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This chapter records progress that has been made towards the introduction of a District Health System (DHS)
model for the provision of primary health care. Lack of consistent and common understanding about the DHS
has been noted and some of the key issues are discussed here. It is argued that the DHS is the “means to an
end” and not the end in itself. The goal is the provision of an equitable, efficient and effective health service that
is based on the primary health care approach.

The chapter provides a recap of some key issues such as the appropriate size of a district, the relationship
between the three spheres of government and the DHS and the respective roles of each sphere of government.
It also briefly discusses the role of the district hospital. There is also a review of the current thinking on the
relationship between district health management and the governance of the DHS.

A “snapshot” is provided of the progress towards the implementation of the DHS in each of the nine provinces.

There is a national management process for the development of the DHS, with the major role being played by
the National DHS Task Team. There is also a District Financing Committee (DFC) looking at the financing
of the services at a district level. This DFC is making use of district expenditure reviews that are being
conducted to provide information to assist with the development of practical budgets for districts.

Much progress has been made but it is clear that there is still a long way to go before there are functional,
autonomous districts providing health services in the country.
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Introduction

This chapter describes the progress made towards the reorganisation and restructuring of the health
system according to the District Health System (DHS) model. It also offers some analysis of the process of
restructuring and decentralisation, as well as recommendations and suggestions on where there is a need
for particular attention to be paid over the next year.

The chapter begins with the proposition that there remains some confusion and differences in
understanding about the DHS, and then seeks to describe this confusion. The chapter provides a “snap-
shot” of DHS development in each of the nine provinces, before describing a number of developments and
initiatives that have taken place at the national level. It ends with a conclusion of the key points.

The district health system - a challenge that remains

Although the DHS has officially been with us for more than five years, the transformation of the
fragmented and inefficient apartheid health system into a coherent and unified national health system
capable of addressing the health needs of the population, especially those living in poverty, was and still is
a massive challenge.

The DHS must first be regarded as a means to an end, rather than an end in itself. In this instance, the
DHS is the “means” to achieve the “end” of an equitable, efficient and effective health system based on the
principles of the Primary Health Care (PHC) approach. The features, elements and conceptual framework
of the PHC Approach should therefore be reflected in the nature and design of the DHS. This means that
the DHS is more than just a structure or form of organisation, but is also the manifestation of a set of
activities such as community involvement, integrated and holistic health care delivery, intersectoral
collaboration and a strong “bottom-up” approach to planning, policy development and management.

Secondly, it should be understood that the PHC approach and the DHS model apply to the whole of
the health system and at all levels of health care delivery. They do not just apply to the “primary” or district
level of the health system, as is commonly implied and understood. In a DHS, the organisation and
management of the entire health system is district-based, meaning that even policy areas such as health
sector financing, utilisation of regional and tertiary hospitals, the relationship with the private sector and
governance should be DHS-based or DHS-centred. In other words, the health district and its management
structure should be the core building block of the entire heath system. Too often however, the DHS is
understood as one component of the national health system rather than the underlying framework for the
organisation of health care as a whole.

The third point to make is that the essence of the DHS is the organisation of health care according to
geographic sub-divisions of a country which are managed through a decentralised management structure.
The district management structure is supposed to be the point and level at which different health service
activities are integrated into a comprehensive and holistic approach to health care. For example, community-
based and facility-based health activities would be implemented as different components of a single health
plan for a given population and area. This is in contrast to a health system primarily organised according to
specific health services (e.g. a nation-wide family planning programme operating through a centralised and
vertical management system), or according to non-geographic population groups (e.g. health care services
organised by race or by class).

The DHS therefore represents a truly profound break from an apartheid health system that was
characterised by fragmentation, inefficiency, centralised authoritarianism and the separation of curative
services from preventative care.
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However, while the theory of the DHS may appear to be straightforward, its implementation is much
more complex. Part of the complexity is the result of there being different interpretations or understandings
of the following areas:

❖ The appropriate size of health districts

❖ The roles and relationship between the health district and local government

❖ The relationship between local government and the provincial department of health

❖ The relationship between the national, provincial and district levels of the health system

❖ The role and relationships of the district hospital

❖ The roles of and relationship between management and “governance” structures.

Size

One of the key requirements of a well functioning DHS is that health districts are appropriately sized.
An ideal health district would have a population size of between 50 000 and 500 000 within a manageable
geographic area. Provinces with a low population density such as the Northern Cape would therefore have
large districts with a small catchment population, whilst provinces with a high population density would
have small districts with a larger population size. What is important is to get the balance between health
districts which are large enough to have a full range of district health services (including a district hospital
and certain technical services), but small enough to promote meaningful community involvement and
enable management to be “intimate” with the specific details and issues of service delivery on the ground.

A DHS with health districts that are too small will result in having a greater number of health
districts, and therefore, more management structures and systems. Not only will this make cohesion and
co-ordination more difficult at a national or provincial level, it will cost more and fail to capture certain
economies of scale. Having too many small health districts could also create a further dislocation between
primary level services and district hospital services because many health districts would not have a district
hospital. In all likelihood this would result in district hospitals being managed as separate entities from the
rest of primary level health care.

On the other hand, if health districts are too large, district-level management can become unwieldy
and bureaucratic, removed from “the coalface of service delivery” and too remote from the community.
The relationship of geographical demarcation for effective decentralised management and national/provincial
co-ordination and cohesion is therefore important.

The relationship between local government and the health

district

The interim nature of the post-apartheid local government (LG) structures and systems has been a
major stumbling block to the implementation of the DHS. Previous Health Reviews have described some
of the difficulties of DHS development being a parallel process to that of LG. In the past two years however,
there has been a more concerted effort by the national and provincial departments of health (DoHs) to link
DHS development to LG development.

An important step will be made when LG boundaries, legislation and policies are finalised, so that
health systems development can be aligned with LG development. The Local Government Demarcation
Act of 1998 made provision for a national Municipal Demarcation Board (MDB) to demarcate all municipal
boundaries throughout the country in time for the November 2000 municipal elections.
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The hotch-potch of different post-apartheid municipalities - Transitional Metropolitan Councils,
Transitional Metropolitan Substructures, Transitional Local Councils, Remaining Areas, District Councils,
Service Councils, Regional Service Councils, Transitional Rural Councils and Transitional Representative
Councils - will soon be rationalised into three new categories:

❖ Metropolitan municipalities (Category A)

❖ Local area municipalities (Category B)

❖ District municipalities (Category C).

Since the MDB was established in 1998, the following progress has been made:

❖ 5 Metropolitan Municipalities have been identified (Cape Town, Durban, Johannesburg, East-
Rand and Pretoria)

❖ About 50 District Municipalities have been proposed (to be finalised by the end of January 2000)

❖ Work has begun on the demarcation of approximately 500 local municipalities (to be finalised by
April 2000).

As far as the DHS is concerned, the following LG issues shall need to be resolved: a) the alignment of
the new LG boundaries with health districts that were previously demarcated; b) the role of district
municipalities versus local area municipalities in health service delivery; and c) the relationship between
district health governing bodies and LG.

For the DHS to be aligned with LG, many health district boundaries will probably have to be re-
drawn. However, most, if not all, district municipalities will be too large (geographically and demographically)
to act as health districts, while many local area municipalities (especially in the rural areas) will be too small.
While metropolitan municipalities are of a manageable geographic size for decentralised health management,
their population numbers will exceed those that are recommended for well functioning health districts.

Therefore, areas that are roughly half way between the size of District Councils and local area
municipalities may need to be configured as health districts. In the five Metropolitan municipalities, health
districts could correspond to metropolitan sub-structures. In the rest of the country, “health districts” could
be structured either as sub-divisions of district municipalities, or as a collection of several local area
municipalities. It should be stressed at this point that the purpose of suggesting an intermediate level for
“health districts” is not to create a new level of governance or bureaucracy, but to have an appropriate
geographical area for population-based health care planning and management.

The way that health districts relate to LG will also depend on the choice made between the three
governance options for health districts:

1. LG “governs” the health district

2. A statutory District Health Authority “governs” the health district

3. The provincial DoH “governs” the health district.

In some instances, the provincial governance option will be interim until LG has the capacity to
deliver a full basket of district health services. There are therefore a number of possible permutations,
including:

❖ One District Council “governs” two to four “health districts”

❖ Several local municipalities “co-govern” one “health district” – i.e. the local area municipalities
would share the role of “governance” but there would be a single health management team
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❖ The provincial DoH “governs” all health districts where LG capacity is insufficient

❖ A statutory District Health Authority, which may include elected LG councillors, “governs” the
health district

Each of these options will carry a specific set of funding, policy and accountability issues with regard
to the provincial DoHs (see below). The national DoH has also undertaken a review of nomenclature so as
to avoid confusion, especially with the term “district”.

The relationship between LG and the provincial DoH

Even if the boundaries of LG are aligned to appropriately sized health districts, there are other issues
about the relationship between the provincial DoH and LG with respect to health service delivery that will
need to be clarified.

While LG will be an independent sphere of government with a constitutional duty to provide
“municipal health services”, it will be important for both the national and provincial DoHs to have
mechanisms for ensuring some standardisation between different health districts, and for being able to
ensure the redistribution of health resources in pursuit of equity. For example, in order to promote easy and
flexible staff mobility within the health system, staffing and remuneration policies should cut across health
districts. Another example would be for the provincial DoH to have some authority to ensure a common
health information system so that district health indicators are comparable and can be easily aggregated.

The ability for provinces to ensure some resource redistribution from the advantaged to the
disadvantaged health districts will be very important if equitable health care delivery is to be achieved.
Given that the bulk of health care resources are tied up in personnel, the DoHs, Local Government and the
unions will have to make sure that human resource rules, regulations and laws are developed to serve the
needs of those dependent on public services.

The balance of authority and responsibility between provinces, LG and health districts must be carefully
fine-tuned to ensure both the benefits of centralised co-ordination, cohesion, redistribution and economies
of scale and the benefits of local autonomy and decentralised management.

Another important area will be the financial arrangements made between the provincial and local
spheres of government. If some variation of the LG governance option is chosen, LG could be paid in one
of two ways to deliver health services. They could either get a block grant from the province and be free to
decide how to apportion this money to their different sectors, or LG could receive funds specifically from
the provincial DoH to provide a specific set of health services.

It is possible that the financial relationship with the provincial government will partly depend on the
type or category of LG. For example, metropolitan municipalities are more likely to receive a block grant
in addition to having a considerable amount of locally raised revenue, and thereby have the freedom to
choose how to make use of their global budget. Smaller municipalities that choose to render health services
may do so under much stricter service agreements or contracts with the provincial DoH.

Work to explore the policy direction of introducing performance and service agreements between
provincial DoHs and LG has also been commissioned by the national DoH through DeLoitte and Touche.
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The relationship between the national, provincial and

district levels of the health system

The DHS is a strategy expected to result in decentralised management. This requires the transfer of
responsibility, resources and authority from central levels of management to the periphery. Experience
from other countries shows that decentralisation is nearly always resisted by central officials. Conditions
that contribute to the continued centralisation of resources, authority and power include the centralisation
of finances and the hierarchical culture of the civil service. In addition, officials at the periphery of the
health system are usually lower ranked than officials in the centre - therefore, while there is a decentralisation
of responsibilities and activities, there may not be a concurrent decentralisation of authority and seniority
within the health system, especially at district level. The conditions described above exist to some degree in
South Africa, and need to be addressed if we are to achieve meaningful decentralisation.

Compounding the tendency towards centralisation are several vertical lines of authority and
management at the provincial and national level which are still inadequately integrated, resulting in some
uncoordinated policy development, duplication of activities and confusion at the district level. While some
vertical systems and lines of reporting are always required in a system as complex as a health system, there
needs to be an appropriate balance between vertical differentiation and horizontal integration.

If the DHS is to become successfully established, the provincial and national DoHs will have to accept
a diminished role. They will have to learn to adapt and change their roles from being line managers to
being providers of broad policy direction, support and technical input, while the day to day issues of
delivery and implementation are managed at the district level. Currently the national and provincial levels
of health management are too involved with issues of implementation at operational level rather than
focusing on appropriate central functions, such as the provision and management of regional and provincial
heath services, human resource production, strategic policy development, research, legislation, advocacy,
international liaison, mass media health promotion and health sector financing.

While role clarification between the provincial and district level will generally be based on a
differentiation between strategic and operational activities, role clarification between the national and
provincial levels may be more difficult as the provinces’ ability to develop their own health plans, policies
and strategies independently of national health plans, policies and strategies is ill-defined.

The methods and mechanisms whereby central officials interact with their counterparts at the periphery
also need to change. The practice of officials from the periphery coming to the centre en masse to receive
instructions or to report to the centre still happens more frequently than the practice of central officials
visiting the periphery to provide support and assistance. Increasingly, implementation strategies for improving
the quality of health care will need to be tailored to the specific conditions and circumstances of individual
provinces and districts and standardised plans or common “recipes” intended to suit all provinces or all
districts should be abandoned.

The role and relationships of the district hospital

District hospitals should form an important and integral part of the DHS. They are crucial for providing
support to primary health care services and for providing basic level one hospital services such as Caesarean
sections and basic paediatric in-patient care.

In some provinces however, there is a tendency to remove district hospitals from the umbrella of
health districts, leading to an artificial divide between level 1 hospital services and primary level care. The
protagonists of the separation of hospitals from primary level care argue that this is necessary to prevent
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clinics and community health centres from being “dominated” or “exploited” by hospitals (i.e. to avoid
creating hospicentric health districts). Another argument for this separation comes from LG which may be
unwilling to take on the responsibility of managing the full basket of district health services which includes
district hospitals.

While it is important to avoid hospicentric health districts, separating the management of hospitals
from primary care services is not the solution. Separation will aggravate the division between two symbiotic
components of a single system as well as potentially blocking the ability of district health managers to use
the hospital resources in support of district and PHC development.

On a more positive note, the importance of district hospitals to effective PHC delivery is beginning
to be recognised, and several initiatives to improve the quality of care in their district hospitals have begun.
These include training courses for district hospital managers, developing guidelines for conducting a situation
analysis of district hospitals, defining a core package of district hospital services and improving the information
systems of hospitals.

The role and relationship between district

management and “governance” structures

In all provinces, there has been an emphasis on strengthening the structures and systems through
which the community and public are able to influence health care delivery and make it more accountable.
All districts are expected to have a “governing structure” designed to hold district health management
teams accountable, and the current policy is for all provinces to eventually hand over this responsibility to
LG.

However, the term “Local Government” can sometimes be ambiguous as it includes a conflation of
both employed or salaried health workers/officials as well as councillors/politicians elected as community
representatives of the district.

Figure 1: Co-operation between management and governance structures within a health district
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At a sub-district level, health workers are also expected to relate to community health forums, clinic
committees or hospital boards. A potentially complex network of community structures and health worker
structures will therefore be present in every health district, and it will be important for these networks to
be set up with a clear sense of the responsibilities, powers and functions of each structure to avoid conflict,
confusion and poor integration.

A snapshot of progress in the nine provinces

As the quasi-federal state of South Africa slowly begins to take root, we can expect to distinguish
more clearly subtle but significant differences in the way Government operates in each of the nine provinces.
The section below attempts to provide a snap-shot of DHS development in each of the nine provinces,
with a focus on the following areas:

❖ Demarcation

❖ The establishment and appointment of district managers and District Management Teams (DMTs)

❖ The role of regional offices

❖ The co-ordination and rationalisation of policies and plans at provincial level

❖ The degree of decentralisation of authority

❖ The development of effective governance structures.

Eastern Cape

The Eastern Cape has 21 health districts and 5 regions.

District Managers and DMTs: 16 of the 21 health districts have fully appointed District Managers
(DMs) who are at Deputy Director level.  In several districts, there have been other appointments to
the District Office. For example, four Assistant Director posts have been filled in about eight districts
to manage the following portfolios:  Health Information Systems (HIS), Maternal, Child and Women’s
Health (MCWH), Communicable Diseases and Environmental Health. Various management
strengthening initiatives have also been initiated by the provincial DoH. However, authority, and
especially financial control, is still fairly centralised.  The imposition of new policies, plans and demands
from above, sometimes at short notice, still happens and indicates that districts are not yet properly
established as decentralised management structures.

Regional Offices: Regional Offices still exist, but the Permanent Secretary and top management
are exploring the possibility of scaling down the regional offices.

Relationship with LG: The link between LG and the provincial DoH varies. In Region E, for
example, there are no local authorities rendering health services. However, in Region A, local authorities
are significant health service providers, and tension between the Regional Office and the District
Council has resulted in a slow progress with district development. In three health districts, the acting
DM is a LG employee. The province is likely to apply both the provincial and the LG governance
options for health districts.

Improving the efficiency and quality of systems and service delivery: While a lack of co-ordination and
integration between the various vertical programmes at provincial level remains a problem, areas of
improvement include the development and implementation of stock bin-cards for drugs and supplies,
improvements in the care of malnutrition and significant progress towards a district-based HIS, an
Eastern Cape PHC package based on the national policy and a clinic supervisor checklist.  This year
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also saw the implementation of the HIV/AIDs, STD and TB (HAST) module as part of the District
Management Certificate Programme, which focused on the improvement of STD/HIV and TB
services. This programme is a collaborative programme developed and facilitated by the Universities
of  Transkei, Fort Hare, Rhodes, Port Elizabeth and the DoH.

Free State

The Free State has 14 health districts and 6 Regions.

District Managers and DMTs: There are no appointed District Managers in any of the districts,
although Assistant Directors have been allocated to co-ordinate district development. District Offices
exist throughout the province, but tend to be only staffed by provincial employees. For this reason,
most of the Free State health districts remain fragmented, with local authorities continuing to render
primary level services independently of other district health services. However, in three ISDS-supported
districts, interim integrated co-ordinating structures have resulted in co-operation and co-ordinated
health management between the province and local government. Plans by the provincial DoH and
the Centre for Health Systems Research and Development are underway to replicate these processes
in other relevant districts.

Regional Offices: There has been some progress made towards slimming down the size of Regional
Offices primarily through the deconcentration of regional staff to the districts. Much of the work of
district development is being done by regional offices headed up by a Deputy Director. A significant
amount of provincial authority has been devolved to the Regional Offices.

Relationship with LG: The provincial DoH have a close working relationship with the Free State
Local Government Association (Freeloga) and have also set up a body called the Provincial Facilit-
ating Committee, a forum at which major stakeholders can meet to discuss key policy issues.  The
Free State seems to be heading towards a universal application of the LG governance option for
health districts.

Improving the efficiency and quality of systems and service delivery: The Free State has a number of well
developed plans and policies. The challenge is to translate these into improvements in the quality of
care. In addition to a number of training initiatives, improvements in the organisation of some services,
for example mobile services to rural populations, has led to better delivery.  The provincial DoH has
begun a process for ensuring co-ordination and integration between the different programmes and
sections of the DoH, as well as defining the appropriate roles and functions of the provincial and
district levels of the government. The failure of the Free State tick sheet system has been a set-back to
the development of district-based health information systems but has given the province the opportunity
to start afresh with developing a DHIS.

Gauteng

Gauteng has 25 health districts and 5 regions.

District Managers and DMTs: There are no appointed District Managers although some districts
have acting District Managers. There is a proposed organogram for the DMT. LG and provincial
health services work together on the basis of co-operation rather than on any form of structured
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integration.  While some regions and districts have forums/processes for collaboration, these are
usually weak.  The Interim Provincial Health Authority has agreed that provincial employee and
LG employees will have an equal opportunity to apply for DM posts.

Regional Offices: Regional Offices exist, but there are problems with the lack of clarification and
duplication of roles between regional offices and LG structures. An audit has been commissioned to
identify clearly the duplication of functions. Recently, health promotion officers who were attached
at regional level have been moved to the district level - otherwise there has been no significant down-
sizing of the regional offices.

Relationship with LG: As a largely urban province with strong LG structures, significant changes
and progress are expected to happen soon after the redemarcation process. At the time of writing,
some health district boundaries actually intersect LG boundaries, causing significant problems.  At
the provincial level, senior provincial and LG officials have been meeting since 1995. In May 1999 an
Interim Provincial Health Author ity was set up, chaired by the MECs for Health and Local
Government, Chair of the Standing Committee on Health and twenty-seven representatives of the
Gauteng Association for Local Authorities. The province adopted the LG governance option in
November 1998.

Improving the efficiency and quality of systems and service delivery: In line with the restructuring at
national level, provincial programme managers have recently begun to work more as teams or in
“clusters”.

KwaZulu-Natal

KwaZulu-Natal has 25 health districts and 7 regions.

District Managers and DMTs: None of the health districts have appointed District Managers,
although they have “District Unit Co-ordinators”. There have been no other appointments to a
DMT. Most districts have an interim DMT, but have been weakened over time by their long interim
status and their lack of involvement in provincial policy formulation on district issues.

Regional Offices: Power and authority is still largely centralised, and the position and role of the
regional office are being strengthened, a point of serious concern. The imposition of new policies,
plans and demands from above, often at short notice, is still happening, indicating that districts are not
being given adequate recognition.

Relationship with LG: As with some of the other provinces, the role of LG in health care delivery
varies from region to region. In parts of the former KwaZulu homeland, there are no LGs rendering
health services. However, Durban, Richard’s Bay and Pietermaritzburg have significant health service
rendering LG bodies.

Improving the efficiency and quality of systems and service delivery: The province has a number of
initiatives aimed at improving the quality of health care, including a provincial EPI survey, a hospital
accreditation programme, HIS development, management training for IDMTs and training around
governance as some examples. The province has defined its core business from a client’s perspective
and plans to review its 5-year plan with emphasis on programmatic intervention and integration.
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Mpumalanga

There are 16 health districts and 3 regions.

District Managers and DMTs: In all the districts District Managers who are at Deputy Director
level have been appointed. In some of the districts, there are complete and fully appointed DMTs.

Districts are increasingly becoming established and functional, although power and authority is
still fairly centralised. A development since 1998 has been provinces working together with districts.
Teams of provincial programme managers “come down” to district level to support district management
in developing and implementing an integrated plan. Although there have been some difficulties
experienced, this represents a welcome shift from provincial managers playing a line management
role to a supportive and facilitating role.

Regional Offices: Regional Health Offices were dismantled in the province, but this will be
reviewed with reference to the Local Government re-demarcation process which is likely to see the
establishment of a LG tier roughly equivalent in size to those of health regions.

Relationship with Local Government: As a predominantly rural province, Mpumalanga does not
have LG rendering a significant amount of health services. The province seems to be heading towards
the statutory DHA governance option.

Improving the efficiency and quality of systems and service delivery: The efforts to develop integrated
district health plans should lead to improved planning and co-ordination of training. One feature of
the current district plans is a tendency to try and do too much all at once, with the result that
sometimes too many things are done poorly rather than fewer things done well. Mpumalanga has
contracted out the supply and distribution of drugs to a private company, and there have been mixed
reports on the success of this. One concern in the province is the tendency for health programme and
service delivery units of the DoH to be managed in isolation from the units and sections that deal
with the structure of the health system and with support services (e.g. transport, drug supply and
administration). As a result the integrated district health plans that are being developed currently do
not have adequate involvement and input from a number of key role-players.

North West

The province has 5 health regions and 18 health districts.

District Managers and DMTs: Sixteen out of eighteen district managers have been appointed,
with the two vacant posts advertised. DMTs are in place with 90% of personnel in fully appointed
posts, and all district offices are well established in terms of physical infrastructure. The health districts
have been further divided into sub-districts, with sub-district management teams, to ensure smaller
and more manageable units. Efforts to devolve functions to districts are apparent. The deconcentration
of financial management now includes the establishment of cost-centres at district hospital, district
office and sub-district level, and budgets have been allocated per district since 1997. Some responsibilities
such as procurement on state contract, managing labour relations and appointing personnel below the
level of Assistant Director are now managed at district level.
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Regional Offices: There is a new proposal to create 5 Regional Director posts and a regional
structure which is lean. The province has begun to identify a set of appropriate functions and
responsibilities that will be maintained at this level.

Relationship with LG: The province has selected the “provincial option” in terms of governance,
partly because it only has two significant health service rendering local authorities - Rustenburg and
Klerksdorp. Districts with health service rendering local authorities have initiated a process of developing
“service agreements” with them in their areas. In order to ensure further community involvement,
the Governance Act no. 1 of 1997 ensured the establishment of Community Health Committees,
District Committees and Hospital Boards, and NPPHCN was contracted to train the people serving
on these structures.

Improving the efficiency and quality of systems and service delivery: A number of decentralised
management systems have begun to take root, such as the Health Information System and the TB
programme, where all districts have adopted the WHO strategy for TB Control.

Northern Cape

The province is divided into 6 health regions which for practical purposes are regarded as
districts. The DoH boundaries are same as those of the present LG District Councils and are therefore
used by most other sectors (with the exception of the Department of Education).

District Managers and DMTs: Each district has a fully appointed District Manager. The small
population base means that each District Office has a small, but fully appointed, establishment usually
comprising a PHC co-ordinator, an emergency service co-ordinator, a nutritionist, a pharmacist and
two to three administrative staff. Hospital managers, and in some instances, LG staff are also included
in some District Health Management Teams. Significant decentralisation of authority has taken place
with each District manager having control over all health service activities up to and including
district and community hospitals. Finances have been decentralised, although due to budgetary cuts
and the high salary component, District Management Teams have little real opportunity to reallocate
finances that are not absorbed by personnel costs. The Nutrition Programme has taken the lead in this
field due to the conditional grant from the nDoH with each district nutrition programme manager
responsible for the financial management of its sub-programmes, such as the PEM Scheme, PSNP
etc.

Relationship with Local Government: PHC services were historically provided by numerous small
LAs. Initially the province followed a policy of joint management with the LAs. As a result, in most
districts the province took responsibility for supervision and support of facilities, although the services
fell under the LAs. Kimberley municipality, the only municipality that provides a significant volume
of services is an exception and has remained independent of the newly-established district structures.
Most recently the province has followed a policy of provincialisation which has resulted in some
services (especially mobile services and ambulance services) being take over by province. This has
facilitated the rationalisation of services especially in small towns where small hospitals and clinics
have been combined into single facilities.

Improving the efficiency and quality of systems and service delivery: The enormous distances in the
province and the small staff complements at both district and provincial level make programme
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implementation difficult. Nevertheless there have been improvement in a number of areas.  At provincial
level there has been progress in the area of financial and human resource management systems, and an
extensive programme of management training for district and hospital managers is now underway.
District-based projects aimed at improving the collection and use of health information and TB
control have also impacted positively at both a local and provincial level. Other initiatives include
efforts to improve maternal health and adolescent services. Integrated Management of Childhood
Illness (IMCI) has also been introduced.

Northern Province

There are 26 health districts and 6 health regions.

District Managers and DMTs: All districts have District Managers (called Chief Executive Officers),
initially appointed on a one year probation basis.  The DM post is intended to be a Deputy Direct-
or’s post although some DMs are still at the level of Assistant Director. Due to a variety of reasons, first
a labour dispute and then the national redemarcation process, the appointment of other members of
the DMT have not occurred, although interviews have been conducted across the province. Due to
financial constraints, the filling of DMT posts could only be effected utilising existing staff of the same
rank - personnel could not be promoted into DMT positions.  Although authority is still fairly
centralised there are signs of health districts having more authority and taking more responsibility, and
regions becoming more consultative and supportive rather than authoritative.  While effort are being
made to address this, a lack of programme co-ordination and integrated planning at provincial level is
having a negative effect on the functioning of districts.  This is compounded by communic-ation
problems between the province, regions and districts.

Regional Offices: Regional Offices remain in the province. It is expected that many of the regional
office staff will be appointed as DMT members, thus resulting in a shrinkage of the Regional Office.

Relationship with LG: In those few districts which have LG clinics, functional integration has not
happened, although in recent months there have been several meetings and resolutions made between
the provincial DoH and local government representatives. The majority of districts are likely to be
adopting the provincial governance option. District Health and Welfare Authorities consisting of
community representatives exist in all districts though the degree to which they interact with the
management structures in a productive and effective manner has not been formally evaluated.

Improving the efficiency and quality of systems and service delivery: A number of initiatives to improve
the quality of service delivery are in progress. These include training in IMCI conducted with the
assistance of Medunsa, a quality assurance initiative termed WHISE (Welfare and Health Internal
Standard Examination) which is encouraging facilities to develop their own uniform service standards,
the piloting of tick registers as part of a district HIS and an initiative to develop a model integrated
nutrition programme.

Western Cape

There are currently 25 demarcated health districts with 4 regions.

District Managers and DMTs: All the health districts consist of a mix of LG and provincial services
which has made DHS development difficult.  There are no District Managers or DMTs in existence.
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There are however “task teams” or district co-ordinating meetings set up to promote co-operation
and co-ordination between the provincial DoH, District Councils and local authorities. In some
districts, certain people (either provincially or LG employed) have been asked to act as local “co-
ordinators” of the different service providers within the district. However, this has been an ad hoc
process and a job that comes with little authority.

Regional Offices: Regional Offices are provincial structures, headed by a Director, and are particularly
strong and influential in the province. There has been no sign or indication of this tier of health
management being slimmed down, and this is a concern. In one region, the management of all Day
Hospitals remains centralised at the regional level rather than being part of a district-level management
structure.

Relationship with Local Government: A bi-ministerial Task Team on the future governance of the
DHS set up in 1997 has established a basis for putting sustainable and effective health service delivery
in place, and has formally recommended the LG governance option. District Councils are well
established LG structures with significant health service responsibility, but without financial autonomy.
In terms of active community participation on health decision making, party political agendas within
the population may be having a detrimental effect on the functioning of clinic committees in some
areas.

Improving the efficiency and quality of systems and service delivery: There are signs of improved co-
ordination and rationalisation within the province. For example, there has been movement towards a
uniform health information system for all local government service facilities and the province, and
recently a common patient-folder has been designed for use across all health service rendering
authorities. In addition, the provincial organogram is being restructured to promote greater integration
between the line management of community health service facilities and the line management of
health programmes.

National management of DHS development

In recent years, a complaint from provinces and districts has been the lack of integration of policy
development and planning at national level. To this was added the problem of district development falling
as a particular vertical line function, rather than as the core framework of all policy development and
planning.

There has now been some re-structuring in the national DoH with the sub-Directorate for Health
Systems Development and Policy Co-ordination disappearing in favour of a “task team approach” whereby
different sections and departments within the national DoH work towards the common goal of implementing
a well functioning DHS. In addition to the National DHS Task Team (NHSTT), there is a National DHS
Committee (a sub-committee of the Provincial Health Restructuring Committee) which comprises
representation from the NDHSTT, persons responsible for DHS development in each of the nine provinces
and three members representing SALGA. It meets once every two to three months to discuss matters of
common interest and share lessons on DHS development.

Other activities of the national DoH aimed at establishing the DHS include the further development
of a core package of primary level and district hospital services expected to be delivered by health districts,
and developing guidelines for appropriate and equitable resource allocation to health districts.
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11:  District development

The national District Financing Committee has also been co-ordinating the development of guidelines
for conducting district expenditure reviews (DERs). A DER is an important tool for DMTs to understand
how resources are used and distributed within the health district, which supports the ability of districts to
conduct information-based service planning and budgeting (see box shown below). If DERs are conducted
according to a standardised and common format, they can also be a useful tool for provinces and the
national DoH to contrast resource allocation and use between districts.

In order to establish a common framework and methodology a task team has been established to help
co-ordinate and pilot the conducting of a DER in one district per province. Three such studies have now
been completed in the Western Cape, Eastern Cape and KwaZulu-Natal.

District Expenditure Reviews

The idea of a DER is to first of all pool together all the public sector resources and funds that
contribute to district health care delivery (up to and including Level 1 hospital services). The funds
representing these resources are then disaggregated according to a number of cost centres as shown below.

Figure 2: Process of conducting a district expenditure review

Another notable contribution to district development by the national DoH included the District
Competition which saw a hive of activity amongst several districts as they strove to improve their activities
around a set of key activities and areas of health. Districts competed in urban and rural categories and peer
review was built into the process. Although there were reports of unhealthy competition developing between
districts, complaints of unfairness and concerns that were districts suspending their normal developmental
activities in favour of improving on a small number of selected indicators, there was general consensus that
the competition had been a success. The national DoH intends to conduct this competition on an annual
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basis. Given that many of the constraints to “well functioning districts” are due to the lack of an enabling
environment, problems with central level management and a lack of policy direction, thought should go
towards a competition between provinces to see which province is progressing quickest with DHS
development.

Finally, the national DoH has been instrumental in developing and supporting a number of publications
aimed at building capacity at district level. These include a District Manager’s handbook and a guide to
district health planning.

Additional work being co-ordinated through the national DoH which will have a bearing on the
functionality of health districts include the definition of a comprehensive set of PHC services, norms and
standards for clinics and the development of a patients’ charter.

Conclusions

This chapter has tried to capture some of the key issues that remain as the challenges of South Africa’s
attempt to transform the health system whilst continuing to expand and improve service delivery. Given
the challenges and difficulties inherited from the past, it could be said that the DoH has done a remarkable
job.

On the other hand, given the tragic and frightening reality of an AIDS epidemic that threatens the
whole well-being of the country, no opportunity should be wasted to speed up even further the establishment
of a health system capable of delivering health care in a way that promotes decentralised management with
bottom-up development, effective community involvement and intersectoral collaboration.

Many of the broad policies are now in place, and it is perhaps time now for the national and provincial
DoHs to adopt a more differentiated approach to health systems development, whereby the remaining
building blocks can be arranged and added to the overall policy framework in a way that is suited to the
specific characteristics of each locality.

One way of doing this is to make a bigger shift away from issues of structure, so that issues of delivery
take precedence and help to refine the structures that already exist, and how those structures actually
function. By concentrating more on the implementation of comprehensive and integrated HIV, TB,
Nutrition and MCH Programmes within a decentralised structure for example, we will not only improve
health but also help to mould the existing structure of the health system in a more effective manner.

Finally, in a world where many national health systems are actually being increasingly fragmented by
increasing social and economic inequities, and by increasingly powerful global forces of commerce, South
Africa’s commitment to an equitable population-based health care system is an important and welcome
antidote.


