.

The observation made above about the lack of improve-

ment in treatment outcomes in relation to DOTS coverage 

has been confirmed by the October 2007 Cochrane Review 

on DOTS in which the authors conclude that “[t]he results of 

randomized controlled trials conducted in low-, middle-, 

and high income countries provide no assurance that DOT 

compared with self administration of treatment has any quan-

titatively important effect on cure or treatment completion in 

people receiving treatment for tuberculosis.” [Cochrane (4):

CD003343].

The StatsSA Adult Mortality report contained a useful 

comparison of reported TB deaths, by age and sex, showing 

the changes between 1997 and 2004 (Figure 5). At least to 

some extent, the increase seen is likely to have been driven 

by the HIV pandemic. The StatsSA report noted evidence 

that:

➤ “among those who have tuberculosis and then become 

HIV-positive, the speed of progression from HIV to AIDS 

and from AIDS to death is more rapid”;

➤ among those who have tuberculosis and are HIV-posi-

tive “death rates from tuberculosis are also increased”; 

and

➤ “being HIV-positive increases the chance of acquiring 

tuberculosis due to a weakened immunologic system”.
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Figure 5:  Death rates by age and sex per 100 000 from TB, 1997 and 2004

Source:  StatsSA Adult mortality.

In the light of the MDR- and XDR-TB crises, much has been 

made of South Africa’s laboratory capacity, compared 

with that in the rest of the continent. Compared with other 

middle income countries, South Africa was still lacking key 

capacity. Whereas Brazil had 10 laboratories per 10 million 

population that are capable of determining drug sensitivity, 

and Thailand has 6.2, South Africa had only 3.8. No South 

African laboratories were reported to be part of an external 

quality assurance system for sputum smear microscopy in 

2005. While South Africa reported having 143 laboratories 

capable of performing sputum smear microscopy, it had only 

18 which could perform a mycobacterial culture and / or 

drug sensitivity test. Given the apparent extent of the MDR-

TB problem, it is of great concern that South Africa reported 

no data on the 4 indicators relating to management of such 

cases. These are:

1. % of new cases notified which receive drug sensitivity 

testing at the start of treatment;

2. % of new cases notified which receive drug sensitivity 

testing at the start of treatment and are shown to be 

MDR-TB;

3. % of retreatment cases notified which receive drug 

sensitivity testing at the start of treatment; and

4. % of retreatment cases notified which receive drug 

sensitivity testing at the start of treatment and are 

shown to be MDR-TB.

XDR-TB (in which the organism is resistant to isoniazid and 

rifampicin, a fluoroquinolone and at least one second-line 

injectable agent, either amikacin, kanamycin and / or capre-

omycin) has been detected in all 9 provinces, but the true 

magnitude of the problem can only be determined through 

testing of isolates from MDR cases identified in routine drug-

resistance surveys. Similar data from at least 10 countries is 

expected to become available in 2007. 

The latest issue of the WHO report included financial data 

for South Africa for the first time, gathered from the provincial 

programmes. In contrast to many other high-burden coun-

tries, South Africa reported no funding gap in relation to 

TB programmes. The total programme costs for 2007 were 

reported to be US $235 million, the second largest among 

the high-burden countries after the Russian Federation. This 

represented a 53% increase since 2002. Importantly, only 

3% was sourced from grants, including from the Global Fund. 

On a per patient basis, total programme costs for 2007 

were budgeted at US $803, with $61 per patient for first-line 

drugs. The total programme costs per patient were reported 

to be twice as high in the Russian Federation ($1 698 per 

patient), but similar in Brazil ($864 per patient). Most of the 

other high-burden countries were budgeting far less, with a 

median of $259 per patient, with $26 for first-line drugs.

Health Status – Infectious Disease
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Table 15:  TB indicators by province

EC FS GP KZN LP MP NC NW WC SA

Bacteriological coverage rate a

2001 82 90 90 54 79 83 90 83 90  80

2006 82 89 92 79 78 72 86 77 95

Case finding a

Reported cases of TB (PTB)

2004 31 631 15 323 29 663 58 216 10 084 6 508 6 614 18 083 39 597  215 719

2005 38 319 17 423 33 866 73 735 11 236 9 712 7 053 23 689 42 571  257 604

2006 42 582 19 058 34 290 88 271 14 118 13 496 7 951 24 519 43 155 287 440

Reported cases of TB (all types)

2004 36 771 18 943 38 559 69 912 11 832 7 447 7 047 20 986 45 165  256 662

2005 44 909 20 915 43 990 85 507 13 366 10 746 7 633 27 208 48 193  302 467

2006 49 766 23 374 46 093 104 705 17 301 15 035 8 631 28 421 48 989 342 315

Reported cases of TB (new Sm+)

2004 15 978 8 370 18 965 24 970 6 248 3 527 3 487 10 257 17 907  109 709

2005 17 984 9 508 21 086 28 938 6 854 5 554 3 567 13 419 18 550  125 460

2006 20 135 9 553 20 609 32 855 7 574 7 216 3 582 12 539 17 555 131 618

Incidence of TB (PTB new Sm+) (per 100 000)

2004 225.4 283.7 214.3 258.3 113.4 108.7 387.7 269.4 391.8 235.5

2005 255.5 322.0 233.8 299.8 121.6 172.4 395.4 350.9 399.2 267.5

2006 285.2 322.5 223.9 337.6 133.6 222.3 394.2 325.5 369.3 277.8

Incidence of TB (all types) (per 100 000)

2004 518.7 642.0 435.8 723.3 214.7 229.5 783.6 551.2 988.1 550.9

2005 637.9 708.3 487.8 885.9 237.2 333.6 846.0 711.5 1 037.2 645.0

2006 705.0 789.2 500.7 1 075.8 305.2 463.3 949.9 737.9 1 030.7 722.4

Proportion of extra-pulmonary TB

2004 14 19 23 17 15 13 6 14 12 16

2005 15 17 23 14 16 10 8 13 12 15

2006 15 19 26 16 18 10 8 14 12 16

Smear positivity (percentage of new PTB cases which are Sm+)

2004 51 55 64 43 62 54 53 57 45 51

2005 47 55 62 39 61 57 51 57 44 49

2006 47 50 60 37 54 54 45 51 41  46

Case holding a

Smear conversion rate (new Sm+ cases)

2004 37.3 58.5 57.8 38.7 43.2 34.2 31.8 48.4 58.0 46.6

2005 41.8 61.1 62.2 40.4 62.0 35.6 40.5 47.7 60.7 50.5

2006 49.9 67.2 69.2 48.4 54.3 44.4 48.3 48.1 66.9 55.8

Cure rate (new Sm+ cases)

2003 50.7 64.8 61.3 44.0 53.6 43.7 64.6 59.8 71.9 56.7

2004 40.8 67.2 62.6 34.8 69.5 32.0 38.3 56.6 70.1 50.8

2005 53.7 67.5 66.7 45.2 60.8 51.8 50.1 57.6 71.9 57.6

Successful completion rate (new Sm+)

2003 70.5 75.3 69.9 61.0 72.6 67.3 72.7 73.1 79.3 70.0

2004 63.4 76.7 67.8 55.1 77.2 49.6 65.8 69.2 78.9 65.5

2005 72.9 76.9 71.7 64.2 70.0 65.7 71.4 70.0 79.7 70.8

Interruption (defaulter) rate (new Sm+ cases)

2003 12.3 7.0 9.7 18.3 8.1 12.2 11.5 9.2 11.9 12.4

2004 10.8 5.9 8.2 13.1 3.6 11.0 14.5 7.9 11.9 10.3

2005 9.0 5.9 6.9 14.7 7.4 10.8 13.1 9.5 11.1  10.4

Retreatment ratio

2004 30 22 15 18 13 11 26 17 30 22

2005 32 23 17 20 14 10 28 18 32 23

2006 31 23 17 21 15 13 30 19 33  24
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EC FS GP KZN LP MP NC NW WC SA

Programme Management and other indicators

DOTS population coverage (%) b

2003 - - - - - - - - - 99.5

2004 - - - - - - - - - 93.0

2005 - - - - - - - - - 94.0

Tuberculosis, DOTS detection rate (%) b

2003 - - - - - - - - - 118

2004 - - - - - - - - - 104

2005 - - - - - - - - - 103

Tuberculosis, DOTS treatment success, (%) b

2002 - - - - - - - - -  65

2003 - - - - - - - - -  68

2004 - - - - - - - - -  70

Prevalence (%) of multidrug resistance among new TB cases

2001 1.0 1.8 1.4 1.7 2.4 2.6 - 2.2 0.9  - b

2004 - - - - - - - - - 1.8 c

Tuberculosis prevalence rate per 100 000 population b

2004 - - - - - - - - - 670

2005 - - - - - - - - - 511

Tuberculosis death rate per 100 000

2003 MDG - - - - - - - - - 28 b

2004 MDG - - - - - - - - - 135 b

2005 MDG - - - - - - - - -  71 b

2003 StatsSA 154 195 117 219 69 158 167 159 94 148 d

2004 StatsSA 167 193 119 226 73 168 177 156 87 152 d

2005 StatsSA 176 200 118 236 78 184 186 162 84 158 d

a DoH TB.
b Global TB database and Millennium Development Goals.
c MDR TB 2004. Note that the Northern Cape was not included in this 

study.
d StatsSA Causes of death 2005.  

2003: Calculated from 67 711 deaths due to TB and StatsSA mid-year 
population estimates for the relevant year.  
2004: Calculated from 70 355 deaths due to TB and StatsSA mid-year 
population estimates for the relevant year. 
2005: Calculated from 73 903 deaths due to TB (ICD-10 A15-A19) and 
StatsSA mid-year population estimates for the relevant year.

 No adjustment has been made for under-reporting of death notifica-
tion. The rate for South Africa includes deaths that are not allocated 
to a specific province and will therefore be higher than the average 
provincial value.

Health Status – Infectious Disease
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Malaria

Malaria control has been regarded as a success story over 

the past few years. The national Department of Health’s 

2005/06 Annual Report contained the following statements:

➤ “South Africa experienced an upsurge in malaria cases 

and deaths in the 1990s. This was reversed in 2000 

after controlled spraying of homes with DDT was reintro-

duced with permission from the relevant international 

environmental body. The results were dramatic – every 

year saw a further fall in the number of cases recorded. 

South Africa worked successfully with Mozambique, 

Swaziland and Zimbabwe to achieve progress on both 

sides of its borders.”

➤ “The number of malaria cases has dropped from a 

peak of 64 000 in 1999 to 7 250 in 2005.”

➤ The success of preventive measures is due to:

 ✧ The extensive coverage of the spraying program-

me which reached 83% of targeted households in 

2004.

 ✧ Low rainfall in the malaria endemic areas during 

2005.

 ✧ Stronger collaboration with neighbouring countr- 

ies.”

➤ “All provinces are now using a combination of two 

drugs to treat malaria. This is to reduce the risk of 

malaria strains becoming resistant to the drugs – a 

development that has plagued malaria treatment in 

the past. Dual therapy leads to quicker recovery and 

fewer deaths.”

➤ “Deaths decreased from 458 in 1999 to 55 in 2005.”

These figures do not exactly match those extracted from 

the Notifiable Disease Reporting System (Table 16) as more 

data were probably received after finalisation of the annual 

report. However it is more difficult to explain why the figures 

vary so considerably from those extracted from the StatsSA 

Causes of death 2005 database using the appropriate 

ICD-10 codes (B50-B54) for underlying cause of death. As 

before, these are reported without any adjustment for under-

reporting of death registration. The NDoH Annual Report 

thus mentioned 55 deaths due to malaria in 2005, whereas 

the Notifiable Disease database showed 64 deaths (from 

only KZN, LP and MP). A total of 644 deaths were however 

reported with the underlying cause being noted as malaria, 

and these occurred in all 9 provinces. The majority (79%) 

were from the 3 affected provinces. It seems unlikely, there-

fore, that the un-notified deaths all occurred in private sector 

facilities, or reflected malaria contracted by travellers to 

other countries. The most likely explanation is that there is 

extensive under-reporting of notifiable diseases, probably 

affecting both the public and the private sectors. The trends 

reported in the NDoH may well hold true, if the degree of 

under-reporting has remained constant over time, but the 

extent of the health gains attributable to the use of DDT and 

artemesinin combination products may be overstated.
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Table 16:  Malaria indicators by province

EC FS GP KZN LP MP NC NW WC SA

Case fatality rate: malaria a

2004 - - - 0.5 1.0 0.4 - - -  0.7

2005 - - - 1.4 0.9 0.5 - - - 0.8

2006 - - - 0.9 0.9 0.5 - - - 0.7

Reported cases of malaria a

2003 - - - 2 042 6 779 4 201 - - - 13 057

2004 - - - 4 417 4 899 4 064 - - - 13 399

2005 - - - 1 220 3 458 3 077 - - -  7 755

2006 - - - 1 211 6 369 4 558 - - - 12 098

Reported cases of malaria (per 100 000) a

2004 - - - 45.7 88.7 120.5 - - - 28.8

2005 - - - 12.6 61.4 95.6 - - - 16.5

2006 - - - 12.4 112.3 140.1 - - - 25.9

Reported deaths from malaria

Notifiable diseases system a

1997 - - - - - - - - - 104

1998 - - - - - - - - - 198

1999 - - - 214 122 67 - - -  406

2000 - - - 340 68 46 - - -  459

2001 - - - 47 61 6 - - - 119

2002 - - - 16 44 29 - - -  96

2003 - - - 3 88 25 - - -  116

2004 - - - 22 50 17 - - -  89

2005 - - - 17 31 16 - - -  64

2006 - - - 11 57 21 - - -  89

Death notification b

1997 26 13 76 95 168 82 1 15 15 492

1998 21 10 77 154 160 87 1 19 12 542

1999 57 21 112 304 379 177 4 28 22 1105

2000 75 29 89 319 324 154 4 27 7 1030

2001 51 21 109 110 377 169 3 22 10 872

2002 68 17 117 83 359 144 3 15 5 817

2003 76 12 114 63 359 112 4 21 8 772

2004 80 10 133 60 312 127 4 20 3 756

2005 28 14 133 54 295 81 2 23 6 644

a DoH Malaria Statistics. Incidence calculated using StatsSA mid-year 
population estimates for the relevant year.

 Note that that SA value may include any other provinces for which 
details are not given.

b StatsSA Causes of death 2005. Calculated from StatsSA Causes of death 
2005 database using ICD-10 codes B50-B54 for underlying cause of 
death. No adjustment made for under-reporting of death registration. 
SA total includes a few deaths that took place outside of the country.

Health Status – Infectious Disease
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HIV and AIDS

The HIV & AIDS and STI Strategic Plan for South Africa 2007-

2011 (NSP) has been hailed as a brave new start, the result 

of a widespread and inclusive consultation process. The NSP 

has four key priority areas:

1. prevention;

2. treatment, care and support;

3. research, monitoring, and surveillance; and

4. human rights and access to justice.

The first two priority areas lend themselves to quantifiable 

targets, which are:

➤ to reduce by 50% the rate of new HIV infections by 

2011; and

➤ to provide appropriate packages of treatment, care 

and support to 80% of HIV positive people and their 

families by 2011.

In addition, there is a commitment to allocate 4-7% of the 

NSP budget for monitoring and evaluation. The targets have 

been stated in more detail, with intermediate targets for 

each of the 5 years of the programme, including targets that 

involve private sector actors. Some selected examples are 

shown in Table 17.

Although laudable, some of these targets may prove difficult 

to measure or to reconcile. For example, is the target to enrol 

420 000 new adult patients on ART by 2011, or to treat 80% 

of new AIDS cases? If the latter, how will “new AIDS cases” be 

quantified? How might this be affected by possible changes 

in the target CD4 cell count, as defined internationally (e.g. as 

less than 350 rather than 200 cells/µl)? A number of “primary 

indicators” for the NSP have been identified as new DHIS 

indicators, such as “Percentage of most at risk populations 

that have received an HIV test in the last 12 months and 

who know their results”, “Proportion of new TB / STI / preg-

nant women tested for HIV” and “Proportion of HIV-positive 

TB / STI and pregnant women receiving CD4 testing”. This 

will put additional stress onto a system that is as yet not well 

established or operating at optimal levels of quality and 

reliability. 

The Department of Health Annual Report 2005/06 already 

contained some measures of claimed success. For example, 

it was stated that 80% of facilities in the public sector 

already offered VCT. The shift to “provider-initiated testing” 

still requires planning and execution. It was also stated that, 

2 years after the introduction of ART, “200 facilities were 

Table 17:  Selected targets from the HIV Strategic Plan 2007-2011

Objective Intervention
5 year target

2007 2008 2009 2010 2011
Increase the accessibility 
and availability of compre-
hensive sexual assault 
care including PEP and 
psychosocial support 

Increase the proportion of 
facilities offering the compre-
hensive package of sexual 
assault care in accordance 
with the National Policy on 
Sexual Assault Care of NDoH

40% 60% 80% 90% 95%

Scale up coverage and 
improve quality of PMTCT 
to reduce MTCT to less 
than 5%

Increase proportion of preg-
nant women tested through 
implementation of provider-
initiated VCT for all pregnant 
women

70% 85% 90% 95% 95%

Increase access to VCT 
services that recognise 
diversity of needs

Implement provider-initiated 
VCT in all health facilities, 
with a special focus on STI, 
TB, antenatal, IMCI, family 
planning and general curative 
services

60% of 
all health 
facilities 

in country 
(public, 
private, 
NGO) 

75% 90% 95% 95%

Scale up coverage of the 
comprehensive care and 
treatment package

Increase the number of new 
adults starting ART

120 000 
(24% new 

AIDS cases)

180 000 
(35%)

285 000 
(55%)

370 000 
(70%)

420 000 
(80%)

Increase the number of new 
children starting ART

17 000 24 000 33 000 38 000 40 000
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treating more than 120 000 people”. The Joint Civil Society 

Monitoring Forum (JCSMF) reported that, as at the end of 

February 2007, 257 108 patients were receiving ART in the 

public sector. Some figures reported in the DoH Annual 

Report are difficult to accept. For example, the report states 

that “The Department ensured that the percentage of stock 

outs of medicines in the Essential Drug List (EDL) was kept at 

0% during 2005/06. In addition, there were no stock outs of 

antiretrovirals at accredited Comprehensive HIV and AIDS 

Management and Treatment Plan sites.” While the latter may 

well be true, the means to measure this performance is not 

easily identified. The first claim seems to be based on the 

DHIS indicator which measures the availability of a list of key 

drugs, not the availability of the entire EDL. Data on private 

sector treatment coverage is also not routinely reported to 

the Department of Health, although they are tracked by the 

JCSMF. Some figures have entered the public domain via 

a publication in the South African Medical Journal in 2007 

[SAMJ 97(358-9)]. Based on data from 13 disease manage-

ment programmes (DMPs) and a number of community treat-

ment initiatives, the authors concluded that, by mid-2006, 

a total of 67 600 patients were receiving ART outside of 

the public sector. Of these, 11 600 were being treated by 

community treatment programmes. The 13 responding DMPs 

reported a total of 55 900 patients on treatment. The 5 DMPs 

that did not respond were expected to be treating less than 

5 000 patients. This paper also attempted to establish the 

proportion of patients in need who were being treated. In 

June 2005, medical schemes reported to the Risk Equalisation 

Fund (REF) that 32 844 beneficiaries met the requirements 

of the national ART guidelines. The authors estimated that 

“[e]xtending the REF study figures to the industry as a whole, it 

is estimated that in 2005 there were 59 671 medical scheme 

beneficiaries in need of treatment. The authors also noted 

that “[n]o attempt has been made to estimate the number 

of individuals who are currently paying for their own treat-

ment and not belonging to DMPs, community treatment 

programmes or public sector programmes”. These patients 

will only be identified in future “through surveys of general 

practitioners or studies of antiretroviral drug sales”. If the NSP 

is truly to reflect a national effort, and involve the private 

sector in a meaningful way, then the means to capture all 

relevant data will need to be devised. The extent to which the 

previous treatment targets were missed provides a salutary 

lesson. In addition, measures of treatment outcome, such as 

the development of toxicity and resistance, will be important 

for the longer-term management of the programme.

Figure 6:  Antiretroviral treatment gap for SA, 2004-2007

Source:  Joint Civil Society Monitoring Forum. http://www.jcsmf.org.za/

Health Status – HIV and AIDS
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The proportion of children in need accessing ART has 

commonly lagged behind the adult figure. The UNAIDS/

UNICEF/WHO publication assessing “Actions and progress 

during the first year of Unite for Children, Unite against AIDS”, 

showed that only 18% of children under 15 who needed 

treatment were accessing it in South Africa in 2005 [Children 

and AIDS]. At the South African AIDS Conference in 2007, it 

was claimed that “only 21 000 children were getting ARVs 

out of an estimated 123 000 children who needed the 

medicine”.a

The financial implications of the NSP have been projected, 

and will demand a number of new approaches. The line 

item “Maintain health of HIV-infected adults” is expected to 

consume 57% of the total expenditure over 5 years, with 40% 

being for antiretroviral treatment for adults only. A further 

6% is expected to be spent on ART for children. The NSP 

document notes that the full costs may, under some options, 

exceed “20% of the health budget without considering the 

costs arising from the effect of the epidemic on hospital and 

primary care services”. Meeting this demand will not only 

require “increasing the affordability of medicines”, but also 

a shift in the Department of Health’s approach to the use 

of donor funding. The NSP calls for “ [i]nnovative financing 

arrangements such as partnerships with the key donors 

(Global Fund to Fight AIDS, TB and Malaria and PEPFAR) as 

well as partnerships with the private health sector, business 

and a range of other stakeholders”. 

a Farai Dube, Enhancing Children’s HIV Outcomes. Quoted by Health-E 
News, 7 June 2007. 

 http://www.health-e.org.za/news/article.php?uid=20031682

The number of complementary sources of HIV-related data 

continues to grow. For example, a cross-sectional, voluntary, 

anonymous unlinked survey among 2 032 public sector 

health workers showed an overall HIV prevalence of 11.5%, 

with 19% of these having a CD4 count below 200 cells/µl 

[SAMJ 97(115-20)]. 

As noted before, the StatsSA Adult Mortality report devoted 

much of its effort to demonstrating the extent to which 

increasing mortality in both males and females could be 

related to HIV. It noted that peak HIV-related death rates 

had a distinctive pattern, peaking at 30-34 for females and 

at 35-39 for males. As HIV is not a notifiable disease in South 

Africa, many HIV-related deaths were attributed to other 

conditions. The potential link with TB has been described 

above. The StatsSA report concluded that “[b]ased on the 

age pattern of death rates by sex, it is likely that a high 

proportion of deaths registered as due to parasitic diseases, 

parasitic opportunistic infections, certain disorders of the 

immune mechanism and maternal conditions (females only) 

are actually caused by HIV”. In other cases, where age 

patterns indicate otherwise, “some of the deaths are likely 

actually due to HIV, but some of the deaths are likely due 

to something other than HIV”. This was thought to apply to 

“all infectious diseases, tuberculosis, malaria and nutritional 

deficiencies”.

An increasing number of deaths are reported as HIV-related 

(ICD-10 codes B20-B24), and the temporal trends are 

Figure 7:  Death rates by age and sex per 100 000 from deaths registered as due to HIV, 1997 and 2004

Source:  StatsSA Adult mortality.



D
ea

th
s 

pe
r 

10
0 

00
0

70

60

50

40

30

20

10

0
20-24 25-29 30-34 40-44 50-54 55-59 60-6415-19 35-39 45-49

Male 1997 Female 2004Male 2004 Female 1997

D
ea

th
s 

pe
r 

10
0 

00
0

160

140

120

100

80

60

40

20

0
20-24 25-29 30-34 40-44 50-54 55-59 60-6415-19 35-39 45-49

Male 1997 Female 2004Male 2004 Female 1997

245

Health and Related Indicators 15

striking (Figure 7). The StatsSA report noted that “the total 

adjusted number of deaths of both sexes combined from 

parasitic diseases increased from 1032 in 1997 to 8833 in 

2004”. This was predominantly due to increases in deaths 

ascribed to candidiasis (ICD-10 code B37), cryptococcosis 

(B45), toxoplasmosis (B58) and pneumocytosis (B59). Again, 

the temporal trends are striking, and mirror the age and sex 

distribution noted for overall mortality (Figure 8). Although 

included in non-communicable disease deaths, those attrib-

uted to “certain immune disorders” also showed the familiar 

temporal trend (Figure 9). 

Determining HIV incidence is notoriously difficult. In 2007, 

estimates of incidence were published, based on laboratory 

Figure 8:  Death rates per 100 000 from four parasitic opportunistic infections: candidiasis, cryptococcosis, toxo-
plasmosis and pneumocytosis, 1997 and 2004

Source:  StatsSA Adult mortality.

Figure 9:  Death rates by age and sex per 100 000 from certain disorders of the immune mechanism, 1997 and 2004

Source:  StatsSA Adult mortality.

identification of “recent” infections among those sampled for 

the 2005 South African national HIV household survey [SAMJ 

97(194-9)]. These estimates, based on the BED-CEIA assay, 

vary from those previously reported in 2005. 

Predictably, South Africa features strongly in secondary 

sources about HIV and AIDS. The December 2006 AIDS 

Epidemic Update produced by UNAIDS notes that “having 

emerged a little later than most other HIV epidemics in the 

sub region, South Africa’s epidemic has now reached the 

stage where increasing numbers of people are dying of 

AIDS” [AIDS Update 2006]. The impact on life expectancy 

at birth, now estimated to be less than 50 years in parts of 

the country, was also picked up by the media when “The 

Health Status – HIV and AIDS
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Demographic Impact of HIV/AIDS in South Africa” report was 

released by the Centre for Actuarial Research, ASSA and 

the MRC [HIV Indicators 2006]. The ASSA2003 AIDS and 

Demographic model now estimates that 5.4 million South 

Africans are HIV-positive and 600 000 have AIDS in mid-

2006. Prevalence is reaching a plateau in most provinces, 

albeit at different levels. The report also predicts that ART 

can still have a significant effect on reducing the number 

of AIDS deaths. Without ART the model predicts about 

505 000 deaths a year by 2010. With ART offered at the 

level assumed by the model (50% coverage), this would be 

reduced to about 388 000 deaths a year. If 90% of patients 

requiring treatment are reached, the death toll could be as 

low as 291 000 a year. Importantly, the report estimates that, 

as at the middle of 2006, 225 000 people were on ART, out 

of about 711 000 needing treatment at that time. The scale 

of the challenge is underlined by the prediction that, if 90% 

treatment coverage is to be maintained, there will be over 2 

million on ART by 2015 (Figure 10).

The annual antenatal survey of HIV prevalence remains a 

key input into many processes. This year a major step was 

taken when results were disaggregated to district level for 

the other provinces in addition to WC. This allows for more 

detailed comparisons of the results from routine data collec-

tion (such as the DHIS) and various surveys. It also required 

major changes to the sampling process. The overall sample 

was doubled to 36 000. Sentinel sites were chosen using 

the Probability Proportional to Size (PPS) sampling method, 

in which a stratified proportional sample was drawn and 

the sample size was proportionally allocated to each facility 

using antenatal clinic attendance data, providing a self-

weighting sample for each district. In order to be eligible, the 

facility had to routinely draw blood from antenatal attendees 

and have the ability to store the sample at 4oC. In addition, 

routine DHIS data needed to show that a minimum of 20 

subjects would be recruited over a period of a month. Finally, 

the facility needed access to transport that would allow for 

samples to be taken to a laboratory within 24 hours if there 

is no centrifuge in the facility or within 72 hours if the samples 

could be centrifuged on site.

It has been known that provincial averages mask substantial 

differences between districts, and the WC data [Antenatal 

Survey 2005 WC] show big differences even within one 

district, such as the high of 32.6 in Khayelitsha and a low  

of 5.1 in Mitchell’s Plain, within the City of Cape Town metro. 

Figure 11 shows the provincial results from DHIS and the 

annual survey, while Figure 12 displays the district results, 

supplemented by Map 1 and Map 2. In general the DHIS 

and antenatal survey data show similar trends, with the 

survey data on average 5.4 percentage points higher (a 

23% increase over DHIS values). In KZN however the survey 

results are on average 13% higher (a 50% increase over 

DHIS values), whereas the WC results are in general more 

closely matched. Across districts, estimates of HIV prevalence 

from the antenatal survey range from 5.3% in Namakwa 

(NC) to 46.0% in Amajuba (KZN).

Figure 10:  Projected numbers receiving treatment by level of coverage of national ART programme

Source:  HIV Indicators 2006.
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Figure 11:  Comparison of provincial antenatal HIV prevalence by data source, 2005-2006

*  There are significant problems with the data quality and completeness for the KZN DHIS data, but better data could not be obtained at the time of 
going to print.

Source:  Antenatal survey 2005 and 2006 (including 95% CI), DHIS.
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Map 1:  HIV prevalence among antenatal clients tested for HIV, DHIS, 2006/07

Map 2:  HIV prevalence among antenatal clients tested for HIV, Antenatal survey, 2006

*  There are significant problems with the data quality and completeness for the KZN DHIS data, but better data could not be obtained at the time of 
going to print.
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Figure 12:  HIV prevalence, DHIS and Antenatal survey, 2006
Health Status – HIV and AIDS

*  There are significant problems with the data quality and completeness for the KZN DHIS data, but better data could not be obtained at the time of 
going to print.

Sources:  DHIS (Data for 2006 extracted July 2007) and Antenatal Survey 2006.
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While there is a large variation in HIV prevalence across 

geographic areas, there are also substantial differences 

between age groups. As expected, prevalence continues 

to increase in the older age cohorts. However, it is encour-

aging that prevalence in the under 20 age group appears 

to be declining, which may suggest that the incidence of 

new infections has peaked in this group and may even be 

starting to decline. Figure 13 illustrates the trends in antenatal 

prevalence over time, showing only those under 20 years 

of age and those aged 30-34 at the time of each annual 

survey.

Figure 13:  Antenatal HIV prevalence (with 95% CI) in selected age groups, 1997-2006

Source:  Antenatal Surveys 1998-2006.

To date, the antenatal survey has been performed exclusively 

in public sector facilities. As mentioned above, the 2005 

Risk Equalisation Fund (REF) exercise yielded important new 

data on prevalence in the private sector. Figure 14 shows 

the results by age and sex, also indicating the proportion of 

identified cases that are receiving treatment.

Figure 14:  HIV prevalence in the private sector, 2005

Source:  REF Study 2005 conducted for the Risk Equalisation Fund.
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Table 18:  HIV and AIDS indicators by province

EC FS GP KZN LP MP NC NW WC SA

AIDS orphans (maternal orphans <18 years) a

2006 ASSA2003 124 055 69 265 203 287 360 026 78 569 106 895 7 884 78 262 29 830 1 018 548

2007 ASSA2003 148 125 81 572 243 785 416 347 94 208 123 233 9 579 92 749 36 677 1 201 675

AIDS sick (number of people with AIDS-defining conditions) a

2006 ASSA2003 64 096 46 249 156 328 193 028 39 474 57 470 5 385 54 083 19 736 599 298

2007 ASSA2003 70 031 48 392 162 429 200 628 42 559 59 017 6 075 57 718 22 524 633 931

HIV incidence (new cases of HIV per year as a percentage of the uninfected population)

updated estimates based on HIV Household Survey 2005 b

2005 age 15-24 - - - - - - - - - 2.2

2005 age 15-49 - - - - - - - - - 2.4

2005 age 2-14 - - - - - - - - - 0.5

2005 female age 20-29 - - - - - - - - - 5.6

2005 male age 20-29 - - - - - - - - - 0.9

2005 rural formal - - - - - - - - - 1.6

2005 rural informal - - - - - - - - - 1.4

2005 urban formal - - - - - - - - - 0.8

2005 urban informal - - - - - - - - - 5.1

2005 total population 0.7 1.9 1.9 1.7 1.6 2.4 0.2 1.0 0.8 1.4

ASSA2003 model a

2006 total population 1.3 1.5 1.3 1.7 0.9 1.4 0.8 1.3 0.6 1.2

2007 total population 1.3 1.4 1.3 1.6 0.9 1.4 0.8 1.3 0.6 1.2

HIV prevalence (%) (antenatal)

Antenatal surveys c

2002 23.6 28.8 31.6 36.5 15.6 28.6 15.1 26.2 12.4 26.5

2003 27.1 30.1 29.6 37.5 17.5 32.6 16.7 29.9 13.1 27.9

2004 28.0 29.5 33.1 40.7 19.3 30.8 17.6 26.7 15.4 29.5

2005 29.5 30.3 32.4 39.1 21.5 34.8 18.5 31.8 15.7 30.2

2006 28.6 31.1 30.8 39.1 20.6 32.1 15.6 29.0 15.1 29.1

2002 age <20 14.8

2003 age <20 15.8

2004 age <20 16.1

2005 age <20 15.9

2006 age <20 13.7

2002 age 15-24 - - - - - - - - - 23.5

2003 age 15-24 - - - - - - - - - 24.8

2004 age 15-24 - - - - - - - - - 25.1

2005 age 15-24 - - - - - - - - - 24.8

2006 age 15-24 23.1

District Health Information System d

2005 DHIS 22.6 26.1 29.3 34.3 17.7 27.4 12.4 27.4 12.7 28.1

2006 DHIS 22.8 25.3 28.3 25.6 17.3 29.5 12.8 26.8 14.1 26.6

Proportion of ANC clients tested for HIV d

2005 DHIS 43.5 37.3 44.6 59.7 43.9 24.0 45.1 43.4 100.6 46.7

2006 DHIS 68.7 59.6 56.3 64.2 67.5 52.4 80.2 66.2 93.7 57.6

HIV prevalence (%) (total population)

Health workers

2002 health workers - 9.6 - 17.1 - 19.6 - 19.7 - 15.7 e

2005 health workers - - 11.5 - - - - - - - f

HIV Youth 2003 – RHRu / loveLife Survey g

2003 age 15-19 - - - - - - - - - 4.8

2003 age 15-24 12.8 10.0 9.2 14.1 4.8 11.7 6.7 9.9 6.8 10.2

2003 age 20-24 - - - - - - - - - 16.5

2003 female age 15-19 - - - - - - - - -  7.3

2003 female age 15-24 - - - - - - - - - 15.5

2003 female age 20-24 - - - - - - - - - 24.5

2003 male age 15-19 - - - - - - - - -  2.5

2003 male age 15-24 - - - - - - - - -  4.8

2003 male age 20-24 - - - - - - - - - 7.6

Health Status – HIV and AIDS
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EC FS GP KZN LP MP NC NW WC SA

HIV prevalence (%) (total population)

StatsSA h

2004 StatsSA age 15-49 - - - - - - - - - 15.2

2005 StatsSA - - - - - - - - -  9.8

2005 StatsSA age 15-49 - - - - - - - - - 16.7

2006 StatsSA - - - - - - - - - 10.9

2006 StatsSA age 15-49 - - - - - - - - - 18.2

HIV Children 2005 i

2004 age 2-9 public sector - 14.8 - - - - - - - -

HIV Household Survey 2005 j

2005 8.9 12.6 10.8 16.5 8.0 15.2 5.4 10.9 1.9 10.8

2005 age 15-24 - - - - - - - - - 10.3

2005 age 15-49 - - - - - - - - - 16.2

2005 age 2-14 - - - - - - - - -  3.3

2005 age ≥25 - - - - - - - - - 15.6

2005 age ≥50 - - - - - - - - -  5.7

2005 female - - - - - - - - - 13.3

2005 male - - - - - - - - -  8.2

ASSA2003 model a

2006 ASSA2003 10.0 13.9 14.5 15.7 6.9 13.4 6.9 12.7 5.4 11.2

2006 ASSA2003 age 15-49 17.4 22.2 22.2 26.2 12.1 21.8 11.2 20.5 8.6 18.4

2006 ASSA2003 female 11.4 14.8 15.1 16.9 8.2 14.6 7.8 13.3 6.4 12.3

2006 ASSA2003 male 8.3 12.9 14.0 14.4 5.4 12.1 6.0 12.2 4.2 10.1

2007 ASSA2003 10.4 14.0 14.7 15.8 7.1 13.4 7.2 12.9 5.6 11.4

2007 ASSA2003 age 15-49 17.9 22.3 22.5 26.1 12.3 21.8 11.6 20.6 9.0 18.6

2007 ASSA2003 female - - - - - - - - - 12.7

2007 ASSA2003 male - - - - - - - - - 10.2

People living with HIV a

2007 698 699 391 527 1 431 389 1 552 390 415 652 450 975 64 610 489 585 283 742 5 511 751

Percentage of deaths due to AIDS

2005 Metropolitan - - - - - - - - - 57.2 k

2005 StatsSA - - - - - - - - - 50.8 h

2006 ASSA2003 38.0 51.3 55.7 57.1 39.1 56.6 29.1 51.6 22.2 47.5 a

2007 ASSA2003 39.5 51.9 55.8 57.5 40.2 56.7 31.1 52.5 24.0 48.2 a

a ASSA 2003. 
b SAMJ 97(194-9). Population 2 years and older. Based on the HSRC HIV 

Household Survey 2005. Adjustment formulas were recently reviewed 
and correct for both false long-term infections (sensitivity) and false 
recent infections (specificity) determined by the assay. The values 
published here are therefore dif ferent to those published previously 
directly from the Survey.

c Antenatal Survey 2002-2006.
 If not published, estimate for age 15-24 calculated from weighted 

average of prevalence in <20 and 20-24 age groups.
d Data for 2005 extracted June 2006, data for 2006 extracted July 

2007.
 Value for WC obtained directly from province as published in DHB 

2005/06 and not included in calculation of national average.
e HIV/AIDS Impact Health Sector.
f SAMJ 97(115-20). Health workers at Coronation and Helen Joseph 

hospitals. Prevalence also given for various categories including doctors 
(2.0%), Nurses (13.7%), females (12.0%), males (7.9%), by age groups and 
ethnic groups.

g HIV Youth 2003.
h StatsSA Mid-year Estimates.
i HIV Children 2005. This value is the HIV prevalence of children attending 

public health services in the Free State between April and July 2004. 
HIV prevalence in this group is likely to dif fer from HIV prevalence in the 
general population.

j HIV Household Survey 2005. Prevalence estimates for the general popu-
lation aged 2 years and older.

k Metropolitan 2001.
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Table 19:  HIV and AIDS indicators by ethnic group

African Coloured Indian / Asian White Other All

HIV incidence

2005 total population adjusted 1.8 - - - 0.2 1.4 a

HIV prevalence (%) (total population)

2002 12.9 6.1  1.6 6.2 - 11.4 b

2002 age 15-49 18.4 6.6 1.8 6.2 - 15.6 b

2003 age 15-24 11.8 3.8 0.9 2.0 - 10.2 c

2004 StatsSA age 15-49 16.0 6.8 2.7 5.6 - 15.2 d

2005 13.3 1.9 1.6 0.6 - 10.8 e

a SAMJ 97(194-9). Population 2 years and older. Based on the HSRC HIV 
Household Survey 2005. Adjustment formulas were recently reviewed 
and correct for both false long-term infections (sensitivity) and false 
recent infections (specificity) determined by the assay.

b HIV Household Survey 2002. 95% CI: 10.0-12.7 Prevalence estimates for 
the general population aged 2 years and older. See source document 
for details of methodology, limitations of the survey, and results that are 
of variable reliability due to sampling and other issues. Reported figures 
should also be viewed together with the confidence intervals to get a 
better understanding of the reliability of the estimates. The results for 
Whites and Indians have wide confidence intervals, largely due to a low 
response rate.

c HIV Youth 2003.
d StatsSA Mid-year Estimates. 
e HIV Household Survey 2005. Prevalence estimates for the general popu-

lation aged 2 years and older.

Health Status – HIV and AIDS
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Figure 15:  Percentage of private sector deliveries by caesarean section, by age group, 2005

Source:  REF Study 2005 conducted for the Risk Equalisation Fund.
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Reproductive Health

One of the national targets set for district hospitals for 2006 

is a caesarean section rate of 11%. A rate markedly lower 

than that would be interpreted as indicative of barriers to 

access. Available DHIS data would seem to indicate that this 

target is already met at a national level, combining data 

from all types of public sector hospitals. Determining the 

level of caesarean section deliveries that would be indica-

tive of over-servicing or inappropriate clinical behaviour is 

more problematic. A recent publication describing two deci-

sion tools for caesarean section cited evidence of rates in 

developed countries, such as the United Kingdom, United 

States and Australia, in the low 20% range [BMJ 334(1305)]. 

In contrast, therefore, data extracted from the 2005 REF 

study for the South African private sector would seem to 

be of concern [SAMJ 95(257-60)].b This showed that 36 179 

(61.9%) of 58 405 deliveries in the reporting period were 

performed by caesarean. There were some differences in 

women of different age, but the two age groups repre-

senting the largest number of deliveries showed similar rates 

of caesarean section (25-29 years, 61.8%; 30-34 years, 

64.3%). 

b Underlying detailed data relating to published article received from 
Heather McLeod, Risk Equalisation Fund.

Maternal mortality remains an area of concern. The StatsSA 

Adult Mortality report showed that overall mortality from 

maternal conditions (the death of a woman while pregnant 

or within 42 days of the termination of the pregnancy from 

any cause related to or aggravated by the pregnancy or 

its management, captured by ICD-10 codes O00-O99) 

more than doubled between 1997 and 2004 for those 

aged 20-34 (Figure 16). Noting that the 1997 Confidential 

Inquiry identified the most important causes to be hyper-

tension, non-pregnancy-related infections (including AIDS), 

obstetric haemorrhage, pregnancy-related sepsis and pre-

existing maternal conditions, the StatsSA report also pointed 

to evidence that other infections, such as tuberculosis and 

malaria, could contribute to maternal mortality.

The most recent StatsSA Causes of death data, based on 

unadjusted data, confirmed the trend of increasing maternal 

deaths, with the number of deaths with an underlying cause 

in the ICD-10 category “O” increasing from 915 in 2003 to 

1 171 in 2004 and 1 258 in 2005. 
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Updated estimates of maternal mortality worldwide [Lancet 

370(1311-19)] calculated a value of 400 for SA in 2005 (with 

a range of uncertainty of 270-530) based on a model using 

the Census 2001 data on pregnancy-related deaths. If this 

estimate is accurate then it would appear that less than half 

of maternal deaths are recorded by the vital registration 

system.

Teenage pregnancy and fertility have been controver-

sial, and have been linked in the popular media with the 

introduction of various social grants. Data from the Hlabisa 

Demographic Surveillance site have shown, however, that 

teenage fertility has fallen in recent years [SAMJ 97(442-3)]. 

The number of births per 1 000 women aged 15-19 in the 

area covered by the Africa Centre peaked at 100 in 1992, 

but declined steadily thereafter to reach 73 in 2005. The 

authors argued that “the estimates of fertility in the 2003 

DHS are implausibly low and cannot be used”. The data 

shown below from this survey are still from the preliminary 

report, and should be treated with some caution. Teenage 

pregnancy rates would be somewhat higher than teenage 

fertility rates, as the latter measures only live births. The Africa 

Centre data showed that “the proportion of young adults 

in the area who have ever had sex remained stable and 

current contraceptive use in this age group increased signifi-

cantly between 2000 and 2005”. It is possible that access 

to termination of pregnancy services also contributed to the 

decline in live births. That teenage fertility is not increasing 

would also seem to be confirmed by the results of the annual 

General Household Surveys. The proportion of girls aged 

13-19 who cited pregnancy as the reason for not attending 

an educational institution showed no discernible upward 

trend from 2002 (11.8%), through 2003 (13.4%), 2004 (17.4%), 

2005 (13.1%) to 2006 (13.9%). Nonetheless, as Moultrie and 

McGrath point out, “[i]n a country where 15% of teenage 

women, and no fewer than a third of those who are sexually 

active, have been pregnant, the real challenge is …. how to 

make contraception more available to teenagers, reduce 

the disruption to schooling and livelihoods occasioned by 

early and unwanted pregnancies, and protect South African 

youth from HIV infection”. The national targets for districts 

includes mention of a delivery rate of 13% for under 18 year 

olds in facilities, but surveys have generally used other meas-

ures (such as the proportion of teenagers who have ever 

been pregnant) The overall target of a delivery rate in facili-

ties of 100% has not been met, according to DHIS data.

Termination of pregnancy remains a legal service that is 

not always accessible in the public sector. The DoH Annual 

Report 2005/06 makes this statement: “The proportion of 

health facilities authorised to provide termination of preg-

nancy services which actually provided them during 2005/06, 

exceeded the set target of 45%.” Elsewhere, the report notes 

that the target of 20% of “community health centres author-

ised to provide termination of pregnancy services” was met, 

and that 60% of the authorised facilities (of all types) actu-

ally provided the service. Although data on the total number 

of terminations is provided, there is no system to track the 

number of terminations provided specifically in the private 

sector, which for many women is the only accessible option. 

Between 1997 and 2005, a total of 524 377 legal termina-

tions were recorded. Provincial totals still show large differ-

ences. Considered in relation to their total populations, legal 

terminations have disproportionately been recorded in GP 

(responsible for 39.8% of the total), WC (14.6%) and FS (9.0%). 

Although containing 20.9% of the total population, KZN has 

been responsible for only 13.6% of the legal terminations.

Health Status – Reproductive Health
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Table 20:  Maternal and reproductive health indicators by province

EC FS GP KZN LP MP NC NW WC SA

ANC coverage

1998 94.7 94.8 94.8 94.4 94.1 94.0 93.3 94.1 91.7 94.2 a

2003 doctor 12.1 14.2 31.2 53.8 17.7 16.2 20.1 17.5 56.6 28.8 b

2003 doctor or nurse/midwife 95.4 90.6 89.8 89.6 93.4 93.2 89.9 93.9 89.7 91.7 b

2003 nurse/midwife 83.3 76.4 58.6 35.8 75.7 77.0 69.8 76.4 33.1 62.9 b

2006 DHIS 76.7 95.6 115.7 120.0 83.0 104.4 107.5 89.0 92.3 100.0 c

ANC visits per client

2006 DHIS 3.4 4.3 3.5 3.5 4.2 3.8 4.5 3.8 4.9 3.8 c

Age of first sex ≤14 years (% having had sex at age 14 or younger) d

2003 age 15-24 - - - - - - - - - 8

2003 female age 15-24 - - - - - - - - -  5

2003 male age 15-24 - - - - - - - - - 12

Births assisted by trained health personnel 

1998 74.6 88.0 94.0 82.6 78.5 76.0 90.3 88.3 96.1 84.4 a

2003 doctor or nurse/midwife 85.0 91.9 95.2 91.7 87.7 92.5 94.4 93.9 93.3 92.0 b

Caesarean section rate

Public sector

2000 Public sector - - 15.0 - - - - - - - e

2002 12.6 14.4 20.4 22.8 13.1 13.6 19.6 6.8 23.5  - f

2003 District Hospitals - - - - - - - - - 13.0 g

2003 Regional Hospitals - - - - - - - - - 22.0 g

2003 National Central Hosp - - - - - - - - - 31.0 g

2003 all hospitals 12.7 15.4 17.7 22.2 10.8 12.2 15.3 10.5 16.6 16.0 c

2004 all hospitals 15.0 18.7 18.2 23.2 12.4 12.1 16.1 10.4 17.9 17.0 c

2005 all hospitals 15.7 15.3 18.8 23.7 12.9 13.6 14.8 11.5 23.1 17.7 c

2006 all hospitals 17.0 17.5 18.8 23.3 13.6 12.9 16.1 12.2 18.3 17.6 c

Private sector

2005 - - - - - - - - - 61.9 h

Condom use at last sex

SADHS

1998 female age 15-24 - - - - - - - - -  17 i

2003 female age 15-19 - - - - - - - - -  48 b

2003 female age 15-49 31 28 35 47 27 27 20 33 24  33 b

2003 female age 20-24 - - - - - - - - -  49 b

HSRC Household Surveys

2002 female age 15-24 - - - - - - - - -  46 j

2002 male age 15-24 - - - - - - - - -  57 j

2005 female age 15-24 - - - - - - - - -  56 k

2005 male age 15-24 - - - - - - - - -  73 k

RHRu / loveLife Survey

2003 age 15-24 - - - - - - - - -  52 l

2003 female age 15-24 - - - - - - - - -  48 l

2003 male age 15-24 - - - - - - - - -  57 l

Kaiser HIV Awareness Survey

2006 age 15-24 - - - - - - - - -  62 m

Condom use at the last high-risk sex

2003 female - - - - - - - - - 52.4 b

Condom use rate of the contraceptive prevalence rate

2003 - - - - - - - - -  7.8 n

Contraceptive prevalence rate (any method)

1998 sexually active 59.9 67.9 60.9 57.1 53.3 53.2 65.9 69.6 73.7 61.2 i

2003 sexually active 63.7 59.7 63.1 77.0 59.4 62.4 60.1 60.9 63.1 65.2 b

Delivery rate in facility c

2004 DHIS 89.1 72.4 84.7 83.5 86.2 70.7 101.7 76.9 81.7 82.6

2005 DHIS 93.3 85.6 83.8 85.3 97.5 70.2 87.9 72.7 64.7 83.1

2006 DHIS 65.0 80.0 79.3 77.9 84.6 81.9 91.6 72.6 92.4 78.3
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EC FS GP KZN LP MP NC NW WC SA

Ever had sex (%)

2002 NYRBS 44 47 47 37 42 41 45 35 38  41 o

2003 age 15-19 - - - - - - - - -  48 l

2003 age 15-24 - - - - - - - - -  67 l

2003 age 20-24 - - - - - - - - -  89 l

2005 age 15-24 - - - - - - - - -  58 k

2006 age 15-19 - - - - - - - - -  47 m

2006 age 15-24 - - - - - - - - -  67 m

2006 age 20-24 - - - - - - - - -  88 m

Female condom distribution rate (per 100 females)

2002 STI Baseline 7.2 8.6 10.4 6.7 3.5 4.6 11.8 14.8 5.6 7.8 p

HIV knowledge, people who know that a person can protect herself from HIV infection by condom use

2003 female - - - - - - - - - 71.2 b

2003 male - - - - - - - - - 83.4 b

2005 - - - - - - - - - 89.0 q

Male condom distribution rate 

2002 STI Baseline 9.1 5.7 6.1 5.8 9.0 10.0 7.5 6.7 8.1  7.2 p

2004 DHIS 9.1 6.0 5.2 6.9 9.9 11.3 5.2 5.5 14.4  7.8 c

2005 DHIS 10.0 7.1 5.5 7.5 12.0 13.7 5.2 6.0 17.1  8.8 c

2006 DHIS 9.8 7.3 7.0 7.6 12.7 10.1 5.6 5.8 30.9 10.7 c

Maternal mortality ratio (MMR)

1998 - 135 67 - - - - -  50 - r

1998 SADHS - - - - - - - - - 150 i

2000 - 199 112 - - - 168 - 68 - s

2001 updated 68 182 107 108 52 116 110 121 46  96 t

2002 77 168 125 115 67 120 173 103 66 104 t

2003 81 234 114 118 78 143 147 102 70 110 t

Number of maternal deaths

1998 56 94 131 188 27 66 22 58 34 676 u

1999 95 79 138 252 63 72 18 54 34 805 v

2000 120 96 171 238 88 128 29 115 50 1 035 v

2001 103 119 184 245 71 97 23 106 42  990 w

2002 119 107 220 259 91 97 35 90 60 1 078 w

2003 129 147 208 267 108 112 29 90 64 1 154 w

TOP facilities functioning (%) x

2000 Total 90.9 55.6 44.0 12.1 13.9 27.3 100.0 75.0 23.7  31.5

2003 Total 58.1 72.7 60.0 30.4 85.4 41.7 60.0 100.0 76.4  61.8

TOPs (Terminations of Pregnancy)

2000 3 264 6 919 15 172 11 592 1 962 3 697 583 2 286 6 697 52 172 y

2001 4 652 4 824 19 970 4 688 4 254 3 520 738 3 021 8 300 53 967 z

2002 5 814 3 949 18 227 9 592 4 706 3 218 910 3 070 10 065  59 551 aa

2003 6 819 4 952 29 021 11 015 4 236 2 206 779 2 011 10 513  71 552 aa

2004 6 210 8 343 37 806 10 602 4 587 3 757 1 408 3 165 11 157  87 035 aa

2005 7 458 8 890 33 599 12 706 4 357 1 346 1 305 2 336 15 149  87 146 aa

TOPs by gestational age (%)

2000 >12 wks 13.2 38.8 29.1 18.5 40.7 39.2 24.5 9.1 23.3 26.5 y

2001 >12 wks 16.7 32.4 23.2 23.2 17.5 38.7 27.0 5.8 22.5 23.0 z

2005 >12 wks 19.4 aa

TOPs by maternal age (%)

2000 <18 yrs 5.8 6.6 - 4.8 16.0 11.5 20.8 15.4 15.6  6.6 y

2001 <18 yrs 6.0 8.0 - 9.5 9.2 10.9 17.2 41.2 15.4  8.4 z

2005 <18 yrs 9.7 aa

Health Status – Reproductive Health
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EC FS GP KZN LP MP NC NW WC SA

Teenage pregnancy

1998 ever pregnant 18.2 12.6 9.5 16.7 20.0 25.2 18.0 13.4 16.4 16.4 ab

1998 ever pregnant rural - - - - - - - - - 20.9 ab

1998 ever pregnant urban - - - - - - - - - 12.5 ab

1998 mothers 14.8 8.4 8.9 13.8 14.9 18.8 15.2 11.0 13.7 13.2 ac

2002 NYRBS 12.5 15.9 13.3 21.8 29.8 27.1 9.3 17.1 12.0 19.1 ad

2003 ever pregnant 13.6 15.4 12.3 2.0 16.8 13.1 16.1 14.3 14.3 11.9 b

2003 mothers 7.3 12.2 11.2 2.0 14.0 12.1 12.3 10.6 10.4  9.4 b

2003 ever pregnant RHRU - - - - - - - - - 15.0 ae

2006 ever pregnant - - - - - - - - - 39.0 af

Women year protection rate c

2004 DHIS 58.7 25.6 19.7 19.7 30.7 20.7 28.8 24.6 34.5 28.4

2005 DHIS 26.4 26.4 18.9 19.8 31.2 18.4 29.1 24.6 33.0 23.9

2006 DHIS 25.1 26.9 26.3 21.8 32.4 23.2 30.9 25.0 47.5 27.8

a SADHS 1998. While antenatal care coverage is high among all groups 
of women, the type of provider varies considerably – e.g. in Eastern 
Cape and Limpopo almost all care is obtained from nurses, while in 
Gauteng, Western Cape and Northern Cape more than 40% of care is 
provided by doctors.

b SADHS 2003 (Preliminary).
c DHIS. Data for 2005 extracted June 2006, data for 2006 extracted July 

2007.
d HIV Youth 2003. Percentage of all surveyed. 59% had first sex when 

older than 14, and 33% reported never having had sex. 
e Saving Babies 2000. Data only available for perinatal care in public 

sector institutions.
f Saving Babies 2002.
g DHIS. Data from Hospital Minimum Data Set, reported in South African 

Health Review 2003/04.
h Risk Equalisation Fund. Data from the REF Study 2005. Based on data 

obtained from 4 administrators (Discovery Health, Medscheme, Old 
Mutual Healthcare and Metropolitan Health Group) who provide serv-
ices for about 4.2 million lives. Related article published: Rothberg AD, 
McLeod H. Private Sector Caesareans in Perspective. S Afr Med J 2005; 
95: 257-60.

i SADHS 1998.
j HIV Household Survey 2002.
k HIV Household Survey 2005.
l HIV Youth 2003.
m Kaiser HIV Awareness.
n SADHS (Preliminary). Male condom use 4.7% / any modern method 

60.3% - per cent of currently married women currently using method.
o NYRBS 2002.
p STI HIV Baseline Survey.
q HIV Household Survey 2005. Note that only 67.2% knew that having 

fewer sexual partners can reduce the risk of HIV.
r Maternal Deaths 1998.
s Maternal Deaths 2001. Provincial problems.

t Maternal Deaths 2003. Calculated using proxy for number of live births 
of population <1 *1.04 to adjust for infant mortality – of population esti-
mates by age group generated by HISP based on StatsSA 2005 data 
for the mid-2001-2003 population.

u Maternal Deaths 2000.
v Maternal Deaths 2001. There is a significant increase in reported deaths 

in some provinces in 2000 when compared with 1999. It is not known 
whether this is just due to improved reporting or due to an actual 
increase in maternal deaths. There remains concern that in the EC and 
LP that there is still significant under-reporting since the maternal deaths 
per 100 000 female population are much lower when compared to MP 
and KZN. All 4 provinces are similar and have similar problems, hence 
one would expect similar rates of maternal deaths.

w Maternal Deaths 2003.
x RRA 1997-2002.
y RRA Barometer Aug 2001. Total calculated from sum of monthly provin-

cial totals. Note that provincial and national figures dif fer from figures 
released by the National Department of Health.

z RRA Barometer May 2002. Total calculated from sum of monthly provin-
cial totals. There are some problems with these figures, where for 
example the number of TOPs at <12 weeks and >12 weeks is more than 
the total reported TOPs.

aa DoH.
ab SADHS 1998. Note that by age 19, the survey found that 35% of all 

teenagers have been pregnant or have had a child.
ac SADHS 1998. Percentage of women aged 15-19 who are mothers at the 

time of the survey (more restrictive definition).
ad NYRBS 2002. Of those learners who had ever had sex
ae HIV Youth 2003. 33% of women age 15-19 who report ever having had 

sex reported ever having been pregnant, while 15% of all surveyed 
reported ever having been pregnant – the latter is more comparable to 
the SADHS indicator definition. The source includes more detailed data 
on pregnancy by age.

af Kaiser HIV Awareness. Of those who are sexually active.
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Table 21:  Maternal and reproductive health indicators by ethnic group

African Coloured Indian / Asian White SA

ANC coverage

1998 94.8 91.8 93.4 88.4 94.2 a

2003 doctor or nurse/midwife 92.3 87.2 97.6 86.9 91.7 b

Age of first sex ≤14 years

2003 age 15-24 9 5 5 4  8 c

Births assisted by trained health personnel

1998 82.1 94.8 99.1 99.0 84.4 a

2003 doctor or nurse/midwife 91.3 94.1 99.0 98.3 92.0 b

Condom use at last sex

2003 36 21 9 26 33 b

2005 female age ≥15 38 13  10 15 33 d

2005 male age ≥15 44 22  35 17 38 d

Contraceptive prevalence rate (any method)

1998 sexually active 57.6 68.4 80.1 74.9  61.2 a

2003 sexually active 62.8 70.2 75.3 81.1  65.2 b

Ever had sex (%)

2002 NYRBS 44 36 25 26  41 e

2003 age 15-24 71 58 43 43  67 c

2005 age 15-24 61 52 32 38  58 d

Teenage pregnancy

1998 ever pregnant 17.8 19.3 4.3 2.2 16.4 a

1998 mothers 14.2 15.7 2.9 2.2 13.2 a

2002 NYRBS 20.8 10.7 27.1 5.8 19.1 e

2003 ever pregnant 12.5 11.7 2.2 2.4 11.9 b

2003 mothers 10.2 6.4 2.2 0.0  9.4 b

Health Status – Reproductive Health

a SADHS 1998.
b SADHS 2003 (Preliminary).
c HIV Youth 2003.
d HIV Household Survey 2005.
e NYRBS 2002.
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Sexually Transmitted Infections 
(STIs)

The national target set for districts in 2006 is that 40% of  

sexually transmissible infection partners will receive treatment. 

As can be seen from Table 22, the DHIS instead records the 

partner notification and tracing rates. The numerator for the 

latter measure is the number of partners treated, whereas 

the denominator is the number of notification slips issued. 

According to this indicator only about 24% of partners 

are receiving treatment. Syphilis statistics are more closely 

followed and reported, especially as part of the annual 

antenatal surveys. 

Table 22:  STI indicators by province

EC FS GP KZN LP MP NC NW WC SA

Incidence of STI treated

2002 STI Baseline 6.6 6.5 2.9 8.7 10.6 7.9 5.0 7.2 4.6 6.5 a

2004 DHIS 6.3 4.3 3.6 7.1 7.1 5.1 4.1 5.8 3.1 5.3 b

2005 DHIS 5.4 4.2 3.2 6.9 6.5 4.8 3.6 4.9 2.8 4.8 b

2006 DHIS 5.0 3.8 4.2 7.2 5.7 5.1 3.4 4.5 3.0 5.0 b

Male urethritis syndrome (MUS) rate

2004 DHIS 28.4 25.0 23.9 26.2 23.9 39.9 33.3 24.3 28.8 26.9 b

2005 DHIS 26.2 24.7 23.5 25.0 25.2 36.6 33.0 24.1 29.8 26.1 b

2006 DHIS 25.6 23.8 22.2 26.1 25.4 28.1 29.6 23.5 31.9 25.5 b

STI partner notification rate (%)

2006 DHIS 95.7 82.2 102.1 98.8 90.3 95.1 75.1 68.3 111.3 95.1 b

STI partner tracing rate (%)

2006 DHIS 25.7 25.0 21.1 22.6 26.7 26.8 30.6 38.1 16.4 24.1 b

a STI HIV Baseline Survey. Indicator calculated from estimated number of 
STI clients from survey in July 2002, annualised.

b DHIS. Data for 2005 extracted June 2006, data for 2006 extracted July 
2007.
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Nutrition

Globally, obesity is considered to be a major health 

problem. Data from a survey of South African school children 

aged between 6 and 13 years, selected from 5 provinces 

during the Health of the Nation Survey (2001-2004) were 

published in 2006 [SAMJ 96(439-44)]. The study showed that 

“[o]n average, South African children showed very similar 

overweight and obesity values to children from the USA 

between 1976 and 1980, with South African boys slightly 

below reported USA values and South African girls slightly 

above”. White children were, however, “within less than 3% of 

all of the USA values for the 1988-1994 sample”. The authors 

concluded that “South African children in this sample show 

relatively high levels of overweight and obesity, similar to the 

international patterns in developed countries of a decade 

ago”. Increased urbanisation would be expected to exacer-

bate this problem in coming years. 

Some indication of the possible impact of poor nutrition 

on adult health can be gathered from the StatsSA Adult 

Mortality report. Overall, death rates from non-communi-

cable diseases increased between 1997 and 2004 (Figure 

17). The report also showed that, for both males and females, 

death rates from diabetes and obesity have increased over 

time in every age group above 25 (Figure 18).

Figure 17:  Death rates by age and sex per 100 000 population from non-communicable diseases, 1997 and 2004

Source:  StatsSA Adult mortality.

Figure 18:  Death rates by age and sex per 100 000 from diabetes and obesity, 1997 and 2004

Source:  StatsSA Adult mortality.

Health Status – Nutrition
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Table 23:  Nutrition indicators by province

EC FS GP KZN LP MP NC NW WC SA

Anaemia prevalence

1995 20.6 17.1 16.3 10.4 34.2 27.7 21.5 24.5 28.6 21.4 a

Iodine deficiency

1998 children <100mcg/l rural 29.8 42.1 19.7 20.8 36.7 44.7 7.4 13.1 22.5 - b

1998 children <100mcg/l urban 9.2 18.9 24.9 6.4 11.7 50.5 10.8 30.2 35.0 - b

1998 children <50mcg/l rural 15.0 17.0 5.0 8.0 22.0 24.0 3.0 15.0 10.0 - b

1998 children <50mcg/l urban 3.0 10.0 8.0 3.0 3.0 27.0 0.3 7.0 5.0 - b

Iodised salt consumption

1998 <10mg/kg 24.0 29.0 30.0 24.0 31.0 25.0 15.0 46.0 16.0 25.5 b

Iron deficiency anaemia prevalence

1995 2.4 3.9 3.8 3.5 9.1 7.0 6.5 5.0 8.2 5.0 a

Iron deficiency prevalence

1995 5.0 6.8 9.2 13.4 11.0 11.5 10.9 8.1 16.4 9.8 a

Obesity (%)

1998 female 29.7 29.2 35.6 35.4 20.1 25.8 24.8 18.9 31.2 30.1 c

1998 male 10.1 8.1 10.2 10.4 6.2 7.5 7.6 5.5 13.1 9.3 c

2003 female 32.4 26.2 30.1 24.5 21.8 28.2 24.3 24.3 30.6 23.3 d

2003 male 9.1 8.6 9.7 8.9 4.6 6.0 5.5 4.8 15.0 8.7 d

2004 boys 6-13 years - - - - - - - - - 3.2 e

2004 girls 6-13 years - - - - - - - - - 4.9 e

Overweight (%)

1998 female 25.7 26.0 26.6 27.4 24.0 24.9 24.9 25.8 25.9  26.1 c

1998 male 20.5 16.3 21.1 21.4 16.0 16.6 14.4 15.4 25.3 19.8 c

1999 age 1-9 years 7.9 6.4 5.6 6.5 3.7 16.7 4.4 0.9 5.2 6.0 f

2002 NYRBS 17.1 14.3 18.5 22.9 10.5 17.0 12.3 11.9 21.5 17.2 g

2003 female 28.0 23.3 28.2 32.9 24.1 25.9 21.6 25.1 26.1 29.0 d

2003 male 16.4 13.4 20.1 31.8 11.0 16.3 13.8 17.6 23.6 21.1 d

2004 boys 6-13 years - - - - - - - - - 10.8 h

2004 girls 6-13 years - - - - - - - - - 13.0 h

Stunting (%)

1994 age 6-71 months 28.8 28.7 11.5 15.6 34.2 20.4 22.8 24.7 11.6 22.9 a

1999 age 1-9 years 20.5 29.6 20.4 18.5 23.1 26.4 29.6 24.9 14.5 21.6 f

1999 age 12-71 months - - - - - - - - - 23.8 f

Underweight (%)

1998 female 5.8 7.0 3.4 5.4 7.2 4.9 12.5 8.1 4.9 5.6 c

1998 male 11.5 18.8 9.7 11.1 19.7 16.9 23.1 17.5 5.8 12.9 c

1999 <5 years - - - - - - - - - 11.5 i

1999 age 1-9 years 7.1 14.3 8.8 6.0 15.0 4.2 23.7 15.3 8.3 10.3 f

1999 age 12-71 months - - - - - - - - - 11.1 f

2002 NYRBS 7.7 9.5 7.4 7.2 12.1 8.2 14.3 14.2 6.0 9.0 g

2003 female 3.2 7.7 5.7 3.0 9.1 6.0 12.2 8.0 8.9 6.0 d

2003 male 10.8 18.0 14.3 3.9 19.5 16.1 25.7 19.7 9.3 12.4 d

Vitamin A deficiency

1995 31.1 26.8 23.5 38.0 43.5 33.0 18.5 32.0 21.0 33.3 a

Waist-hip ratio (WHR) above cut-off (%)

1998 female 32.8 28.5 22.2 36.7 34.2 26.8 34.2 41.3 39.6 32.0 c

1998 male 5.3 6.5 6.5 10.2 6.8 3.9 5.8 8.9 8.7 7.4 c

Wasting (%)

1994 age 6-71 months 3.2 4.5 1.2 0.7 3.8 2.5 1.7 4.5 1.3 2.6 a

1999 age 1-9 years 1.8 3.4 1.2 4.3 7.5 2.8 9.6 5.7 0.9 3.7 f

1999 age 1-9 years rural - - - - - - - - - 4.9 f

1999 age 1-9 years urban - - - - - - - - - 2.4 f

1999 age 12-71 months - - - - - - - - - 3.6 f

a SAVACG Survey.
b Iodine Deficiency 2000. 
c SADHS 1998.
d SADHS 2003 (Preliminary). Of respondents age 15 and above.
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e SAMJ 96(439-44). Data collected during 2001-2004. Defined as the 
percentage classified as obese, with predicted Body Mass Index (BMI) 
≥30kg/m2 at 18 years, according to curves developed by Cole et al 
(Cole TJ, Bellizzi MC, Flega KM, Dietz WH. Establishing a standard defini-
tion for child overweight and obesity worldwide: international survey. 
BMJ 2000; 320: 1240-1243.)

f Food Consumption Survey.
g NYRBS 2002.

h SAMJ 96(439-44). Data collected during 2001-2004. Defined as the 
percentage classified as overweight but not obese, with predicted Body 
Mass Index (BMI) ≥25kg/m2 at 18 years, according to curves developed 
by Cole et al (Cole TJ, Bellizzi MC, Flega KM, Dietz WH. Establishing a 
standard definition for child overweight and obesity worldwide: interna-
tional survey. BMJ 2000; 320: 1240-1243.)

i Millennium Development Goals. Based on Food Consumption Survey. 
Age group is 12-59 months for SA data.

Table 24:  Nutrition indicators by ethnic group

African Coloured Indian / Asian White All

Obesity (%)

1998 female 31.2 28.5 21.3 25.5 30.1 a

1998 male 7.8 9.2 9.0 20.1 9.3 a

2003 female 28.4 26.6 23.9 13.5 23.3 b

2003 male 7.1 15.6 10.7 22.6 8.7 b

2004 boys 6-13 years 2.1 3.0 - 4.3 3.2 c

2004 girls 6-13 years 4.7 4.8 - 7.8 4.9 c

Overweight (%)

1998 female 25.9 25.3 27.3 27.4 26.1 a

1998 male 17.1 22.1 23.7 36.1 19.8 a

2002 NYRBS 16.6 13.0 25.3 23.4 17.2 d

2003 female 27.8 26.0 33.8 23.5 29.0 b

2003 male 20.4 21.0 34.1 25.0 21.1 b

2004 boys 6-13 years 7.6 8.7 - 15.4 10.8 e

2004 girls 6-13 years 12.3 10.7 - 15.5 13.0 e

Underweight (%)

1998 female 4.9 9.9 15.6 2.9 5.6 a

1998 male 14.0 11.4 16.6 4.7 12.9 a

2002 NYRBS 9.5 10.6 4.8 1.9 9.0 d

2003 female 5.6 11.6 5.5 4.1 6.0 b

2003 male 13.1 11.6 9.8 4.9 12.4 b

Waist-hip ratio (WHR) above cut-off (%)

1998 female 33.3 36.2 23.2 20.4 32.0 a

1998 male 6.5 5.2 11.2 14.7 7.4 a

a SADHS 1998.
b SADHS 2003 (Preliminary). Of respondents age 15 and above.
c SAMJ 96(439-44). Data collected during 2001-2004. Defined as the 

percentage classified as obese, with predicted Body Mass Index (BMI) 
≥30kg/m2 at 18 years, according to curves developed by Cole et al 
(Cole TJ, Bellizzi MC, Flega KM, Dietz WH. Establishing a standard defini-
tion for child overweight and obesity worldwide: international survey. 
BMJ 2000; 320: 1240-1243.)

d NYRBS 2002.
e SAMJ 96(439-44). Data collected during 2001-2004. Defined as the 

percentage classified as overweight but not obese, with predicted Body 
Mass Index (BMI) ≥25kg/m2 at 18 years, according to curves developed 
by Cole et al (Cole TJ, Bellizzi MC, Flega KM, Dietz WH. Establishing a 
standard definition for child overweight and obesity worldwide: interna-
tional survey. BMJ 2000; 320: 1240-1243.)

Health Status – Nutrition
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Child Health

Available data on child health status have been comprehen-

sively gathered and commented upon in the latest “South 

African Child Gauge” [SA Child Gauge 2006]. At a global 

level, the publications “The State of the World’s Children 

2007” [SWChildren 2007] and “The State of the World’s 

Mothers 2007 – Saving the Lives of Children under 5” [SWM 

2007] also provide useful sets of comparators.

The relevant national targets for districts for 2006 are as 

follows:

➤ PHC utilisation rate for under 5 year olds – 5 visits per 

annum (data in section on Health facilities);

➤ Nevirapine uptake rate for newborns – 70%;

➤ Immunisation coverage of under 1 year olds – 90%;

➤ Incidence of severe malnutrition in under 5 year olds 

– <5%.

An area of ongoing concern is the completeness of birth 

registrations. The StatsSA report on “Recorded live births 

2005” [StatsSA Births] provides a breakdown by municipality. 

It noted that there had been a substantial increase in birth 

registration, from less than 25% in 1998 to 72% in 2005, but 

also that “a substantial proportion of births are registered 

late”, and that “unregistered children are disproportionately 

from poor or marginalised families or from communities 

where the systems of registration are not in place, difficult to 

access or not functional”. As expected, therefore, complete-

ness of registration in 2005 was lowest in KZN (62%) and EC 

(66%), and highest in WC (97%).

The South African AIDS Conference in 2007 saw increased 

attention being given to the continuing problem of mother-

to-child transmission of HIV. The scale of the problem is well 

captured by these remarks by Prof Nigel Rollins:c

➤ “In KwaZulu-Natal alone, 20 000 to 30 000 children 

are being infected with HIV each year and half of them 

will need antiretroviral drugs by the age of 12 months”; 

➤ noting that a study conducted among 2 470 infants (6 

weeks of age) who attended up to 11 different immuni-

sation clinics around KwaZulu-Natal showed that over 

7 per cent of all these infants were already HIV infected 

by the time they reached the clinic – “This equates to a 

20.8% vertical transmission rate (the number of children 

born to HIV infected mothers who become infected). In 

c Health-e. 'Unstoppable wave of child mortality'. http://www.health-e.org.
za/news/article.php?uid=20031678.

other parts of South Africa it is 7% and in other parts of 

the world it is 2%”;

➤ “Transmission of HIV to infants is one area of HIV that 

genuinely falls within the sphere of influence as more 

than 90% of HIV infected pregnant women attend 

antenatal clinics and could therefore be reached with 

preventive interventions. Avoiding transmission would 

be possible with concerted and focused actions”;

➤ “Even at sites where PMTCT is delivered the story is 

generally pretty dismal. Between 40 and 80 per cent of 

women at antenatal clinics accept voluntary counsel-

ling and testing while only between 10 and 60 per cent 

of HIV infected women get nevirapine and less than 

half of their babies get tested after birth”.

Orphans

Indications of the level of orphanhood are complicated 

by differences in definition. For example, while the General 

Household Survey and ASSA2003 model use a cut-off of 

18 years, another StatsSA publication uses a cut-off of 15 

years. This report [StatsSA Orphans] extracted data from the 

1995-1998 October Household Surveys, the 2001 Census, 

and the 2002-2005 General Household Surveys to estimate 

the percentage of children (aged 0-14) who are maternal 

orphans, paternal orphans, double orphans (both parents 

dead), and who have at least one dead parent. It showed 

that, between 1995 and 1998, the percentage of children 

who were maternal orphans remained steady at 2.5%. This 

then increased to over 5% between 2001 and 2005. African 

children were more affected than non-African, with slightly 

less than 6% being maternal orphans by 2005. As might be 

expected, the province with the highest burden of HIV and 

AIDS, KZN, was also most affected (8.3% of African children 

aged 14 or younger were maternal orphans in 2005). The 

percentage of paternal orphans exceeded that of maternal 

orphans in all years, with less evidence of increasing trends. 

The percentage of double orphans, though, increased from 

1.4% in 1995 to 2.7% in 2005. Similarly, the percentage of 

children with at least one parent dead increased from about 

14% in 1995 to about 16% in 2005. The authors point to 

a possible developing country “standard” of about 2% of 

maternal orphans under age 15. South African figures thus 

exceed this level. The report also includes details about the 

care of fostered and orphaned children, noting that “[b]y 
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1998, there is evidence that ill, but alive, mothers were more 

likely than earlier to foster out even young children (aged 

0-4) to the care of others”. They argued that “[t]he increase 

in the fosterage of young African children was not a result of 

increases in labour migration of their mothers”, but could be 

attributed largely to HIV/AIDS. Institutional care of fostered 

and orphaned African children is rare (less than 2%), with 

most (61-86%) being “cared for in a household headed by a 

grandparent or a great-grandparent” and “almost all others 

in a household headed by another relative”.

Table 25:  Child health indicators by province

EC FS GP KZN LP MP NC NW WC SA

Children under 5 years weighing rate

2004 DHIS 74.1 75.5 71.9 82.1 75.8 60.3 70.3 24.0 60.2 66.0 a

2006 DHIS 77.4 79.9 81.3 85.0 82.8 83.5 79.4 66.8 67.0 79.0 a

Diarrhoea incidence <5 per 1 000

2004 DHIS 112.3 112.8 8.1 244.2 184.7 99.7 211.2 102.4 83.3 128.7 a

2005 DHIS 88.9 193.5 93.9 487.0 388.5 229.7 203.2 260.5 106.4 268.7 a

2006 DHIS 40.3 154.3 120.0 430.6 377.3 215.3 160.1 129.2 101.7 214.9 a

Exclusive breastfeeding rate

2003 4-6 months - - - - - - - - - 1.5 b

2003 <4 months - - - - - - - - - 11.9 b

Not gaining weight under 5 years rate

2004 DHIS 2.0 3.5 0.8 1.4 1.2 2.5 3.5 3.7 1.2  2.2 a

2005 DHIS 1.3 3.3 0.7 1.5 0.9 1.4 3.3 2.4 0.8 1.4 a

2006 DHIS 1.1 3.6 0.7 1.3 0.9 1.2 2.8 1.5 1.2 1.2 a

Number of orphans

2005 796 525 266 850 300 598 864 643 429 652 247 393 44 159 274 018 136 667 3 360 505 c

2005 double 116 909 66 722 64 475 199 623 55 274 37 395 7 514 60 723 17 718 626 362 c

2005 maternal 118 254 38 867 40 746 137 379 66 404 39 558 9 720 41 373 20 686 512 987 c

2005 paternal 561 361 161 261 195 376 527 641 307 974 170 440 26 925 171 914 98 264 2 221 156 c

2006 ASSA2003 225 618 102 737 277 109 480 004 136 752 143 919 17 160 114 628 77 739 1 542 201 d

2007 ASSA2003 245 266 113 491 316 291 531 029 150 665 158 778 18 656 127 728 84 295 1 708 032 e

Severe malnutrition under 5 years incidence

2003 DHIS 13.7 6.1 18.6 42.1 10.1 - 21.5 13.8 4.2 19.9 a

2004 DHIS 8.3 6.7 3.3 20.5 6.2 8.9 16.5 13.3 4.6 9.8 a

2006 DHIS 5.9 4.2 2.6 10.1 3.6 4.5 9.8 7.3 3.2 5.7 a

Vitamin A coverage children 12-60 months 

2003 DHIS 20.9 47.3 - - 16.8 39.2 38.6 14.2 - 25.0 a

2003 SADHS 57.3 46.1 32.2 42.3 44.6 46.7 49.3 30.2 29.5 39.1 f

2004 DHIS 61.7 26.8 7.1 41.3 33.5 39.8 33.0 34.9 - 30.9 a

2006 DHIS 17.2 36.1 30.1 24.3 22.7 23.7 32.4 21.7 10.2 23.4 a

Vitamin A coverage infants 6-11 months 

2003 DHIS 79.8 76.8 - - 37.1 57.5 90.5 35.3 - 57.6 a

2004 DHIS 96.3 82.4 44.0 82.8 86.0 76.3 73.4 87.6 - 69.9 a

2006 DHIS 81.0 103.9 99.3 110.6 101.1 97.9 136.4 85.3 60.4 95.3 a

a DHIS. Data for 2005 extracted June 2006, data for 2006 extracted July 
2007.

b SADHS 2003 (Preliminary).
c SA Child Gauge 2006. Based on GHS 2005, Statistics South Africa.
d HIV Indicators 2006. Children whose mother has died, regardless of 

whether or not father has died. i.e. maternal plus double orphans.
e ASSA 2003. Children whose mother has died, regardless of whether or 

not father has died. i.e. maternal plus double orphans.
f SADHS 2003 (Preliminary). Percentage of children 6-59 months of age 

reported to have received Vit A supplements in the 6 months preceding 
the survey.

Health Status – Child Health
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Table 26:  Immunisation indicators by province

EC FS GP KZN LP MP NC NW WC SA
Immunisation coverage of children <1 year

2004 DHIS 91.3 82.7 79.3 85.8 83.5 74.3 100.9 75.9 85.3 83.1

2005 DHIS 103.0 90.1 84.4 97.3 91.2 76.2 102.2 81.0 87.3 90.2

2006 DHIS 73.2 87.5 91.8 83.3 83.7 82.0 98.0 71.4 98.4 84.0

Immunisation drop out rate (DTP1-3)

2004 DHIS 10.2 5.5 6.9 9.1 7.8 6.2 1.3 7.2 5.9  7.7

2005 DHIS 6.3 2.5 3.6 5.5 3.8 2.9 5.2 5.9 5.7  4.7

2006 DHIS 5.1 3.9 1.8 5.5 4.2 2.0 0.8 5.0 5.4 4.0

Immunisation drop out rate (measles 1 to 2)

2004 DHIS 24.9 13.7 16.3 13.3 15.1 11.9 11.0 14.3 9.0 15.2

2005 DHIS 25.8 18.6 19.1 20.6 21.9 19.8 15.0 21.0 10.7 20.0

2006 DHIS 21.0 11.8 11.3 12.4 19.2 15.3 9.8 15.7 13.8 14.7

Measles 1st dose coverage 

2004 DHIS 94.4 84.1 79.9 88.3 84.4 78.1 102.5 78.1 86.5 85.0

2005 DHIS 109.2 91.3 85.1 96.0 92.9 81.0 105.4 85.3 88.8 92.0

2006 DHIS 75.2 88.5 93.3 85.8 84.6 84.7 99.8 73.2 100.5 85.8

Source: DHIS. Data for 2005 extracted June 2006, data for 2006 
extracted July 2007.

Child mortality

Still  
births

Early neonatal 
deaths

Late neonatal 
deaths

Post-neonatal 
deaths

Child  
deaths

>28 weeks 
gestation

Birth ➜ end of 
the 7th day

8th day ➜ end 
of 27th day

28th day ➜ end 
of 365th day

1st year ➜ end 
of 4th year

Perinatal  
Mortality

Neonatal  
Mortality

Post-neonatal 
Mortality

Infant  
Mortality

Child  
Mortality

Under-5  
Mortality

Perinatal mortality remains a highly controversial issue 

in South Africa. Although these figures have not been 

adjusted for under-reporting, the numbers of deaths noted 

in the StatsSA Causes of death 2005 data can be gauged 

from those with an underlying cause of death in the IC-10 

code category “P”. This source showed a national total of 

31 238 such deaths in 2002, 33 616 in 2003 and 38 404 

in 2005. If the DHIS population estimates for the number of 

children under 1 year are adjusted to estimate the number 

of live births (multiplying by a factor of 1.04), plus stillbirths 

from StatsSA Causes of death to give total births, then the 

minimum perinatal mortality rates can be calculated (Table 

27). These data should, however, be treated with caution as 

data quality may not be uniform across provinces. The values 

for EC and LP appear to be lower than expected, whereas 

the FS value is unexpectedly high. 

Mortality in children under 5 years has been the target of 

the “Saving Children” reports. The report covering the period 

September 2003 to August 2004 [Saving Children 2004] 

showed that, of 19 695 admissions of children under 5 in 8 

hospitals, 1 532 had died. This yielded a case fatality rate of 

7.8%, ranging from 3.4 to 15% in the different sites. The main 

causes of death were lower respiratory tract infections (33%), 

gastroenteritis (15%) and septicaemia (12%), and in 60% a link 

with HIV/AIDS was evident. Of those who died, 66% were in 

their first year of life and 69% were underweight. Importantly, 

from a quality of care perspective, administrative modifiable 

factors were found to have been present in 31% of deaths. 

Clinical personnel related modifiable factors were shown 

in 26% of events at clinic level, 33% at hospital admission 

and 37% during in-patient care. The second report [Saving 

Children 2005] suggests that the infant mortality rate is 

increasing and that this is closely linked to the HIV epidemic, 

with four out of five deaths of children under 5 being associ-

ated with HIV infection, compared to three out of five chil-

dren in the Saving Children 2004 report.

A new report on infant deaths [Saving Babies 2003-2005] 

has recently been released, which again pointed to a 

high level of modifiable factors.d The Perinatal Problem 

Identification Program (PPIP) now covers 164 sites and the 

database contains details of 576 065 births recorded 

d Administrative modifiable factors include organisation of healthcare 
and logistical factors. Clinical personnel related modifiable factors are 
those associated with assessment, monitoring and case-management.



P
er

 1
 0

00
 b

ir
th

s

70

60

50

40

30

20

10

0
FS KZN MPEC GP LP

DHIS 2006 2006 PPIP ≥500g

NC

2006 PPIP ≥1000gStats SA 2005

SAWCNW

267

Health and Related Indicators 15

Table 27:  Perinatal mortality rates estimated from unadjusted cause of death data, 2003-2005

EC FS GP KZN LP MP NC NW WC SA

2003 17.9 53.2 38.7 30.8 13.6 31.4 32.6 40.8 19.3 29.4

2004 20.6 61.1 38.0 30.3 17.1 32.4 36.7 44.5 21.1 31.1

2005 21.9 67.4 40.7 37.1 20.0 40.2 32.8 50.1 19.8 34.8

between October 2003 and March 2006. This represents 

about 20% of annual births. The change in the number of 

sites used does complicate comparisons over time. In the  

PPIP dataset the perinatal mortality for infants ≥500g was 

37.5/1 000 births (and 27.9/1 000 for infants with a birth 

weight of 1 000g or more); an analysis of the database 

indicates that neither the perinatal mortality rate nor the 

neonatal death rate has changed since the national data-

base started in 2000. Although South Africa has a “slightly 

higher” neonatal mortality rate and stillbirth rate than is 

seen in comparable middle income countries, the report 

does note a “much higher” intrapartum stillbirth rate. Almost 

two-thirds of such deaths were attributed to unexplained 

intrauterine death, spontaneous preterm birth and intra-

partum asphyxia / birth trauma. Of concern, 1 in 5 perinatal 

deaths were considered to be avoidable. The most common 

administrative-related modifiable factor was “inadequate 

facilities / equipment in neonatal unit / nursery”. Among the 

recommendations provided in the report is the suggestion 

that staffing norms be determined for neonatal units and 

nurseries. Suggested norms are also provided. The low HIV 

testing rate, less than 50% in those areas recording the data, 

is of concern, as the perinatal mortality is twice as high in 

HIV infected women compared with those not infected. A 

useful analysis of DHIS data compared to the findings from 

the PPIP in the report indicates that data coverage in DHIS is 

excellent and that stillbirth and perinatal mortality data from 

DHIS provide a reasonably accurate picture of the situation 

Health Status – Child Health

Source:  Calculated from StatsSA Causes of death 2005 – all deaths with 
underlying cause of death in ICD-10 category ‘P’ (not adjusted 
for under-reporting – data completeness is estimated to be 
between 85-89% overall for all deaths), according to recorded 
province of death. 
Denominator – DHIS population estimates for number of children 
under 1 multiplied by a factor of 1.04 to estimate the number 
of live births for each year, plus the number of stillbirths in the 
StatsSA Causes of death database to give estimated total births.

Figure 19:  Perinatal mortality rates by difference sources, 2005-06

Sources:  StatsSA value calculated from StatsSA Causes of death 2005 
– all deaths with underlying cause of death in ICD-10 category 
‘P’ (not adjusted for under-reporting – data completeness is esti-
mated to be between 85-89% overall for all deaths), according 
to recorded province of death. 
Denominator – DHIS population estimates for number of children 
under 1 multiplied by a factor of 1.04 to estimate the number 
of live births for each year, plus the number of stillbirths in the 
StatsSA Causes of death database to give estimated total births. 
DHIS. 
Saving Babies 2003-2005.
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in the country. On the other hand low birth weight data are 

considered to be unrealistically low and some suggestions 

are provided to address this.

Table 28 shows the number of deaths (regardless of 

underlying cause) reported in children under 5 by the vital 

registration system, unadjusted for under-reporting. In raw 

terms, there has been a 49.7% increase over this period 

in the number of under 5 deaths reported. This increase 

reflects the absolute increase in the number of deaths, but 

also increased reporting and an increasing population. 

In common with other cause of death data, values for the 

EC and LP are lower than expected and should be treated 

with caution. Unfortunately the Child Healthcare Problem 

Identification Programme reported in the Saving Children 

reports does not include data from either of these provinces 

to verify the situation.

Table 28:  Number of child deaths (any underlying cause of death) for each age under 5 by province, 2001-2005

Year Age EC FS GP KZN LP MP NC NW WC SA

2001 0 2 553 3 102 7 038 7 088 1 436 2 192 843 3 428 2 139 29 821

1 662 589 1 044 1 428 557 540 200 728 330 6 080

2 288 198 461 723 260 232 49 250 117 2 579

3 177 93 262 355 135 139 26 145 82 1 414

4 157 92 216 338 114 76 33 84 51 1 161

Total under 5 3 837 4 074 9 021 9 932 2 502 3 179 1 151 4 635 2 719 41 055

2002 0 3 031 3 621 8 175 7 834 1 856 2 733 786 3 901 2 412 34 351

1 623 597 1 201 1 416 581 549 171 802 289 6 231

2 296 265 536 748 314 266 49 303 163 2 941

3 198 135 321 421 148 160 30 170 111 1 694

4 181 78 205 314 113 84 33 108 65 1 181

Total under 5 4 329 4 696 10 438 10 733 3 012 3 792 1 069 5 284 3 040 46 398

2003 0 3 736 4001 9 105 8 458 2 142 3 289 811 4 352 2 389 38 287

1 747 680 1 287 1 529 639 653 179 998 322 7 036

2 361 282 557 809 287 274 56 326 142 3 098

3 213 153 315 535 189 149 33 186 97 1 871

4 175 121 237 377 146 117 20 135 76 1 404

Total under 5 5 232 5 237 11 501 11 708 3 403 4 482 1 099 5 997 3 026 51 696

2004 0 4 362 4 653 9 261 8 470 2 649 3 381 912 4828 2 596 41 119

1 915 862 1 446 1 795 930 676 216 1087 343 8 274

2 422 288 572 962 389 291 63 381 145 3 515

3 301 156 389 665 204 170 41 184 101 2 215

4 250 136 297 560 155 138 19 155 80 1 790

Total under 5 6 250 6 095 11 965 12 452 4 327 4 656 1 251 6 635 3 265 56 913

2005 0 4 591 5 006 10 191 10 170 3 159 4 058 783 5 546 2 518 46 026

1 909 824 1 334 1 809 995 832 173 1115 286 8 280

2 420 286 535 959 379 332 66 320 133 3 432

3 273 128 349 661 204 151 24 179 83 2 052

4 224 115 255 520 163 175 24 129 66 1 671

Total under 5 6 417 6 359 12 664 14 119 4 900 5 548 1 070 7 289 3 086 61 461

Source:  Calculated from StatsSA Causes of death 2005. Data not 
adjusted for under-reporting of death notification. 
SA total includes a few deaths where province of death is 
unspecified or other.

Bradshaw and Dorrington [SAMJ 97(582-3)] thus comment 

that vital registration data cannot tell us much about the 

U5MR because of the ill-quantified level of under-reporting. 

They also explain why the SADHS 2003 child mortality rates 

are implausibly low (although included in Tables 29 and 30 

for completeness) and cannot be relied upon.

Murray et al [Lancet 370(1040-54)] published a new analysis 

of country trends and forecasts of under 5 mortality in which 

they estimate the number of under 5 deaths in SA for 2005 

to be 77 000 (73 000-81 000) and the U5MR to be 69 (66-

73). These estimates are more in line with those of the ASSA 

2003 model.
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Table 29:  Child mortality and related indicators by province

EC FS GP KZN LP MP NC NW WC SA

Child mortality (deaths between 1-4 years per 1 000 live births)

1998 20.5 19.0 9.3 23.6 15.7 17.3 14.3 14.0 9.0 15.4 a

2003 11.6 21.1 9.4 3.0 10.1 12.3 10.6 15.3 13.6 15.8 b

2003 rural - - - - - - - - - 12.3 b

2003 urban - - - - - - - - - 10.3 b

Infant mortality rate (deaths under 1 year per 1 000 live births)

1998 highest asset quintile - - - - - - - - - 17.0 c

1998 lowest asset quintile - - - - - - - - - 61.6 c

1998 revised 61.2 53.0 36.3 52.1 37.2 47.3 41.8 42.0 30.0 45.0 d

1998 rural - - - - - - - - - 52.2 a

1998 urban - - - - - - - - - 32.6 a

2000 70.9 61.8 44.4 68.4 51.6 58.9 46.4 55.2 31.7 59.1 e

2003 68.3 48.1 33.5 30.4 34.1 40.5 28.7 61.9 43.5 42.5 b

2003 rural - - - - - - - - - 44.1 b

2003 urban - - - - - - - - - 41.6 b

2004 - - - - - - - - - 43.0 f

2005 - - - - - - - - - 53.6 f

2006 ASSA2003 62.0 58.0 37.0 62.0 37.0 53.0 34.0 44.0 26.0 48.0 g

2007 ASSA2003 60.3 56.0 35.3 60.0 36.2 50.8 33.4 42.6 25.3 46.1 g

Low birth weight rate (% live births <2500g)

1998 - - - - - - - - - 15.0 h

2002 15.0 18.7 19.2 18.2 13.8 14.1 22.0 14.4 17.6  - i

2006 DHIS 9.6 14.3 0.6 9.2 7.8 7.8 24.4 11.9 16.6 8.9 j

2006 PPIP 13.0 13.6 16.3 12.8 13.8 14.5 21.0 12.4 18.1 15.5 k

Neonatal death rate (NNDR) (deaths <28 days old per 1 000 live births)

1998 24.7 9.9 17.8 23.2 18.3 23.6 20.5 20.0 4.0 19.8 a

2002 14.0 10.4 12.1 10.4 12.0 9.0 9.0 11.5 5.0  - i

2003 11.9 33.0 24.2 22.6 19.9 21.5 18.4 26.9 5.4 15.0 b

2003 female - - - - - - - - - 13.6 b

2003 male - - - - - - - - - 26.0 b

2003 rural - - - - - - - - - 18.6 b

2003 urban - - - - - - - - - 20.4 b

2006 DHIS 15.3 15.1 8.6 11.0 11.4 9.3 12.6 56.1 6.0 14.4 j

2006 PPIP 11.3 - 9.4 8.8 11.2 12.3 13.9 12.4 9.5 13.6 k

Perinatal care index (perinatal MR / LBWR)

2002 2.32 2.16 1.90 2.32 2.12 2.30 1.45 3.00 1.15  - i

2006 PPIP 2.00 - 1.60 1.70 1.90 2.00 1.40 2.70 1.78 1.80 k

Perinatal mortality rate (deaths <8 days old per 1 000 total births)

2000 Public sector - - 32.1 - - - - - 18.4 40.0 l

2002 35.0 40.3 37.0 35.0 29.0 30.0 32.0 43.3 20.2  - i

2003 DHIS 44.0 44.4 36.1 50.7 45.0 43.7 45.4 5.4 23.1 38.4 j

2004 DHIS 42.4 51.8 32.0 41.3 38.5 41.0 42.9 4.9 26.6 38.2 j

2005 DHIS 49.2 39.7 32.2 40.3 35.4 46.1 32.6 5.0 25.4 34.9 j

2006 DHIS 40.3 37.6 27.4 35.5 32.7 31.2 38.1 36.8 25.2 33.1 j

2006 PPIP ≥1 000g 25.5 24.1 25.5 19.8 26.0 29.7 43.3 30.2 18.6 27.9 k

2006 PPIP ≥500g 32.3 33.0 - 26.5 30.4 36.5 - 34.0 32.2 37.5 k

Post-neonatal mortality rate (deaths 28-365 days age per 1 000 live births)

1998 36.5 26.9 18.5 28.9 18.9 23.6 21.3 16.8 4.4 25.6 a

2003 56.4 15.1 9.3 7.8 14.2 18.9 10.3 35.0 38.1 27.5 b

2003 rural - - - - - - - - - 25.5 b

2003 urban - - - - - - - - - 21.2 b

Health Status – Child Health
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EC FS GP KZN LP MP NC NW WC SA

Stillbirth rate (per 1 000 total births)

2003 District Hospitals - - - - - - - - - 31.0 m

2003 Regional Hospitals - - - - - - - - - 40.0 m

2003 National Central Hosp - - - - - - - - - 62.0 m

2003 All hospitals 30.0 34.0 36.0 43.0 24.0 27.0 34.0 30.0 18.0 32.0 j

2004 All hospitals 28.0 30.0 47.0 33.0 21.0 24.0 24.0 22.0 18.0 27.0 j

2005 All hospitals 33.0 30.5 21.0 31.3 22.7 35.5 25.0 3.8 18.8 24.9 j

2006 All hospitals 25.9 28.3 19.6 26.7 22.1 22.4 27.0 25.2 19.2 23.5 j

2006 PPIP 21.3 - 18.2 17.9 19.5 - 30.5 23.6 23.0 24.3 k

Under 5 mortality rate (deaths under 5 years per 1 000 live births)

1998 revised 80.5 72.0 45.3 74.5 52.3 63.7 55.5 56.0 39.0 61.0 d

1998 rural - - - - - - - - - 71.2 a

1998 urban - - - - - - - - - 43.2 a

2000 105.0 99.0 74.6 116.4 80.7 99.8 68.1 88.5 46.3 94.7 e

2003 79.1 68.2 42.6 33.2 43.9 52.2 39.1 76.3 56.5 57.6 b

2003 rural - - - - - - - - - 55.9 b

2003 urban - - - - - - - - - 51.4 b

2005 - - - - - - - - - 72.1 f

2006 ASSA2003 91.0 89.0 61.0 97.0 57.0 82.0 51.0 69.0 39.0 73.0 g

2007 ASSA2003 89.2 85.5 58.1 93.2 54.9 78.8 50.4 67.1 38.8 70.9 g

a SADHS 1998.
b SADHS 2003 (Preliminary).
c World Development Report 2006.
d SAHR 2000 Ch4. Comparison of the provincial estimates from dif ferent 

sources revealed that the SADHS 1998 estimates for three provinces 
required some adjustment.

e Burden of Disease Prov 2000.
f StatsSA Mid-year Estimates. 
g ASSA 2003. 
h SWChildren 2006. Based on SADHS 1998 but adjusted since figure 

reported was 8.3% with birth weight unknown for one third of 
deliveries.

i Saving Babies 2002.
j DHIS. Data for 2003-2005 extracted June 2006, data for 2006 extracted 

July 2007.

Table 30:  Child mortality and related indicators by ethnic group

African Coloured Indian / Asian White SA
Neonatal death rate (NNDR)

1998 20.6 9.6 - -  19.8 a

2003 22.5 6.0 21.1 -  15.0 b

Infant mortality rate

1998 revised 47.0 18.8 - 11.4  45.0 c

2003 45.0 41.1 24.8 -  42.5 b

Child mortality

1998 17.4 9.6 - - 15.4 a

2003 9.8 18.2 9.9 - 15.8 b

Under 5 mortality rate

1998 revised 63.6 28.2 - 15.3 61.0 c

2003 54.4 58.6 34.4 - 57.6 b

a SADHS 1998.
b SADHS 2003 (Preliminary).
c SAHR 2000 Ch4. Based on SADHS 1998.

k Saving Babies 2003-2005. Data from Oct 2003 - Mar 2006 in most 
cases, although for some sites it included a dif ferent part of the period. 
Most data are reported according to the international standard that 
includes all births ≥500g, although in some cases data were only 
presented according to births ≥1 000g.

l Saving Babies 2000. Data only available for perinatal care in public 
sector institutions. There is insufficient data to accurately calculate the 
national PNMR, however from existing data it is estimated that the rate 
is in the order of 40/1 000 births.

m DHIS. Data from Hospital Minimum Data Set, reported in South African 
Health Review 2003/04.
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Non-communicable and Chronic 
Diseases of lifestyle

Although South Africa faces considerable challenges with 

infectious diseases, it also faces a considerable non-commu-

nicable disease burden. A recent World Bank publication 

[Chronic non-communicable diseases] has noted that “poor 

countries are catching up with wealthier nations in terms of 

cancer, diabetes, obesity, and heart disease, and that by 

2015, these chronic illnesses will be the leading cause of 

death in developing countries”.

This issue has particular resonance for the private health 

sector, where many non-communicable diseases are 

included in the Prescribed Minimum Benefits (PMBs) stipu-

lated in terms of the Medical Schemes Act (Act 131 of 1998). 

Prevalence data for these conditions can be extracted from 

the REF study 2005 (extended to reflect the expected preva-

lence in 2007)e which drew on data from 4 large medical 

scheme administrators who provide services to about 4.2 

million insured people. Of these, 417 208 were receiving 

treatment for a PMB condition. Selected data from this source 

are presented graphically in Figure 20, also showing the self-

reported prevalence of these conditions from the SADHS 

2003. Although the age group, time period and measure-

ment methods from the two sources are quite different, some 

interesting broad correlations and deviations can be seen.

e Recommendations by the Risk Equalisation Technical Advisory Panel to 
the Council for Medical Schemes. Methodology for the Determination of 
the Risk Equalisation Fund Contribution Table 2007. April 2007.

Findings from the first nationally representative study of 

mental disorders in SA [SASH 2002-4] confirm high 12-month 

(16.5%) and lifetime (30.3%) prevalence of psychiatric disor-

ders. The study found that anxiety disorders, mood disorders 

and substance abuse are common across all race groups 

and across all the provinces, yet treatment rates for psychi-

atric disorders were low with 72.4% of those with a serious 

or moderate disorder receiving no treatment in the year 

prior to the interview.

Coverage of cervical cancer screening appears to be 

improving steadily. This indicator requires careful interpre-

tation, since the policy is that each woman 30 and older 

should be tested once every 10 years. When considered 

annually this indicator should thus be multiplied by 10 to 

assess the real coverage in terms of the policy. The DHIS 

value of 3.7 for 2006 (Table 31) therefore exceeds the target 

of 20% given for 2006/07 at a national level, although 

performance in some provinces still requires attention [DoH 

Stratplan 2006-09].

Although there is known to be an association of invasive 

cervical cancer with AIDS, incidence does not appear to be 

increasing with the age-standardised incidence rate (ASIR) 

per 100 000 population reported as 27.8, 29.0, 34.4 and 

28.7 for 1996-1999 [Cancer incidence 1998].

Figure 20:  Prevalence per 1 000 population of hypertension, hyperlipidaemia, asthma and diabetes mellitus (type 2) 
for the total population (2003) and private sector (2007)

Health Status – Non-communicable and Chronic Diseases of lifestyle
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Sources:  SADHS 2003 (Preliminary) and Risk Equalisation Fund.
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Table 31:  Chronic disease indicators by province

EC FS GP KZN LP MP NC NW WC SA

Cervical cancer screening coverage (% women age 30 and older)

2003 - 2.6 2.1 0.4 - 0.8 2.5 - 3.7 1.8 a

2004 - 2.3 2.6 0.2 - 0.8 2.8 - 3.8 1.9 a

2005 - 3.2 2.9 1.9 1.4 1.3 3.6 0.3 4.0 2.3 a

2006 0.2 3.6 5.1 3.7 6.5 2.4 5.1 1.1 4.8 3.7 a

Hypertension prevalence measured (per 1 000)

1998 female (any HTN) 264.0 286.0 257.0 245.0 163.0 186.0 297.0 261.0 272.0  246.0 b

1998 female (mod-sev) 142.0 155.0 131.0 147.0 66.0 85.0 170.0 162.0 142.0 132.0 b

1998 female 65+ (any HTN) - - - - - - - - - 604.0 b

1998 male (any HTN) 241.0 259.0 249.0 218.0 174.0 148.0 287.0 230.0 257.0 229.0 b

1998 male (mod-sev) 125.0 145.0 117.0 111.0 64.0 62.0 142.0 118.0 109.0 110.0 b

1998 male 65+ (any HTN) - - - - - - - - - 520.0 b

Hypertension prevalence reported (per 1 000)

2003 female 221.0 265.0 212.0 112.0 145.0 149.0 252.0 209.0 232.0 188.0 c

2003 female 65+ - - - - - - - - - 414.0 c

2003 male 92.0 133.0 92.0 62.0 66.0 31.0 141.0 92.0 148.0  88.0 c

2003 male 65+ - - - - - - - - - 262.0 c

a DHIS. Data for 2006 extracted July 2007.
b SADHS 1998. All SADHS figures converted from % to per 1 000.
 mod-sev = Moderate and severe hypertension.
c SADHS 2003 (Preliminary). Defined in source as percentage of respond-

ents age 15 and above who were told by a doctor nurse or health 
worker at a clinic or hospital that they have this condition. All SADHS 
figures converted from % to per 1 000.

Table 32:  Chronic disease indicators by ethnic group

African Coloured Indian / Asian White All

Hypertension prevalence measured (per 1 000)

1998 female (any HTN) 235.0 295.0 221.0 291.0  246.0 a

1998 female (mod-sev) 130.0 171.0 93.0 120.0 132.0 a

1998 male (any HTN) 202.0 259.0 299.0 380.0 229.0 a

1998 male (mod-sev) 103.0 124.0 99.0 152.0 110.0 a

Hypertension prevalence reported (per 1 000)

2003 female 189.0 240.0 203.0 99.0 188.0 b

2003 male 69.0 153.0 141.0 233.0 88.0 b

a SADHS 1998. All SADHS figures converted from % to per 1 000.
 mod-sev = Moderate and severe hypertension.
b SADHS 2003 (Preliminary). Defined in source as percentage of respond-

ents age 15 and above who were told by a doctor nurse or health 
worker at a clinic or hospital that they have this condition. All SADHS 
figures converted from % to per 1 000.

Health Status – Non-communicable and Chronic Diseases of lifestyle
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Cancer 

The most recent data on incidence of histologically diag-

nosed cancer were reported for 1998-9 by the National 

Cancer Registry in 2004 [Cancer incidence 1998]. Other 

public health data sources for cancer seem to be limited, 

however data on deaths attributed to various cancers is 

now available annually through the StatsSA Cause of death 

publications. The data released in 2007 now enables disag-

gregation down to provincial level.

Some interesting observations can be made from a quick 

review of the main types of cancer, such as the relatively 

low proportions of death from Kaposi’s sarcoma in the WC 

and NC (where HIV prevalence is lower than the national 

average). While this simplistic assessment does not prove 

causality, one can also see a high percentage of deaths 

due to cancer of the bronchus and lungs in provinces where 

the smoking indicators are generally highest for the country, 

namely WC and NC (Table 34).

Table 33:  Percentage of cancer deaths by type of cancer as underlying cause of death, by leading cause, 2001-2005

ICD-10 Type of cancer 2001 2002 2003 2004 2005

C34 Malignant neoplasm of bronchus and lung 14.5 13.8 13.5 14.1 13.9

C15 Malignant neoplasm of oesophagus 11.3 11.0 10.9 9.9 10.0

C53 Malignant neoplasm of cervix uteri 7.6 7.7 8.0 7.8 8.1

C50 Malignant neoplasm of breast 7.2 6.8 6.8 7.7 7.9

C80 Malignant neoplasm without specification of site 7.1 7.0 7.1 7.3 6.9

C61 Malignant neoplasm of prostate 5.9 5.8 6.0 5.9 6.1

C22 Malignant neoplasm of liver and intrahepatic bile ducts 5.3 5.2 4.9 5.3 5.1

C16 Malignant neoplasm of stomach 4.4 4.0 4.0 3.9 3.9

C18 Malignant neoplasm of colon 4.0 3.8 3.7 4.1 4.0

C25 Malignant neoplasm of pancreas 3.5 3.4 3.4 3.3 3.4

C85 Other and unspecified types of non-Hodgkin’s lymphoma 1.9 2.1 2.4 2.4 2.4

C46 Kaposi’s sarcoma 1.5 1.8 2.0 2.2 2.4

Source:  StatsSA Causes of death 2005. Calculated from data.

Table 34:  Percentage of cancer deaths by type of cancer as underlying cause of death, by leading cause, by province, 
2005

ICD-10 Type of cancer EC FS GP KZN LP MP NC NW WC SA

C34 Malignant neoplasm of bronchus and lung 15.8 10.7 11.9 11.5 8.0 9.6 17.9 11.7 21.6 13.9

C15 Malignant neoplasm of oesophagus 21.2 7.7 6.2 9.7 10.8 9.8 8.5 12.7 5.3 10.0

C53 Malignant neoplasm of cervix uteri 7.3 12.7 5.9 8.9 16.0 14.2 8.2 11.1 3.6 8.1

C50 Malignant neoplasm of breast 6.3 7.5 9.0 7.0 7.2 8.4 6.6 8.7 8.7 7.9

C80 Malignant neoplasm without specification of site 5.8 7.1 7.9 7.7 5.3 5.5 5.3 5.7 7.5 6.9

C61 Malignant neoplasm of prostate 5.3 6.2 6.3 4.4 7.8 8.0 8.5 7.0 6.0 6.1

C22 Malignant neoplasm of liver and intrahepatic bile ducts 5.9 3.8 3.8 6.2 8.1 6.7 4.2 5.2 3.9 5.1

C18 Malignant neoplasm of colon 2.9 3.7 5.2 3.7 2.2 3.1 2.9 2.9 5.5 4.0

C16 Malignant neoplasm of stomach 3.9 2.8 3.2 3.4 3.4 4.0 4.4 2.9 5.8 3.9

C25 Malignant neoplasm of pancreas 2.4 4.2 4.4 2.9 2.2 3.7 4.6 2.9 3.4 3.4

C85 Other and unspecified types of non-Hodgkin’s lymphoma 1.6 3.1 3.4 2.6 1.8 1.9 1.2 2.1 2.4 2.4

C46 Kaposi’s sarcoma 2.0 3.3 2.1 4.1 3.0 3.1 0.8 3.4 0.6 2.4

Source:  StatsSA Causes of death 2005. Calculated from data.
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Health Status – Behaviour & Awareness

Behaviour & Awareness

The results of a national survey of 4 000 South Africans 

aged 15-24 were reported in March 2007 [Kaiser HIV 

Awareness]. Although the indicators are included in the 

section on Reproductive Health, some new data on young 

South Africans’ HIV and AIDS awareness, behaviour and the 

impact of the media are discussed here. The survey showed 

that media play an important role in the lives of young South 

Africans. For example, while computer and Internet use are 

still relatively uncommon (only 9% have access to the Internet 

at home), about two-thirds say they watch TV and / or listen 

to the radio just about every day, and 72% say they own a 

cell phone (with almost 60% saying they talk on a cell phone 

almost daily, and nearly 50% saying they send text message 

almost daily). The possibility therefore exists of using such 

media to disseminate public health messages. Although 

HIV and AIDS is a major concern, “many of those who are 

sexually active report behaviours that could put them at risk 

for HIV”. For example, while 62% of sexually active respond-

ents reported using a condom during the last sexual inter-

course, only 45% reported always using a condom and 

17% reported never using a condom. Interest in HIV testing 

is high, but less than half of the sexually active young people 

polled had been tested. The report also showed that 67% of 

young South Africans report that they have ever had sexual 

intercourse, including 47% of 15-19 year-olds and 88% of 

20-24 year-olds. The report also confirmed the view that 

many South Africans fall pregnant at a young age – 57% 

of all sexually active young women reported that they had 

ever been pregnant and 61% of these described the preg-

nancy as unwanted. The reasons given for the pregnancy 

were also illuminating: 66% cited not using any contracep-

tion, 28% mentioned that the pregnancy was wanted, 5% 

that it would “make their boyfriend want to get married”, 3% 

“because they were forced to have sex against their will”, 

and only 2% “because they wanted to get the child support 

grant”.

Another area of concern is substance abuse. Data from the 

South African Community Epidemiology Network on Drug 

Use (SACENDU) are regularly made available (http://www.

sahealthinfo.org/admodule/sacendu.htm). This is an alcohol 

and other drug sentinel surveillance system which draws 

from specialist treatment programmes in 8 provinces (only 

excluding Limpopo). The latest report covering the period 

July-December 2006 shows that “alcohol remains the domi-

nant substance of abuse across all sites except WC”. Other 

trends noted were as follows:

➤ a large increase in the proportion of younger patients 

coming to treatment for cannabis-related problems in 

WC, EC and MP, but a decrease in KZN;

➤ stable or declining treatment admissions for meth-

aqualone (Mandrax) in all sites;

➤ increasing treatment admissions for cocaine-related 

problems in GP, KZN and especially the EC (among 

adults); 

➤ a large increase in treatment admissions for heroin as a 

primary drug of abuse in WC, GP, MP and KZN;

➤ low admissions for Ecstasy, LSD or methamphetamine 

as primary drugs of abuse, except in Cape Town (where 

52% of patients now have methamphetamine, or “tik”, 

as the primary or secondary drug of abuse); 

➤ continued abuse of over-the-counter (OTC) and 

prescription medicines such as slimming tablets, anal-

gesics, and benzodiazepines (e.g. diazepam and 

flunitrazepam), represented as a primary or secondary 

drug of abuse in 5-8% of admissions; 

➤ continued “poly-substance abuse”, with 30-48% of 

patients reporting more than one substance of abuse.

Although some disaggregation by ethnic group was 

reported, the proportion of African patients was reported 

to be “substantially less than would be expected from 

the underlying population demographics”. This was only 

changing to some extent in patients younger than 20 years 

of age. However, it was reported that 90% of patients for 

whom methamphetamine was the primary drug of abuse 

were Coloured.

Cigarette smoking accounts for a large burden of prevent-

able disease in South Africa, with an estimated 8-9% of 

deaths attributable to smoking in 2000 [SAMJ 97(643-41)]. 

Despite South Africa’s prominent anti-smoking policy, there 

is a dearth of new data on smoking prevalence. One new 

publication has appeared, based on smoking data from 

25 274 employees collected during annual fitness-to-work 

medical examinations over a 5-year period at a single 

platinum mining company [Tobacco Control 16(197-201)]. 

Despite there being no company-sponsored smoking cessa-

tion programme, the prevalence of smoking decreased from 

42.9% to 29.8% in black men and from 47.2% to 44.7% in 

white men. The authors felt that this could “largely [be] attrib-

uted to the South African government’s antismoking initiative”, 

and in particular to increased excise taxes on cigarettes.
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Table 35:  Health risk behaviour and awareness indicators by province

EC FS GP KZN LP MP NC NW WC SA

Alcohol and drug abuse

Alcohol dependence (%) a

1998 female 10.9 11.9 10.4 6.9 6.1 11.5 18.5 11.5 11.7  9.9

1998 male 33.7 34.4 23.7 22.5 23.7 38.2 38.6 24.8 27.6 27.6

Currently drink alcohol (%) a

1998 female 16.2 24.4 20.6 11.4 8.6 14.1 23.2 17.0 24.1 16.9

1998 male 47.4 56.0 49.5 39.7 28.3 45.8 48.4 46.6 43.5 44.6

Ever drank alcohol (%)

1998 female 22.3 31.6 32.4 17.9 15.7 21.0 34.4 23.7 40.1 25.7 a

1998 male 60.1 66.5 59.1 54.4 45.1 62.1 63.4 57.5 61.4 58.1 a

2002 NYRBS 45.4 58.7 62.1 38.8 36.5 52.4 71.5 53.4 63.5 49.1 b

Risky drinking (%) – weekends a

1998 female 29.4 36.2 47.6 45.4 29.6 42.1 21.9 46.5 33.0 32.0

1998 male 27.2 31.2 36.7 40.6 33.2 42.2 23.3 48.5 30.9 32.3

Number of admissions for alcohol and other drug abuse c

2006 Jul-Dec 645 - 3 295 921 - 539 - - 2 798 8 771

Primary drug of abuse as % of all drugs of abuse d

2006 alcohol 45.0 - 48.0 54.0 - 47.0 - - 26.0 -

2006 cannabis 19.0 - 22.0 19.0 - 34.0 - - 11.0 -

2006 cocaine 19.0 - 11.0 11.0 - 5.0 - - 5.0 -

2006 heroin 2.0 - 10.0 9.0 - 10.0 - - 10.0 -

2006 mandrax 8.0 - 1.0 1.0 - 0.4 - - 3.0 -

2006 methamphetamine 3.0 - 0.2 0.0 - 0.0 - - 42.0 -

Smoking

Ever smoked cigarettes (%)

1999 youth - - - - - - - - -  46.7 e

2002 NYRBS 27.5 40.4 41.4 18.2 21.6 35.2 38.4 31.5 51.1 30.5 b

2002 youth - - - - - - - - - 37.6 e

Frequent smokers (%) e

1999 youth - - - - - - - - - 10.1

2002 youth - - - - - - - - -  5.8

Prevalence of smoking (%)

1998 - - - - - - - - - 24.0 a

1998 female 10.8 10.9 12.2 4.8 1.8 6.3 31.0 7.6 29.4 10.7 a

1998 male 45.9 44.0 42.4 38.1 29.2 40.0 57.7 45.3 48.9 42.3 a

1999 youth 27.8 32.9 35.6 30.0 28.5 26.9 35.1 36.7 44.8 32.5 f

1999 youth – female 21.3 28.9 33.0 22.1 23.9 19.3 30.4 29.1 40.0 26.5 f

1999 youth – male 33.0 37.1 38.0 37.2 30.0 33.8 39.2 44.5 48.2 38.0 f

2002 youth 28.4 31.2 35.8 25.3 17.4 22.7 31.4 24.1 42.4 27.6 e

2002 youth – female 21.1 26.0 28.0 19.2 14.3 15.3 24.2 17.6 38.4 21.6 e

2002 youth – male 37.3 36.5 44.1 32.6 20.7 29.9 38.5 30.8 46.9 34.3 e

2003 female 6.8 9.5 8.3 3.8 2.9 3.2 31.2 4.8 27.2  8.4 g

2003 male 35.5 34.1 36.7 19.4 21.3 31.0 48.8 34.1 43.8 31.1 g

Smoking age of initiation <10 years

1999 youth 17.5 21.9 12.7 28.9 21.6 18.3 18.2 11.4 14.7 18.5 f

1999 youth – female 16.4 23.6 10.1 - - 17.1 15.9 4.8 15.3 17.7 f

1999 youth – male 17.1 20.6 15.9 25.3 20.1 17.8 20.6 15.0 14.8 18.9 f

2002 NYRBS 6.0 7.0 6.3 4.9 4.9 9.2 9.2 7.1 7.5  6.2 b

2002 youth 15.5 11.1 14.4 23.8 14.0 16.8 10.6 14.5 16.7 16.2 e

2002 youth – female 14.6 9.9 13.7 23.2 - 17.7 9.7 19.1 11.1 15.3 e

2002 youth – male 16.1 11.7 14.8 24.1 14.4 16.9 11.2 11.6 22.5 16.9 e
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EC FS GP KZN LP MP NC NW WC SA

Activity levels

Percentage participating in insufficient physical activity b

2002 youth 41.5 31.9 31.2 42.3 35.5 32.6 46.2 33.2 41.7 37.5

2002 youth - female 45.9 38.4 37.9 46.5 40.7 35.5 58.3 37.9 49.1 43.0

2002 youth - male 35.3 24.4 23.8 37.0 28.6 29.0 26.2 28.0 30.8 30.5

Watch TV more than 3 hours per day b

2002 youth 17.2 25.4 34.1 23.2 21.4 30.3 25.6 22.9 31.2 25.2

2002 youth - female 19.1 28.1 39.1 28.2 21.7 29.7 23.2 22.1 34.5 27.5

2002 youth - male 14.6 22.3 28.4 16.9 21.0 31.0 29.8 23.7 26.6 22.2

a SADHS 1998.
b NYRBS 2002.
c SACENDU. Update 15 May 2007. The total for SA includes 572 patients 

from FS, NW and NC combined.
d SACENDU. Update 15 May 2007. Data for Jul-Dec 2006.
e GYTS 2002.
f GYTS 1999.
g SADHS 2003 (Preliminary).

Table 36:  Health risk behaviour and awareness indicators by ethnic group

African Coloured Indian / Asian White SA

Alcohol use

Alcohol dependence (%) a

1998 female 9.6 18.4 1.7 6.1 9.9

1998 male 29.4 33.6 20.1 9.9 27.6

Currently drink alcohol (%) a

1998 female 12.3 23.7 9.0 50.5 16.9

1998 male 41.4 44.7 37.3 71.0 44.6

Ever drank alcohol (%)

1998 female 18.8 40.6 69.8 14.9 25.7 a

1998 male 53.4 63.6 64.7 84.9 58.1 a

2002 NYRBS 44.0 66.0 39.7 86.0 49.1 b

Risky drinking (%) – weekends a

1998 female 41.9 34.0 0.0 13.7 32.0

1998 male 35.6 39.0 5.5 17.6 32.3

Smoking

Ever smoked cigarettes (%)

2002 NYRBS 23.9 56.6 47.4 66.7 30.5 b

Smoking age of initiation <10 years

2002 NYRBS 5.1 9.5 10.0 13.5 6.2 b

Activity levels

Percentage participating in insufficient physical activity b

2002 youth 37.5 45.6 33.0 29.4  37.5

2002 youth - female 42.4 56.8 36.0 37.0 43.0

2002 youth - male 31.1 32.5 30.1 19.9 30.5

Watch TV more than 3 hours per day b

2002 youth 24.7 29.6 29.0 20.4 25.2

2002 youth - female 26.9 33.2 30.3 19.9 27.5

2002 youth - male 21.9 25.4 27.6 20.9 22.2

a SADHS 1998.
b NYRBS 2002.

Health Status – Behaviour & Awareness
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Injuries

Data on injuries have largely come from the StatsSA cause of 

death reports, based on reported ICD-10 codes. The Cause 

of death 2005 report, published in 2007, notes that South 

Africa has devised unique codes for causes of death related 

to herbal poisoning (Y67), enemas by traditional doctors 

(Y68), mine accidents (Y37), accidents in sports (Y38) and 

circumcision (Y39). Data which have been adjusted for under-

reporting are also available from the StatsSA Adult Mortality 

report, published in 2006. Figure 21 shows the distribution of 

selected causes of unnatural deaths for adults (age 15-64) 

from 1997 to 2004. A notable feature is the high proportion 

of deaths where the underlying cause is an “unspecified event 

unknown intent” (ICD-10 code Y34). The StatsSA report notes 

that “[o]ne reason for this large percentage of undetermined 

cause is the Wet op Geregtelike Doodsondersoeke (Judicial 

Death Inquest Act #58) of 1959. This law states that deter-

mination of intent (assault by others, intentional self-harm, 

or accident) is the prerogative of the court. Court proceed-

ings can take a long time, and the death notification form 

is usually filled out long before any court proceedings have 

been completed. Thus, intent is rarely recorded on the death 

notification form. This means that a classification of unnatural 

deaths into the traditional categories of homicide, suicide, 

and accident is not possible from death notification data. 

Very often the circumstances of death (transport, firearm, 

knife, etc.) is also not recorded, although the Judicial Death 

Inquest Act does not prohibit the recording of that kind of 

information”.

The StatsSA Adult Mortality report also includes data on 

transport-related deaths by age for 2001 and 2003, as 

supplied by the Department of Transport. Figure 22 shows 

death rates for both sexes, disaggregated as pedestrian 

and non-pedestrian transport deaths per age band. 

The Road Traffic Management Corporation issued an “Interim 

Road Traffic and Fatal Crash Report for the Year 2006” in 

January 2007 [Arrive Alive]. Of particular interest are data 

showing the possible effect of long-distance travel over 

public holidays. In 2006, 3 months showed high increases 

in traffic fatalities. These were April (including both the Easter 

and Freedom Day holidays), June and November. 

Another potential source of data, not used for the StatsSA 

report, is the National Injury Mortality Surveillance System 

(NIMSS), established in 1999. This is, however, a voluntary 

system. The report stated that mortuaries in provinces partici-

pated in 2004, predominantly in urban areas, and that the 

data submitted “covered about 40% of all unnatural deaths”. 

As the NIMSS form is not a legal document, indicating the 

apparent manner of death does not violate the Judicial 

Death Inquest Act, reducing the number reported as “unde-

termined intent”. 

Figure 21:  Percentage distribution of selected causes of unnatural deaths, age 15-64, 1997-2004

Source:  StatsSA Adult mortality.
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The unadjusted data from the StatsSA Cause of Death 2005 

report showed the following:

➤ in KZN, NW, GP, MP and LP, the most common cause of 

non-natural death was transport accidents;

➤ the highest percentages of non-natural deaths attrib-

uted to assault were recorded in NC (20.4%), EC (16.7%), 

WC (12.9%) and FS (11.5%);

➤ the lowest percentage of non-natural deaths attributed 

to assault was in GP (3.7%), but this province showed 

the highest increase from 2004 to 2005 (from 303 

deaths in 2004 to 427 deaths in 2005, representing a 

40.9% increase). 

An in-depth analysis by Norman et al. provides an estimation 

of the magnitude and characteristics of the injury burden in 

SA within a global context [Bull World Health Organ 85(695-

702)]. Although it is based primarily on 2000 mortality data 

and therefore doesn’t reflect recent trends or changes over 

time, it does confirm the high injury rates for SA. Of the esti-

mated 59 935 injury deaths in 2000, 46% were homicides, 

26.7% road traffic injuries and 9.1% self-inflicted injuries. The 

age-standardised homicide rate (64.8 per 100 000) places 

SA among the most violent countries in the world, with the 

highest rate of 184 per 100 000 in males aged 15-29 (nine 

times the global rate). Road traffic age-specific mortality 

rates were also high at 39.7 per 100 000, about double the 

global rate (Table 37).

Non-fatal outcomes are also important, although difficult to 

measure, since for each death there are several survivors 

with permanent disabling sequelae. This study estimated 

that intentional and unintentional injuries combined were 

the second leading cause of all disability-adjusted life years 

(DALYs) after HIV, accounting for 14.3% of all DALYs.

Table 37:  Estimated injury mortality rates per 100 000 
population (all ages, age-standardised) for 
2000

Males Females Persons

SA Global SA Global SA

Homicide / interpersonal 
violence

113.4 13.9 21.0 4.2 64.8

Suicide / self-inflicted 
violence

23.3 18.6 6.1 10.6 14.0

Road traffic injury 59.4 32.1 22.6 11.1 39.7

Source:  Bull World Health Organ 85(695-702), based primarily on data 
from the NIMSS.

Figure 22:  Death rates by age per 100 000 from transport, 2001 and 2003

Source:  StatsSA Adult mortality, based on Department of Transport data.

Health Status – Injuries
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Table 38:  Injury indicators by province

EC FS GP KZN LP MP NC NW WC SA

Percentage adults experienced work related illness / injuries

1998 6.3 5.1 8.0 9.0 8.2 7.1 7.4 2.8 8.2 7.3 a

2003 7.5 7.2 6.4 2.7 7.4 5.5 4.7 6.5 8.6 6.2 b

Road accident fatalities per 100 000 population

2003 15.6 33.0 31.5 27.8 17.3 35.5 39.0 28.0 33.7 26.8 c

2004 17.6 32.1 29.2 28.0 19.0 40.9 38.5 28.9 31.3 27.3 c

2005 19.3 34.3 32.4 30.0 23.9 46.1 39.2 30.3 34.1 30.1 c

2006 25.7 39.7 36.0 29.9 23.3 44.0 36.4 36.0 34.5 32.5 c

a SADHS 1998. 
b SADHS 2003 (Preliminary). 
c Arrive Alive. Web site and Reports from the Road Traffic Management 

Corporation. 
 Road Traffic and Fatal Crash statistics 2003-2004. Road Traffic 

Management Corporation; Jun 2005.
 December 2005 Road Traffic Report on Number of Registered, Un-

Roadworthy and Un-Licenced Vehicles, Driving Licences, PrDPs, Traffic 
Volumes, Speed, Distance Travelled and Fatal Crashes. Road Traffic 
Management Corporation; Jan 2006.

 Interim Road Traffic and Fatal Crash Report for the Year 2006. Road 
Traffic Management Corporation; 26 Jan 2007.

Table 39:  Injury indicators by ethnic group

African Coloured Indian / Asian White SA
Percentage adults experienced work related illness / injuries

1998 6.6 8.6 6.3 8.9  7.3

2003 6.7 5.8 5.6 4.6  6.2

Sources:  SADHS 1998 and SADHS 2003 (Preliminary).
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Health Services Indicators

Health facilities

The national targets for districts include a large number of 

indicators:

➤ Expenditure per PHC headcount – R100

➤ PHC utilisation rate – 2.5 visits per annum

➤ PHC utilisation rate for under 5 year olds – 5 visits per 

annum

➤ Supervision visit rate – 100%

➤ Bed utilisation rate – 72%

➤ Surgical fatality rate – 3%

➤ Average length of stay – 3.2 days

➤ Expenditure per patient day equivalent – R814

The NDoH Annual Report 2005/06 makes a number of 

claims of success:

➤ “Use of primary health care services has increased 

steadily. In 1998 there were 67 million visits to these 

services countrywide. By 2002 this figure had risen 

to 85 million and in 2004 it exceeded 98 million. The 

average number of annual visits was 1.8 per person in 

1998 and increased to 2.1 by 2004. For children under 

five years – a critical stage of development – visits are 

more frequent, averaging 4.5 a year in 2004.”

It does, however, note important gaps:

➤ “Presently not all health districts are able to provide the 

full range of services stipulated in national standards: 

Two out of three districts meet the requirement. Those 

that do not offer the full package of services neverthe-

less provide a significant range of services.”

Data from the DHIS are shown in Table 43 for the provin-

cial level. However, the real differences exist at district level, 

and these data can be accessed from the District Health 

Barometer reports. Data from the PHC facilities surveys are, 

however, from a number of years ago and will not necessarily 

reflect the actual situation. The following section provides 

the most up-to-date available pictures of the health districts, 

including data on private hospitals. Other private sector 

facilities are, however, widely used by South Africans. This 

aspect is covered in each year’s General Household Survey. 

The 2006 report [StatsSA GHS 2006] made the following 

summary points:

➤ based on the survey, only 13.7% of the population was 

covered by a medical scheme;

➤ among those who reported being injured or ill in the 

month before the survey, more sought care in the public 

sector (61.2%) than in the private sector; 

➤ the percentage seeking care in the private sector varied 

from 28% in NC to 50.6% in GP;

➤ satisfaction with the service received did not vary 

considerably between the public sector (84.2%) and 

the private sector (95.6%);

➤ of those who had consulted a health worker, 19.4% 

described the cost of care as “too high”, but this had 

decreased from 2002 (31.3%). 

Table 40 shows how these results have changed since 

2002. 

Other data on private sector utilisation can be gathered 

from the annual reports of the Council for Medical Schemes 

[Medical Schemes 2005-6 (and other years)]. For example 

the average number of visits to a general practitioner (the 

more usual primary care provider) per beneficiary was 3.4/

year in 2005, marginally increased from 3.3 in 2004. The 

average length of stay in private hospitals in 2005 was 1.4 

days. 

Table 40:  Place of consultation, satisfaction with service and reasons for non-consultation (%) of those injured / ill, 
2002-2006

2002 2003 2004 2005 2006

Of those who were injured / ill in June and who consulted a health worker:

Public sector consultations 57.8 57.6 58.5 59.4 61.2

Private sector consultations 42.2 42.4 41.5 40.6 38.5

Public sector – satisfaction with service 81.6 82.3 82.4 82.1 84.2

Private sector – satisfaction with service 95.3 94.3 96.9 96.0 95.6

Of those who were injured / ill in June and did not consult health worker

Reasons for not consulting health worker:

 Too expensive 31.3 29.7 21.0 19.2 19.4

 Too far 6.8 7.9 7.3 7.6 8.6

Source:  StatsSA GHS 2006.

Health Services – Health facilities



282

The use of the uninsured population as a denominator 

when considering the adequacy of public sector facilities 

or personnel is sometimes challenged. The data from the 

General Household Survey do show that many uninsured 

patients seek care in the private sector. The type of health 

worker consulted varies considerably, as shown in Table 41. 

In more rural provinces (such as EC and LP), the majority of 

consultations are with a nurse, whereas in the WC nearly 

85% of encounters are with a medical practitioner. The 

General Household Survey does present these data by 

ethnic group, but the national figures for Africans are not 

significantly different from those of the entire sample.

Table 42 shows where care was sought in each of the 

sectors, as well as the percentage of those seeking care who 

used the private sector, per province. As could be seen from 

the previous table, the percentage seeking care at private 

community pharmacies was low, and in many cases too low 

to allow any reliable estimate (where the total number of 

encounters in a provinces was 10 000 or lower the sample 

size was too small to allow for reliable estimates). A total of 

101 000 such consultations were estimated to have occurred 

nationally, out of a total of 4 938 000 consultations in the 

month before the survey. The use of traditional practitioners 

was particularly low, estimated as only 50 000 consultations 

nationally. While most who used the public sector accessed 

care from a primary health care facility (clinic), those who 

used the private sector generally consulted medical practi-

tioners (Table 42). 

This health-seeking behaviour can be unpacked in two 

different ways. Of those who sought care in the public sector, 

only 3.3% were beneficiaries of a medical scheme. However, 

of those who sought care in the private sector, 59% were not 

covered by a medical scheme. This care would, presumably, 

have been sought mostly from private medical practitioners 

rather than any other private sector facilities. Conversely, of 

those who were not covered by a medical scheme, 27.8% 

sought care in the private sector. Only 11.4% of those who 

were beneficiaries of a medical scheme sought care in 

the public sector. Put another way, the presence of private 

sector facilities and personnel would be a good measure 

of the access enjoyed by insured members of the popula-

tion. However, particularly in the more urban provinces (and, 

presumably, districts), many patients who may be described 

as “public sector dependent” may be using the private sector. 

Table 41:  Type of health worker (%), of those who consulted a health worker, 2006

Type of health worker 
consulted (%)

EC FS GP KZN LP MP NC NW WC SA

Nurse 56.4 38.9 31.1 47.4 55.7 47.1 39.8 45.8 11.1 42.5

Doctor 36.8 52.4 60.5 47.3 37.6 45.9 54.2 46.5 84.6 50.5

Medical specialist 3.2 4.0 3.0 - 3.3 2.5 - 4.2 3.5 3.0

Pharmacist 1.9 4.0 2.8 - - - - 3.1 - 2.0

Other (including dentists, traditional  
or spiritual healers)

1.7 0.7 2.7 5.2 3.5 4.5 6.0 0.4 0.8 2.0

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Source:  StatsSA GHS 2006. Calculated.

Table 42:  Sector and place of consultation (%), of those who consulted a health worker, 2006

EC FS GP KZN LP MP NC NW WC SA

Public sector

Hospital 24.5 22.9 37.7 38.3 28.1 26.7 25.4 27.9 48.6 31.8

Clinic 73.6 76.6 61.9 60.8 72.2 72.9 72.9 71.3 44.5 67.0

Other public sector 1.9 - - - - - - - 7.3 1.3

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Private sector

Hospital - 5.1 10.4 18.2 11.1 - - 8.2 14.6 9.5

Clinic - 6.1 9.4 - 8.9 - - - - 5.6

Private doctor/specialist 85.2 77.6 73.9 68.8 70.4 79.3 87.0 79.1 80.8 76.6

Other (including health facilities  
offered by employers, pharmacists, 
alternative and traditional healers)

14.8 11.2 6.3 13.0 9.6 20.7 13.0 12.6 4.6 8.3

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

% using private sector 32.8 48.1 50.6 30.8 29.7 33.9 28.0 40.1 40.9 38.6

Source:  StatsSA GHS 2006. Calculated.
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Depicting the coverage of PHC facilities and personnel per 

100 000 uninsured may over-estimate the burden faced by 

the public sector. The next section on Maps and sub-districts, 

however, provides a more nuanced picture per sub-district 

of public and private health facilities, while Map 3 shows the 

highly variable medical scheme coverage at district level.

Table 43:  Health facilities indicators by province

EC FS GP KZN LP MP NC NW WC SA

Length of stay

2003 District Hospitals 5.8 3.2 4.1 6.9 5.4 3.0 3.2 3.5 3.0 4.2 a

2003 Regional Hospitals - - - - - - - - - 4.7 a

2003 National Central Hosp - - - - - - - - - 6.5 a

2006 DHIS 7.3 5.1 5.2 6.2 5.9 4.5 2.9 6.1 5.7 5.7 b

Number of beds

2004 HASA 1 372 1 849 12 772 3 583 351 862 365 1 277 4 162 26 593 c

2004 Private sector 3 394 2 631 17 081 3 932 340 1 231 1 013 1 538 4 670 35 830 d

2004 Public sector 16 570 5 046 16 211 27 014 12 198 4 949 1 618 7 026 9 515 100 147 e

2005 Public sector 13 421 4 970 15 317 23 833 8 431 5 040 1 988 4 849 10 021 87 870 f

2007 Private sector 1 488 2 016 13 648 3 827 455 1 021 325 1 832 4 222 28 834 g

Number of health facilities

2004 HASA 14 11 86 28 4 7 5 11 38 204 c

2004 Private hosp total 40 21 131 52 3 12 17 19 62 357 d

2004 Public hospitals total 66 31 28 68 45 26 34 29 55 382 h

2006 Public hosp total 83 33 32 67 44 27 29 26 55 396 b

2007 Private hosp total 14 12 84 32 7 8 4 15 35 211 g

Percentage PHC facilities where condoms are freely available

1998 76.0 79.0 100.0 97.0 57.0 91.0 89.0 65.0 84.0 79.0 i

2000 86.2 84.0 100.0 92.5 85.4 78.6 91.7 90.6 74.1 86.9 j

2003 98.0 86.0 99.0 97.0 99.0 100.0 94.0 97.0 93.0 97.0 k

Percentage clinics with EPI services every week day

1998 76.0 79.0 69.0 52.0 93.0 42.0 67.0 54.0 44.0 67.0 i

2000 89.0 72.0 50.0 85.0 97.9 32.1 66.7 71.9 40.0 73.7 j

2003 86.0 77.0 38.0 83.0 88.0 70.0 34.0 53.0 47.0 67.0 k

Percentage clinics with STI services every week day

1998 100.0 93.0 94.0 94.0 100.0 92.0 100.0 93.0 78.0 94.0 i

2000 97.8 100.0 89.3 95.0 100.0 82.1 83.3 100.0 90.0 94.9 j

2003 94.0 100.0 85.0 94.0 96.0 100.0 87.0 100.0 96.0 94.0 k

Percentage clinics with TB services every week day

1998 85.0 82.0 94.0 65.0 82.0 79.0 82.0 89.0 84.0 82.0 i

2000 94.5 100.0 89.3 57.5 81.3 60.7 83.3 93.8 86.7 84.1 j

2003 92.0 100.0 74.0 91.0 88.0 89.0 88.0 97.0 97.0 89.0 k

Percentage clinics with antenatal services every week day

1998 59.0 71.0 25.0 26.0 91.0 33.0 33.0 39.0 22.0 50.0 i

2000 78.0 44.0 32.1 70.0 95.8 21.4 50.0 56.3 10.0 59.3 j

2003 70.0 52.0 22.0 72.0 92.0 59.0 26.0 67.0 16.0 55.0 k

Percentage clinics with emergency response <1 hour

1998 37.0 61.0 79.0 29.0 65.0 65.0 71.0 27.0 77.0 55.0 i

2000 40.0 54.0 71.4 55.3 52.1 65.3 91.7 60.0 76.7 57.7 j

Percentage clinics with family planning services every week day

1998 94.0 96.0 81.0 58.0 100.0 58.0 89.0 79.0 72.0 83.0 i

2000 96.7 96.0 82.1 95.0 100.0 46.4 87.5 87.5 70.0 87.1 j

2003 97.0 97.0 74.0 91.0 97.0 85.0 64.0 94.0 81.0 88.0 k

Percentage of PHC facilities offering VCT

1998 39.0 79.0 75.0 48.0 20.0 79.0 100.0 46.0 97.0 56.0 i

2000 44.0 87.5 100.0 40.0 14.6 57.1 100.0 53.1 100.0 56.2 j

2002 48.0 81.0 86.0 55.0 64.0 69.0 84.0 74.0 95.0 67.0 l

2003 54.0 96.0 76.0 53.0 78.0 88.0 64.0 59.0 81.0 70.0 k

Health Services – Health facilities
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EC FS GP KZN LP MP NC NW WC SA

Useable bed utilisation (occupancy) rate

2006 DHIS 65 71 76 67 69 67 64 66 84 71 b

Useable beds per 100 000 population

2003 District Hospitals 1.3 1.0 0.2 1.2 1.3 0.7 1.3 1.0 0.5 1.0 a

2003 Regional Hospitals 0.7 0.8 1.0 1.0 0.7 0.5 0.6 0.7 0.5 0.8 a

2003 National Central Hosp 0.0 0.4 1.0 0.3 0.0 0.0 0.0 0.0 1.0 0.3 a

2003 Specialised Hospitals 0.8 0.6 0.4 0.9 0.4 0.2 0.4 0.5 1.4 0.7 a

2003 Total 2.8 2.9 2.7 3.5 2.4 1.4 2.3 2.3 3.4 2.8 a

Utilisation rate PHC

2004 DHIS 2.3 2.2 1.4 2.0 2.6 2.0 3.1 2.5 2.8 2.1 b

2005 DHIS 2.4 2.2 1.4 1.9 2.6 2.0 2.9 2.5 2.7 2.1 b

2006 DHIS 2.3 2.0 1.8 2.1 2.7 2.1 3.0 2.5 2.8 2.3 b

Utilisation rate PHC <5 years

2004 DHIS 4.1 3.6 3.1 4.0 5.8 3.9 5.2 6.0 6.8 4.5 b

2005 DHIS 4.6 3.8 3.2 4.0 6.0 4.1 4.8 5.9 5.4 4.5 b

2006 DHIS 3.7 3.5 3.3 3.9 5.5 4.4 4.1 4.3 4.8 4.1 b

Utilisation rate PHC ≥5 years

2004 DHIS 2.1 2.0 1.2 1.7 2.2 1.8 2.9 2.1 2.4 1.9 b

2005 DHIS 2.2 2.0 1.2 1.7 2.2 1.8 2.7 2.2 2.5 1.9 b

2006 DHIS 2.2 1.8 1.6 1.9 2.3 1.8 2.8 2.3 2.6 2.0 b

a DHIS. Data from Hospital Minimum Data Set, reported in South African 
Health Review 2003/04.

b DHIS. Data for 2004-2005 extracted June 2006, data for 2006 extracted 
July 2007.

c Health Annals 2004.
d Hospital Yearbook 2004. Includes private and aided hospitals.
e Hospital Yearbook 2004. In addition there are 9175 beds in Institutions 

licenced under the Mental Disorder Act, 4526 in Mining clinics & hospi-
tals and 3787 in TB hospitals nationally that are not included in this 
total.

f DHIS. Useable beds.
g Hospitals Direct Database.
h Hospital Yearbook 2004. In addition there are 35 Institutions licenced 

under the Mental Disorder Act, 56 Mining clinics & hospitals and 21 TB 
hospitals nationally that are not included in this total.

i Facilities Survey 1998.
j Facilities Survey 2000.
k Facilities Survey 2003. 
l STI HIV Baseline Survey. Percentage of PHC public sector health facilities 

that consider themselves voluntary counselling and testing (VCT) sites.
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Maps and sub-district tables

The maps and tables shown below represent the most up-

to-date available data on the situation in each sub-district. 

The district and sub-district boundaries are according to the 

new (2006) demarcations. It is noted that not all functions 

within the Department of Health have been realigned to 

the new boundaries, however wherever possible data have 

been aggregated according to the new structures. Data 

have been obtained from a variety of sources:

➤ Municipal Demarcation Board (MDB) – district codes 

and names; 

➤ DHIS – population estimates, public sector facilities and 

useable public sector beds;

➤ Wilbury and Claymore data base, 2007 [Hospitals 

Direct Database] – private hospitals and useable beds 

(these were GIS-coded to the sub-district level using the 

town stated in the address and the MDB main towns 

GIS dataset)

Given the current debates about the cost of care in the 

private hospital sector, and the possible contribution to 

these costs of new technologies, a more detailed listing of 

such facilities is needed. The Hospitals Direct database lists 

the private hospitals, indicating which provide access to such 

facilities as cardiac catheterisation and magnetic resonance 

imaging (MRI scans). To what extent technologies such as this 

will become subject to the certificate of need process is as 

yet unknown.

Map 3:  Medical scheme coverage (2006) and distribution of private hospitals (2007)

Source:  StatsSA GHS 2006, Hospitals Direct Database and Demarcation Board GIS data. 
Note: Where more than one facility is in the same town / city the triangles overlap and cannot be counted. Details on the number of private 
hospitals by district are included in the tables in the next section.

Health Services – Health facilities
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Health and Related Indicators 15

Eastern Cape

     Mid-07 2007 2007 Number of public sector health facilities 2005

Category A or C 
Municipality

LSA Category B Municipality
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DC10 Cacadu
 
 
 
 
 
 
 
 
 

EC101/2/3/7/DMA10 
(Camdeboo LSA)

EC101 Camdeboo  116 575   18
 
 
 
 

 
 
 
 
 

11
 
 
 
 

 
 
 
 
 

5
 
 
 
 

 
 
 
 
 

1
 
 
 
 

275
 
 
 
 

EC102 Blue Crane Route    

EC103 Ikwezi    

EC107 Baviaans    

ECDMA10 Aberdeen Plain DMA    

EC104/5 (Makana LSA)
 

EC104 Makana  138 188
 

  20
 

 
 

7
 

 
 

2
 

 
 

3
 

702
 EC105 Ndlambe   

EC106/8/9 (Kouga LSA)
 
 

EC106 Sunday’s River Valley  159 009
 
 

  20
 
 

2
 
 

9
 
 

2
 
 

3
 
 

 
 
 

1
 
 

187
 
 

EC108 Kouga   

EC109 Kou-Kamma   

DC12
 
 
 
 
 
 
 

Amathole
 
 
 
 
 
 
 

 EC121 Mbhashe  279 560   25 2 5  1   190

 EC122 Mnquma  317 705   26 1 3  2   524

 EC124 Amahlathi  154 774   29  7  3   264

EC123/5/6 (Buffalo City 
LSA)

EC123 Great Kei  936 248
 
 

  100 
 

 3
 

16 
 

2 
 

4 
 

2 
 

3 
 

2 419 
 EC125 Buffalo City 5 393

EC126 Ngqushwa   

EC127/8 (Nkonkobe LSA) EC127 Nkonkobe  171 841
 

  33
 

1
 

11
 

 
 

4
 

 
 

2
 

846
 EC128 Nxuba   

DC13
 
 
 
 
 
 
 
 

Chris Hani
 
 
 
 
 
 
 
 

EC133/4 (Lukhanji LSA) EC133 Inkwanca  224 934
 

  34 1 7  
 

3 1 1 387 

EC134 Lukanji 1 30

EC131/2 (Inxuba 
Yethemba LSA)

EC131 Inxuba Yethemba  102 527
 

  18
 

1
 

8
 

2
 

3
 

 
 

 
 

145
 EC132 Tsolwana   

 EC135 Intsika Yethu  186 898   35  3  1   140

 EC136 Emalahleni  134 075   18 1 4  3   277

 EC137 Engcobo  158 497   21  4  2   345

 EC138 Sakhisizwe  68 498   10  3  2   144

 ECDMA13 Mount Zebra National 
Park DMA

           

DC14
 
 
 

Ukhahlamba
 
 
 

 EC141 Elundini  134 948   18  4  2   184

 EC142 Senqu  134 736   17  6  3  1 288

EC143/4 (Maletswai LSA)
 

EC143 Maletswai  69 264
 

  9
 

1
 

4
 

1
 

3
 

 
 

1
 

103
 EC144 Gariep   

DC15
 
 
 
 
 
 

O.R.Tambo
 
 
 
 
 
 

EC151/2/3 (Qaukeni LSA)
 
 

EC151 Mbizana  688 285
 
 

  40
 
 

 
 
 

4
 
 

 
 
 

3
 
 

1
 
 

 
 
 

898 
 EC152 Ntabankulu   

EC153 Qaukeni   

EC154/5 (Nyandeni LSA)
 

EC154 Port St Johns  456 097
 

  42 3 5  
 

4  
 

 
 

754 

EC155 Nyandeni   

EC141/56 (Mhlontlo LSA) EC156 Mhlontlo  220 724   23 2 2  2   332

EC157 King Sabata Dalindyebo  457 634 1 110 38 5 2  1 2 1 1 296

DC44
 

Alfred Nzo
 

 EC441 Matatiele (Maluti)  17 366   18 1 3  1  1 204

 EC442 Umzimvubu  432 531   28 1 3  3   425

NMA Nelson Mandela 
Bay Metro (Port 
Elizabeth)

 NMA Nelson Mandela Bay 1 131 016 7 955 43 7 9 1 1 3 4 2 092

Eastern Cape total  6 891 930 14 1 488 683 32 140 8 61 9 19 13 421

Health Services – Health facilities
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Health and Related Indicators 15

Free State

 
 

Category A or C 
Municipality

 
Category B Municipality

Mid-07 2007 2007 Number of public sector health facilities 2005
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DC16
 
 

Xhariep
 
 

FS161 Letsemeng  42 434    4  1  6        

FS162 Kopanong  55 350    9   9   1      32

FS163 Mohokare  35 882    4   6   3      48

DC17
 
 

Motheo
 
 

FS171 Naledi  29 858    3   2        

FS172 Mangaung  700 896  6  820  57  5  12  1  3  1  1  1  3  2 661

FS173 Mantsopa  60 201    9   6   1      44

DC18
 

Lejweleputswa
 

FS181 Masilonyana  74 678    9   5   1      55

FS182 Tokologo  37 783    4   3        

FS183 Tswelopele  62 035    3   4  1  1      29

FS184 Matjhabeng  469 565  3  1 017  25  1  7   2  1     629

FS185 Nala  114 036    4   6  1  1      38

DC19
 

Thabo 
Mofutsanyane
 

FS191 Setsoto  130 580    12  1  5   3      128

FS192 Dihlabeng  137 410  1  107  9   4   1  1     220

FS193 Nketoana  65 575    6   3   1      45

FS194 Maluti a Phofung  380 127    33   7   2  1     478

FS195 Phumelela  54 170    7   2   1      27

FSDMA19 Golden Gate 
Highlands National 
Park DMA

             

DC20
 

Fezile Dabi 
(Northern Free 
State)

FS201 Moqhaka  188 935  1  62  8  16  9    1     340

FS203 Ngwathe  133 983    10  8  7   2      85

FS204 Metsimaholo  130 406    7  3  4   1      82

FS205 Mafube  64 700  1  10  8   5   1      29

Free State total
 

 2 968 604  12  2 016  231  35  112  3  25  5  1  1  3  4 970

Health Services – Health facilities
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Health and Related Indicators 15

 
 

Category A or C 
Municipality

 
Category B Municipality

Mid-07 2007 2007 Number of public sector health facilities 2005
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DC42
 
 

Sedibeng
 
 

GT421 Emfuleni  764 963  6  637  23  4  4   1  1     931

GT422 Midvaal  76 017    3  1  3        

GT423 Lesedi  83 476  1  60  5   3  2  1      126

DC46 
(CBDC2)
 

Metsweding
 

GT461 Nokeng tsa Taemane  69 129  1  43  3   1  3      1  298

GT462 Kungwini  143 690    6  1  2  1       

DC48 
(CBDC8)
 
 
 

West Rand
 
 
 

GT481 Mogale City  314 703  2  360  15   5  4  1  1    1  1 500

GT482 Randfontein  140 534  2  283  7  1  1        

GT483 Westonaria  115 356    5  1  1  2       

GTDMA48 West Rand DMA  6 278             

EKU Ekurhuleni (East 
Rand)

EKU Ekurhuleni 2 577 446  15  2 331  78  9  7  7  1  5    1  2 812

JHB City of 
Johannesburg

JHB City of Johannesburg 3 288 132  30  5 743  107  9  15  11  1  3   2  4  5 108

TSH City of Tshwane 
(Pretoria)

TSH City of Tshwane 2 140 964  25  4 101  55  7  8  5  4  2   2  3  4 542

Gauteng total  9 720 688  82  13 558  307  33  50  35  9  12   4  10  15 317

Gauteng
Health Services – Health facilities
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Health and Related Indicators 15

 
 

Category A or C 
Municipality

 
Category B Municipality

Mid-07 2007 2007 Number of public sector health facilities 2005
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DC21
 
 
 
 
 

Ugu
 
 
 
 
 

KZN211 Vulamehlo  82 877    5          

KZN212 Umdoni  63 740    5   4   1      277

KZN213 Umzumbe  191 990    14          

KZN214 UMuziwabantu  91 448    6   3   1      261

KZN215 Ezinqoleni  54 169    5          

KZN216 Hibiscus Coast  221 337  2  146  16   8   1  1    1  815

DC22
 
 
 
 
 
 
 

UMgungundlovu
 
 
 
 
 
 
 

KZN221 uMshwathi  115 194    5   2   1      166

KZN222 uMngeni  79 683  1  26  3   4       1  566

KZN223 Mpofana  39 639    3  1  1        

KZN224 Impendle  35 499    2          

KZN225 The Msunduzi  594 621  4  409  32  2  5  2  1  1  1   3  2 633

KZN226 Mkhambathini  63 085    3  1  2        

KZN227 Richmond  67 582    3   1       1  430

KZNDMA22 Highmoor/Kamberg 
Park DMA

             

DC23
 
 
 
 
 

Uthukela
 
 
 
 
 

KZN232 Emnambithi/
Ladysmith

 218 919  1  98  13   6  2   1     452

KZN233 Indaka  107 810    6   3        

KZN234 Umtshezi  58 305    6   4   1      338

KZN235 Okhahlamba  132 473    7   3   1      160

KZN236 Imbabazane  114 836    5   2        

KZNDMA23 Giants Castle Game 
Reserve DMA

             

DC24
 
 
 

Umzinyathi
 
 
 

KZN241 Endumeni  54 989    6   2   1      262

KZN242 Nqutu  150 039    11   3   1      349

KZN244 Msinga  170 224    14   3   1      352

KZN245 Umvoti  96 008    10   2   1      207

DC25
 
 

Amajuba
 
 

KZN252 Newcastle  419 858  1  90  12   5    2     1 359

KZN253 Emadlangeni 
(Utrecht)

 41 119    1   2   1      62

KZN254 Dannhauser  129 046    8          

DC26
 
 
 
 

Zululand
 
 
 
 

KZN261 eDumbe  85 504    6  1  1  1       

KZN262 uPhongolo  125 276  1  26  9   3   1     1  163

KZN263 Abaqulusi  200 477    14   5   1     3  669

KZN265 Nongoma  202 652  1  11  12   3   1      418

KZN266 Ulundi  218 877    19   3   3      491

DC27
 
 
 
 
 

Umkhanyakude
 
 
 
 
 

KZN271 Umhlabuyalingana  145 216    15   5   2      423

KZN272 Jozini  190 292    17   5   2      421

KZN273 The Big 5 False Bay  32 650    3          

KZN274 Hlabisa  182 266    13   4   1      270

KZN275 Mtubatuba  37 803    3   1        

KZNDMA27 St Lucia Park DMA  5 324    1          

DC28
 
 
 
 
 

Uthungulu
 
 
 
 
 

KZN281 Mbonambi  105 415    7          

KZN282 uMhlathuze  290 565  2  301  8  1  5    2     775

KZN283 Ntambanana  83 238    2          

KZN284 uMlalazi  217 403    13   5   3      809

KZN285 Mthonjaneni  49 856    3   1    1     142

KZN286 Nkandla  129 676    16   3   2      425

KwaZulu-Natal
Health Services – Health facilities
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Municipality

 
Category B Municipality

Mid-07 2007 2007 Number of public sector health facilities 2005
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DC29
 
 
 

iLembe
 
 
 

KZN291 Mandeni 
(eNdondakusuka)

 143 537    5  1  1  1       

KZN292 KwaDukuza  179 063  1  117  7   3  2   1     415

KZN293 Ndwedwe  168 351    6  1  3   1      168

KZN294 Maphumulo  131 741    9   3   2      251

DC43
 
 
 
 
 

Sisonke
 
 
 
 
 

KZN431 Ingwe  112 082    8  1  3   1      154

KZN432 Kwa Sani  17 150  1  32  2   1        

KZN433 Greater Kokstad  60 807  1  20  2   2   1      216

KZN434 Ubuhlebezwe  106 582    9   3   1      197

KZN435 Umzimkhulu  199 491    15   2   2     1  584

KZNDMA43 Mkhomazi Wilderness 
Area DMA

             

ETH eThekwini ETH eThekwini 3 183 936  16  2 551  122  6  23  1  4  5  1  1  8  8 153

KwaZulu-Natal total  9 999 720  32  3 827  547  15  153  9  40  14  2  1  19  23 833

KwaZulu-Natal
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DC33
 
 
 
 
 

Mopani
 
 
 
 
 

LIM331 Greater Giyani  244 357    20  2  4   1     1  648

LIM332 Greater Letaba  226 498    20   4   2      195

LIM333 Greater Tzaneen  390 136  1  64  28  4  10   2  1     499

LIM334 Ba-Phalaborwa  138 008    8  1  4   2      135

LIM335 Maruleng  117 653    10   4   1      142

LIMDMA33 Kruger Natioanal Park 
DMA

             

DC34
 
 
 

Vhembe
 
 
 

LIM341 Musina  44 702    4   1   1      65

LIM342 Mutale  89 906    14  1  3   1      349

LIM343 Thulamela  631 320    51  3  7   2  1    1  856

LIM344 Makhado  539 691    44  4  10   3      684

DC35
 
 
 
 

Capricorn
 
 
 
 

LIM351 Blouberg  166 243    21  2  4   1      149

LIM352 Aganang  152 230    9   6   1      184

LIM353 Molemole  113 729    7   2   1      56

LIM354 Polokwane  533 385  1  186  30  2  13   1   2    1 129

LIM355 Lepelle-Nkumpi  235 765    21   6   2     1  1 048

DC36
 
 
 
 
 

Waterberg
 
 
 
 
 

LIM361 Thabazimbi  69 251  3  110  9   5   1      55

LIM362 Lephalale  104 010  1  12  6   6   2      124

LIM364 Mookgopong  33 530    3  1  2        

LIM365 Modimolle  79 056    3   5   1     1  122

LIM366 Bela-Bela  56 562  1  83  4   2    1     141

LIM367 Mogalakwena  320 894    27  1  11   2  1     448

DC47 
(CBDC3)
 
 
 
 

Greater 
Sekhukhune
 
 
 
 

LIM471 Greater Marble Hall  131 233    12   4   1      191

LIM472 Elias Motsoaledi 
(Greater Groblersdal)

 237 270    10  3  4   1  1     402

LIM473 Makhuduthamaga  279 602    20   3   2      577

LIM474 Fetakgomo  98 184    11  1  2        

LIM475 Greater Tubatse  289 794    19  2  6   2      232

Limpopo total
 

 5 323 009  7  455  411  27  128   33  5  2   4  8 431

Limpopo
Health Services – Health facilities
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DC30
 
 
 
 
 
 

Gert Sibande
 
 
 
 
 
 

MP301 Albert Luthuli  189 873    16  2  3   2      265

MP302 Msukaligwa  127 202  1  40  12   4    1    2  192

MP303 Mkhondo (Piet Retief)  144 904    7  2  8  5  1      176

MP304 Pixley Ka Seme  82 087    5  2  2   2      127

MP305 Lekwa  105 547    7   3   1     1  339

MP306 Dipaleseng  39 566    4  1  2        

MP307 Govan Mbeki  226 273  2  245  9  2  5   2      251

DC31
 
 
 
 
 

Nkangala
 
 
 
 
 

MP311 Delmas  61 863    2   3   1      40

MP312 Emalahleni  303 842  2  339  10  2  7   1   1   1  403

MP313 Steve Tshwete 
(Middelburg)

 156 735  1  127  12   5   1      202

MP314 Emakhazeni 
(Highlands)

 47 363    6   2   2      26

MP315 Thembisile  279 070    17  4  1   1      153

MP316 Dr JS Moroka  265 005    18  9  3   1      55

DC32
 
 
 
 
 

Ehlanzeni
 
 
 
 
 

MP321 Thaba Chweu  85 192    10   4   3      239

MP322 Mbombela  490 861  1  240  27  5  10    1  1   1  902

MP323 Umjindi  56 233  1  30  10  1  5   1     1  412

MP324 Nkomazi  341 772    25  4  5   2      480

MP325 Bushbuckridge  615 895    34  2  4   2  1     778

MPDMA32 Kruger Natioanal Park 
DMA

             

Mpumalanga total   3 619 283  8  1 021  231  36  76  5  23  3  2   6  5 040

Mpumalanga
Health Services – Health facilities
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Mid-07 2007 2007 Number of public sector health facilities 2005
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DC45 
(CBDC1)
 
 
 

Kgalagadi
 
 
 

NC451 Moshaweng 
(Kudumane)

 101 581    23          

NC452 Ga-Segonyana 
(Kudumane)

 74 048    7  1  6   2      278

NC453 Gamagara  17 104  1  25  3          

NCDMA45 Kgalagadi DMA  4 604    1          

DC6
 
 
 
 
 
 

Namakwa
 
 
 
 
 
 

NC061 Richtersveld  10 764  1  26  2  1   5  1      

NC062 Nama Khoi  47 806    7  1  2  6  3      50

NC064 Kamiesberg  11 565    3    12  1      15

NC065 Hantam  21 243    3  2  2   1      56

NC066 Karoo Hoogland  11 301     3  1        

NC067 Khâi-Ma  12 090    2  1  1  4       

NCDMA06 Namaqualand DMA  874             

DC7
 
 
 
 
 
 
 
 

Pixley ka Seme 
(Karoo)
 
 
 
 
 
 
 
 

NC071 Ubuntu  18 441    3     2      43

NC072 Umsobomvu  26 584    4     2      87

NC073 Emthanjeni  40 053    6     1      51

NC074 Kareeberg  10 713    2  1    1      25

NC075 Renosterberg  10 245    2    1       

NC076 Thembelihle  15 753    2   1   1      21

NC077 Siyathemba  19 704    4     1      30

NC078 Siyancuma  40 338    4  1  2  3  1      30

NCDMA07 Pixley ka Seme DMA  3 609             

DC8
 
 
 
 
 
 

Siyanda
 
 
 
 
 
 

NC081 Mier  7 979     2  1  2       

NC082 Kai !Garib  64 300    3  1  6  7  2      66

NC083 //Khara Hais  87 651  1  40  6   3  4   1    1  170

NC084 !Kheis  18 639    1  1  2  3       

NC085 Tsantsabane  27 721    2  1  1  3  1      40

NC086 Kgatelopele  16 981     1         

NCDMA08 Siyanda DMA  10 555             

DC9
 
 
 
 

Frances Baard
 
 
 
 

NC091 Sol Plaatjie  229 977  1  234  11  2   2    1   2  882

NC092 Dikgatlong  41 017    7   2  2  1      30

NC093 Magareng  24 927    3     1      30

NC094 Phokwane  68 096    7  1  2  1  2      84

NCDMA09 Diamondfields DMA  6 009             

Northern Cape total   1 102 272  4  325  118  20  32  55  24  1  1   3  1 988

Northern Cape
Health Services – Health facilities
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Category B Municipality

Mid-07 2007 2007 Number of public sector health facilities 2005
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DC37
 
 
 
 

Bojanala
 
 
 
 

NW371 Moretele  191 542    17  3    1      446

NW372 Madibeng  372 171  1  80  22  3  5   1      66

NW373 Rustenburg  413 596  4  432  25  3  9     1    352

NW374 Kgetlengrivier  39 429    5   4   2      82

NW375 Moses Kotane  254 796    45  5  6   1      281

DC38
 
 
 
 

Ngaka Modiri 
Molema (Central)
 
 
 
 

NW381 Ratlou  104 994    13  2  3        

NW382 Tswaing  115 162    9  4  4        

NW383 Mafikeng  261 841  1  93  26  4  5   1   1   1  168

NW384 Ditsobotla  149 515    18  2  7   2      220

NW385 Ramotshere Moiloa 
(Zeerust)

 138 538    16  4  6   2      189

DC39
 
 
 
 
 

Bophirima
 
 
 
 
 

NW391 Kagisano (Ganyesa)  96 069    14  4  4   1      60

NW392 Naledi  62 795  1  40  3  1  13   2      86

NW393 Mamusa (Schweizer 
Reneke)

 52 194    4  1  1   1      68

NW394 Greater Taung  195 705    18  3  3   1      290

NW395 Molopo  12 635    1  1  1        

NW396 Lekwa-Teemane  46 674    4  3  1   1      43

DC40
 
 
 
 

Southern
 
 
 
 

NW401 Ventersdorp  45 802    11   4  2  1      40

NW402 Potchefstroom  135 340  1  114  8  1  1     1   1  1 365

NW403 Matlosana 
(Klerksdorp)

 378 098  7  1 073  11  4  10  1    1    842

NW404 Maquassi Hills  72 939    5  2  4   1      101

NW405 Merafong City  228 682  2  90  11  1  3   1      150

North West total   3 368 517  17  1 922  286  51  94  3  19   4   2  4 849

North West
Health Services – Health facilities



304

M
U

N
IC

IP
A

L
IT

IE
S

O
F

 W
E

S
T

E
R

N
 C

A
P

E

W
C

05
3

W
C

05
1

W
C

05
2

W
C

01
2

W
C

D
M

A
02

W
C

04
2

W
C

01
1

W
C

D
M

A
01

W
C

04
1

W
C

01
3

C
P

T

W
C

01
5

W
C

D
M

A
05

W
C

04
5

W
C

02
6

W
C

03
1

W
C

03
4

W
C

02
5

W
C

03
3

W
C

02
2

W
C

D
M

A
04

W
C

04
3

W
C

01
4

W
C

03
2

W
C

02
3

W
C

04
4

W
C

04
8

W
C

04
7

W
C

02
4

W
C

D
M

A
01

W
C

D
M

A
03

D
is

tr
ic

ts
 in

 W
es

te
rn

 C
ap

e

C
ap

e 
W

in
el

an
ds

 D
M

 (
D

C
2)

C
en

tr
al

 K
ar

oo
 D

M
 (

D
C

5)

C
ity

 o
f C

ap
e 

To
w

n 
M

M
 (

C
P

T
)

E
de

n 
D

M
 (

D
C

4)

O
ve

rb
er

g 
D

M
 (

D
C

3)

W
es

t C
oa

st
 D

M
 (

D
C

1)

B
o

u
n

d
ar

ie
s

P
ro

vi
nc

ia
l B

ou
nd

ar
y

D
is

tr
ic

t B
ou

nd
ar

y

M
un

ic
ip

al
 B

ou
nd

ar
y



305

Health and Related Indicators 15

 
 

Category A or C 
Municipality

 
Category B Municipality

Mid-07 2007 2007 Number of public sector health facilities 2005
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CPT City of Cape Town CPT City of Cape Town 3 179 237  24  3 289  111  52  6  9  8  2   3  13  7 501

DC1
 
 
 
 
 

West Coast
 
 
 
 
 

WC011 Matzikama  50 663    4   6  4  2      84

WC012 Cederberg  39 700    3  1  6  1  2      82

WC013 Bergrivier  46 810    4   6  4  2      48

WC014 Saldanha Bay  70 858  1  44  11   2  2  1      53

WC015 Swartland  72 720    4  1  4  7  1     1  138

WCDMA01 West Coast DMA  4 348    1    5       

DC2
 
 
 
 
 

Cape Winelands 
(Boland)
 
 
 
 
 

WC022 Witzenberg  91 391  1  28  12   6   1      76

WC023 Drakenstein  200 945  1  122  13  1  4  7   1    1  340

WC024 Stellenbosch  123 259  1  90  10  1  4  2  1      95

WC025 Breede Valley  151 931  1  207  10  1  4    1    1  419

WC026 Breede 
River/Winelands

 84 772    10   6   2      95

WCDMA02 Cape Winelands DMA              

DC3
 
 
 
 

Overberg
 
 
 
 

WC031 Theewaterskloof  93 682    10  1  7   1      65

WC032 Overstrand  56 093  1  45  10   1   1      37

WC033 Cape Agulhas  27 532    6   2   2      40

WC034 Swellendam  28 603    5   4   1      51

WCDMA03 Overberg DMA              

DC4
 
 
 
 
 
 
 

Eden
 
 
 
 
 
 
 

WC041 Kannaland  24 479    3   3  1  1      35

WC042 Hessequa 
(Langeberg)

 45 285    3   3  2  1      50

WC043 Mossel Bay  73 283  1  92  3  1  6  5  1      90

WC044 George  137 774  2  220  9  2  3  3   1    1  286

WC045 Greater Oudtshoorn  86 240  1  38  6  1  3   1      124

WC047 Bitou (Plettenberg 
Bay)

 29 811    4  1  1  1       

WC048 Knysna  52 773  1  47  4   3  2  1      98

WCDMA04 Eden DMA  14 846    1   2  1  1      20

DC5
 
 
 

Central Karoo
 
 
 

WC051 Laingsburg  7 003    1   1  1  1      20

WC052 Prince Albert  11 011    1   1  1  1      29

WC053 Beaufort West  38 810    3  1  3  3  1     1  131

WCDMA05 Central Karoo DMA  6 465    1   1   1      14

Western Cape total   4 850 324  35  4 222  263  64  98  61  35  5   3  18  10 021

SA total 47 844 347  211  28 834  3 077  313  883  179  269  54  12  9  84  87 870

Western Cape
Health Services – Health facilities
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Health personnel

The DoH Annual Report 2005/06 states that the “Department 

of Health with more than 4 100 clinics and Community Health 

Centres, 400 hospitals and more than 240 000 personnel is 

a large organisation. The role of the National Department of 

Health is to provide stewardship over the entire health sector 

(including the private sector) and provide guidance and 

support to provinces to manage the public health sector”. 

Despite this, accurately portraying the human resources 

picture per district, and including both public and private 

sector personnel, would still be a major challenge. 

The DoH Annual Report identifies two major priority areas 

– improving the human resources of the entire health sector 

(“improving the number of skilled health workers employed 

in our public hospitals and clinics and available to other 

health services within South Africa”) and the quality of care 

provided. It states that “[g]overnment recognises that the 

future of our national health system depends to a critical 

extent on our ability to train enough health professionals with 

the right skills and to hold on to this human gold. South Africa 

invests an enormous amount in producing health workers 

and our challenge is to create conditions that will motivate 

professionals to give back to the people through sustained 

public service”. There is, accordingly, great interest in studies 

of the migration of health personnel, both within and out 

of Africa. For example, Clemens and Pettersson looked at 

the number of African-born physicians and professional 

nurses residing in the nine principal destination countries in 

about 2000 [Health Professionals Abroad]. Interestingly, they 

included South Africa as a “receiving country”. They showed 

that 21% of physicians (medical practitioners) born in South 

Africa were, in 2000, living in another country (predominantly 

in the United Kingdom, United States, Canada or Australia), 

but also that 834 medical practitioners born in one of the 

developed countries were living in South Africa. Similarly, 5% 

of South African-born nurses were now resident in a one 

of the 8 “receiving” countries, but 261 born elsewhere were 

living in South Africa.

Similarly, a study of African-trained physicians in Canada 

showed how the number has increased from 1993 to 2003 

[Brain Drain to Canada]. In 2003, there were 1 679 South 

African trained medical practitioners in Canada. A study 

focused on nursing, while recognising the impact of inter-

national migration on the healthcare systems of low income 

countries, has emphasised the human rights aspects: the 

right to leave one’s country to seek a better life; the right to 

health of populations in the source and destination countries; 

labour rights; the right to education; and the right to non-

discrimination and equality [Nursing Inquiry 14(114-24)]. The 

magnitude of the migration seen is also highly dependent 

on the metrics used [BMC Public Health 7:83].

Determining how many health professionals are currently 

employed in the public or private sectors is not easy. Apart 

from the obvious problems of high mobility, many are also 

employed part-time. The South African Pharmacy Council 

routinely asks registered practitioners to report where they 

are working when renewing their annual registration. Data 

provided for 2007 showed that, of 11 547 pharmacists 

on the register, 461 provided an address outside of South 

Africa. Of the balance, another 655 indicated that they were 

either retired or non-practising. Of the 10 431 pharmacists 

who thus reported as working either full-time or part-time or 

who did not provide information (and thus could be “in prac-

tice”), 7 495 (71.9%) reported working in the private sector. 

However, the public sector total (2 359) is greater than the 

total number of pharmacists recorded as employed by the 

PERSAL system. Closer examination of the responses also 

shows other inconsistencies. For example, 146 pharmacists 

reported that they worked in a community pharmacy in the 

public sector, 11 that they worked in a wholesale pharmacy in 

the public sector and 9 that they worked in a manufacturing 

pharmacy in the public sector. It is possible that these are 

public service pharmacists, employed in community health 

centres, in the provincial medical depots (which, by law, 

should be registered as wholesalers) or in tablet repacking 

and small-scale manufacturing at such sites or in hospitals. 

Another 7 pharmacists employed by Virtual Care Pharmacy 

(previously owned by Transmed) also described themselves 

as employed in the public sector, as did 1 working for a 

courier pharmacy, 102 in administrative practice and 86 in 

pharmacy education. Although those in administrative prac-

tice may well be public servants, even the 1 916 pharmacists 

who described themselves as working in a public sector 

institutional (hospital) pharmacy exceeded the 2007 PERSAL 

total (1 830). Pharmacists described themselves as working 

in the following areas (showing the percentage of those “in 

practice”):

➤ community pharmacies – 5 335 (51.1%; including 82 

employed by Virtual Care);

➤ courier pharmacies – 47 (0.5%);

➤ institutional (hospital) pharmacies – 2 818 (27.0%);

➤ consultant pharmacies – 55 (0.5%);
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➤ manufacturing pharmacies – 705 (6.8%);

➤ wholesale pharmacies – 350 (3.4%);

➤ administrative pharmacy practice – 359 (3.4%);

➤ pharmacy education – 156 (1.5%);

➤ other or unspecified – 606 (5.8%).

Similar data could not be obtained from either the Health 

Professions Council or the Nursing Council. In such cases, the 

PERSAL database remains the only source of data on public 

sector employment. This is the basis of the figures shown in 

Table 44. The personnel per 100 000 uninsured population 

(Table 45) assumes that all uninsured members of the popu-

lation seek care in the public sector. As was shown above, 

the situation is far more complex. Determining how private 

sector health professionals are distributed is as difficult.

The national workload targets are as follows:

➤ Doctor clinical workload at PHC level – 30 patients per 

day

➤ Nurse clinical workload at PHC level – 40 patients per 

day

Data for nurse and doctor clinical workload is shown in Table 

48. At a provincial level, the targets were exceeded in the 

WC, however there appears to be a significant amount of 

data missing for the denominator which is inflating the value. 

Other provinces also have a significant amount of missing 

data for some districts, so the data should be treated with 

Figure 23:  Number of health professionals in the public sector as a percentage of total registered, 2006/07

Sources:  PERSAL, SANC, SAPC, HPCSA. 
Data for nurses are for 2006, data for other professions are 2007. 
Public sector includes those reported by PERSAL system. Balance on register is the total number registered with the respective health 
professionals council and NOT in the public sector, and may include those abroad, retired or non-practising, as well as those in the 
private sector.

caution. These provincial averages hide considerable differ-

ences between districts. These data can be accessed in the 

District Health Barometer reports.

Overall, while the number of posts in the public sector has 

increased in recent years, the percentage of vacant posts 

has also increased. With few exceptions, there have not 

been increases in the number of new entrants into the health 

professions, as measured by the number commencing 

community service each year. Trends in public sector health 

employees are shown in Figure 24, taken from the annual 

Treasury review. Note that this includes all categories of 

personnel employed, not just the professional categories 

covered in Table 44.

Health Services – Health personnel
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Figure 24:  Trends in health sector employees, 1998-2007

Source:  National Treasury, 2007. 
Note that this includes all categories of health sector employees, not 
only the professional categories shown in Table 44.
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Table 44:  Number of health personnel by province

EC FS GP KZN LP MP NC NW WC SA

Number of dental practitioners

2005 Public sector 55 48 186 62 62 49 16 48 125 651 a

2006 Public sector 64 54 211 64 61 72 23 46 120 715 a

2007 Public sector 67 58 220 63 76 79 25 48 108 744 a

2007 Registered with HPCSA 251 172 2 025 651 163 209 70 157 1 087 4 937 b

Number of dental specialists

2005 Public sector 0 0 16 3 1 2 2 1 18 43 a

2006 Public sector 0 0 17 6 1 2 1 1 13 41 a

2007 Public sector 0 0 20 5 1 2 0 0 2 30 a

Number of dental therapists

2005 Public sector 4 4 26 29 43 14 2 19 2 143 a

2006 Public sector 3 4 26 30 47 13 2 19 2 146 a

2007 Public sector 4 3 27 30 47 18 2 17 2 150 a

2007 Registered with HPCSA 11 23 144 147 54 28 6 34 3 450 b

Number of enrolled nurses

2005 Public sector 2 326 418 2 927 8 119 2 591 1 182 242 1 077 1 699 20 582 a

2006 Public sector 2 230 407 3 007 8 271 2 624 1 244 244 1 034 1 744 20 806 a

2007 Public sector 2 357 423 3 037 8 428 2 756 1 296 279 936 1 866 21 379 a

2005 Registered with SANC 2 837 1 256 9 023 12 404 2 861 1 730 498 2 134 4 342 37 085 c

2006 Registered with SANC 2 689 1 400 9 580 13 936 2 850 1 698 478 2 134 4 540 39 305 c

Number of environmental health practitioners

2005 Public sector 149 54 34 199 210 130 15 88 10 890 a

2006 Public sector 151 48 36 208 238 90 24 76 11 882 a

2007 Public sector 158 41 39 208 235 101 19 57 8 868 a

2007 Registered with HPCSA 238 168 660 615 268 173 98 86 442 2 751 b

Number of medical practitioners

2005 Public sector 964 496 1 841 2 116 750 622 246 461 1 244 8 747 a

2006 Public sector 1 041 544 1 983 2 420 780 633 271 506 1 341 9 527 a

2007 Public sector 1 101 601 1 996 2 634 882 647 317 528 1 246 9 959 a

2007 Registered with HPCSA 2 183 1 722 12 246 5 707 1 196 1 149 432 962 7 288 34 324 b

Number of medical researchers

2005 Public sector 0 6 14 3 6 0 0 0 51 103 a

2006 Public sector 0 8 14 6 5 0 0 0 46 103 a

2007 Public sector 0 7 17 9 5 0 1 0 24 88 a

Number of medical specialists

2005 Public sector 142 330 1 297 544 79 15 17 64 1 003 3 499 a

2006 Public sector 141 339 1 386 541 75 38 24 63 1 082 3 695 a

2007 Public sector 155 374 1 479 549 79 57 21 60 1 221 4 000 a

Number of nursing assistants

2005 Public sector 4 558 2 495 5 159 5 871 3 834 1 747 656 2 897 3 789 31 006 a

2006 Public sector 4 643 2 469 5 248 6 116 4 013 1 914 637 2 984 3 826 31 850 a

2007 Public sector 4 777 2 493 5 466 6 056 4 873 2 140 747 2 802 3 865 33 219 a

Number of occupational therapists

2005 Public sector 33 62 130 96 88 60 15 38 83 605 a

2006 Public sector 38 63 141 103 99 67 18 38 100 667 a

2007 Public sector 55 80 156 109 104 67 24 37 104 736 a

2007 Registered with HPCSA 121 241 1 100 337 111 133 55 80 800 3 015 b

Number of pharmacists

2005 Public sector 206 99 269 365 145 123 35 108 257 1 617 a

2006 Public sector 195 98 272 415 175 137 54 113 278 1 746 a

2007 Public sector 198 88 294 437 207 122 51 126 301 1 830 a

2005 Registered with SAPC 870 421 4 320 1 593 310 397 117 512 1 832 10 824 d

2007 Registered with SAPC 928 478 4 470 1 738 354 447 126 576 1 977 11 547 d

Number of physiotherapists

2005 Public sector 50 58 144 191 64 58 15 46 98 724 a

2006 Public sector 62 59 152 195 65 66 33 37 114 783 a

2007 Public sector 63 66 165 218 85 61 35 45 112 850 a

2007 Registered with HPCSA 216 281 1 945 691 154 174 70 143 1 294 5 059 b

Health Services – Health personnel
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EC FS GP KZN LP MP NC NW WC SA

Number of professional nurses

2005 Public sector 6 642 3 580 7 587 9 531 5 763 2 696 975 3 053 3 830 43 660 a

2006 Public sector 6 615 3 544 7 539 9 793 5 827 2 770 992 3 029 3 959 44 071 a

2007 Public sector 6 878 3 476 7 250 10 591 5 850 2 861 1 131 2 864 4 199 45 102 a

2005 Registered with SANC 12 176 7 175 26 754 19 445 7 540 4 774 1 936 6 495 13 239 99 534 c

2006 Registered with SANC 12 427 7 122 26 884 20 202 7 743 4 915 1 966 6 620 13 416 101 295 c

Number of psychologists

2005 Public sector 37 29 122 67 35 17 7 27 58 399 a

2006 Public sector 36 26 132 66 40 15 5 25 60 405 a

2007 Public sector 45 29 135 65 41 13 3 17 71 419 a

2007 Registered with HPCSA 333 244 3 094 697 96 131 40 198 1 344 6 310 b

Number of radiographers

2005 Public sector 258 159 553 393 113 82 46 83 358 2 048 a

2006 Public sector 264 171 520 413 126 88 48 78 392 2 103 a

2007 Public sector 280 163 488 450 140 74 41 64 397 2 100 a

2007 Registered with HPCSA 405 414 1 940 980 168 173 87 177 1 109 5 509 b

Number of student nurses

2005 Public sector 2 226 33 2 177 2 051 490 670 110 575 219 8 551 a

2006 Public sector 1 906 36 2 697 2 232 605 571 102 713 83 8 945 a

2007 Public sector 1 942 28 3 217 2 175 802 565 81 848 13 9 671 a

Total number of health professional posts

2005 Public sector (filled) 17 650 7 871 22 482 29 640 14 274 7 467 2 399 8 585 12 844 123 268 a

2006 Public sector (filled) 17 389 7 870 23 381 30 879 14 781 7 720 2 478 8 762 13 171 126 485 a

2007 Public sector (filled) 18 080 7 930 24 006 32 027 16 183 8 103 2 777 8 449 13 539 131 145 a

Vacancies in the public health sector

Percentage of Medical Practitioner posts vacant

2006 Public sector 36.1 33.6 20.9 34.3 26.8 38.5 53.4 29.9 12.6 29.9 a

2007 Public sector 32.7 35.0 27.4 39.5 31.6 41.8 51.1 42.8 14.8 34.1 a

Percentage of Professional Nurse posts vacant

2006 Public sector 34.0 31.4 26.0 42.5 15.0 40.0 33.2 22.8 22.0 31.5 a

2007 Public sector 35.8 35.7 39.9 42.0 20.0 40.2 35.9 42.4 23.8 36.3 a

Percentage of health professional posts vacant

2005 Public sector 26.6 40.5 26.7 29.6 15.8 43.9 35.1 23.1 8.1 27.2 a

2006 Public sector 32.6 40.4 24.2 32.4 16.4 43.1 37.8 23.1 16.9 29.0 a

2007 Public sector 33.3 41.9 32.8 35.6 20.0 42.5 41.8 41.9 18.7 33.3 a

a PERSAL. Figure for South Africa includes the sum of the provinces plus staff 
at national DoH.

b HPCSA. Extracted 2007-04-30. Total for South Africa includes profes-
sionals with REGION indicated as ‘Foreign’.

c SANC. 
d SAPC. National total includes pharmacists in Namibia and for whom the 

provincial allocation is undefined. 
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Table 45:  Public sector health personnel per 100 000 uninsured population

EC FS GP KZN LP MP NC NW WC SA

Dental practitioners

2005 Public sector 0.90 2.01 2.62 0.71 1.18 1.69 2.37 1.42 3.63 1.63

2006 Public sector 0.99 2.12 3.16 0.73 1.15 2.51 2.94 1.35 3.48 1.78

2007 Public sector 1.04 2.20 3.26 0.72 1.50 2.55 3.25 1.36 2.93 1.82

Dental specialists

2005 Public sector 0.00 0.00 0.23 0.03 0.02 0.07 0.30 0.03 0.52 0.11

2006 Public sector 0.00 0.00 0.25 0.07 0.02 0.07 0.13 0.03 0.38 0.10

2007 Public sector 0.00 0.00 0.30 0.06 0.02 0.06 0.00 0.00 0.05 0.07

Dental therapists

2005 Public sector 0.07 0.17 0.37 0.33 0.82 0.48 0.30 0.56 0.06 0.36

2006 Public sector 0.05 0.16 0.39 0.34 0.89 0.45 0.26 0.56 0.06 0.36

2007 Public sector 0.06 0.11 0.40 0.34 0.93 0.58 0.26 0.48 0.05 0.37

Enrolled nurses

2005 Public sector 38.2 17.5 41.3 92.7 49.5 40.9 35.9 31.8 49.3 51.5

2006 Public sector 34.5 16.0 45.1 94.1 49.7 43.3 31.2 30.3 50.5 51.7

2007 Public sector 36.4 16.0 45.0 96.2 54.3 41.9 36.3 26.5 50.7 52.3

Environmental health practitioners

2005 Public sector 2.45 2.26 0.48 2.27 4.01 4.50 2.22 2.59 0.29 2.23

2006 Public sector 2.34 1.89 0.54 2.37 4.50 3.13 3.07 2.23 0.32 2.19

2007 Public sector 2.44 1.55 0.58 2.37 4.63 3.27 2.47 1.61 0.22 2.12

Medical practitioners

2005 Public sector 15.8 20.7 25.9 24.2 14.3 21.5 36.5 13.6 36.1 21.9

2006 Public sector 16.1 21.4 29.7 27.5 14.8 22.0 34.7 14.8 38.8 23.7

2007 Public sector 17.0 22.8 29.5 30.1 17.4 20.9 41.2 14.9 33.8 24.4

Medical researchers

2005 Public sector 0.00 0.25 0.20 0.03 0.11 0.00 0.00 0.00 1.48 0.26

2006 Public sector 0.00 0.31 0.21 0.07 0.09 0.00 0.00 0.00 1.33 0.26

2007 Public sector 0.00 0.27 0.25 0.10 0.10 0.00 0.13 0.00 0.65 0.22

Medical specialists

2005 Public sector 2.3 13.8 18.3 6.2 1.5 0.5 2.5 1.9 29.1  8.8

2006 Public sector 2.2 13.3 20.8 6.2 1.4 1.3 3.1 1.9 31.3 9.2

2007 Public sector 2.4 14.2 21.9 6.3 1.6 1.8 2.7 1.7 33.2 9.8

Nursing assistants

2005 Public sector 74.9 104.3 72.7 67.0 73.2 60.4 97.3 85.4 110.0 77.6

2006 Public sector 71.8 97.1 78.7 69.6 76.0 66.6 81.5 87.5 110.8 79.1

2007 Public sector 73.8 94.4 80.9 69.1 96.0 69.2 97.1 79.2 105.0 81.3

Occupational therapists

2005 Public sector 0.5 2.6 1.8 1.1 1.7 2.1 2.2 1.1 2.4  1.5

2006 Public sector 0.6 2.5 2.1 1.2 1.9 2.3 2.3 1.1 2.9 1.7

2007 Public sector 0.9 3.0 2.3 1.2 2.0 2.2 3.1 1.1 2.8 1.8

Pharmacists

2005 Public sector 3.4 4.1 3.8 4.2 2.8 4.3 5.2 3.2 7.5 4.0

2006 Public sector 3.0 3.9 4.1 4.7 3.3 4.8 6.9 3.3 8.1 4.3

2007 Public sector 3.1 3.3 4.3 5.0 4.1 3.9 6.6 3.6 8.2 4.5

Physiotherapists

2005 Public sector 0.82 2.42 2.03 2.18 1.22 2.01 2.22 1.36 2.84 1.81

2006 Public sector 0.96 2.32 2.28 2.22 1.23 2.30 4.22 1.09 3.30 1.94

2007 Public sector 0.97 2.50 2.44 2.49 1.67 1.97 4.55 1.27 3.04 2.08

Professional nurses

2005 Public sector 109.1 149.7 106.9 108.8 110.0 93.2 144.6 90.0 111.2 109.2

2006 Public sector 102.3 139.4 113.1 111.4 110.3 96.4 126.9 88.9 114.7 109.5

2007 Public sector 106.3 131.6 107.3 120.9 115.3 92.5 147.1 81.0 114.0 110.4

Psychologists

2005 Public sector 0.61 1.21 1.72 0.77 0.67 0.59 1.04 0.80 1.68 1.00

2006 Public sector 0.56 1.02 1.98 0.75 0.76 0.52 0.64 0.73 1.74 1.01

2007 Public sector 0.70 1.10 2.00 0.74 0.81 0.42 0.39 0.48 1.93 1.03

Health Services – Health personnel
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EC FS GP KZN LP MP NC NW WC SA

Radiographers

2005 Public sector 4.2 6.7 7.8 4.5 2.2 2.8 6.8 2.5 10.4 5.1

2006 Public sector 4.1 6.7 7.8 4.7 2.4 3.1 6.1 2.3 11.3 5.2

2007 Public sector 4.3 6.2 7.2 5.1 2.8 2.4 5.3 1.8 10.8 5.1

Student nurses

2005 Public sector 36.6 1.4 30.7 23.4 9.4 23.2 16.3 17.0 6.4 21.4

2006 Public sector 29.5 1.4 40.5 25.4 11.4 19.9 13.1 20.9 2.4 22.2

2007 Public sector 30.0 1.1 47.6 24.8 15.8 18.3 10.5 24.0 0.4 23.7

Source:  PERSAL.

Table 46:  Number of health personnel by ethnic group

African Coloured Indian / Asian White Other All

Number of dental practitioners

2005 Public sector 237 60 135 219 - 651 a

2006 Public sector 269 66 161 219 - 715 a

2007 Public sector 314 65 135 230 - 744 a

2007 Registered with HPCSA 453 90 582 1 690 2 122 4 937 b

Number of dental specialists

2005 Public sector 7 5 9 22 - 43 a

2006 Public sector 11 4 11 15 - 41 a

2007 Public sector 8 0 10 12 - 30 a

Number of dental therapists

2005 Public sector 126 1 12 4 - 143 a

2006 Public sector 130 0 13 3 - 146 a

2007 Public sector 131 1 13 5 - 150 a

2007 Registered with HPCSA 186 2 72 27 163 450 b

Number of enrolled nurses

2005 Public sector 17 358 2 214 378 632 - 20 582 a

2006 Public sector 17 595 2 227 376 608 - 20 806 a

2007 Public sector 18 152 2 231 420 576 - 21 379 a

Number of environmental health practitioners

2005 Public sector 786 23 27 54 - 890 a

2006 Public sector 793 22 17 50 - 882 a

2007 Public sector 798 16 19 35 - 868 a

Number of medical practitioners

2005 Public sector 3 295 386 1 651 3 415 - 8 747 a

2006 Public sector 3 759 455 1 854 3 459 - 9 527 a

2007 Public sector 4 103 453 1 861 3 542 - 9 959 a

2007 Registered with HPCSA 5 143 481 4 269 15 367 9 064 34 324 b

Number of medical researchers

2005 Public sector 33 2 11 57 - 103 a

2006 Public sector 31 2 16 54 - 103 a

2007 Public sector 33 1 14 40 - 88 a

Number of medical specialists

2005 Public sector 617 110 618 2 154 - 3 499 a

2006 Public sector 675 127 665 2 228 - 3 695 a

2007 Public sector 794 172 745 2 289 - 4 000 a

Number of nursing assistants

2005 Public sector 24 957 4 458 346 1 245 - 31 006 a

2006 Public sector 25 986 4 361 338 1 165 - 31 850 a

2007 Public sector 27 628 4 218 303 1 070 - 33 219 a

Number of occupational therapists

2005 Public sector 218 55 50 282 - 605 a

2006 Public sector 231 72 64 300 - 667 a

2007 Public sector 258 77 65 336 - 736 a

2007 Registered with HPCSA 285 103 177 1 806 644 3 015 b
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African Coloured Indian / Asian White Other All

Number of pharmacists

2005 Public sector 540 115 339 623 - 1 617 a

2006 Public sector 600 133 368 645 - 1 746 a

2007 Public sector 657 135 399 639 - 1 830 a

Number of physiotherapists

2005 Public sector 265 96 111 252 - 724 a

2006 Public sector 292 114 124 253 - 783 a

2007 Public sector 308 113 127 302 - 850 a

2007 Registered with HPCSA 472 179 374 2 581 1 453 5 059 b

Number of professional nurses

2005 Public sector 35 356 4 341 1 027 2 936 - 43 660 a

2006 Public sector 35 859 4 359 1 043 2 810 - 44 071 a

2007 Public sector 36 807 4 520 1 092 2 683 - 45 102 a

Number of psychologists

2005 Public sector 121 23 32 223 - 399 a

2006 Public sector 122 21 32 230 - 405 a

2007 Public sector 126 26 34 233 - 419 a

2007 Registered with HPCSA 390 125 279 3 224 2 292 6 310 b

Number of radiographers

2005 Public sector 927 378 230 513 - 2 048 a

2006 Public sector 971 402 241 489 - 2 103 a

2007 Public sector 1 009 390 244 457 - 2 100 a

2007 Registered with HPCSA 737 230 351 1 545 2 646 5 509 b

Number of student nurses

2005 Public sector 7 334 534 249 434 - 8 551 a

2006 Public sector 7 841 421 296 387 - 8 945 a

2007 Public sector 8 673 378 288 332 - 9 671 a

Total number of health professional posts

2005 Public sector (filled) 92 177 12 801 5 225 13 065 - 123 268 a

2006 Public sector (filled) 95 165 12 786 5 619 12 915 - 126 485 a

2007 Public sector (filled) 99 799 12 796 5 769 12 781 - 131 145 a

a PERSAL. 
b HPCSA. 

Table 47:  Number of Community Service Professionals

EC FS GP KZN LP MP NC NW WC SA

Number of CS clinical psychologists

2004 11 7 24 22 1 13 3 7 11 135

2005 8 5 24 21 8 3 6 14 8 134

2006 - - - - - - - - - 122

2007 10 3 31 22 0 3 3 20 19 132

Number of CS dentists

2004 8 18 11 9 5 17 10 34 4 120

2005 8 19 9 9 4 15 8 17 8 109

2006 - - - - - - - - - 241

2007 20 28 33 24 26 40 14 26 16 260

Number of CS dieticians

2004 4 20 27 14 0 28 2 7 6 115

2005 6 18 19 16 8 10 7 21 7 120

2006 - - - - - - - - - 161

2007 10 16 34 21 12 13 9 10 6 144

Health Services – Health personnel
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EC FS GP KZN LP MP NC NW WC SA

Number of CS doctors

2004 137 86 93 280 145 145 48 64 80 1 128

2005 127 60 114 330 121 165 59 87 127 1 233

2006 - - - - - - - - - 1 324

2007 150 57 195 169 127 160 76 106 129 1 224

Number of CS environmental health practitioners

2004 25 17 10 60 26 40 11 8 1 216

2005 31 16 14 60 29 63 10 31 7 269

2006 - - - - - - - - - 166

2007 28 19 15 60 35 34 12 34 8 253

Number of CS occupational therapists

2004 10 18 43 33 17 30 8 12 13 190

2005 11 22 31 39 25 38 10 18 10 209

2006 - - - - - - - - - 248

2007 27 24 59 45 14 28 17 14 21 255

Number of CS pharmacists

2004 27 26 59 40 34 42 9 24 9 299

2005 34 35 56 49 36 40 16 37 40 345

2006 - - - - - - - - - 473

2007 41 42 70 65 52 42 33 42 53 472

Number of CS physiotherapists

2004 26 25 61 66 18 35 10 8 8 272

2005 21 25 65 72 21 38 11 20 15 300

2006 - - - - - - - - - 289

2007 27 23 76 66 34 37 26 21 23 343

Number of CS radiographers

2004 20 24 73 29 17 16 11 5 23 227

2005 18 23 77 58 8 10 16 21 32 271

2006 - - - - - - - - - 277

2007 20 13 102 50 23 14 8 5 47 285

Number of CS speech therapists

2004 4 14 23 34 7 23 1 11 6 134

2005 3 13 35 40 13 22 7 10 6 154

2006 - - - - - - - - - 134

2007 6 5 37 38 11 25 12 6 3 147

Source: DoH. The national figure also includes CSPs allocated to 
SA Military Health Services – SAMHS and Department of 
Correctional Services – DCS and is therefore greater than 
the sum of provincial figures. 2006 data were not supplied by 
province.

Table 48:  Workload indicators per province

EC FS GP KZN LP MP NC NW WC SA

Nurse clinical workload

2004 DHIS 26.9 27.2 29.6 33.8 40.0 - 47.3 30.8 - 29.4

2005 DHIS 27.8 29.2 21.7 32.1 17.7 29.7 50.3 46.3 - 26.4

2006 DHIS 28.6 36.3 28.3 24.9 18.8 24.7 29.7 30.5 62.1 27.9

Doctor clinical workload

2006 DHIS 24.9 19.6 17.0 23.6 18.3 30.1 18.8 11.8 56.3 24.5

Source: DHIS. Data for 2005 extracted June 2006, data for 2006 
extracted July 2007.
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Private sector financing

The primary source for private sector health financing data is 

the annual reports of the Council for Medical Schemes (CMS) 

[Medical Schemes 2005-6 and 2006-7]. The South African 

private sector was serviced by 124 medical schemes in 2006 

(41 open schemes and 83 restricted schemes). By the begin-

ning of 2006, the CMS had recorded 381 approved benefit 

options, of which 208 were offered by open schemes. The 

numbers of both principal members (2 985 350) and benefi-

ciaries (7 127 343) increasing slightly in 2006, by 6.2% and 

2.9% respectively (analysis excluding Bargaining Council 

Schemes). A significant increase in the number of benefici-

aries living outside South Africa was noted in 2006. 

Between 2002 and 2006, member contributions have 

consistently risen more than the CPIX, but the CMS noted 

that the gap between the two was narrowing. In 2006, the 

total amount contributed by members was R57.6 billion (an 

increase of 6.2% over the previous year). Of this, a total of 

R51.1 billion was paid out in claims submitted by medical 

scheme beneficiaries, which represented a 12.1% increase 

on the previous year. Put another way, gross contributions 

per beneficiary per month in 2006 were R687.13 and total 

gross claims were R610.14.

The contribution of various important categories of medical 

scheme expenditure, and the percentage contribution and 

percentage change from the previous year, are highlighted 

in the following findings from the 2006-07 report:

➤  “Expenditure on hospital services accounted for R17.9bn, 

or 35% of the total paid to providers.”

➤  “Private hospitals expenditure was R17.7bn, an increase 

of 13.6%, while expenditure in provincial hospitals 

increased by 12.5% to R273.6 million.”

➤  “Payments to medical specialists accounted for R10.9bn, 

or 21.4% of claims paid in 2006.”

➤  “General practitioners took up R4.4bn, or 8% of total 

benefits paid. This was a 17.2% increase on 2005.”

➤  “Expenditure on medicines dispensed by pharmacists 

and providers other than hospitals increased by 8.8% 

to R8.7 billion. This accounted for 17% of schemes 

benefits in 2006.”. This was in marked contrast to the 

comment in the previous report: “A significant decline 

in expenditure was again seen in the value of medi-

cines dispensed by pharmacists and providers other 

than hospitals, which accounted for R7.2bn or 15.7% of 

the total benefits. This represented an 8.8% decrease in 

expenditure on medicines compared to 2004.” Single 

exit prices for most medicines were increased by 5.2% 

from January 2007. The increase between 2005 and 

2006 can thus largely be attributed to changes in utili-

sation, not unit prices.

➤	 “Dental specialists increased their share of expenditure 

by 17.6% to R434 million. Dentists, on the other hand, 

saw an increase of 0.8% to R1.76bn.”

➤	 “Benefits paid to supplementary and allied health 

professionals accounted for R4.48 billion.”

Together, expenditure on hospitals, medicines (other than 

those issued by hospitals) and medical specialists accounted 

for 71.5% of all claims expenditure in 2005. Utilisation in 

2005 remained high – 850 per 1 000 beneficiaries visited 

the most common primary care provider, a general practi-

tioner, at least once per annum (compared with only 17 per 

1 000 visiting a private nurse). The average number of visits 

to a general practitioner per beneficiary was 3.4 in 2005. 

In addition, 207.6 beneficiaries per 1 000 were admitted to 

private hospitals (compared with only 13.5 medical scheme 

beneficiaries per 1 000 admitted to public sector hospi-

tals). The average length of stay in a private hospital was 

1.4 days. All of these utilisation indicators dropped in 2006, 

with average length of stay in private hospitals down to 1.27 

days.

The contribution of non-health expenditure remains highly 

contested, particularly by private sector health professionals. 

The 2005-6 report contained the following statements:

➤ “Administration expenditure in all medical schemes 

grew 10.4% to R5.4bn in 2005 from R4.9bn in 2004.”

➤ “Managed-care fees increased by 2% to R1.3bn from 

R1.2bn. Administration expenditure and managed-care 

fees together accounted for 12.3% of contributions, up 

from 11.9% in 2004.”

➤ “Broker fees again rose sharply by 21.5% to R855.5 

million from R704.1 million.”

➤ “Total non-healthcare expenditure (i.e. Administration 

fees plus fees paid for managed care and broker fees, 

etc) rose by approximately 9.6% to R7.8bn in 2005 from 

R7.1bn.”

Health Financing – Private sector
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In summary, while gross contributions per beneficiary per 

annum were R7 928 (down 1.4%), gross claims were R6 694 

(up 5.2%) and gross non-health expenditure was R1 144 (up 

2.8%). This last expenditure category had stabilised substan-

tially, after very large increases in previous years (in excess of 

20% per annum from 1998 to 2001).

Upward trends of differing magnitude in non-health expend-

iture were again noted in the 2006-7 report:

➤	 “Administration expenditure in all medical schemes 

rose by 7.3% to R5.9 billion in 2006 from R5.5 billion in 

2005”.

➤	 “Expenditure on the management of benefits – the 

so-called managed care fees grew by 9.6% to R1.4 

billion”.

➤	 “Brokers were paid an additional 7%, raising these fees 

to R983 million from R917 million in 2005”.

➤	 “Total non-healthcare expenditure (i.e. administration 

fees plus fees paid for managed care and broker fees) 

rose by approximately 3.7% to R8.3 billion in 2006 from 

R8.0 billion”.

Another concerning trend is the increase in the propor-

tion of claims funded from medical savings accounts. The 

2006-7 report from the CMS stated that “When adjusted 

for inflation, risk contributions and claims have increased by 

43.9% and 39.9% since 1997, respectively. Medical savings 

accounts contributions and claims have, on the other hand, 

risen by 185.6% and 250.0% respectively since 1997. These 

figures show that schemes are increasingly shifting benefits 

from the risk pool into the medical savings accounts, in other 

words, members are increasingly funding more benefits on 

an out-of-pocket basis.”

The annual report of the Hospital Association of South Africa 

[Health Annals 2006] represents the industry’s view of its 

performance, and in particular whether inflation in this area 

is driven by excessive profits. As expected, much is made 

of the contribution of increased utilisation, changes in case-

mix and technological advances on the total costs in this 

industry.

Expenditure on medicines is noted as declining. Obtaining 

more information on this large component of the total 

private sector spend is complicated by the number of actors 

involved. One source is the reports of medical scheme 

administrators, such as Mediscor. The following points are 

taken from the Mediscor Medicines Review 2005:

➤ the gross cost per beneficiary for medicines in 2005 

was R1 541;

➤ although medicines utilisation was increased in 2005 

(to 10.3 items per beneficiary), the average cost per 

item decreased by 20% to R96;

➤ the use of generic (interchangeable multi—source) medi-

cines increased to 40.2% by volume, and the average 

cost per generic medicine item decreased by 21%.

An area of concern for medical schemes is the requirement 

for coverage of the Prescribed Minimum Benefits (PMBs) 

(including the list of chronic, ambulatory conditions) from the 

risk pool. To some extent, this can be seen in the therapeutic 

groups which Mediscor listed as the major contributors to 

overall spend. The top 5 groups were (% contribution):

1. anti-hypertensives (11.6%);

2. hypolipidaemic agents (5.8%);

3. anti-depressants (5.0%);

4. acid reducers (4.2%); and

5. beta-lactam antibiotics (4.2%).

It is worth noting that the true prevalence of the “chronic 

diseases” in the private sector market is not known with any 

accuracy. Although the CMS reported on the prevalence of 

the 25 prescribed chronic conditions which are required to 

be covered by medical schemes, noting that reports were 

obtained from 87.8% of schemes, it stated that “[t]his data 

should therefore be interpreted with great caution”. A more 

comprehensive analysis of chronic disease prevalence from 

medical scheme data was done for the Risk Equalisation Fund 

(see section on non-communicable and chronic diseases). 

Mediscor reported that 9.9% of the beneficiaries of the 

schemes they administered claimed for a prescribed chronic 

condition. The most common were (percentage prevalence 

in brackets):

➤ hypertension (6.4%);

➤ hyperlipidaemia (3.3%);

➤ diabetes mellitus type 2 (1.5%);

➤ asthma (1.0%);

➤ diabetes mellitus type 1 (0.3%).

The rationality of medicines use in the private sector must, 

however, be questioned when consideration is given to the 

therapeutic groups that represent the most prevalent claims 

(prevalence in brackets):

➤ combination analgesics (49%);

➤ cough and cold preparations (49%);

➤ beta-lactam antibiotics (46%);

➤ non-steroidal anti-inflammatory agents (30%);

➤ anti-histamines (20%).
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Public sector financing

Tracking public sector health financing is complicated by 

the federal nature of the budgeting and hence account-

ability structures in place. While full details of national level 

expenditure can be found in the NDoH Annual Report, the 

most accessible source of total expenditure is the Treasury 

report entitled “Provincial Budgets and Expenditure Review 

2002/03 - 2008/09” [Fiscal Review 2006].f Some detail is 

also included in the Annual National Health Plan 2006/07. 

This document shows the total allocation of public funds for 

health in 2006/07 to be R52.8 billion.

The actual programmatic expenditure at provincial level 

is shown in Table 49, with a more detailed breakdown for 

district health services in Table 50.

f The 2007 Fiscal Review has subsequently been published and is avail-
able from National Treasury, http://www.treasury.gov.za

The Treasury report has noted that, in the health sector, “public 

funding has recovered significantly since the late 1990s”. 

There has been growth in real per capita terms, of 4.8% per 

cent annually from 2002/03 to 2008/09. The Treasury report 

has also noted that funding growth has been “particularly 

strong in previously disadvantaged provinces reflecting 

equity improvements”. These improvements can still be seen 

in the more recent data in Table 51 and Figure 25.

Table 49:  Provincial health expenditure per province by Programme (Rand thousands), 2006/07

Programme EC FS GP KZN LP MP NC NW WC SA

1. Administration  332 360  154 665  310 861  224 899  345 803  180 237  61 141  138 038  162 119 1 910 123

2. District Health Services 3 237 761 1 290 967 2 479 486 5 370 300 2 899 474 1 549 332  503 412 1 793 451 1 922 584 21 046 767

3. Emergency Health Services  321 584  149 678  295 817  474 024  204 106  109 407  74 214  106 084  277 523 2 012 437

4. Provincial Hospital Services 2 287 336  889 081 2 940 538 3 138 946  722 432  430 250  306 756  839 267 1 383 614 12 938 220

5. Central Hospital Services   571 186 3 802 607 1 191 810  496 656  443 068  69 602 2 122 850 8 697 778

6. Health Sciences and Training  364 581  91 657  272 149  421 069  242 695  82 225  30 585  99 628  98 832 1 703 421

7. Health Care Support Services  20 929  60 313  105 804  29 560  365 332  24 868  7 339  93 809  92 694  800 649

8. Health Facilities Management  692 425  153 257  931 356  813 208  554 027  177 732  241 207  339 428  344 357 4 246 997

Other  518 543 -18 486 -23 638  135  716 -  762  1 415  479 447

Total 7 775 518 3 342 318 11 114 979 11 663 951 5 831 242 2 997 119 1 225 416 3 479 307 6 405 988 53 835 838

Source:  National Treasury (BAS) and NW province.

Table 50:  Expenditure per province on district health services by sub programme (Rand thousands), 2006/07

Sub programme EC FS GP KZN LP MP NC NW WC SA

District Management  193 526  78 147  179 724  113 596  71 847  90 724  24 825  134 448  94 146  980 981

Community Health Clinics  735 978  191 640  546 152 1 027 389  550 695  242 841  87 916  299 293  372 861 4 054 766

Community Health Centres  252 950  48 555  400 526  285 742  158 488  187 060  59 716  399 594  552 084 2 344 715

Community-based Services  206 385  248 227  291 183  84 506  106 820  1 467  3 526  98 295 1 040 409

Other Community Services  17 106  375 666  95 284  14  38 105  32 312  558 487

HIV/AIDS  310 029  151 691  429 128  703 970  207 086  134 194  74 127  196 943  168 579 2 375 746

Nutrition  32 141  8 542  26 981  31 594  31 605  11 364  2 800  9 445  15 102  169 574

Coroner Services  40 298  35 592  66 291  44 840  41 895  23 196  14 949  16 696  51 966  335 722

District Hospitals 1 449 348  528 573  539 502 2 702 998 1 635 753  859 940  222 341  733 506  456 691 9 128 652

Other  -22 834  80 549  57 715

Total 3 237 761 1 290 967 2 479 486 5 370 300 2 899 474 1 549 332  503 412 1 793 451 1 922 584 21 046 767

Source:  National Treasury (BAS) and NW province.
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Table 51:  Per capita health funding trends (Rand per capita), 1995/96 - 2009/10, nominal prices

 95/96 96/97 97/98 98/99 99/00 00/01 01/02 02/03 03/04 04/05 05/06 06/07 07/08 08/09 09/10

EC  388  532  523  523  596  636  643  748  851  828  950 1 144 1 290 1 407 1 458

FS  550  667  742  745  717  764  833  938 1 060 1 132 1 203 1 312 1 395 1 543 1 713

GP  867  975 1 045 1 009  961  987 1 100 1 161 1 219 1 284 1 489 1 606 1 681 1 765 1 951

KZN  456  576  643  643  658  726  864  898  967 1 029 1 224 1 372 1 508 1 602 1 746

LP  323  442  424  444  464  515  530  629  701  803  907 1 066 1 195 1 344 1 488

MP  229  338  426  422  449  424  537  603  696  794  938 1 046 1 162 1 325 1 483

NC  415  487  554  574  631  678  745  885 1 144 1 108 1 446 1 792 1 571 1 752 1 960

NW  326  437  464  446  452  501  535  619  686  770  861 1 041 1 226 1 351 1 490

WC  824  967 1 011 1 031 1 049 1 125 1 170 1 183 1 326 1 505 1 611 1 778 1 933 2 146 2 255

SA  493  616  658  658  675  720  793  867  954 1 021 1 168 1 325 1 451 1 577 1 714

Ratio  
(highest: lowest) 3.79 2.88 2.46 2.28 2.07 2.19 2.21 1.88 1.93 1.96 1.87 1.70 1.66 1.59 1.55

Source:  National Treasury, August 2007. 

Figure 25:  Long-term provincial health funding trends (R million) (real 2007/08 prices)

Source:  National Treasury, August 2007.
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The Treasury has computed the unit costs per primary 

care visit (including the contribution from local government 

funding) and shown that this has increased, in nominal terms, 

from an average of R64 per visit in 2000/01 to an average 

of R95 per visit in 2005/06. It has expressed concern at the 

“mixed evidence of success”, noting, for example, that while 

“immunisation coverage rates are high, TB cure rates remain 

low”. 

In contrast to the private sector, hospital admission rates 

have remained fairly constant, estimated at 93 per 1 000 

uninsured lives in 2005/06. Hospital outpatient and casu-

alty visits remain high, at 501 per 1 000 uninsured lives in 

2005/06. Determining costs per admission for different levels 

Table 53: Health financing indicators by province

EC FS GP KZN LP MP NC NW WC SA

Claims ratio

2003 - - - - - - - - - 79.2 a

2004 - - - - - - - - - 78.6 b

2005 - - - - - - - - - 84.4 c

2006 88.0 d

Health expenditure % of GDP

2005 Private sector - - - - - - - - - 4.6 e

2005 Public sector - - - - - - - - - 3.5 e

2005 Total - - - - - - - - - 8.1 e

Medical scheme beneficiaries

2003 - - - - - - - - - 6 924 686 a

2004 595 826 318 822 2 579 404 1 028 600 279 658 454 208 152 333 312 930 1 193 885 6 915 666 b

2005 601 154 326 151 2 535 991 1 038 174 261 955 468 066 143 971 334 919 1 119 247 6 835 621 f

2006 614 197 341 549 2 593 809 1 091 744 300 856 492 387 149 399 365 692 1 157 483 7 127 343 d

Medical scheme coverage

2003 - - - - - - - - - 14.9 a

2004 8.4 10.8 29.2 10.6 5.1 14.0 16.9 8.2 26.1 14.8 b

2005 8.5 11.0 28.1 10.8 4.7 14.5 16.0 8.8 24.1 14.6 f

2006 8.7 11.5 28.2 11.2 5.3 15.1 16.4 9.5 24.4 15.0 d

2004 GHS 9.6 14.9 26.2 11.3 6.4 12.2 14.2 11.8 25.9 14.9 g

2005 GHS 9.8 13.9 22.5 11.4 6.7 10.5 15.6 11.1 22.4 14.0 g

2006 GHS 10.2 14.8 21.8 10.8 6.7 11.2 13.5 13.5 18.8  13.7 g

Pensioner ratio

2003 - - - - - - - - -  6.3 a

2004 - - - - - - - - - 6.7 b

2005 - - - - - - - - - 6.4 h

2006 6.3 d

of hospital are complicated by the fact that hospitals often 

offer services different from their nominal status (e.g. regional 

hospitals offering some tertiary services). A target of R4 000 

to R5 000 per admission at regional hospitals has been 

suggested, but current data show wide variation, from less 

that R3 000 to more than R10 000. The report states that 

the national cost per patient day equivalent (PDE) at district 

hospitals was R1 827, at regional hospitals R3 336, and at 

central hospitals R4 868, significantly exceeding the given 

targets of R793, R1 099 and R1 860 respectively. However 

recent analysis of the cost per PDE for individual district 

hospitals suggests that the actual values are closer to the 

national targets (Table 52).

Table 52:  Cost per PDE by province, 2005/06 and 2006/07 (nominal prices)

EC FS GP KZN LP MP NC NW WC SA

2005/6  731  860  902  834  926  973  949 -  662  834

2006/7  839  896 1 181  897 1 051 1 086 1 205  884  843  954

Sources:  Calculated from BAS data (National Treasury) and financial data 
from NW province, DHIS. 
Target for 2005/6 = R793 [IGFR 2006], target for 2006/7 = R814 
(Health District Development & Performance Assessment Tools. 
National Department of Health; March 2007).
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EC FS GP KZN LP MP NC NW WC SA

Per capita health expenditure (private sector – average benefits per beneficiary per annum, nominal prices)

2003 Private total - - - - - - - - - 5 724 i

2004 Private total - - - - - - - - - 6 012 i

2005 Private total - - - - - - - - - 6 767 i

2006 Private total 7 346 d

Per capita health expenditure (public sector – expenditure per uninsured population, nominal prices)

2003 Public total  851 1 060 1 219  967  701  696 1 144  686 1 326  954 j

2004 Public total  828 1 132 1 284 1 029  803  794 1 108  770 1 505 1 021 j

2005 Public total  950 1 203 1 489 1 224  907  938 1 446  861 1 611 1 168 j

Ratio of public to private sector per capita health expenditure

2005/06 - - - - - - - - - 6.0 j

a Medical Schemes 2003-4.
b Medical Schemes 2004-5.
c Medical Schemes 2005-6. The claims ratio is expected to increase 

given that most schemes have already attained the prescribed level of 
reserves – the accumulation of the necessary reserves had caused the 
ratio to deteriorate over previous years.

d Medical Schemes 2006-7.
e National Treasury. Mark Blecher, National Treasury, personal commu-

nication May 2006. For 2005/06 financial year. Total health exp as 
a % of GDP is lower than previous estimates – but higher in absolute 
numbers. These dif ferences are due to recent upward revisions of GDP 
and the estimate of private out of pocket expenditure used here is a 
fairly conservative one based on Reserve Bank consumption data.

f Medical Schemes 2005-6. South African total includes 5 993 benefici-
aries outside the country. Data are collected primarily on the basis of 
the location of principal members. The number of beneficiaries for 2005 
excludes Bargaining Council Schemes whereas totals for previous years 
included these beneficiaries.

g StatsSA GHS 2004 - 2006.
h Medical Schemes 2005-6. 
i Medical Schemes 2003-4, 2004-5 and 2005-6. Calculated from 

average benefits paid per beneficiary per month x 12
j Mark Blecher, National Treasury, personal communication May 2006 

and August 2007.

Table 54:  Health financing indicators by ethnic group

African Coloured Indian / Asian White All

Medical scheme coverage

2004 GHS 7.2 18.4 36.0 69.7 14.9

2005 GHS 7.1 18.1 32.4 64.2 14.0

2006 GHS 7.2 16.1 29.1 63.1  13.7

Source:  StatsSA GHS 2004 - 2006. 
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District health financing indicators

This year the district level estimates of expenditure per capita 

on non-hospital PHC have been updated. This is a key input 

indicator of equity, and analysis of the trends between 

2001/02, 2005/06 and 2006/07 indicate that in general 

equity between districts is improving, with the ratio between 

the highest and lowest expenditure reducing from 9.3 in 

2001/02 to 3.5 in 2005/06 and 3.3 in 2006/07.

Methodology

Data from the Basic Accounting System (BAS) financial data-

base for all provinces except North West were obtained in 

June 2007 from Vulindlela for the 2005/06 and 2006/07 

financial years. Data from North West were obtained from 

the chief financial officer of the province. Additional data 

sources included:

➤ Data on local government expenditure on primary 

health care from National Treasury. Net expenditure 

was used, i.e. expenditure less income (which includes 

transfers from provinces to LG).

➤ Factors for inflation adjustments based on CPIX were 

obtained from National Treasury to convert all values 

to real 2006/07 prices.

➤ Population data from the DHIS, based on extension of 

StatsSA figures to sub-district level.

➤ Medical scheme coverage from StatsSA General 

Household Survey 2005 and 2006 to calculate the 

uninsured population. It is noted that the GHS and 

other sources indicate that there is significant use of the 

private sector by the uninsured population and also 

some use of the public sector by the insured popula-

tion, however for the purposes of these calculations 

we have divided public sector expenditure by the 

uninsured population in order to estimate per capita 

expenditure.

➤ Geographic information from the Municipal Demarc-

ation Board.

➤ Data on health facilities from the DHIS.

Provincial expenditure is coded according to the 

programmes and sub-programmes published by National 

Treasury (see Table 55). This coding was cleaned and 

made consistent across the provinces. For MP, information 

from the field ‘Objective_lowest_level’ was used to distin-

guish sub-programmes under PR2: District Health Services. 

Expenditure from sub-programmes 2.1-2.5 (District manage-

ment, Community health clinics, Community health centres, 

Community-based services and Other community services) 

constitute the non-hospital PHC expenditure under District 

Health Services.

All expenditure was then allocated to districts using prima-

rily information in the ‘Responsibility_lowest_level’ and other 

‘Responsibility’ fields. The DHIS facilities file was used to code 

all entries linked to individual health facilities. Expenditure 

which could not be allocated to a specific district was subse-

quently allocated to all of the districts within the relevant 

province in proportion to the total population share of each 

district. Expenditure that was allocated to a region including 

2 districts was similarly allocated to each district within that 

region according to population share. Finally, expenditure for 

cross-boundary districts was combined and included as one 

item in the province that the district is located in according 

to the new demarcation boundaries. This means that for the 

purposes of analysis of per capita expenditure at district 

level, some expenditure which is originally recorded in one 

province may be shown under a different province.

Net local government expenditure on health services was 

added to provincial expenditure on non-hospital PHC, and 

this total was divided by the uninsured population to obtain 

expenditure on non-hospital PHC per capita.

The figures have all been adjusted to take the effect of infla-

tion into account and are presented in real 2006/07 prices.

A matter of concern is that for some provinces, expenditure is 

still not clearly allocated to districts. This suggests that finan-

cial management of health is still not taking place with a 

focus at district level, and it is suggested that district coding 

become a part of the required coding of financial informa-

tion. Another area that is difficult to separate clearly and 

verify is that of transfers to local government.
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Table 55:  Budget programme structure for provincial health expenditure

Programmes Sub-programmes

PR1 Administration

PR2 District Health Services

N
on

-h
os

pi
ta

l P
H

C District management

Community health clinic services

Community health centres 

Community-based services

Other community services

HIV/AIDS

Nutrition

District Hospitals

Coroner Services

Others

PR3 Emergency Medical Service

PR4 Provincial Hospital Services

PR5 Central Hospital Services

PR6 Health Sciences and Training

PR7 Health Care Support Services

PR8 Health Facilities Management

Other
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Health and Related Indicators 15

Health Financing – Public sector

Figure 26:  Trends in non-hospital PHC expenditure per capita by district (real 2006/07 prices)

Sources:  SAHR 2003/04 Ch20. Values adjusted for inflation to real 2006/07 
prices.

 BAS expenditure data (Vulindlela) and NW province financial data. 
Values for 2005/6 adjusted for inflation to real 2006/07 prices.

 National Treasury (Local government expenditure and inflation 
adjustments).

 DHIS (Population data)
 StatsSA GHS 2005 and 2006. (Medical scheme coverage)
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Map 4:  Non-hospital PHC expenditure per capita 2001/02 (real 2006/07 prices)

Map 5:  Non-hospital PHC expenditure per capita 2006/07 (real 2006/07 prices)
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International Indicators

Since so much international data is now readily available 

through international agencies, only a minimal set of indica-

tors is included here for SADC Member States.

Table 57:  Selected international indicators for SADC Member States
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GDP per capita (PPP US$)

2004 2 180 9 945 705 2 619 857 12 027 646 1 237 7 418 5 638 674 11 192 943 2 065

Human development index

2004 0.439 0.570 0.391 0.494 0.509 0.800 0.400 0.390 0.626 0.500 0.430  0.653 0.407 0.491

Human development index rank

2004 161 131 167 149 143 63 166 168 125 146 162 121 165 151

Source:  Human Development Report 2006. Estimates for several countries are based on regression rather than new data.

Millennium Development Goals

As 2007 marks the mid-point of the time period to the target 

(2015) for the Millennium Development Goals, these are 

given some prominence in this chapter. This point was also 

made at the 2007 meeting of the National Consultative 

Health Forum. The United National Development Programme 

has launched MDGInfo 2006, an online database system 

for monitoring progress. The most up-to-date material was 

presented in the Millennium Development Goals Report 

2007. The health-related goals, targets and indicators and 

South Africa’s current national values are shown below.
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Table 58:  Health-related Millennium Development Goals, Targets and Indicators

Goal Target Indicator

Goal 1: Eradicate extreme 
poverty and hunger

Target 2: Halve, between 1990 and 2015, the proportion of 
people who suffer from hunger

4. Prevalence of underweight children under five years of age

5. Proportion of population below minimum level of dietary energy consumption

Goal 4: Reduce child mortality Target 5: Reduce by two-thirds, between 1990 and 2015, the 
under-five mortality rate

13. Under-five mortality rate

14. Infant mortality rate

15. Proportion of 1 year old children immunised against measles

Goal 5: Improve maternal health Target 6: Reduce by three-quarters, between 1990 and 2015, 
the maternal mortality ratio

16. Maternal mortality ratio

17. Proportion of births attended by skilled health personnel

Goal 6: Combat HIV/AIDS, 
malaria and other diseases

Target 7: Have halted by 2015, and begun to reverse, the 
spread of HIV/AIDS

18. HIV prevalence among 15-24 year old pregnant women

19. Condom use rate of the contraceptive prevalence rate (Condom use to overall 
contraceptive use among currently married women aged 15-49, %)a

19a. Condom use at last high-risk sex  
19b. Percentage of population aged 15-24 years with comprehensive correct 
knowledge of HIV/AIDSb

19c. Contraceptive prevalence rate

20. Ratio of school attendance of orphans to school attendance of non-orphans 
aged 10-14 years

Target 8: Have halted by 2015, and begun to reverse, the 
incidence of malaria and other major diseases

21. Prevalence and death rates associated with malaria
Malaria death rate per 100 000, ages 0-4
Malaria death rate per 100 000, all ages
Malaria prevalence, notified cases per 100 000 population

22. Proportion of population in malaria risk areas using effective malaria preven-
tion and treatment measures
Malaria prevention, use of insecticide-treated bed nets in population <5, per cent
Malaria treatment, percentage of population <5 with fever being treated with 
anti-malarial drugs 

23. Prevalence and death rates associated with tuberculosis
Tuberculosis death rate per 100 000 
Tuberculosis prevalence rate per 100 000 population 

24. Proportion of TB cases detected and cured under DOTS (Directly Observed 
Treatment Short Course)
Tuberculosis, DOTS detection rate, per cent 
Tuberculosis, DOTS treatment success, per cent 

Goal 7: Ensure environmental 
sustainability

Target 10: Halve by 2015 the proportion of people without 
sustainable access to safe drinking water

30. Proportion of population with sustainable access to an improved water source, 
urban and rural

Target 11: By 2020 to have achieved a significant improve-
ment in the lives of at least 100 million slum dwellers

31. Proportion of people with access to improved sanitation, urban and rural

Goal 8: Develop a Global 
Partnership for Development

Target 17: In cooperation with pharmaceutical companies, 
provide access to affordable, essential drugs in developing 
countries

46. Proportion of population with access to affordable essential drugs on a 
sustainable basis

a Among contraceptive methods, only condoms are effective in preventing 
HIV transmission. Since the condom use rate is often only measured 
amongst women in union, it is supplemented by an indicator on condom 
use in high-risk situations (indicator 19a) and an indicator on HIV/AIDS 
knowledge (indicator 19b). Indicator 19c (contraceptive prevalence rate) 
is also useful in tracking progress in other health, gender and poverty 
goals.

b This indicator is defined as the percentage of population aged 15-24 
who correctly identify the two major ways of preventing the sexual trans-
mission of HIV (using condoms and limiting sex to one faithful, uninfected 
partner), who reject the two most common local misconceptions about 
HIV transmission, and who know that a healthy-looking person can 
transmit HIV. However, since there are currently not a sufficient number of 
surveys to be able to calculate the indicator as defined above, UNICEF, 
in collaboration with UNAIDS and WHO, produced two proxy indica-
tors that represent two components of the actual indicator. They are: 
(a) percentage of women and men 15-24 who know that a person 
can protect herself from HIV infection by “consistent use of condom”; 
(b) percentage of women and men 15-24 who know a healthy-looking 
person can transmit HIV.
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j Antenatal Survey 2006. 
k HIV Household Survey 2005. Data for male and female respondents 

age 15 years and older.
l HIV Household Survey 2005.
m Pop and Repro Indicators 2005.
n DoH Notification System. Note that death notification data (StatsSA 

Causes of death 2005) records 644 deaths from malaria in 2005 
compared to 64 deaths recorded by the Notifiable disease system, 
therefore it is likely that there is substantial under-reporting of malaria 
statistics.

o Global TB Database.
p The values reported in the Global TB database are substantially dif ferent 

to those reported in the Millennium Development Goals database.

Table 59:  National values for the MDG Indicators

Indicator
Available 
baseline Current data

Target  
(2015)

No.a Name Year Value Year Value Range

4 Underweight (%) 1994 9.3 [8.5-10.1]b 1999 11.1 [9.7-12.5]c 4.7

13 Under 5 mortality rate 1990 60d 1998 SADHSe 61 39 (WC) - 81 (EC)
43 (urban) - 71 (rural)

20

2000 BoDf 94.7 46 (WC) - 116 (KZN)

2003 SADHS 57.6 33 (KZN)g - 79 (EC)

2007 ASSAh 70.9 39 (WC) - 93 (KZN)

14 Infant mortality rate 1990 45d 1998 SADHS 45.0 17 (highest asset quintile)
61.6 (lowest asset quintile)
33 (urban) - 53 (rural)

15

2000 BoD 59.1 32 (WC) - 71 EC)

2003 SADHS 42.5 29 (NC) - 68 (EC)

2007 ASSA 46.1 25(WC) - 60 (EC)

15 Measles 1st dose coverage 1990 79d 2006 DHIS 85.8 73 (NW) - 100 (WC)

16 Maternal mortality ratio (MMR) 1990 230d 1998 SADHS 150 38

2003i 110 70 (WC) - 234 (FS)

17 Births assisted by trained health personnel 1998 84 2003 SADHS 92.0 79 (no education)
97 (post Gr12)

17* ANC coverage 1998 94.2 2003 SADHS 91.7

17* Delivery rate in facility 2006 DHIS 78.3 65 (EC) - 92.4 (WC)

18 HIV prevalence (%) (antenatal) age 15-24 1990 0.7 2006 (SA)j 23.1

19 Condom use rate of the contraceptive prevalence rate 2003 SADHS 7.8

19a Condom use at the last high-risk sex, female 2003 SADHS 52.4

2005 43.9k

19b* HIV knowledge, people who know that a person can protect 
herself from HIV infection by condom use

2003 SADHS 71.2
83.4

female
male

2005l 89.0

19c Contraceptive prevalence rate (any method), currently 
married women

1990 48.4m 2003 SADHS 60.3

20 AIDS orphans 2000 158 073h 2007 ASSAh 1 201 675

21 Case fatality rate: malaria 2006 Notificationn 0.7

21* Reported cases of malaria (per 100 000) 1990 6822 cases 2006 Notification 25.9

22 Access to malaria treatment within 24 hours 2003 80

23 Tuberculosis prevalence rate per 100 000 population 1990 735o 2005 511o Wide variationp

23 Tuberculosis death rate per 100 000 1990 89o 2005 71o Wide variation

2005q 158 78 (LP) - 236 (KZN)

2005r 64 30 (LP) - 96 (FS)

23* Incidence of TB (all types) (per 100 000) 1999 360s 2006 722.4s 305 (LP) - 1076 (KZN)

24 Tuberculosis, DOTS detection rate (%) 1997 6d 2005d 103

24 Tuberculosis, DOTS treatment success (%) 1996 69d 2004d 70

24 Cure rate (new Sm+ cases) 1996 54s 2005 57.6s

30 Proportion of population with sustainable access to an 
improved water source

1990 83d 2004 88d 73 (rural) - 99 (urban)

30* Percentage of households with access to piped water 2006 GHSt 85.8 67.4 (EC) - 98.9 (WC)

31 Proportion of people with access to improved sanitation 1990 63d 2004 65d 46 (rural) - 79 (urban)

31* Percentage of households with no toilet 2006 GHS 9.5u 3.2 (FS) - 24.3 (EC)

a Indicators marked with stars are not MDG indicators but have been 
included as proxy measures.

b SAVACG Survey. Data are for age group 6-71 months, not under 5 
years.

c Food Consumption Survey. Data are for age group 12-71 months.
d Millennium Development Goals. Downloaded from database.
e SADHS 2003 (Preliminary).
f Burden of Disease Prov 2000.
g This low value for KZN does not seem plausible based on comparison 

with other data sources and other health outcome indicators for the 
province.

h ASSA 2003.
i Maternal Deaths 2003.
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q StatsSA Causes of death 2005. Calculated from number of recorded 
deaths with TB as the underlying cause (73 903) per 100 000 popula-
tion. Not adjusted for under-reporting of deaths.

r DoH TB. Calculated from number of TB deaths for treatment outcomes 
for all types of TB (30 113). Clearly a lot of deaths due to TB are not being 
captured by the TB management system.

s DoH TB.
t StatsSA GHS 2006.
u StatsSA GHS 2006. Note that this indicator is approximately an inverse 

measure of the MDG indicator for access to sanitation.
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Indicator Definitions 

Type Indicator Definition

D
em

o
g

ra
p

h
ic Average household size Average number of people living in each household where household is defined as a person, or a group of persons, who occupy a common 

dwelling (or part of it) for at least four days a week and who provide themselves jointly with food and other essentials for living. In other 
words, they live together as a unit. People who occupy the same dwelling, but who do not share food or other essentials, are enumerated as 
separate households. 

Crude death rate Number of deaths in a year per 1 000 population.

Total fertility rate The average number of children that a woman gives birth to in her lifetime, assuming that the prevailing rates remain unchanged. 

P
o

p
u

la
ti

o
n Annual population growth rate The rate at which the population is increasing or decreasing in a given year expressed as a percentage of the base population size. It takes 

into consideration all the components of population growth, namely births, deaths and migration.

Population Total number of people. Projected population figures are based on various projection models attempting to quantify the expected effects of 
HIV and AIDS on population growth.

Population % by province Proportion of South African population in each province (calculated from population per province and population for whole of South Africa).

Population % by ethnic group Proportion of South African population in each ethnic group (calculated from population per ethnic group and population for whole of South 
Africa).

Population % composition Percentage of the population by various categories. 
e.g. Percentage of South African population under age of 15 years  
Percentage of South African population over age of 60 years  
Percentage of South African population female.

Public sector dependent 
population

This is an adjustment of the total population to the number assumed to be dependent on services in the public health sector based on 
medical scheme (health insurance) coverage. It is calculated by subtracting the number of people with medical scheme cover (determined 
from medical scheme membership reports, or surveys indicating percentage of population on medical schemes) from the total population.

D
is

tr
ib

u
ti

o
n Area (square km) Land area covered by geographic entity.

Area as a % of total area of 
South Africa

Area of province divided by total area of country (South Africa).

Population density (people 
per km2)

Number of people per square kilometre.

Rural (non-urban) percentage Proportion of population living in a non-urban environment. Non-urban, or rural areas include commercial farms, small settlements, rural 
villages and other areas which are further away from towns and cities. The definition includes semi-urban areas which are not part of a 
legally proclaimed urban area, but adjoin it.

Urban percentage Proportion of population living in urban environment. An urban area is one which has been legally proclaimed as being urban e.g. towns, 
cities and metropolitan areas.

S
o

ci
o

-E
co

n
o

m
ic GDP per capita (PPP US$) Gross Domestic Product (GDP) - the total output of goods and services for final use produced by an economy, by both residents and non-

residents, regardless of the allocation to domestic and foreign claims. It does not include deductions for depreciation of physical capital or 
depletion and degradation of natural resources. 
Purchasing Power Parity (PPP) - A rate of exchange that accounts for price differences across countries allowing international comparisons 
of real output and incomes. At the PPP US$ rate, PPP US$1 has the same purchasing power in the domestic economy as $1 has in the 
United States. 

Human development index The HDI is a summary measure of human development. It measures the average achievements in a country in three basic dimensions of 
human development:
✧ A long and healthy life, as measured by life expectancy at birth 
✧ Knowledge, as measured by the adult literacy rate (with two-thirds weight) and the combined primary, secondary and tertiary gross  
 enrolment ratio (with one-third weight) 
✧ A decent standard of living, as measured by GDP per capita (PPP US$). 
Caution: Calculation of HDI is an evolving methodology, and comparisons should not be made between years (when methods might have 
varied) but can be made between countries, as issued by the same source.
A high value for the HDI represents better human development.

Human development index 
rank

Rank from 1 to end given to each country according to value of HDI. (Value of 1 represents the best (highest) human development index.)

Poverty prevalence Proportion of people / households living in poverty. Depending on the poverty line and the methodology used there are various estimates of 
the extent of poverty, therefore caution should be observed in comparing estimates from different sources, and comparative reliability can 
be assessed from the rank order correlation between different sets of estimates.

E
d

u
ca

ti
o

n Education level Percentage of people in a given age group who have received a particular level of education.

In this chapter, data are presented for the percentage of population aged 20 years and above with no schooling.

E
m

p
lo

ym
en

t Age dependency ratio The ratio of the combined child population (0-14 years) and the aged population (65 years and over) - persons in the dependent ages - to 
every 100 people of the intermediate age population (15-65 years) - economically active ages. Where more detailed data are lacking, the 
age-dependency ratio is often used as an indicator of the economic burden the productive portion of a population must carry - even though 
some persons defined as dependent are producers and some persons in the productive ages are economically dependent.

Unemployment rate (official 
definition)

The official definition of the unemployed is that they are those people within the economically active population who 
(a) did not work during the 7 days prior to the interview, 
(b) want to work and are available to work within a week of the interview, and 
(c) have taken active steps to look for work or to start some form of self-employment in the 4 weeks prior to the interview. 
Note that the census produces lower estimates of labour force participation because there are less prompts to identify employed people, 
and the Labour Force Survey provides the official labour market statistics.

Indicator Definitions
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Type Indicator Definition
H

o
u

se
h

o
ld

 F
ac

ili
ti

es Percentage of households by 
type of housing

Percentage of households that are categorised as formal, informal, traditional or other.

Percentage of households 
using electricity for cooking

Percentage of households using electricity as their main energy source for cooking.

Percentage of households 
with access to piped water

Includes households with piped water in dwelling, piped water inside yard or piped water on a community stand (< 200m away or further).

Percentage of households 
with no toilet

Percentage of households that have no toilet of any kind.

Percentage of households 
with telephone

Percentage of households with a telephone in the dwelling or a cellular telephone.

Proportion of people with 
access to improved sanitation

Percentage of the population using improved sanitation facilities (including flush to piped sewer system, flush to septic tank, flush / pour 
flush to pit, flush / pour flush to elsewhere). 

Proportion of population with 
sustainable access to an 
improved water source

‘Improved’ water supply technologies are: household connection, public standpipe, borehole, protected dug well, protected spring, rain-
water collection. ‘Not improved’ are: unprotected well, unprotected spring, vendor-provided water, bottled water (based on concerns about 
the quantity of supplied water, not concerns over the water quality), tanker truck provided water. It is assumed that if the user has access to 
an ‘improved source’ then such source would be likely to provide 20 litres per capita per day at a distance no longer than 1 000 metres. 

M
o

rt
al

it
y Adult mortality (45q15) The probability of dying between the ages of 15 and 60 years of age (percentage of 15 year olds who die before 60th birthday).

Life expectancy at birth The average number of additional years a person could expect to live if current mortality trends were to continue for the rest of that person’s 
life. (Most commonly cited as life expectancy at birth.)

D
is

ab
ili

ty Cataract surgery rate Number of cataract surgeries done per year per 1 million public sector dependent population. 

Prevalence of disability (%) Percentage of people reporting moderate to severe disability in a survey where disability is defined as a limitation in one or more activities 
of daily living (seeing, hearing, communication, moving, getting around, daily life activities, learning, intellectual and emotional). 

In Census 2001, disability is defined as a physical or mental handicap which has lasted for six months or more, or is expected to last at 
least six months, which prevents the person from carrying out daily activities independently, or from participating fully in educational, 
economic or social activities. The definition of disability used in Census 2001 is not comparable with that used in Census 1996.

In
fe

ct
io

u
s 

D
is

ea
se Syphilis prevalence rate (%) 

(antenatal)
Percentage of women surveyed testing positive for syphilis.

Tu
b

er
cu

lo
si

s 
(T

B
) Bacteriological coverage rate The bacteriological coverage rate reflects the percentage of cases of PTB for which sputum microscopy results were available. As such, 

it reflects both the availability of laboratory services and compliance with the national TB guidelines which stress the use of sputum 
microscopy in the diagnosis of PTB. 

Cure rate (new Sm+ cases) Percentage of patients who are proven to be cured using smear microscopy at the end of treatment. The cure rate for new smear positive 
patients is regarded as the key indicator in high-burden countries. South Africa is working towards achieving the accepted WHO target of 
an 85% cure rate for new smear positive cases.

DOTS population coverage 
(%)

Percentage of population falling within administrative areas where the DOTS TB control strategy is used.

Incidence of TB (all types) 
(per 100 000)

Number of cases of tuberculosis (all types) reported to the Department of Health per 100 000 population (for the year). Note that reporting 
rates in some areas are far from complete and this may influence the values quite significantly.

Incidence of TB (PTB new 
Sm+) (per 100 000)

Number of cases of tuberculosis (pulmonary TB, new smear positive cases) reported to the Department of Health per 100 000 population 
(for the year). Note that reporting rates in some areas are far from complete and this may influence the values quite significantly.

Interruption rate (new Sm+ 
cases)

% of patients who do not complete their course of treatment (of new smear positive patients). Also called percentage of patients who 
defaulted treatment.

Reported cases of TB (new 
Sm+)

Number of cases of tuberculosis (new smear positive) reported to the DoH for the year.

Reported cases of TB (PTB) Number of cases of tuberculosis (Pulmonary TB) reported to the DoH for the year.

Retreatment ratio Number of Sm+ retreatment cases divided by the number of Sm+ cases (new + retreatment) expressed as a percentage. High interruption 
rates contribute to high retreatment ratios.

Smear conversion rate (new 
Sm+ cases)

Percentage of new smear positive PTB cases who are smear negative after two months of anti-TB treatment and are therefore no longer 
infectious. Numerator: Number of new PTB cases who were Sm+ before starting treatment but show a Sm- after 2 months treatment. 
Denominator: Total number of new Sm+ cases registered during specified time.

Smear positivity (percentage 
of new PTB cases which are 
Sm+)

Number of new smear positive PTB cases divided by number of new PTB cases.

Successful completion rate 
(new Sm+)

% of patients who are cured plus those who complete treatment but without laboratory proof of cure, of new smear positive patients.

Tuberculosis death rate per 
100 000

Number of deaths due to tuberculosis (all types) reported per 100 000 population (for the year).

Tuberculosis prevalence rate 
per 100 000 population

Number of people with TB (all types) per 100 000 population.

Tuberculosis, DOTS detection 
rate (%)

Percentage of TB cases detected under DOTS.

Tuberculosis, DOTS treatment 
success, (%)

Percentage of TB cases cured under DOTS.

M
al

ar
ia Case fatality rate: malaria Number of deaths divided by number of cases expressed as a percentage. The national target is to maintain a CFR below 0.5%.

Reported cases of malaria 
(per 100 000)

The number of cases of malaria reported to the Department of Health per 100 000 population (for the relevant year). Also known as 
incidence of malaria. 
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Type Indicator Definition
H

IV
/A

ID
S AIDS orphans Number of children under 18 years who have lost either a mother (maternal orphan), a father (paternal orphan) or both parents (a double 

orphan) due to HIV/AIDS. 

Previously the definition used was: Number of children under 15 years whose mothers have died of HIV/AIDS. A summary of the definitions 
used: 
ASSA 2000 - maternal orphans less than 15 years 
ASSA 2002 - maternal orphans less than 18 years 
ASSA 2003 - maternal orphans less than 18 years

AIDS sick Number of people estimated to be living with AIDS defining conditions.

HIV incidence The HIV incidence rate is the percentage of people who are uninfected at the beginning of the period who will become infected over the 
twelve months. It refers to the annual diagnosis rate, or the number of new cases of HIV diagnosed each year. (The term ‘prevalence’ refers 
to the estimated population of people who have HIV at any given time.)

HIV prevalence (%) 
(antenatal)

Percentage of women surveyed testing positive for HIV. 

HIV prevalence (%) (total 
population)

Percentage of population estimated to be HIV positive. Population used as denominator is generally the projected population calculated 
from the given model. 

People living with HIV The number of people who are HIV+.

Percentage of deaths due 
to AIDS

Percentage of total deaths attributed to AIDS related causes.

Proportion of ANC clients 
tested for HIV

Proportion of women coming for their first antenatal visit who are tested for HIV.

R
ep

ro
d

u
ct

iv
e 

H
ea

lt
h Age of first sex ≤14 years Percentage of people surveyed (of various age groups) who report having first had sexual intercourse at age 14 years or younger. 

ANC coverage Proportion of pregnant women receiving some antenatal care. 
DHIS data source: Estimated from the number of first ANC visits divided by the population <1 year x 1.15 (as a proxy for the number of preg-
nant women). The compensation factor accounts for the loss due to infant mortality, still births and abortions between 10 and 28 weeks. 
SADHS data source: Percentage of women surveyed who reported receiving some antenatal care from a nurse, midwife or doctor during 
the five years preceding the survey. 

ANC visits per client The total number of antenatal visits over the number of first antenatal visits (equivalent to number of antenatal clients).

Births assisted by trained 
health personnel

Percentage of women who gave birth in the 5 years preceding the survey who reported receiving medical assistance at delivery from either 
a doctor, a nurse or a midwife.

Caesarean section rate Percentage of births that are by caesarean section. 

Condom use at last sex Percentage of those, who reported ever having had sex, who used a condom the last time they had sex. 
Note that the precise definition of this indicator varies between surveys.

Condom use at the last 
high-risk sex

Condom use, women aged 15-24 at last high-risk sex, per cent.

Condom use rate of the 
contraceptive prevalence rate

Condom use to overall contraceptive use among currently married women aged 15-49, per cent.

Contraceptive prevalence rate 
(any method)

Percentage of women of reproductive age (15-49) who are using (or whose partner is using) a modern contraceptive method. Contraceptive 
methods include female and male sterilisation, injectable and oral hormones, intrauterine devices, diaphragms, spermicides and condoms, 
natural family planning and lactational amenorrhoea. 

Delivery rate in facility The percentage of deliveries taking place in health facilities under supervision of trained personnel. (The number of children under one 
year, factorised by 1.04 due to infant mortality, is used as an estimated proxy denominator for expected deliveries.)

Ever had sex (%) Percentage of people who report that they have ever had sexual intercourse.

Female condom distribution 
rate (per 100 females)

The number of female condoms distributed per 100 females 15 years and older.

Current data for female condom distribution are much lower than male condom distribution, therefore the indicator is given per 100 females 
(compared to per male). Numerator: Female condoms distributed x 100 Denominator: Female target population 15 years and older.

HIV knowledge, people who 
know that a person can 
protect herself from HIV 
infection by condom use

HIV knowledge, people aged 15-24 who know that a person can protect herself from HIV infection by consistent use of a condom.

Male condom distribution rate The number of male condoms distributed (to patients at the facility or through other channels) per male 15 years and older. Numerator: 
Male condoms distributed Denominator: Male target population 15 years and older.

Maternal mortality ratio 
(MMR)

The number of women who die as a result of childbearing, during the pregnancy or within 42 days of delivery or termination of pregnancy in 
one year, per 100 000 live births during that year.

Number of maternal deaths The number of women who die as a result of childbearing, during the pregnancy or within 42 days of delivery or termination of pregnancy in 
one year. 

Teenage pregnancy Percentage of women aged 15-19 who are mothers or who have ever been pregnant. The percentage of women who are mothers at the 
time of the survey is a more restrictive definition. 
Note that some of the surveys report this indicator as the percentage who have ever been pregnant of those WHO HAVE EVER HAD SEX. 
This is a different denominator to that used by the Demographic and Health Surveys, and the data can therefore not be directly compared.

TOP facilities functioning (%) Percentage of functioning TOP facilities. Numerator: Number of designated facilities providing termination of pregnancy services. 
Denominator: Total number of designated TOP facilities. Note that data may be reported for the public or private sectors or total (public and 
private). Objective: Increase TOP provision from 30% to 75% of facilities. 

TOPs (Terminations of 
Pregnancy)

The number of terminations of pregnancy.

TOPs by gestational age (%) Percentage of total terminations of pregnancy for various gestational ages. 

TOPs by maternal age (%) Percentage of total terminations of pregnancy for various maternal ages. Caution should be exercised in interpreting this data due to the 
high proportion of unknown data. 

Women year protection rate The rate at which couples (specifically women) are protected against pregnancy.

Indicator Definitions
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Type Indicator Definition
S

T
Is Incidence of STI treated The percentage of people 15 years and older that have been treated for a new episode of an STI. 

Male urethritis syndrome 
(MUS) rate

Male urethritis syndrome cases as a percentage of all new STI episodes treated.

STI partner notification rate 
(%)

Number of STI partner notification slips issues divided by number of STIs treated, new episode, expressed as a percentage.

STI partner tracing rate (%) Number of STI partners treated new divided by number of STI partner notification slips issued, expressed as a percentage.

N
u

tr
it

io
n Anaemia prevalence Percentage of children with Hb <11g/dl.

Iodine deficiency Iodine deficient school (narrow definition) = median urinary iodine concentration < 100mcg/litre
Iodine deficient child = urinary iodine concentration < 100mcg/litre 
Indicator reported as proportion of schools or proportion of children as appropriate. 

Iodised salt consumption Proportion of households’ salt samples with specified iodine concentrations. The legal concentration at packaging is 40-60mg/kg. A 
concentration <10mg/kg is probably insufficient to prevent iodine deficiency disorder. 

Iron deficiency anaemia 
prevalence

Percentage of children with Hb <11g/dl and ferritin <12mcg/l.

Iron deficiency prevalence Percentage of children with ferritin <12mcg/l.

Obesity (%) Percentage of people with a body mass index (BMI) (body mass in kg divided by the square of the height in m) equal to or more than 
30kg/m2.

Overweight (%) Children: Proportion of children with weight for height over 2 standard deviations from the norm (reference population median). 
Adults: Percentage of people with body mass index (BMI) of 25-29.9 kg/m2. BMI is weight in kg divided by the square of height in m.

Stunting (%) Proportion of children with height for age under 2 standard deviations from the norm (reference population median).

Underweight (%) Children: Proportion of children with weight for age under 2 standard deviations from the norm (reference population median). 
Adults: Percentage of people with body mass index (BMI) <18.5 kg/m2. BMI is weight in kg divided by the square of height in m.

Vitamin A deficiency Percentage of children with serum retinol <20mcg/dl.

Waist-hip ratio (WHR) above 
cut-off (%)

Percentage of people with the ratio of waist / hip circumference ≥1.0 (for men) or ≥0.85 (for women). 

Body Mass Index does provide an index for obesity, but has limitations in predicting risk for cardiovascular events. Research has indicated 
that measurement of WHR enables prediction of cardiovascular risk (Am Heart J 2005 Jan 149: 54-60).

Wasting (%) Proportion of children with weight for height under 2 standard deviations from the norm (reference population median).



335

Health and Related Indicators 15

Type Indicator Definition
C

h
ild

 H
ea

lt
h Children under 5 years 

weighing rate
The percentage of PHC headcount under 5 years that were weighed. Monitoring whether the policy of weighing all children seen at least 
once a month is being adhered to.

Child mortality The number of children aged 12 months to 5 years (i.e. to the end of the 4th year) who die in a year, per 1 000 live births.

Diarrhoea incidence <5 per 
1 000

The number of children under 5 years with diarrhoea per 1 000 population under 5 years per year. 

Exclusive breastfeeding rate Percentage of living children receiving only breast milk from birth to various ages. Optimal breastfeeding practices include exclusive 
breastfeeding (breast milk with no other foods or liquids) for the first six months of life, followed by breastmilk and complementary foods 
(solid or semi-solid foods) from about six months of age on, and continued breastfeeding for up to at least two years of age while receiving 
complementary foods. (http://www.childinfo.org/eddb/brfeed/)

Immunisation coverage of 
children <1 year

Percentage of children under 1 year who are fully immunised. Calculated from the number of children fully immunised (defined as first visit 
where all required vaccinations are completed) divided by the population <1 year. 

Immunisation drop out rate 
(DTP1-3)

The percentage of children who dropped out of the immunisation schedule between the first dose (normally at 6 weeks) and the third dose 
(normally at 14 weeks).

Immunisation drop out rate 
(measles 1 to 2)

The percentage of children who dropped out of the immunisation schedule between the first (normally at 9 months) and second (normally at 
18 months) measles dose. 

Infant mortality rate The number of children less than one year old who die in a year, per 1 000 live births during that year.

Low birth weight rate Percentage of live births under 2 500g.

Measles 1st dose coverage The percentage of children who received their 1st measles dose (normally at 9 months) - annualised. Equivalent to MDG indicator 
‘Proportion of 1 year-old children immunised against measles’. 

Neonatal death rate (NNDR) Number of deaths within the first 28 days of life, in a year, per 1 000 live births during that year. Also called Neonatal Mortality Rate 
(NNMR). 

Not gaining weight under 5 
years rate

The percentage of children weighed who had an episode of growth faltering/failure during the period. Note that WC uses a ‘tighter’ defini-
tion of not gaining weight.

Number of orphans Number of children under 18 years whose biological mother, biological father or both parents have died. Different kinds of orphans are 
defined as: maternal orphans - a child whose mother has died, or whose living status is not known, but whose father is alive. paternal 
orphans - a child whose father has died, or whose living status is not known, but whose mother is alive. double/dual orphan - a child whose 
mother and father have both died, or whereabouts are unknown.

Perinatal care index Perinatal mortality rate divided by the Low birth weight rate.

Perinatal mortality rate The number of perinatal deaths per 1 000 births. The perinatal period starts as the beginning of foetal viability (28 weeks gestation or 1 
000g) and ends at the end of the 7th day after delivery. Perinatal deaths are the sum of stillbirths plus early neonatal deaths. As from the 
Saving Babies 2003-2005 report, reporting has been brought into line with the international standard of reporting according to all births 
≥500g.

Post-neonatal mortality rate Number of deaths occurring between 28 and 365 days after birth per 1 000 live births in the same period.

Severe malnutrition under 5 
years incidence

The number of children who weigh below 60% Expected Weight for Age (new cases that month) per 1 000 children in the target population.

Stillbirth rate Number of stillbirths per 1 000 total births.

Under 5 mortality rate The number of children under 5 years who die in a year, per 1 000 live births during the year. It is a combination of the infant mortality rate, 
plus the age 1-4 mortality rate.

Vitamin A coverage children 
12-60 months 

Percentage of children 12-60 months receiving vitamin A 200 000 units - full coverage is 200% or two doses per child per year.

Vitamin A coverage infants 
6-11 months

Percentage of infants 6-11 months receiving vitamin A 100 000 units.

C
h

ro
n

ic
 D

is
ea

se
s Cervical cancer screening 

coverage
Number of cervical cancer smears in women age 30 and older screened for cervical cancer divided by the female target population (age 30 
and older). 
Since the policy is that each woman should be tested once every 10 years, when considered annually this indicator should be multiplied by 
10 to assess the annual coverage.

Hypertension prevalence Number of people with hypertension per 1 000 people in the target population. 

Data for the private sector are based on the number of people being TREATED for this condition. 
In the SADHS 1998, the prevalence of hypertension reported here is classified as follows:  
Moderate and severe hypertension: BP equal to or above 160/95 mmHg or taking hypertension medication  
Any hypertension: BP equal to or above 140/90 mmHg or taking hypertension medication.

In the SADHS 2003, the prevalence of hypertension was defined as percentage of respondents age 15 and above who were told by a 
doctor nurse or health worker at a clinic or hospital that they have this condition.
SADHS data have been converted from a percentage to the rate per 1 000 population.

Hyperlipidaemia prevalence Number of people with hyperlipidaemia per 1 000 people in the target population. Data for the private sector are based on the number of 
people being TREATED for this condition. Data for the total population from SADHS are based on the number of adults 15 years and older 
who were told by a doctor, nurse or health worker that they have a chronic health condition.

Indicator Definitions
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Type Indicator Definition
B

eh
av

io
u

r 
&

 A
w

ar
en

es
s Alcohol dependence (%) Percentage of people who show signs of alcohol dependence. Alcohol dependence is identified using four screening questions that indi-

rectly inquire about alcohol use (CAGE questionnaire). An affirmative answer to two or more questions is classified as alcohol dependence. 
CAGE questions are: C - Has anyone ever felt you should Cut down on your drinking? A - Have people Annoyed you by criticizing your 
drinking? G - Have you ever felt Guilty about your drinking? E - Have you ever had a drink first thing in the morning (Eye-opener) to steady 
your nerves or to get rid of a hangover? 

Currently drink alcohol (%) Percentage of people who currently drink alcohol.

Ever drank alcohol (%) Percentage of people who ever drank alcohol.

Ever smoked cigarettes (%) Percentage of people who have ever smoked a cigarette, even one or two puffs.

Frequent smokers (%) Percentage of people who smoked (cigarettes) on 20 or more days of the past 30 days.

Number of admissions for 
alcohol and other drug abuse

Number of patients admitted for treatment by treatment centres who are part of the SACENDU Project sentinel surveillance system. As at 
15 May 2007 these included 28 centres in Cape Town, 6 centres in Durban/Pietermaritzburg, 9 centres in the Eastern Cape, 19 centres in 
Johannesburg and Pretoria (GP), 4 centres in Mpumalanga and 7 centres in Free State, Northern Cape and North West provinces. Where 
data for the latter 3 have not been disaggregated these are included in the national total.

Percentage participating in 
insufficient physical activity

Percentage of those surveyed who did not participate in either vigorous or moderate physical activity that would have been sufficient to gain 
any health benefit, in the 7 days preceding the survey. Vigorous activity is defined as activities for 20 or more minutes on 3 or more of the 7 
days preceding the survey such as soccer, netball, rugby or basketball. Moderate activity is defined as 30 or more minutes on 5 or more of 
the 7 days preceding the survey such as fast walking, slow bicycling, skating, mopping or sweeping floors.

Prevalence of smoking (%) Percentage of population who currently smoke. This indicator is also known as ‘Current smokers (%)’ Note that the indicator may be given 
just for cigarettes or for other tobacco products.

Primary drug of abuse as % of 
all drugs of abuse

Percentage breakdown of the primary drug of abuse reported by patients admitted to treatment centres that are part of the SACENDU 
sentinel surveillance system. Note that poly-substance abuse is high, with 34% of patients in treatment centres in Gauteng and 55% in 
Cape Town reporting more than one substance of abuse.

Risky drinking (%) - weekends Percentage of current drinkers of alcohol who engage in risky drinking at the weekend, defined as ≥5 drinks per day (males) or ≥3 drinks 
per day (females). 

Smoking age of initiation 
<10 years

Percentage of people who first smoked cigarettes before age 10 years (of those who have ever smoked)

Watch TV more than 3 hours 
per day

Percentage of those surveyed (who have access to a TV, video or computer games) who spent 3 hours or more watching TV or playing 
video/computer games during an average school day.

In
ju

ri
es Percentage adults 

experienced work related 
illness/injuries

Proportion of working adults (adults = 15+ years) who reported suffering from a work-related illness or injury.

Road accident fatalities per 
100 000 population

Number of fatalities due to road accidents per 100 000 population.

H
ea

lt
h

 F
ac

ili
ti

es Length of stay Average duration of patient stay in health facility. 
Numerator: Inpatient days + 1/2 Day patients 
Denominator: Discharges + Deaths + Transfers out + Day patients 

Number of beds

Number of health facilities

Percentage clinics with 
antenatal services every 
week day

Percentage clinics with emer-
gency response < 1 hour

Percentage of clinics with emergency response time shorter than 1 hour

Percentage clinics with EPI 
services every week day

Percentage clinics with family 
planning services every 
week day

Percentage clinics with STI 
services every week day

Percentage clinics with TB 
services every week day

Percentage PHC facilities 
where condoms are freely 
available

Percentage of PHC facilities 
offering VCT

Percentage of PHC facilities offering Voluntary Counselling and HIV Testing (VCT). Indicator was previously known as ‘Percentage PHC 
facilities where HIV testing is made available’ but since about 2000, testing and counselling is together known as VCT.

The STI Baseline Survey used this definition: Percentage of PHC public sector health facilities that consider themselves voluntary counsel-
ling and testing (VCT) sites.

Useable bed utilisation 
(occupancy) rate

Measure of the occupancy of the beds available for use. Numerator: (Inpatient days + 1/2 Day patients) x 100 Denominator: Useable beds 
x days in period. 

Useable beds per 100 000 
population

The number of useable beds divided by the population x 100 000. Where this is calculated for public health sector beds, the population 
used is the public sector dependent (uninsured) population. 

Utilisation rate PHC Number of visits per person to PHC health facilities per year. Calculated from PHC headcount divided by total population. 

Utilisation rate PHC <5 years Number of visits per person <5 years to PHC health facilities per year.

Utilisation rate PHC ≥5 years Number of visits per person ≥5 years to PHC health facilities per year.
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Type Indicator Definition
H

ea
lt

h
 P

er
so

n
n

el (Health professionals) per 
100 000 population

Ratio of the number of (health professionals) to the population (per 100 000). Note that where this is reported for public health sector 
personnel, the population has been adjusted to be the public sector dependent (uninsured) population.

Number of (health 
professionals)

The number of posts for each health profession.
Community Service (CS) posts are allocated against existing (vacant) posts, therefore these health professionals form part of the figure 
reported by PERSAL for the relevant profession.

Nurse clinical workload The number of patients seen per nurse per clinical work day. All nurses doing clinical work, whether professional, enrolled, or assistants, 
must be included in the clinical work days count. Work days used for training, meetings and other non-clinical activities are NOT included in 
the denominator.

Numerator: PHC total headcount 
Denominator: Nurse clinical working days 

Percentage of health profes-
sional posts vacant

Percentage of all health sector (professional) posts that are vacant. 
Vacancy rates are also given for medical practitioners and professional nurses.

Total number of health profes-
sional posts

Total number of health sector posts (health professional categories) including dental, medical, nursing, pharmacy, occupational therapy, 
physiotherapy, radiography and psychology professions. Data from 2002 also includes environmental health professionals. Note that older 
data from PERSAL also included some vacant posts for each profession. Newer data has most of the vacant posts identified, and therefore 
the number of posts primarily reflects filled posts.

H
ea

lt
h

 F
in

an
ci

n
g Claims ratio Percentage of member contributions that has been utilised for the payment of benefits claimed by members of medical schemes, as 

opposed to allocation of contributions for non-health benefits and the building of reserves

Health expenditure % of GDP Percentage of national Gross Domestic Product that is spent on health care.

Medical scheme beneficiaries Number of medical scheme beneficiaries, as reported by the Medical Schemes Council.

Medical scheme coverage Percentage of population covered by medical schemes.

Pensioner ratio Percentage of members of medical schemes who are 65 years or older, in registered medical schemes.

Per capita health expenditure Amount spent on health per person (in Rands) For the public sector, this is often calculated for the population without medical scheme 
coverage (public sector dependent population). For the private sector this is usually calculated for the number of medical schemes 
beneficiaries.

Attention should be given to the notes for each data item, since financial indicators are affected by inflation, and expenditure may be 
reported according to currency value for a particular year to facilitate comparison of real differences. 
The nominal value is the value of anything expressed in money of the day, versus real value which removes the effect of inflation.

Per capita expenditure (non-
hospital PHC)

Amount spent on non-hospital PHC services by the public sector per person without medical scheme coverage (in Rands).
Includes provincial expenditure from sub-programmes 2.1-2.5 (District management, Community health clinics, Community health centres, 
Community-based services and Other community services) under District Health Services, plus net Local government expenditure on 
health services. Expenditure is divided by the population without medical scheme coverage.

Expenditure may be given in nominal terms (prices for the year of expenditure) or real terms (inflation adjusted prices to a particular base 
year).

Ratio of public to private 
sector per capita health 
expenditure

Total public health sector expenditure divided by the population covered (public sector dependent population) : total medical scheme 
expenditure divided by number of beneficiaries. Where expressed as a single figure, is private/public per capita expenditure. i.e. for 
2002/03 private expenditure per person is about 7.1 times higher than public sector expenditure per person.
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MDGs Millennium Development Goals 
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PHI Private Health Insurance
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RAMS Representative Association of Medical Schemes (now BHF)
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RtC Right to Care
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SAMA South African Medical Association 
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SAPC South African Pharmacy Council

SARS South African Revenue Service 

SASIM South African Society of Integrative Medicine

SASSA South African Social Security Agency

SEP Single Exit Price

SHI Social Health Insurance

SIMRAC Safety in Mines Research Advisory Committee

SMME Small Medium and Micro Enterprise

SR Statutory Return 

StatsSA Statistics South Africa

STI Sexually Transmitted Infection

TB Tuberculosis

THO Traditional Healers Organisation

TM Traditional Medicine 

TOP Termination of Pregnancy

U5MR Under 5 Mortality Rate

UKZN University of KwaZulu-Natal

UPFS Uniform Patient Fee Schedule 

URL Universal Resource Locator

USA United States of America

VCT Voluntary Counselling and Testing 
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XDR-TB Extreme Drug Resistant Tuberculosis

XML Extensible Mark Up Language
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