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4 Service capacity and access

The four tracer indicators of the universal health coverage (UHC) index for the service capacity and access category include 
hospital bed density (inpatient management), health worker density (human resources), access to essential medicines 
(management Primary Health Care), and the International Health Regulations core capacity index. 

This chapter includes three tracer indicators, namely hospital bed density, health worker density and access to essential 
medicines as well as an additional indicator, namely Percentage Ideal Clinics.

4.1 PHC management

Percentage Ideal Clinics
Ronel Steinhobel

The Ideal Clinic (IC) Realisation and Maintenance (ICRM) programme was initiated by the National Department of Health 
(NDoH) in July 2013 in order to systematically improve Primary Health Care (PHC) facilities and the quality of care they 
provide. The programme was further strengthened through being adopted by the Presidency as part of Operation 
Phakisa.a

The quality of care provided at PHC facilities is measured through the IC framework that sets out the standards for PHC 
facilities to provide good-quality health services. The framework was rolled out in all provinces, except the Western Cape, 
for implementation in 2015/16. The Western Cape joined the programme in 2016/17, thus bringing all nine provinces on 
board. 

An IC is defined as a clinic with good infrastructure, adequate staff, adequate medicines and supplies, good administrative 
processes, and sufficient adequate bulk supplies. Applicable clinical policies, protocols and guidelines are adhered to, and 
the clinic harnesses partner and stakeholder support.b

Perfect Permanent Teams for IC Realisation and Maintenance (PPTICRM) were established in each district as drivers for 
implementation of the ICRM programme. The PPTICRM conduct cross-district peer reviews within the respective provinces 
during the third quarter of each year to verify results of the self-assessments and district assessments conducted during 
the first and second quarters. The purpose is to identify weaknesses in clinics and address these by developing and 
implementing targeted quality-improvement initiatives. 

These major challenges remained the same as in the past two financial years. The ICRM programme was developed to 
improve PHC facilities and the quality of care they provide. From these findings, it appears that the programme is used 
more as a compliance tool for the number of assessments conducted, rather than to drive quality improvement. 

The IC framework is used to conduct status determinations at PHC facilities. The assessment tool consists of 10 components 
and 32 sub-components. Each sub-component contains a number of elements, and some elements are further defined by 
checklists containing a set of measures.

Each element is also assigned a specific weight, i.e. ‘vital’, ‘essential’ or ‘important’. In order for a facility to obtain IC status, 
the facility must score a minimum of 83% for elements weighted as ‘vital’, 70% for elements weighted as ‘essential’, and 
70% for elements weighted as ‘important’. Facility performance is then categorised as silver (70−79%), gold (80−89%), or 
platinum (90−100%) for each status determination.

The data used in this section were based on assessments conducted during 2019/20 using version 18 of the assessment 
tool, with 208 elements.c 

The top 10 failed elements, according to the assessment tool identified during the assessments, were:

 ✦ Appointment of staff in line with workload indicators of staffing need (WISN)d

 ✦ Functional Clinic Committees

 ✦ Building complies with safety regulations

 ✦ Training of Nurses on Basic Life Support

a President Jacob Zuma. Report on Operation Phakisa implementation. The Presidency, South African Government, 13 August 2015.

b Hunter R, Asmall S, Ravhengani M, Chandran TM, Tucker J, Mokgalagadi Y. The Ideal Clinic in South Africa: progress and challenges in implementation. 
In: Padarath A, Barron P, editors. South African Health Review 2017. Durban: Health Systems Trust; 2017.

c National Department of Health. Ideal Clinic Definitions, components and checklists. Version 18. Pretoria: NDoH; April 2018.

d National Department of Health. Implementation guideline of Health Workforce Normative Guides and Standards for Fixed Primary Health Care 
Facilities. Pretoria: NDoH; 2015.
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 ✦ Availability of a security guard room or alarm system linked to armed response

 ✦ Patient records adhere to Integrated Clinical Services Management prescriptions

 ✦ Filing, archiving and disposal of records

 ✦ Infrastructure deficiencies 

 ✦ Appropriate storage area for healthcare waste

 ✦ Availability of cleaning equipment and materials.

The percentage IC indicator measures the proportion of fixed PHC facilities that achieved IC status, viz. silver, gold or 
platinum status. The denominator is the total number of fixed PHC facilities; the numerator is the number of facilities 
that obtained IC status during cross-district peer reviews during 2019/20. PHC facilities that obtained IC status in previous 
financial years are not reviewed again by cross-district peer review teams in subsequent years; once they have achieved IC 
status, they are assessed by district teams and are supposed to be continuously monitored to remain ‘ideal’. These facilities 
are included in the numerator.

National overview

Figure 1 shows the national annual trend for the percentage of ICs for the period 2015/16 until 2019/20. The percentage 
increased annually from only 9.2% in 2015/16 when it was implemented to 55.4% in 2018/19, but then declined slightly to 
54.9% in 2019/20.

Figure 1:  National percentage Ideal Clinics, 2015/16–2019/20

Source:  Ideal Clinic web-based application

Provincial overview

Table 1 sets out the number of fixed PHC facilities that have obtained IC status in the country in every financial year since 
the inception of the ICRM programme in 2015. An incremental approach is being used over a five-year period to ensure 
that all PHC facilities are classified as ideal by 2020/21. The number of ICs in the country in 2016/17 was three times higher 
than in 2015/16 (from 322 to 1 037−715 more), but the increase per annum then slowed down to 470 between 2016/17 
and 2017/18, and to 413 between 2017/18. The number of ICs in the country overall decreased by 14 between 2018/19 and 
2019/20. 

Between 2018/19 and 2019/20, the number of ICs declined by 15 in Free State, 12 in KwaZulu-Natal, 26 in Limpopo and 36 
in Northern Cape. The greatest increase in the number of ICs was in North West (32) and Western Cape (22) in the same 
period. Maintenance of facilities that have obtained IC status in previous financial years remains a concern. Of the facilities 
that had an IC status since 2015/16 up to 2018/19, 20.4% lost their status in 2019/20. An additional 212 facilities obtained an 
IC status in 2019/20. The target of having all PHC facilities achieve ‘ideal’ status by 2020/21 appears unrealistic based on the 
increase in numbers between 2015/16 and 2018/19 and the decline in 2019/20.
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Table 1:  Number of fixed PHC facilities with Ideal Clinic status by province, 2015/16−2019/20

 

Total 
number of 
fixed PHC 
facilities

2015/16

number

2016/17

number

2017/18

number

2018/19

number

2019/20

number
Increase/decrease in the 
number of Ideal Clinics

Eastern Cape 773 14 139 157 249 251 2
Free State 222 22 78 114 168 153 -15
Gauteng 368 89 215 291 330 335 5
KwaZulu-Natal 607 141 288 383 461 449 -12
Limpopo 481 27 51 121 165 139 -26
Mpumalanga 288 19 66 87 133 147 14
Northern Cape 162 3 67 89 92 56 -36
North West 308 7 92 121 141 173 32
Western Cape 263  - 41 144 181 203 22
South Africa 3 472 322 1 037 1 507 1 920 1 906 -14

Source:  Ideal Clinic web-based application

In 2019/20, Gauteng had the highest percentage of facilities with IC status at 91.0%, followed by Western Cape (77.2%) and 
KwaZulu-Natal (74.0%). Limpopo performed the worst with only 28.9% of fixed PHC facilities obtaining IC status, followed 
by Eastern Cape at 32.5%, Northern Cape at 34.6% and Mpumalanga (MP) at 51.0%. (Figure 2). Four provinces had an IC 
status below the national average of 54.9%.

Figure 2:  Percentage of facilities with Ideal Clinic status by province, 2019/20

Source:  Ideal Clinic web-based application

District overview

Map 1 and Figure 3 show the percentage of facilities with IC status per district in 2019/20. All districts had facilities that 
reached an IC status. Ekurhuleni in Gauteng, uMzinyathi and Amajuba in KwaZulu-Natal were the best-performing 
districts, with all facilities (100%) achieving IC status. The worst-performing district was Mopani in Limpopo with only 3.8% 
of fixed PHC facilities that obtained IC status. Eighteen of the districts had an IC status below the national average of 54.9%. 
Mopani, Vhembe and Waterberg in Limpopo; John Taolo Gaetsewe, Frances Baard and Namakwa in Northern Cape; Alfred 
Nzo, Chris Hani, Buffalo City and OR Tambo in Eastern Cape and Ehlanzeni in Mpumalanga were the worst-performing 
districts, with less than 30% of facilities that obtained Ideal Clinic status. 
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Map 1:  Percentage of Ideal Clinics by district, 2019/20

Source:  Ideal Clinic web-based application
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Figure 3:  Percentage of Ideal Clinics by district, 2019/20

Source:  Ideal Clinic web-based application
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Key findings

 ✦ The percentage of facilities with IC status increased from only 9.2% in 2015/16 when the programme was 
implemented to 55.4% in 2018/19, but then declined slightly to 54.9% in 2019/20.

 ✦ The number of facilities with IC status increased every year since 2015/16; however, in 2019/20, it declined from 
1 920 to 1 906 facilities (14 less). The number of ICs declined by 15 in Free State, 12 in KwaZulu-Natal, 26 in Limpopo 
and 36 in Northern Cape. The greatest increase in the number of ICs was in North West (32) and Western Cape (22) 
in the same period.

 ✦ In 2019/20, the percentage of facilities with IC status by province ranged from 91.0% in Gauteng to 28.9% in 
Limpopo, a 3.1-fold difference.

 ✦ All districts had facilities that achieved IC status. The percentage of facilities with IC status, by district, ranged 
between 3.8% in Mopani in Limpopo to 100% in three districts.

 ✦ Sustainability remains problematic, as 20.4% of facilities that obtained IC status from 2015/16 to 2018/19 had lost 
their IC status by 2019/20. The percentage of facilities that lost their IC status differs significantly between provinces, 
ranging from 5.5% in Gauteng to 51.3% in Northern Cape. 

 ✦ The ICRM programme’s initial target set for all PHC facilities to have an IC status by 2020/21 is not likely to be met, 
based on the number of facilities achieving IC status from 2015/16 up to 2019/20. 

Recommendations

 ✦ To improve the outcome of the status determinations, the results must be used to drive improvement, and facility 
managers should take the lead in resolving challenges with assistance from district and provincial offices. 

 ✦ The PPTICRM teams should in future ensure that suitable strategies are established to preserve facilities’ IC status 
and further drive and support facilities with borderline scores to improve their performance in terms of compliance 
with IC standards.

 ✦ The NDoH should revise the unrealistic target of having all PHC facilities ‘ideal’ by 2020/21.

 ✦ General recommendations to address the key main findings identified with the assessments are as follows:

 • The functioning of provincial and district level scale-up teams, i.e. PPTICRM that are responsible for supporting 
and monitoring clinics, should be strengthened in some provinces and specific districts which are performing 
poorly.

 • Facilities that obtained an Ideal Clinic status during peer reviews should be monitored closely to ensure that 
they remain ‘ideal’ in the following years, as failure to achieve this resulted in the decline of 14 facilities in 
2019/20.

 • Facility managers should be empowered by establishing a peer network to enable them to share best practices 
and discuss common issues.

 • Provinces, districts and facilities should be encouraged to use the outcomes of the status determinations to 
drive targeted quality improvement activities which should not be viewed as mere compliance exercises.

 • Provinces should encourage facilities to obtain/maintain IC status by giving them recognition through annual 
award ceremonies and issuing of IC certificates. 

 ✦ Functional Clinic Committees

 • The draft National Governance for District Health Services Guideline must be finalised.

 • The Clinic Committee training for trainers for all provinces which commenced in 2019/20 should be completed. 

 ✦ Buildings comply with safety regulations

 • The majority of facilities are very old and do not have updated electrical and fire compliance certificates. 
Facilities must work closely with municipalities to obtain updated fire and electrical compliance certificates.

 ✦ Training of Nurses in Basic Life Support

 • Basic Life Support Instructors who were trained by the NDoH must be enlisted to roll out the provincial training 
programme to ensure training of 80% of Nurses in PHC facilities. 

 ✦ Availability of a security guard room or alarm system linked to armed response

 • Provincial infrastructure planning should include upgrading of facilities to have a security guard room or alarm 
system linked to armed response.

 ✦ Patient records adhere to ICSM prescriptions

 • All PHC facilities should make use of the standardised patient records. 

 • Results of records audits should be used to progressively move towards improvement.



131

Section A: Service capacity and access

 ✦ Filing, archiving and disposal of records

 • Staff at provincial and district offices should be trained on the National Guideline for filing, archiving and 
disposal of patient records in PHC facilities.e 

 • Provincial and district staff should train facility staff in their provinces and monitor implementation.

 • Implementation of disposal certificates and archiving/disposal registers should be monitored.

 • A system to monitor the return of records issued for the day should be implemented.

 • All record storage rooms should have a security gate or electronically controlled entrance (tag).

 ✦ Infrastructure deficiencies 

 • The NDoH in collaboration with provinces should complete schedules for PHC facilities that need major 
refurbishment or rebuilding. 

 • Maintenance hubs in districts should be developed to ensure that proactive planned maintenance is carried 
out promptly.

 ✦ Appropriate storage area for healthcare waste 

 • This issue should be addressed as part of infrastructure deficiencies, as the structural requirements for central 
healthcare waste storage areas are deficient. 

 ✦ Availability of cleaning equipment and materials

 • Procurement processes should be strengthened to ensure that cleaning equipment and materials are available 
at facility level.

 • A system similar to the Stock Visibility System (SVS) which is used to monitor medicine stock-outs should be 
developed to monitor cleaning equipment and materials.

 • Demand forecasting units should be developed at district level to forecast demand based on clinic stock data.

e National Department of Health. National Guideline for Filing, Archiving and Disposal of Patient Records in Primary Health Care Facilities. Pretoria: 
NDoH; December 2017.
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Core essential medicines available at fixed PHC and CHC/CDC facilities
Khadija Jamaloodien and Nyaradzo Rusike

Medicines are an important component in the delivery of health care. The non-availability of medicines compromises the 
health of patients and the confidence in the healthcare system. The non-availability of medicines also affects achievement 
of the Sustainable Development Goal (SDGs) targets. 

The third SDG – that of ensuring healthy lives and promoting well-being for all people at all ages − identifies the provision 
of access to safe and affordable essential medicines as one of the key objectives towards which countries are expected 
to work. The indicator contributing to the measurement of this SDG objective (3.b.3) measures the “proportion of health 
facilities that have a core set of relevant essential medicines available and affordable on a sustainable basis”.a 

In the past, a proxy indicator − namely the ‘percentage of fixed PHC facilities with 90% of tracer medicines available’ − was 
used to monitor the SDG target. This indicator forms part of the IdeaI Clinic (IC) framework to provide good-quality health 
services, and the data are obtained from the IC system. Tracer medicines are selected from the PHC Standard Treatment 
Guidelines and Essential Medicines List 2018b that considers the most prevalent morbidities and therapeutic importance 
within a particular setting. The availability of tracer medicines therefore has a direct impact on the IC status of PHC facilities.

The National Department of Health (NDoH), through the Affordable Medicines Directorate (AMD), is responsible for 
“developing systems to ensure access to essential pharmaceutical commodities”c and therefore manages activities aimed 
at ensuring access to and the availability of essential medicines. Through the National Surveillance Centre (NSC), the AMD 
provides visibility of medicine availability (SDG indicator 3.b.3) and stock-out rates to provinces and districts throughout 
the country. This allows healthcare workers involved in the supply chain to manage the supply of medicines proactively 
through an evidence-informed approach. 

The NSC measures the percentage availability of medicines as they appear on facility formularies at health establishments. 
The denominator is the total number of medicine lines on the formulary at all fixed Primary Health Care (PHC) and 
community health centres/community day centres (CHC/CDC) sites,d and the numerator is the total number of medicine 
lines with stock available. The target medicine availability set by the NDoH is 90% medicine availability, with 80–90% 
availability being marked as moderate and less than 80% being flagged as low and requiring urgent intervention.

The reasons for medicines shortages are complex, varied, and influenced by a number of different factors along the supply 
chain. Documented factors include:e,f,g

 ✦ Centralised procurement systems with long lead times for tender advertising and procurement

 ✦ Warehousing, logistics and distribution challenges

 ✦ Poor performance of contracted service providers 

 ✦ A culture of management approaches adopted in health facilities which limit the decision space of experienced 
staff within health facilities.

Rural and lower-level facilities often have more risk of stock-outs, as found in a study conducted in Vhembeh in Limpopo. 
The factors associated with stock-outs in this study (as perceived by nursing staff) were summarised as:

 ✦ stock-out variability, whereby CHCs were more likely to experience medicine stock-outs than PHC clinics;

 ✦ structure-related, in that procedures within the organisational structure contribute to the unavailability of essential 
generic drugs at the PHC facilities; and

 ✦ human-related, whereby insufficient funding, inappropriate drug selection due to insufficient consultation with 
Professional Nurses, inadequate distribution, and shortage of Pharmacist Assistants, are contributors to drug stock-
outs at the health facilities.

a Work of the Statistical Commission pertaining to the 2030 Agenda for Sustainable Development. Available from: https://unstats.un.org/sdgs/
indicators/Global%20Indicator%20Framework_A.RES.71.313%20Annex.pdf.

b National Department of Health. Essential Drugs Programme. Primary Healthcare Standard Treatment Guidelines and Essential Medicines List. 6th ed. 
Pretoria: NDoH; 2018. 

c National Department of Health. Annual Performance Plan, 2020/21. Pretoria: NDoH; 2020.

d All PHC and CHC/CDC sites report their medicine availability to the NSC, with the exception of the Western Cape which has only 66 PHCs and CHCs/
CDCs reporting to the NSC.

e Coovadia H, Jewkes R, Barron P, Sanders D, McIntyre D. The health and health system of South Africa: Historical roots of current public health 
challenges. Lancet, 2009; 374(9692):817-834. https://doi.org/10.1016%2Fs0140-6736%2809%2960951-x.

f Modisakeng C, Matlala M, Godman B, Meyer JC. Medicine shortages and challenges with the procurement process among public sector hospitals in 
South Africa; findings and implications. BMC Health Serv Res, 2020; 20(1), 234. doi:10.1186/s12913-020-05080-1.

g Muthathi IS, Levin J, Rispel LC. Decision space and participation of primary healthcare facility managers in the Ideal Clinic Realisation and Maintenance 
programme in two South African provinces. Health Policy Plan, 2020; 35(3), 302-312. doi:10.1093/heapol/czz166.

h Olubumni MO, Maria SM, Jabu M. Nurses’ Perceptions about Stock-outs of Essential Medicines at Primary Health Care Facilities in Vhembe District, 
South Africa. The Open Public Health Journal, 2019; 12(1), 550-557. doi:10.2174/1874944501912010550.
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It has also been found that interpretations of stock-outs vary widely, and that healthcare workers may circumvent formal 
processes to expedite access to buffer stocks at neighbouring facilities, making way for a flourishing informal system of 
supply and exchange within the public health system.i

The Central Chronic Medicines Dispensing and Distribution (CCMDD) programme is one of the National Health Insurance 
flagship programmes to provide patients with an alternative to access to their chronic medication. All patients who meet 
the standard set of criteria and are deemed to be stable on their chronic medication are eligible for enrolment onto the 
programme, which avails them of the option to collect their medication at points which are more accessible and convenient 
for them. These accredited alternative collection points range from PHC facilities to various private-sector entities such 
as private pharmacies, pharmacy groups such as Clicks, Shoprite, Dis-Chem and Pick n Pay, general practitioners, and the 
South African Post Office.

National and provincial overview

The average availability of national core essential medicines at fixed PHC and CHC/CDC facilities over the 2019/20 period 
was 87.8% (Figure 1), a 3.1 percentage point improvement from 84.7% recorded in 2018/19. Provincially, the medicine 
availability ranged from 93.7% in Gauteng to 78.2% in Limpopo. Availability of core essential medicines at fixed PHC and 
CHC/CDC facilities fell below the national average of 87.8% in North West (80.5%), Limpopo (78.2%) and the Western Capej 
(79.9%).

Figure 1:  Core essential medicines available at fixed PHC and CHC/CDC facilities by province, 2019/20

 

Source:  National Surveillance Centre

Figure 2 shows that at the beginning of the review period (2019/20), medicine availability was at 84.0% and gradually 
increased to a maximum of 91.0% in February 2020, before dropping by 2 percentage points to 89.0% at the end of the 
review period in March 2020.

Figure 2 also shows that medicine availability generally improved over the year in review across all provinces, with the 
exception of North West which showed a general downward trend in availability. Gauteng medicine availability was 
consistently in the lower to mid-nineties throughout the review period. While Limpopo recorded the lowest overall 
availability (Figure 2), the medicine availability for the province showed continued improvement from 71% to 82% during 
the review period. 

i Hodes R, Price I, Bungane N, Toska E, Cluver L. How front-line healthcare workers respond to stock-outs of essential medicines in the Eastern Cape 
Province of South Africa. S Afr Med J, 2017; 107(9), 738-740. doi:10.7196/SAMJ.2017.v107i9.12476.

j Data submitted for only 66 fixed PHC and CHC/CDC facilities in the Western Cape.
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Figure 2:  Monthly trends – core essential medicines available at fixed PHC and CHC/CDC facilities 
nationally and by province, 2019/20

Source:  National Surveillance Centre

District overview

Figure 3 shows the average medicine availability of all fixed PHC and CHC/CDC facilities by district. Twenty-two districts 
had a medicine availability above the 90% target, with availability ranging from 90.0% in iLembe in KwaZulu-Natal to 
98.0% in Sedibeng in Gauteng. Seven districts fell below the 80% national lower limit for medicine availability, namely 
Central Karoo (75.8%) and Cape Town (79.3%) in Western Cape, Mopani (76.0%), Sekhukhune (76.6%) and Vhembe (76.9%) 
in Limpopo, and Ngaka Modiri Molema (77.7%) and Bojanala Platinum (79.5%) in North West.
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Figure 3:  Core essential medicines available at fixed PHC and CHC/CDC facilities by province, 2019/20 

Source:  National Surveillance Centre
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Map 1 shows the geographic distribution of medicine availability per district. The distribution of the districts with 
availability above 90% is highlighted in green, with districts averaging medicine availability below 80% highlighted in red, 
as indicated in the Map 1 legend.

Map 1:  Core essential medicines available at fixed PHC and CHC/CDC facilities by district, 2019/20

Source:  National Surveillance Centre

Table 1 shows the overall medicine availability per medicine category during the review period for all medicine categories 
reported to the NSC by provinces. At a national level, of the 50 medicine categories on the NSC, five categories had 
medicine availability above the 90% national target and 34 categories were between 80% and 90%, thus showing 
moderate availability, but below the national target. For 11 categories the availability was below 80%, indicating 
suboptimal availability, and these included categories such as respiratory system products, otological preparations, 
immunosuppressant medicines, antiprotozoals, anti-epileptic agents and gastrointestinal disorder therapy.

Some of the categories which had moderate availability during this period included psychiatric agents, contraception/
hormonal therapy, urological therapy, oncology and immunological agents, anti-bacterial therapy, analgesic and anti-
inflammatory therapy, anti-TB therapy and cardiac therapy. Figure 4 shows the 20 lowest-ranked medicine categories in 
terms of availability. 
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Table 1:  Availability of essential medicines according to medicine category by province, 2019/20 

Eastern 
Cape

%

Free  
State

%
Gauteng

%

KwaZulu-
Natal

%
Limpopo

%

Mpuma-
langa

%

North 
West

%

Northern 
Cape

%

Western 
Cape

%

South 
Africa

%

Antihistamines 89.7 91.2 95.6 94.3 87.5 92.6 79.1 89.6

Anti-malarial therapy 0.0 69.9 71.9 79.7 95.7 37.8 38.7 78.9

Anti-Parkinson’s therapy 75.9 87.6 60.0 91.3 49.0 66.5 71.9

Antiprotozoals 96.3 100.0 69.8 78.6 52.9 68.3

Anti-thrombotic agents 89.9 83.5 98.0 95.0 61.9 95.2 58.7 85.3 84.3 84.8

Anti-viral therapy 91.0 95.6 83.1 93.3 78.0 81.8 85.6

Antiretroviral therapy 94.3 94.2 95.5 95.5 85.5 94.2 88.9 93.2 88.2 92.9

Biological preparations 93.5 80.6 87.5 83.6 62.6 69.0 71.3

Blood substitutes and perfusion 
solution 88.5 86.8 93.3 91.6 91.2 87.5 82.0 82.3 77.3 86.9

Cardiac therapy 89.8 90.1 94.0 94.2 76.8 93.9 83.6 90.1 80.1 88.4

Contraception/hormonal therapy 89.8 89.9 87.1 89.8 84.0 71.4 69.9 83.5 79.7 82.6

Corticosteroid therapy 81.9 86.6 95.3 93.1 81.2 97.5 81.7 82.0 73.1 85.5

Cough and cold preparations 0.0 0.0 100.0 90.0 83.9

Dermatological therapy 84.8 78.5 91.8 86.9 77.9 85.5 85.4

Diabetes mellitus therapy 86.8 87.6 91.5 89.2 87.2 94.0 70.4 88.4 87.0 87.4

Diagnostic agents and contrast 
media 94.3 93.0 95.0 95.1 97.6 90.2 36.5 93.0

Emergency therapy/medicine 86.0 94.3 97.0 97.0 96.3 94.4 92.5 80.0 94.6

Galenical products 81.9 100.0 88.0 48.1 81.2 81.5

Gastrointestinal disorder therapy 82.8 85.2 92.8 79.5 44.5 83.8 65.2 95.7 74.0 79.9

Health products 91.7 77.4 95.2 80.8 69.0 78.9

Immunosuppressants 72.7 44.6 55.1

Liquids, alcohol, ether 87.6 33.3 75.0 91.4 58.4 76.4 80.8

Mineral supplements 79.9 91.0 90.6 90.7 68.9 92.2 79.3 84.4

Musculoskeletal therapy 88.1 85.9 43.7 89.2 52.4 88.1 85.4

Nasal preparations 89.3 90.8 96.8 95.5 92.0 95.8 95.0

Oncology and immunological 
agents 74.2 79.2 92.7 81.2 86.0 86.8

Opthalmic therapy 85.8 87.7 91.6 83.7 79.9 95.4 83.1 72.5 76.5 83.4

Other gynaecological products 94.7 46.2 10.5 76.6 41.3 71.2 70.6

Other respiratory system products 100.0 26.2 27.9

Otological preparations 92.7 100.0 100.0 41.3 0.0 30.9 41.0

Psychiatric agents 87.9 88.6 94.2 86.3 63.6 94.9 71.4 80.2 78.2 81.5

Small-volume parenterals and 
insulin devices 44.5 54.2 92.0 90.8 89.9 61.5 86.6

TB therapy 87.7 92.8 94.6 91.9 76.5 92.3 81.6 91.5 78.8 87.3

Throat preparations 97.3 95.7 41.1 87.1 58.9 86.6 81.1

Thyroid therapy 79.9 88.9 85.9 80.8 72.4 82.5 81.2

Urological therapy 95.3 50.0 82.8 95.3 81.6 83.8

Vaccines 91.9 94.5 96.2 93.8 79.7 95.6 84.5 88.7 72.1 90.5

Vitamins 85.3 85.2 92.3 89.5 75.7 92.9 70.4 84.7 78.7 83.6

Source:  National Surveillance Centre
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Figure 4:  National availability of essential medicines according to medicine category – 20 least-
available medicine categories, 2019/20

Source:  National Surveillance Centre

During 2019/20, the supply of many essential medicines was impacted by a variety of supplier-related constraints prevalent 
on a global and national level. These included shortages in active pharmaceutical ingredients as well as constraints in the 
manufacturing and packing of medicines at manufacturing plants. In addition, some suppliers were not paid on time, 
leading to the non-delivery of medicines and resultant shortages.

Although it is not always well documented, it is generally understood that there are also challenges with medicine supply 
management at these health establishments which impact negatively on medicine availability. These issues include 
lack of dedicated pharmaceutical services staff on site to fully manage stock and the dispensing of medicines, and poor 
replenishment management practices.

Key findings

 ✦ The national medicine availability average for fixed PHC and CHC/CDC facilities over the 2019/20 period was 87.8%, 
an improvement from 84.7% in 2018/19. Medicine availability ranged from 93.7% in Gauteng to 78.2% in Limpopo. 
Availability fell below the national average of 87.8% in North West (80.5%), Limpopo (78.2%) and the Western Cape 
(79.9%). 

 ✦ At the beginning of the review period, the medicine availability was at 84.0%, and gradually improved to a maximum 
of 91.0% in February 2020 before dropping by 2% to 89.0% at the end of the review period in March 2020.

 ✦ Twenty-one districts (six from KwaZulu-Natal and all three from Mpumalanga) reported medicine availability above 
the national target of 90% at their PHC and CHC/CDC facilities.

 ✦ Seven districts fell below the 80% national lower limit for medicine availability, namely Central Karoo (75.8%) and 
Cape Town (79.3%) in Western Cape, Mopani (76.0%), Sekhukhune (76.6%) and Vhembe (76.9%) in Limpopo, and 
Ngaka Modiri Molema (77.7%) and Bojanala Platinum (79.5%) in North West.
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 ✦ The national medicine availability target of 90% was met in 42.3% of the districts in the country, with a further 17.3% 
districts recording medicine availability above the national average of 87.8%, and 25.0% (n=17) of districts recorded 
medicine availability between 85% and 90%. 

 ✦ During the 2019/20 period, the supply of many essential medicines was impacted by a variety of supplier-related 
constraints prevalent on a global and national level. These included shortages in active pharmaceutical ingredients 
as well as constraints in the manufacturing and packing of medicines at manufacturing plants. In addition, some 
suppliers were not paid on time, leading to the non-delivery of medicines and resultant shortages.

 ✦ Although it is not always well documented, it is generally understood that there are also challenges with medicine 
supply management at these health establishments which impact negatively on medicine availability; these 
challenges include lack of dedicated pharmaceutical services staff on site to fully manage stock and the dispensing 
of medicines, and poor replenishment management practices.

 ✦ The challenges in availability of and access to essential medicines should be addressed so as to move the country 
towards reaching SDG and UHC goals for access to essential medication.

 ✦ It is important to ensure that all PHC and CHC/CDC sites report to the NSC so that a complete picture of medicine 
availability in the country can be formed.

Recommendations

 ✦ The recommendations regarding ring-fencing of the pharmaceutical budget made in the Presidential Health 
Summitk compact should be implemented timeously to ensure availability of funding for essential medicines.

 ✦ The recommendation made in the 2018/19 District Health Barometer to align the human resources for pharmaceutical 
services with the needs of the district should be carefully considered for action. Wherever possible, each PHC and 
CHC/CDC facility, particularly those with high headcounts, should have a dedicated Pharmacist Assistant.

 ✦ Training for facility-based staff on inventory management practices is required. 

 ✦ Responsibility for medicine availability should be included in the performance agreement of facility managers, 
nurses responsible for dispensing, and district managers.

 ✦ The availability of tracer medicines has a direct impact on the IC status of PHC facilities; facilities should therefore 
implement effective supply management systems.

 ✦ Community public awareness campaigns to discourage patients’ self-medication and multiple consultations 
should be put in place.h

k Available from: https://www.gov.za/sites/default/files/gcis_document/201902/presidential-health-summit-report.pdf.
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4.2 Inpatient management

Hospital beds per 10 000 target population
Annibale Cois

The indicator ‘Hospital beds per 10 000 target population’ refers to the ratio between the total number of inpatient beds 
across public sector health facilities in a given area and the target population of that area (per 10 000). 

According to the National Indicator Data Set (NIDS)a of the National Department of Health (NDoH), the total number of 
beds in the numerator is the sum of all inpatient beds approved for use. A ‘bed’ is defined as a unit of accommodation 
for admitted patients, i.e. for patients who undergo the formal admission process as either an inpatient or a day patient 
because they require care that cannot be administered on an outpatient basis. Depending on the level of care and the 
services provided, hospitals may have different categories of approved beds (specialities) such as medicine, surgery, 
gynaecology, orthopaedics, paediatrics, maternity, psychiatry, intensive care unit (ICU), neonatal ICU, and high care. 

It is important to note that the numerator of the indicator is the number of ‘approved’ beds, regardless of the actual 
capacity of the facility to admit patients. This number is a semi-permanent data element in the NIDS, and changes in actual 
beds availability (e.g. as a consequence of the closure of a hospital ward due to staff shortage) do not reflect automatically 
in changes of the number of approved beds. Any variation in this element must be ratified at provincial level by the Head 
of Department and formally notified to the NDoH. 

For the denominator, the uninsured population is used as the target population for services rendered by public sector 
facilities.

The number of hospital beds per 1 000 population (Hospital Bed Density) is among the 14 indicators included in the 
calculation of the Service Coverage Index (SCI), proposed by the World Health Organization (WHO) as a summary measure 
to track progress in achieving Universal Health Coverage (UHC).b It has been chosen as a proxy for inpatient hospital 
admissions, with which it is highly correlated because of greater availability in low-income and middle-income countries. 

Together with the number of health workers (Health Worker Density) and a summary measure of the adequacy of the 
legislative and policy framework (International Health Regulations Core Capacity Indexc), this indicator is the basis for the 
calculation of the Service Capacity and Access component of the SCI. 

While it is evident that extremely low levels of hospital bed density suggest poor access to essential health services, there 
is no threshold generally agreed to discriminate between adequate and insufficient levels, nor to define ‘optimal’ targets, 
as high values of the index might represent overcapacity or inefficient allocation of resources. 

In the calculation of the current version of the SCI, the WHO uses the observed minimum value across the high-income 
countries belonging to the Organization for Economic Co-operation and Development (OECD) – 1.8 beds per 1 000 
population – as a reference for the rescaling of the index.d This number, however, should be considered as only a general 
term of reference, because the choice of the optimal hospital bed density for a population is highly contextual. 

Between- and within-country differences in the total burden of disease and on its distribution across disease categories, 
and variability in the population structure (such as the proportion of the elder population), are obvious elements that 
influence the requirements in terms of number and type of hospital beds and, therefore, the ‘optimal’ value of the index. 

Since 1994, post-apartheid South Africa has started building a new, more equitable and effective health system, with a 
complex process that embraces the ideals of universal health coverage (UHC) and the establishment of National Health 
Insurance (NHI) to ensure that needed health services of adequate quality are accessible by everyone, regardless of their 
status and place of living.e The starting point of this process was the choice of the primary health care approach, where 
local clinics, close to where people live, are the point of access to the national health system and the fundamental provider 
of prevention and care, with progression towards higher levels happening gradually and only if strictly needed. This 
approach was envisaged both to enhance accessibility and convenience for the person by bringing health promotion and

a National Department of Health. National Indicator Data Set 2017. Pretoria: NDoH; January 2017.

b Hogan DR, Stevens GA, Hosseinpoor AR, Boerma T. Monitoring universal health coverage within the Sustainable Development Goals: development 
and baseline data for an index of essential health services. Lancet Glob Health, 2018;  6(2):e152−e168.

c Available from: https://www.who.int/data/gho/indicator-metadata-registry/imr-details/4824. 

d Reid M, Gupta R, Roberts G, Goosby E, Wesson P. Achieving Universal Health Coverage (UHC): Dominance analysis across 183 countries highlights 
importance of strengthening health workforce. PLoS One, 2020; 15(3):e0229666. 

e Republic of South Africa. National Health Insurance Bill. Government Gazette No. 42598 of 26 July 2019. Available from: https://www.gov.za/sites/
default/files/gcis_document/201908/national-health-insurance-bill-b-11-2019.pdf.
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preventive and curative healthcare services closer to the patient’s place of residence, and to minimise the burden on the 
health system for the provision of specialised, and necessarily expensive, services.f 

As already observed in the District Health Barometer 2018/19,g the cost of inpatient services is extremely high, and consumes 
on average more than one third of the district budget, thus limiting the availability of resources for the provision of more 
community-orientated services. Among the lessons learnt from the unfortunate occurrence of the COVID-19 pandemic 
is that efforts to strengthen the primary health care approach – where hospitals and inpatients services are last-resort 
opportunities rather than the focus of the health system – are crucial for the construction of a sustainable, equitable and 
resilient health system. 

Hospital beds per 10 000 target population (all hospital types)

The total number of hospital beds considered in this section includes inpatient beds approved in all categories of health 
facilities in the public sector, namely district, regional, provincial tertiary, national central, specialised TB, specialised 
psychiatric, specialised orthopaedic, and specialised chronic hospitals as well as rehabilitation centres.

National overview

In March 2020, the hospital beds for all types of health facilitiesh in the public sector per 10 000 uninsured population was 
16.8 (Figure 1). This number indicates a slight reduction (-6.1%) compared to the 2019 value of 17.9 per 10 000, partly due 
to the effective reduction in the number of approved beds, which decreased from 86 516 to 85 063 (-1.7%), but mostly 
explained by the increase in the target population. Again, it is important to note that the change in the number of approved 
beds cannot be interpreted directly as a change in the number of ‘operational’ beds, i.e. beds actually available for use by 
patients. In many cases, it reflects the late adaptation of the official records to a situation already existent on the ground. 

Provincial overview

With the exception of the Eastern Cape, where the number of hospital beds per 10 000 uninsured population increased 
from 20.6 per 10 000 in 2019 to 21.8 in 2020 (+5.8%), all other provinces showed a decrease in the value of the indicator 
compared to the previous year. The largest decreases were observed in the Northern Cape (-17.0%), Gauteng (-14.0%) and 
Western Cape (-12.0%). 

The province with the lowest number of hospital beds per 10 000 uninsured population was, as in 2019, Mpumalanga with 
12.1 beds per 10 000. At the opposite end of the scale were the cited Eastern Cape and KwaZulu-Natal (at 20.3 beds per 
10 000), which swapped their rank compared to the previous year. 

In three provinces (namely Eastern Cape, KwaZulu-Natal and Free State) the number of hospital beds per 10 000 was within 
the range observed in high-income OECD countries, i.e. above 18 beds per 10 000 population.i 

f The South African Medical Association. Submission to the Competition Commission Market Enquiry into Private Health Care In Respect of Proposed 
Regulatory Interventions for Licensing of Health Facilities (14 February 2018). Pretoria: SAMA; 26 February 2018. Available from: https://www.
samedical.org/file/678. 

g Massyn N, Barron P, Day C, Ndlovu N, Padarath A, editors. District Health Barometer 2018/19. Durban: Health Systems Trust; February 2020.

h Excluding intermediary care and step-down/step-up beds, i.e. beds used to provide an intermediate level of care for patients with requirements 
somewhere between that of the general ward and the intensive care unit: patients deteriorating on a ward (‘step-up’), a lower level of care for patients 
transitioning out of intensive care (‘step-down’), or a lateral transfer of care from a recovery room for post-operative patients. 

i The comparison should be treated with caution, both because the interpretation of the indicator changes according to the context, and because the 
methods used for counting beds and identifying the target population are not always comparable with those used in OECD countries.
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Figure 1:  Hospital beds per 10 000 uninsured population by province, March 2020 (all types of 
hospitals)

District overview

The number of hospital beds per 10 000 uninsured population varied largely across districts, from a minimum of 5.0 beds 
per 10 000 in Bojanala Platinum in North West to a more than 7-fold value (35.5 per 10 000) in Mangaung in Free State 
(Figure 2).

This large variability must be interpreted in light of the fact that this analysis includes hospital beds at all levels of care, 
especially beds in provincial tertiary, national central and specialised hospitals which are counted in a given district but 
serve populations well beyond the boundaries of the district and, often, the province. 

This fact certainly helps to explain why most metropolitan districts (where provincial tertiary and national central hospitals 
are located) have a number of hospital beds in excess of 19 per 10 000 uninsured population − well above the national 
average. The only metropolitan districts in countertendency are Johannesburg (with 12.4 beds per 10 000) and Ekurhuleni 
(11.5 beds per 10 000) in Gauteng, both with the number of hospital beds per 10 000 uninsured population below the 
national average of 16.8 beds. 

However, even excluding the metropoles, the range of values depicted in Figure 2 points clearly to a high level of inequality 
in the distribution of hospital beds across the country, with values ranging from the cited minimum in Bojanala Platinum of 
5.0 to the maximum of 30.7 beds per 10 000 uninsured population in Dr K Kaunda, both in North West. 
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Figure 2:  Hospital beds per 10 000 uninsured population by district, March 2020 (all types of hospitals)
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Long-term trends in the number of hospital beds per 10 000 uninsured population (for the 12 years between 2008 and 
2020) are shown in Figure 3. Taking into account data quality problems as likely explanations for the implausiblly rapid 
oscillations evident in some graphs,j the data suggest, for most districts, an overall modest downward trend in the 
number of hospital beds per 10 000 population, again largely explained by the increase in the target population without 
a corresponding increase in the number of beds. 

A few exceptions to this general trend are observed in Amathole, Chris Hani and Joe Gqabi (all the Eastern Cape) which 
showed a consistent, albeit modest, upward trend across the whole period, possibly stabilising in the last years. 

j Massyn N, Barron P, Day C, Ndlovu N, Padarath A, editors. District Health Barometer 2018/19. Durban: Health Systems Trust; February 2020. Page 171 
onwards. Available at: https://www.hst.org.za/publications/District%20Health%20Barometers/District+Health+Barometer+2018-19+Web.pdf.
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Figure 3:  Annual trends–hospital beds per 10 000 target population by district, 2008–2020 (all types of 
hospitals)

 

Source:  DHIS 
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In the next section, the analysis will be limited to district hospitals to reduce the bias due to the inclusion of facilities with 
catchment areas that extend across multiple districts: this will provide an opportunity for further considerations regarding 
the geographical discrepancies in the availability of hospital beds.

Hospital beds per 10 000 target population (district hospitals)

The total number of hospital beds considered in this section includes only hospital beds approved in public sector district 
hospitals, thus excluding those in hospitals at higher levels (regional, provincial, national and specialised) as well those in 
rehabilitation centres. 

National overview

The total number of beds in district hospitals in March 2020 was 30 549, or 35.9% of the total number of beds across all 
levels of care. This is a slight increase compared to the 30 531 recorded in the same period of 2019, when beds in district 
hospitals represented 35.2% of the total number of beds. While in absolute terms the change is hardly noticeable, in 
proportional terms this represents small but significant progress towards reversing the paradoxical circumstance that, in 
a health system that aims to bring services close to the communities, the great majority of hospital beds are available at a 
central level, in provincial tertiary and national central hospitals.k 

The number of beds in proportion to the target population was 6.1 per 10 000 uninsured population, with no change 
compared to the previous year.

Provincial overview

The provincial breakdown of the number of district hospital beds per 10 000 uninsured population is shown in Figure 4. 
Values range from the minimum observed in Gauteng (at 2.2 per 10 000 uninsured population) to the maximum of 10.0 per 
10 000 in the Eastern Cape. Compared to the previous year, the values of the indicator decreased in Gauteng, North West, 
Western Cape and Northern Cape and increased in the remaining provinces. 

The finding of large inter-provincial differences in the number of hospital beds per 10 000 population observed in previous 
years persists and the gap has increased in 2020. Especially noticeable was the further reduction in the number of beds 
per 10 000 in Gauteng; the most populated province with the lowest bed density, and the further increase in Eastern Cape, 
already with the highest density. As a consequence, the ratio between the highest and the lowest value of bed density 
across provinces increased from 3.8 observed in 2019 to 4.5 in 2020.

Figure 4:  Hospital beds per 10 000 target population by province, March 2020 (district hospitals)

District overview 

The number of district hospital beds per 10 000 population observed in March 2020 also varied widely across districts. The 
extreme values are observed in the Ekurhuleni in Gauteng, with 1.0 bed per 10 000 and in uMzinyathi in KwaZulu-Natal, 
with a more than 20-fold value, at 21.3 beds per 10 000 (Figure 5). 

k Ibidem.
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Figure 5:  Hospital beds per 10 000 target population by district, March 2020 (district hospitals)
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The presence of some outliers (such as the extremely low number of beds compared to the uninsured population in 
Johannesburg and Ekurhuleni) is certainly partly explained by the fact that provincial tertiary and national central hospitals 
also admit patients who should be treated at a lower level of care, which leads to inefficiency and unjustified increases in 
costs for the health system. 

However, the overall distribution of the numbers in Figure 2 supports and reinforces the previous observation, that the 
large inter-district differences observed in the distribution of the total number of beds are not merely the result of the 
presence of large hospitals with catchment areas spreading across multiple districts.

As a consequence of the contextual nature of the indicator examined here – already highlighted in the introduction of this 
chapter – there is no straightforward way of directly interpreting trends and geographical discrepancies in the number of 
hospital beds per 10 000 population in terms of access to essential services. The relative burden of disease varies largely 
across districts and provinces. The last published provincial estimates of age-standardised death rates show a ratio of 1.7 
between the highest and the lowest values (observed in KwaZulu-Natal and the Western Cape, respectively), and also 
significant differences in the distribution of across causes.l The package of care rendered in district hospitals and the 
effectiveness of the Primary Health Care (PHC) system in acting as a ‘filter’ in reducing the number of hospital admissions 
also are far from uniform across different geographical areas. 

These differences imply that the ‘ideal’ value of bed density is not the same across districts and provinces, and drawing 
conclusions regarding equity of access to health system resource requires deeper analysis, well beyond the scope of this 
chapter. Integrating this indicator with information regarding the actual rate of utilisation of hospital beds might shed 
more light on the issue, but previous analyses have shown that data in this regard available from the routine data collection 
system (the District Health Information Software − DHIS) are of disputable quality.m 

However, even considering the limitations of the analyses, the extreme (and possibly increasing) discrepancies observed 
in the value of this indicator across provinces and districts are unlikely to be explained only by data quality issues and 
differences in the burden of disease and/or functioning of the PHC referral system. They seem to suggest that the overall 
planning of the health system does not follow the criteria of equity and consistency with the objectives declared in policy 
documents,n and that greater efforts are warranted to ensure a distribution of hospital beds that is more compatible with 
the objectives of ensuring adequate access to essential health services to the entire population.

Key findings
 ✦ In March 2020, the total number of hospital beds for all types of hospitals in the public sector was 16.8 per 10 000 

uninsured population, with a modest reduction ( 6.1%) compared to the same period in 2019. The decrease is partly 
due to the effective reduction in the number of authorised beds, which decreased by approximately 1 400 units, 
and mostly explained by the increase in the uninsured population. 

 ✦ The total number of beds in district hospitals remained substantially stable compared to 2019, at 30 549, 
corresponding to 6.1 district hospital beds per 10 000 uninsured population.

 ✦ The 2020 data confirm previous findings of an extremely inequitable distribution in the number of hospital beds 
(either total or limited to district hospitals) per 10 000 uninsured population. Large differences are evident both 
across provinces and across districts within the same province. 

 ✦ While the overall number of hospital beds per 10 000 population is in line with international references, the 
distribution of beds across districts and levels of care appears to be extremely unequal, possibly beyond what can 
be reasonably justified by geographical differences in the burden of disease and the efficiency of the PHC referral 
system.

 ✦ The presence of some implausible year-to-year fluctuations in the number of beds in some districts casts doubt 
on the reliability of some data points and calls for an improvement of the data collection system. This includes 
collecting reliable data on the number of beds actually available for patient admission (as opposed to approved 
beds) and on the actual level of utilisation of the available beds. 

Recommendations
 ✦ Data collection procedures at facility and district level and a mechanism of verification at provincial and national 

levels should be implemented to ensure the correctness of the data elements used for the calculation of for these 
indicators. Data on the number of operational beds should be included among those routinely collected.

l Pillay-van Wyk V, et al. Mortality trends and differentials in South Africa from 1997 to 2012: second National Burden of Disease Study. Lancet Glob 
Health, 2016; 4(9):e642−e653.

m Massyn N, Day C, Peer N, Padarath A, Barron P, English R, editors. District Health Barometer 2013/14. Durban: Health Systems Trust; October 2014.

n Chetty KS. Equity promoting health care policies in South Africa. A literature review commissioned by the Health Systems Knowledge Network. 2007. 
Available at: https://www.who.int/social_determinants/resources/csdh_media/chetty_equity_2007_en.pdf.
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 ✦ The NDoH should establish and implement a standardised approach to determine the number of inpatient beds 
needed at each level of care, and their distribution across provinces and districts. This approach should be based 
on evidence regarding the local burden of disease and other contextual factors, and be an integral element of 
comprehensive and co-ordinated plans addressing simultaneously all levels of the health system and their 
interconnections. 

 ✦ Based on the optimal distribution of inpatient resources established with the above procedure, every province 
should develop a service and system plan towards a coherent national plan to reduce inequities in access to district 
hospitals and other higher-level hospitals providing inpatient services. 
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4.3 Finance
Jonatan Davén, Noxolo Madela, Jodi Wishnia, Aisha Khoele and Mark Blecher

Introduction

In pursuit of the right to health for all as enshrined in the Constitution, South Africa has aligned its Primary Health Care 
(PHC) policy with the 1978 Declaration of Alma-Ata and the Sustainable Development Goals (SDGs) for 2030. The Alma-
Ata Declaration holds that “Primary Health Care is essential health care based on practical, scientifically sound, and 
socially acceptable methods and technology made universally accessible to individuals and families in the community 
through their full participation and at a cost that the community and country can afford to maintain at every stage of 
their development in the spirit of self-reliance and self-determination”.a This commitment to comprehensive PHC for all 
was renewed in 2018 through the Astana Declaration on Primary Health Care.b Primary health care is the level of services 
closest to the community and therefore plays an important role in responding to the immediate healthcare needs of the 
community, maintaining good health and preventing further illnesses. In South Africa, PHC services are predominantly 
delivered through a platform of clinics, community health centres and various outreach programmes to communities. 

The country is also committed to the progressive realisation of Universal Health Coverage (UHC), which seeks to realise 
equity in access to health services, ensuring quality of services rendered and financial protection for users when they 
access health care.c For South Africa, this means providing healthcare services equitably, affordably and efficiently, and 
strengthening the health system through the phased implementation of National Health Insurance (NHI).d These ambitions 
cannot be achieved without constructive health financing, a key determinant of improved health outcomes and equitye 
and a critical component of health systems strengthening. 

As PHC forms an integral part of NHI and is a pathway to the realisation of UHC, research suggests that monitoring and 
measuring PHC expenditure is one of the fundamental steps in understanding disparities in health outcomes in a country’s 
health system and identifying areas of need.f While there are no standard guidelines for health expenditure targets, 
general history on expenditure trends, healthcare service utilisation rates and health outcomes can be used to determine 
the reasonableness of expenditure levels in different settings in the country. 

This chapter focuses mainly on four key indicators to monitor and measure equity and efficiency of PHC spend across 
South Africa, namely: 

 ✦ Provincial and local government (LG) district health services (DHS) expenditure per capita (uninsured population)

 ✦ Provincial and LG PHC expenditure per capita (uninsured population)

 ✦ Provincial and LG PHC expenditure per PHC headcount

 ✦ Expenditure per patient day equivalent (PDE) (district hospitals).

The introduction and overview section of this publication describes the methodology used to calculate the indicators in 
further detail. In summary, provincial health expenditure up to 2019/20 was extracted from the National Treasury’s Basic 
Accounting System (BAS) database. Expenditure allocated to specific health facilities under the ‘Responsibility’ segment 
was coded to the latest District Health Information Software (DHIS) facility information in order to identify the district 
where the expenditure was incurred. Unless otherwise stated, all changes in expenditure are presented in real 2019/20 
prices. Statistics South Africa’s (Stats SA) Consumer Price Index was used to convert expenditure for all years to real 2019/20 
prices. Presenting expenditure in real prices means that changes over time reflect changes in actual resource use rather 
than inflationary changes in cost. This year’s edition uses updated population estimates, and the values for the indicators 
using population as the denominator have therefore changed from previous editions of this publication, particularly for 
certain districts with large outbound or inbound migration. 

a World Health Organization. Declaration of Alma-Ata International Conference on Primary Health Care, Alma-Ata, USSR, 6−12 September 1978.

b World Health Organization and the United Nations Children’s Fund (UNICEF), 2018. Astana Declaration: new global commitment to primary health care 
for all Available from: https://www.who.int/pmnch/media/news/2018/astanadeclaration/en/#:~:text=The%20Declaration%20of%20Astana%2C%20
unanimously,Empower%20individuals%20and%20communities%3B%20and.

c World Health Organization. What is health financing for universal coverage? Available from: https://www.who.int/health_financing/universal_
coverage_definition/en/.

d National Department of Health. White Paper on National Health Insurance. Pretoria: NDoH; 2017. 

e Schieber G, Baeza C, Kress D, et al. Financing Health Systems in the 21st Century. In: Jamison DT, Breman JG, Measham AR, et al., editors. Disease 
Control Priorities in Developing Countries. 2nd edition. Washington (DC): The International Bank for Reconstruction and Development / The World 
Bank; 2006. Chapter 12. Available from: https://www.ncbi.nlm.nih.gov/books/NBK11772/. 

f Vande Maele N, Xu K, Soucat A, et al. Measuring primary healthcare expenditure in low-income and lower middle-income countries. BMJ Global 
Health, 2019; 4:e001497.



151

Section A: Service capacity and access

Overview of district health services expenditure

District health services have a dedicated budget programme in provincial departments of health (programme 2). This 
programme is broken down into nine sub-programmes, which align with the services provided at this level (described in 
Box 1). In addition, LGs also spend some of their revenue on PHC facilities owned by municipalities and these amounts are 
added to the analysis to illustrate the total PHC spend.

Box 1:  District health services sub-programme objectives

District management: Planning and administration of services; managing personnel and financial administration; 
co-ordination and management of the day hospital organisation and community health services rendered by local 
authorities and non-governmental organisations within the metro; determining work methods and procedures; and 
exercising district control.

Community health clinics: Rendering a nurse-driven PHC service at clinic level, including visiting points, mobile clinics 
and local authority clinics.

Community health centres: Rendering a PHC with full-time medical officers in respect of mother and child health, 
health promotion, geriatrics, occupational therapy, physiotherapy, psychiatry, speech therapy, communicable diseases, 
mental health, etc.

Community-based services: Rendering a community-based health service at non-health facilities in respect of home-
based care, abuse victim care, mental health and chronic care, school health, etc.

Other community services: Rendering environmental and part-time district surgeon services, etc.

HIV and AIDS: Rendering a PHC service in respect of Human Immunodeficiency Virus (HIV) and Acquired Immune 
Deficiency Syndrome (AIDS) campaigns and special projects. 

Nutrition: Rendering a nutrition service aimed at specific target groups and combining direct and indirect nutrition 
interventions to address malnutrition.

Coroner services: Rendering forensic and medico-legal services in order to establish the circumstances and causes 
surrounding unnatural death.

District hospitals: Rendering of a hospital service at district level.

Source:  National Treasury

The country’s focus on investing more in PHC services is evident in the proportion of DHS expenditure from total provincial 
health expenditure. As shown in Figure 1, DHS expenditure has increased as a proportion of total spend from below 40% in 
2004/05 to 46.8% in 2019/20, which is higher than Central and Provincial hospital services combined. Although a significant 
proportion (33.8%) of DHS expenditure goes to District hospitals (Figure 2), which is generally not classified as PHC, the 
increasing share of spend toward DHS is a reflection of the efforts towards bringing services closer to the people in a more 
affordable manner. Clinics, community health centres (CHC), community-based services, other community services and LG 
expenditure make up 39.5% of total DHS expenditure in 2019/20. The overall increase in total DHS spend is partly driven 
by the increasing HIV/AIDS sub-programme (Figure 2).
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Figure 1:  Proportion of provincial health expenditure by programme, 2004/05–2019/20

Figure 2:  Percentage of district health services expenditure by sub-programme, 2004/05–2019/20
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Provincial and local government expenditure on district health services per capita uninsured 
population

Provincial and LG expenditure per capita (uninsured population) on DHS is the total spending on DHS per person not 
covered by a medical scheme. It is estimated that approximately 16% of South Africans had private medical insurance in 
2019/20.g Expenditure per capita is shown by province and at district level to demonstrate relative equity in DHS spending 
across the country. The reason for using ‘uninsured population’ is that these are the predominant users of the public health 
sector.h This indicator illustrates average health expenditure per capita and does not consider service utilisation (which is 
covered in the later sections of this chapter). The focus is mainly on the period 2015/16 to 2019/20.

National overview

District health services expenditure per capita uninsured population increased by 3.5% in 2019/20 real prices, from R1 993 
in 2018/19 to R2 063 in 2019/20 (Figure 3). This increase has been relatively persistent over time and South Africa spent 
R228 (12.4%) more on DHS per uninsured person in 2019/20 than in 2015/16. 

Figure 3:  Provincial and local government district health services expenditure per capita (uninsured 
population), 2015/16–2019/20

Source:  National Treasury

Provincial overview

Figure 4 shows substantial differences in DHS expenditure per capita uninsured population in 2019/20 across and within 
provinces. By province, it ranged from a low of R1 621 in Gauteng to R2 492 in Limpopo. Limpopo has maintained this 
position for the past two years with an average annual growth of 3% from 2016/17 to 2019/20. The high DHS expenditure 
in Limpopo is mainly due to high expenditure on district hospitals. Gauteng has very high in-migration, attracting 
international migrants as well as people migrating from rural provinces such as Limpopo, KwaZulu-Natal and Eastern Cape,i 
and these people are often reliant on the State for health care, as they travel in search of better economic opportunities 
in urban metros.j In-migration may not be fully accounted for during the planning and budgeting stages and therefore 
place additional pressure on facilities. This can result in poor quality of care if the system has insufficient resources to 
cope with the additional workload.j Gauteng has relatively few district hospitals but has a large tertiary/central hospital 
service platform. Primary Health Care services are often bypassed in favour of hospitals, which has cost implications for 
the province overall. The low number of district hospitals has resulted in Gauteng’s low DHS spend per capita as compared 
to Limpopo, which has more district hospitals, fewer tertiary hospitals and a more stable population. Variations in DHS 
expenditure per capita is thus partly driven by how the service platform in a respective province is configured and is not 
necessarily a reflection of differences in access to health care. The uninsured population has also grown in Gauteng (with 
an average of 2.4% per year since 2015/16). Limpopo showed growth in the uninsured population of only 1.1% on average.

 

g Refer to methodology section of introduction and overview chapter for more detail on how the uninsured population was estimated. 

h Some people who are insured still make use of the public health system when their medical aid benefits have run out, but this is mostly for hospital-
based care and not PHC. 

i Statistics South Africa. 2019. Mid-year population Estimates. Available from http://www.statssa.gov.za/publications/P0302/P03022019.pdf.

j Oladipo JA. Utilization of health care services in rural and urban areas: a determinant factor in planning and managing health care delivery 
systems. African Health Sciences, 2014; 14(2), 322–333. Available from: https://doi.org/10.4314/ahs.v14i2.6.
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Figure 4:  Provincial and local government district health services expenditure per capita (uninsured 
population) by province, 2019/20

District overview

District health services expenditure per capita uninsured population by district (Figure 5) also shows varying levels, with 
Johannesburg (Gauteng) spending the lowest at R1 253 and Central Karoo (Western Cape) spending the highest at R4 092 
(69.2% higher than Johannesburg). Central Karoo has also maintained this spot for the past two years. The very high DHS 
spending per capita in Central Karoo is linked to the sparsity of the district. Nevertheless, it raises questions of equitable 
distribution of resources, noting that in the same province, Cape Winelands District (also classified as rural) spends only 
R1 420 per capita. 
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Figure 5:  Provincial and local government district health services expenditure per capita (uninsured 
population) by district, 2019/20
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Breakdown of district health services expenditure by sub-programme

The most important factor explaining differences in overall DHS expenditure per capita uninsured population appears 
to be expenditure per capita on district hospitals (Figure 6). As mentioned, the number and sizes of district hospitals 
varies considerably across provinces and districts, depending to a large extent on the existence of higher-level hospitals 
in the area and the number of hospitals in neighbouring districts. The 10 districts with the highest DHS expenditure per 
capita spent on average R1 398 per capita uninsured population on district hospitals, compared to a (simple) average of 
R853 across all districts. Central Karoo (Western Cape) had four district hospitals for an uninsured population of 65 009 in 
2019/20. The 10 lowest-spending districts had an average per capita district hospital expenditure of only R422. 

As discussed in previous editions of the District Health Barometer, expenditure from LG own revenue only contributes 
significantly to DHS expenditure in some metropolitan municipalities. In Gauteng and Western Cape, LG expenditure 
contributes 15.9% and 9.3% respectively of DHS, whereas in all other provinces it constitutes 2.3% or less. Local government 
PHC facilities also receive funding through transfers from provinces, and in this chapter these transfers are classified in the 
respective provincial sub-programmes rather than as LG expenditure. The contribution was the highest in Ekurhuleni 
(Gauteng) at R467 per uninsured population, followed by Tshwane (Gauteng) at R291, Cape Town (Western Cape) at R264, 
Johannesburg (Gauteng) at R188 and eThekwini (KwaZulu-Natal) at R149. The three other metros (Buffalo City, Nelson 
Mandela Bay − both Eastern Cape) and Mangaung (Free State) did not have significant LG contributions. Given the locations 
of the metropolitan municipalities, there were significant differences at the provincial level.
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Figure 6:  District health services expenditure per capita by sub-programme, 2019/20

Source:  BAS
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Provincial and local government expenditure on PHC per capita uninsured population

Provincial and LG PHC expenditure is expenditure on clinics, CHCs, community-based services, other community services, 
HIV/AIDS, nutrition and local government PHC expenditure and the denominator is the uninsured population. 

National overview

As seen in Figure 7, overall PHC expenditure per capita uninsured population for South Africa was R1 272 in 2019/20. 
Although this is still a real increase of 2.8% since 2018/19 (R1 242), the pace of growth has slowed down somewhat in the 
past two years. As with DHS expenditure per capita, the increase in PHC expenditure per capita can be partly attributed 
to growth in HIV/AIDS expenditure, which has been analysed in greater detail in previous editions of the District Health 
Barometer.k,l 

Figure 7:  Provincial and local government PHC expenditure per capita (uninsured), 2015/16–2019/20 
(Rand, real prices)

Source:  National Treasury

Provincial overview

Provincial and LG PHC expenditure per capita (uninsured population) in 2019/20 was R1  272 (Figure 8). KwaZulu-Natal 
had the highest PHC expenditure per capita at R1 469, followed by Northern Cape at R1 414 and Western Cape at R1 261. 
While Limpopo had the highest DHS expenditure per capita, it had the lowest expenditure on PHC per capita at R1 123, 
indicating that the province is more dependent on district hospitals than PHC facilities to deliver basic healthcare services. 
Mpumalanga has seen the largest increase in PHC expenditure per capita over the past five years, from R949 in 2015/16 to 
R1 222 in 2019/20 – an increase of 28.8% in total and 6.5% per year on average. 

k Massyn N, Pillay Y, Padarath A, editors. District Health Barometer 2017/18. Durban: Health Systems Trust; January 2019.

l Massyn N, Barron P, Day C, Ndlovu N, Padarath A, editors. District Health Barometer 2018/19. Durban: Health Systems Trust; February 2020.
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Figure 8:  Provincial and local government PHC expenditure per capita (uninsured population) by 
province, 2019/20 (Rand, real prices)

District overview

As in previous years, there is a substantial spread in PHC expenditure per capita uninsured population across districts 
(Figure 9). The gap between the highest- and lowest-spending districts decreased from R1  283 in 2018/19 to R1  232 
in 2019/20. The highest-spending district, Namakwa (Northern Cape) at R2  070 spent 2.5 times more than the lowest-
spending district Joe Gqabi (Eastern Cape) at R838. 

Forty-one districts had a real positive growth rate in PHC expenditure per capita from 2018/19 to 2019/20, and only 11 
districts had a decline. Joe Gqabi (Eastern Cape) had the largest decline by -23.2% and is now the lowest-funded district; 
the reasons for this sharp decline should be interrogated. Frances Baard (Northern Cape) was the district with the highest 
increase in PHC expenditure per capita in 2019/20 at 11.5%.

Namakwa (Northern Cape) has remained the highest-spending district for the past five years but has decreased for two 
consecutive years at a real average growth rate of -2.2%. Xhariep (Free State) was the second-highest spending district 
in 2019/20 at R1 948 and has increased considerably in recent years. Namakwa is extremely sparsely populated and the 
cost of delivering care in sparsely populated rural areas is often more expensive.m,n Rural facilities are typically harder to 
access (mainly due to limited transport infrastructure), and therefore are likely to have lower levels of usage compared to 
healthcare facilities in more densely populated areas. This means that healthcare facilities in rural areas are often not able 
to achieve economies of scale, which makes the per capita costs of delivering services more expensive.o Rural areas also 
sometimes incur additional costs related to difficulties in recruiting and retaining staff (such as the rural allowance) and 
longer travel times for emergency services and outreach services. Therefore, differences are expected across the districts 
that relate to the district-specific context and burden-of-disease profile. 

m Erin P, Gauld R, Audas R. How Are Population-Based Funding Formulae for Healthcare Composed? A Comparative Analysis of Seven Models. BMC 
Health Services Research, 2013; 13 (1).

n Morris M, Carr-Hill R, Vallejo-Torres L. Combining Age Related and Additional Needs (CARAN) Report. 2007. Available from: https://
whitehallstatisticalreasoning.files.wordpress.com/2017/03/caran.pdf. 

o Billy P, Appleby J, Spencer J. Rural Health Care: A Rapid Review of the Impact of Rurality on the Costs of Delivering Health Care. January 2019. Available 
from: https://www.nuffieldtrust.org.uk/files/2019-01/rural-health-care-report-web3.pdf.
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Figure 9:  Provincial and local government PHC expenditure per capita (uninsured population) by 
district, 2019/20 (Rand, real prices) 
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Analysis between PHC expenditure per capita, antenatal care 1st visit before 20 weeks rate, maternal mortality in 
facility ratio and neonatal death in facility rate

Expenditure on health care is not an end in itself and its purpose is to enable provision of high-quality care to health users. 
It is therefore important to analyse expenditure in relation to performance. One would expect that higher PHC expenditure 
per capita (uninsured population) would be associated with better performance. In this section, the PHC expenditure per 
capita uninsured population indicator is compared with three key performance indicators to examine the access to and 
quality of care against the resources used. These three indicators are analysed in greater detail in other chapters in this 
publication, and this chapter focuses on the PHC expenditure per capita in relation to the three indicators. Table 1 shows 
PHC expenditure per capita (uninsured population), antenatal care (ANC) 1st visit before 20 weeks rate, maternal mortality 
in facility ratio (iMMR) (per 100 000 live births)p and neonatal death in facility rate. 

p There were no maternal deaths in facility for 2019/20 in Namakwa (Northern Cape), Overberg (Western Cape), West Coast (Western Cape), Central 
Karoo (Western Cape) and Pixley Ka Seme (Northern Cape).
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Table 1:  Comparison between PHC expenditure per capita (uninsured population), antenatal care 1st 
visit before 20 weeks rate, maternal mortality in facility ratio and neonatal death in facility rate 
by district, 2019/20q

 

District Province

PHC expenditure per 
capita (uninsured 

population)
Rand

ANC 1st visit before 20 
weeks rate

%

Maternal mortality in 
facility ratio

per 100 000 live births

Neonatal death in facility 
rate

per 1 000 live births

To
p 

10

Namakwa Northern Cape 2 070 76.3  17.4

Xhariep Free State 1 948 75.3 183.7 2.3

Central Karoo Western Cape 1 931 77.8   9.5

uMkhanyakude KwaZulu-Natal 1 826 78.0 51.3 9.4

Frances Baard Northern Cape 1 677 62.8 172.8 20.6

uMzinyathi KwaZulu-Natal 1 647 81.1 32.8 8.1

Ugu KwaZulu-Natal 1 612 73.8 52.1 12.2

Sedibeng Gauteng 1 611 68.7 120.5 10.2

Pixley Ka Seme Northern Cape 1 595 70.7  10.3

Dr Ruth Segomotsi Mompati North West 1 570 67.0 54.9 13.6

 

Buffalo City Eastern Cape 1 536 53.9 182.4 13.2

Harry Gwala KwaZulu-Natal 1 520 74.9 54.1 10.7

iLembe KwaZulu-Natal 1 517 75.2 62.5 11.1

uMgungundlovu KwaZulu-Natal 1 517 72.1 163.3 10.7

Zululand KwaZulu-Natal 1 491 78.1 43.3 12.3

Chris Hani Eastern Cape 1 490 70.7 81.9 10.2

King Cetshwayo KwaZulu-Natal 1 481 71.5 73.7 11.6

Amathole Eastern Cape 1 450 74.9 31.9 6.0

West Rand Gauteng 1 446 73.3 105.7 8.3

Ngaka Modiri Molema North West 1 431 72.2 106.2 11.1

uThukela KwaZulu-Natal 1 380 71.3 81.1 8.9

Overberg Western Cape 1 372 80.5  6.0

eThekwini MM KwaZulu-Natal 1 349 73.8 91.5 11.6

Tshwane MM Gauteng 1 343 64.8 88.3 13.4

Ehlanzeni Mpumalanga 1 341 83.3 67.1 10.8

Ekurhuleni Gauteng 1 339 66.3 115.0 11.2

Cape Town Western Cape 1 315 68.8 53.2 8.6

Garden Route Western Cape 1 305 76.2 37.6  8.2

Amajuba KwaZulu-Natal 1 241 73.5 27.7 8.7

Gert Sibande Mpumalanga 1 233 69.8 47.4 11.9

Nelson Mandela Bay Eastern Cape 1 205 70.2 85.2 8.8

Mopani Limpopo 1 204 73.1 93.9 15.5

Sarah Baartman Eastern Cape 1 203 70.8 62.3 10.4

Vhembe Limpopo 1 197 72.1 66.5 10.4

Lejweleputswa Free State 1 188 64.4 147.2 17.6

Dr K Kaunda North West 1 184 72.1 117.2 11.1

Waterberg Limpopo 1 183 68.4 61.4 12.4

Thabo Mofutsanyana Free State 1 158 65.4 76.1 14.6

Fezile Dabi Free State 1 155 69.1 90.1 14.8

Mangaung Free State 1 130 66.7 136.0 16.2

John Taolo Gaetsewe Northern Cape 1 095 60.2 106.2 9.6

West Coast Western Cape 1 094 76.7  7.8

B
ot

to
m

 1
0

Nkangala Mpumalanga 1 071 74.0 85.9 11.3

Bojanala Platinum North West 1 070 71.3 73.1 11.0

Johannesburg Gauteng 1 061 66.1 98.7 14.0

Capricorn Limpopo 1 051 62.4 195.8 20.4

Sekhukhune Limpopo 995 68.1 56.7 12.5

OR Tambo Eastern Cape 989 64.9 171.0 18.1

Cape Winelands Western Cape 974 76.4 35.1 6.8

Zwelentlanga Fatman Mgcawu Northern Cape 926 67.6 108.2 15.2

Alfred Nzo Eastern Cape 879 50.0 42.6 10.3

Joe Gqabi Eastern Cape 838 68.7 38.8 9.8

q For each indicator, blue cells are the highest 10 values and yellow cells are the lowest 10 values, irrespective of whether desired performance for 
respective indicator is high or low.
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District Province

PHC expenditure per 
capita (uninsured 

population)
Rand

ANC 1st visit before 20 
weeks rate

%

Maternal mortality in 
facility ratio

per 100 000 live births

Neonatal death in facility 
rate

per 1 000 live births

Av
er

ag
es

All districts (simple average) 1 335 70.7 87.9 11.6

All districts (weighted average) 1 272 69.7 88.0 11.9

Top 10: PHC expenditure per capita 1 749 73.2 95.4 11.6

Bottom 10:  PHC expenditure per capita 985 67.0 90.6 12.9

Top 20: PHC expenditure per capita 1 618 72.4 92.5 11.0

Bottom 20: PHC expenditure per capita 1 072 67.8 93.1 12.7

Top 10: ANC 1st visit before 20 weeks 1 505 78.4 44.5 9.8

Bottom 10: ANC 1st visit before 20 weeks 1 198 61.5 128.1 15.2

Top 20: ANC 1st visit before 20 weeks 1 471 76.3 66.0 9.8

Bottom 20: ANC 1st visit before 20 weeks 1 202 64.7 105.8 13.8

Source:  BAS, DHIS

Antenatal care 1st visit before 20 weeks rate

Antenatal care is an important component of PHC as it brings women into the service more regularly, allowing for screening 
for other health conditions such as HIV. It is also an important predictor of maternal and child health, where quality ANC 
can prevent maternal mortality and adverse events during delivery. South Africa uses the ANC 1st visit before 20 weeks 
rate as a proxy measure for the coverage and quality of ANC in the country. The ANC 1st visit before 20 weeks rate measures 
the number of women who have a booking visit (first visit) before they are 20 weeks (about half way) into their pregnancy 
as a proportion of all antenatal 1st visits.r The NDoH had a target rate of 80% by 2019/20s but the national average rate of 
ANC 1st visit before 20 weeks rate was 69.7% in 2019/20, well below this target. Only three districts achieved the national 
target, namely Ehlanzeni (Mpumalanga) at 83.3%, uMzinyathi (KwaZulu-Natal) at 81.1% and Overberg (Western Cape) at 
80.5%. While Ehlanzeni is a densely populated, mostly urban district, uMzinyathi and Overberg are deeply rural districts. 
Of the top 10 performers, nine are classified as rural. Given the widespread literature that shows lower access to ANC for 
women living in rural areas, these nine rural districts should be commended for their efforts in ensuring access to care. 

While it is difficult to draw any definite conclusions from the data presented in Table 1, it is noticeable that the 10 highest-
spending districts had a higher average ANC 1st visit before 20 weeks rate than the 10 lowest-spending districts, indicating 
a potential positive correlation. However, there are also notable exceptions. In the Eastern Cape, Alfred Nzo had the 
lowest rate at 50.0%, followed by Buffalo City at 53.9%. This suggests that Buffalo City’s relatively high (11th highest) PHC 
expenditure per capita uninsured population is not yielding a substantially better ANC 1st visit before 20 weeks rate than 
the second-lowest-spending district in the country. Conversely, Cape Winelands (Western Cape) had the fourth-lowest 
expenditure per PHC and yet performed equally well on the ANC 1st visit before 20 weeks rate as the highest-spending 
district (Namakwa in Northern Cape). This varied picture shows the influence of non-financial factors on performance, 
which are likely to include cultural practices and other behavioural factors. Given the high-level nature of the analysis 
presented here, these patterns should be analysed through more in-depth research before firm conclusions can be drawn. 

Neonatal death in facility rate

The neonatal death in facility rate measures the infants 0−28 days who died during their stay in the facility per 1 000 live 
births in facility.r The neonatal mortality rate is a key indicator for Goal 3 of the SDGs with a target of fewer than 12 deaths 
in the neonatal period for every 1 000 live births by the year 2030.t In 2019/20, the national average for the neonatal deaths 
in facility rate was 11.9 per 1 000 live births compared to 12.3 in 2018/19. This is an indication of good progress towards 
decreasing the number of neonatal deaths in the country. The neonatal death in facility rate across the 52 districts in the 
country showed an increase in the gap between the lowest rate of 2.3 deaths per 1 000 live births in Xhariep (Free State) to 
a high of 20.6 deaths per 1 000 births in Frances Baard in the Northern Cape in 2019/20. This variation has increased from a 
3.5-fold in 2018/19 to an 8.9-fold difference in 2019/20, due largely to the unusually low rate reported in Xhariep. 

These disparities in the neonatal deaths in facility rate do not seem to be primarily driven by differences in PHC expenditure 
per capita. There was only a slight difference in the average performance between the 10 highest- and lowest-spending 
districts. Frances Baard (Northern Cape) was the fifth-highest-spending district in PHC expenditure per capita uninsured 
population, but is the worst-performing district in neonatal deaths in facility rate (20.6 deaths per 1 000 live births). Xhariep 
(Free State), with similarly high expenditure, had a neonatal deaths in facility rate of only 2.3 per 1 000 live births. Western 

r National Department of Health. National Indicator Data Set 2017. Pretoria: NDoH; April 2017.

s National Department of Health. Strategic Plan 2015/16–2019/20. Pretoria: NDoH; 2019.

t United Nations Development Programme. Sustainable Development Goals – 2019. Available from: https://www.undp.org/content/dam/undp/
library/corporate/brochure/SDGs_Booklet_Web_En.pd.
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Cape also has more districts (five of the six districts) represented in the top 10 performers than any other province, and of 
these five districts, only one was among the 10 highest-spending districts in PHC expenditure. 

The data seem to point towards a strong negative correlation between ANC 1st visit before 20 weeks rate and neonatal 
death in facility rate. The 10 districts with the highest ANC 1st visit before 20 weeks rate had an average neonatal death in 
facility rate of 9.8 as opposed to an average of 15.2 among the 10 districts with the lowest ANC 1st visit before 20 weeks 
rate. Further research into this correlation would be useful, also to determine whether this is in fact a causal relationship or 
merely two independent measures of the strength of health systems.

Maternal mortality in facility ratio

The iMMR is defined as the number of women who die in a facility during pregnancy, childbirth and the puerperium, or 
within 42 days of termination of pregnancy irrespective of the duration and site of the pregnancy and irrespective of the 
cause of death (obstetric and non-obstetric) per 100 000 live births in the facility.r This is directly linked to the quality of 
ANC, quality of care during childbirth, as well as post-natal/postpartum care received and, therefore, an assumption can 
be made about the quality of PHC care services when analysing iMMR. The national iMMR in 2019/20 was 88 deaths per 
100 000 live births. Although the iMMR is a sub-set of the population-level iMMR (which is estimated at 134 per 100 000 
live births in South Africau), both indicator values are well above the SDG target of 70 per 100 000 live births globally 
by 2030. Table 2 shows the districts that have already surpassed the SDG target. Once again, Ehlanzeni (Mpumalanga) 
falls among the top performers. Western Cape districts were also well represented among the top performers across 
several indicators. Some of the district-level differences could, however, be driven by differences in the number and type 
of hospitals available in the district. It is expected that those districts with more district hospitals and more specialised 
hospitals would have higher iMMR, given the complexity of the cases. Notably, Cape Town is the only metro that has 
surpassed the SDG target of 70 per 100 000 live births. This is impressive, given the high number of tertiary and central 
hospitals in the metropolitan district. 

Table 2:  Districts that reached the Sustainability Development Goals maternal mortality ratio in facility 
ratio, 2019/20

District
Maternal mortality in facility ratio

per 100 000 live births
Amajuba (KwaZulu-Natal) 27.7

Amathole (Eastern Cape) 31.9

uMzinyathi (KwaZulu-Natal) 32.8

Cape Winelands (Western Cape) 35.1

Garden Route (Western Cape) 37.6

Joe Gqabi (Eastern Cape) 38.8

Alfred Nzo (Eastern Cape) 42.6

Zululand (KwaZulu-Natal) 43.3

Gert Sibande (Mpumalanga) 47.4

uMkhanyakude (KwaZulu-Natal) 51.3

Ugu (KwaZulu-Natal) 52.1

Cape Town (Western Cape) 53.2

Harry Gwala (KwaZulu-Natal) 54.1

Dr Ruth Segomotsi Mompati (North West) 54.9

Sekhukhune (Limpopo) 56.7

Waterberg (Limpopo) 61.4

Sarah Baartman (Eastern Cape) 62.3

iLembe (KwaZulu-Natal) 62.5

Vhembe (Limpopo) 66.5

Ehlanzeni (Mpumalanga) 67.1

Source:  DHIS

Judging from Table 1, there does not appear to be a direct linear relationship between PHC expenditure per capita 
uninsured population and iMMR. It is likely that iMMR is driven more by funding and performance of hospitals and 
emergency medical services than by PHC expenditure. Similar to the neonatal death in facility rate, there appears to be a 

u Dorrington RE, Bradshaw D, Laubscher R, Nannan N. Rapid mortality surveillance report 2018. Cape Town: South African Medical Research Council; 
2020. ISBN: 978-1-928340-44-7. 
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correlation between iMMR and ANC 1st visit before 20 weeks rate. Districts with high ANC 1st visit before 20 weeks rates 
had, on average, considerably lower iMMRs than districts with a low ANC 1st visit before 20 weeks rate. 

In summary, from these analyses of the PHC expenditure per capita uninsured population against performance and health 
outcome measures, a disconnection is seen between resource allocation and performance. Higher expenditure per capita 
did, on average, seem to generate a better ANC 1st visit before 20 weeks rate, which in turn appeared to be associated 
with a lower iMMR and neonatal death in facility rate. However, there are also notable exceptions and there was no clear 
direct correlation between expenditure and the two latter indicators. This lends credence to the notion that more funding 
does not always equate to better health outcomes. However, more rigorous statistical analysis would be required to draw 
firm conclusions in this regard. It is also a cautionary tale in terms of the need to analyse financial performance based on 
health outcomes in order to ensure value for money. Not all districts have the same burden of disease nor the same needs. 
Therefore, there is nothing inherently wrong with some variation in spending across districts. It is likely that the better-
performing districts have other qualities that enable them to continue performing well, often despite scarce resources. 
Whether better performance could be attributed to strong leadership and management, better infrastructure or other 
factors would have to be investigated more systematically and at an individual district level. 

Provincial and local government expenditure per PHC headcount 

While PHC expenditure per capita is an important measure of equity in resource distribution, it does not say much about 
efficiency and productivity because it is not linked to outputs. Primary Health Care expenditure per headcount is therefore 
an important complementary indicator as it positions expenditure in relation to PHC service volumes. Provincial and LG 
PHC expenditure per PHC headcount measures the Provincial expenditure on sub-programmes of DHS (2.2 - 2.7) plus net 
local government expenditure on PHC divided by PHC headcount.

National overview

Figure 10 demonstrates that PHC expenditure per headcount has grown substantially from R413 in 2015/16 to R529 in 
2019/20 at an annual average growth of 6.4% (real 2019/20 prices). This considerable growth is a result of an annual decline 
of -1.4% in headcount (-2.8% per capita, see Figure 11) and annual real growth of 4.9% in PHC expenditure during this 
period. Many reasons have been expressed previously on this continuous trend of a decline in PHC utilisation rates. Among 
these reasons is the introduction of the Central Chronic Medicine Dispensing and Distribution (CCMDD) programme which 
has reduced congestion in PHC facilities with patients who are stable on their medication having a choice of selecting 
a convenient pick-up point for their chronic medication. Alongside this programme are the Ward-based Outreach 
Teams which also play a pivotal role in health promotion, distribution of medication and managing healthcare needs at 
community level. The penetration of these teams into communities is deemed to have reduced the number of patients 
seeking healthcare services in facilities. Other reasons that have been put forward are lower service demand due to the 
improved health status of the population, and rationalisation of patient registers in facilities which has reduced double-
counting of patients. Increasing numbers of patients on antiretroviral treatment as a share of total patients is probably also 
contributing to the increasing average expenditure per patient. 

Figure 10:  Provincial and local government PHC expenditure per headcount, 2015/16–2019/20

Source:  National Treasury
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Primary Health Care utilisation rates (i.e. average number of PHC visits per person per year in the populationr) have declined 
at a negative annual average growth of 2.8% nationally between 2015/16 and 2019/20. While all provinces have declining 
utilisation rates, Free State (5.1%), Northern Cape (3.5%), Gauteng (3.2%), North West (3.3%) and KwaZulu-Natal (3.2%) have 
a decline higher than the national average (Figure 11). The explanation for this in Gauteng has been and continues to be 
that patients are bypassing PHC facilities and making use of regional and tertiary services, as well as seeking care from 
private general practitioners even if uninsured (opting to pay out of pocket for perceived better quality of care and/or 
shorter waiting times). Community-based (rather than facility-based) interventions have also been noted as a contributor 
to the steadily continuous decline in utilisation.v

Figure 11:  2019/20 PHC utilisation rates and average annual change between 2015/16–2019/20 by 
province

Source:  National Treasury

Provincial overview

Primary Health Care expenditure per PHC headcount ranged from a low of R439 in Limpopo to a high of R678 in Gauteng 
(Figure 12). 

In Gauteng the PHC expenditure per PHC headcount is consistent with the low PHC utilisation rate, as mentioned. North 
West (R570), Northern Cape (R557) and Free State (R552) had a PHC expenditure per PHC headcount above the national 
average, which also accords with the decline in PHC headcount in these provinces over the past four years (2015/16–
2019/20). 

v Gauteng Department of Health. 2018/19 Annual Report. Available from: https://provincialgovernment.co.za/department_annual/780/2019-gauteng-
health-annual-report.pdf.
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Figure 12:  Provincial and local government PHC expenditure per PHC headcount by province 2019/20

District overview

The PHC expenditure per PHC headcount in districts (Figure 13) has shifted compared to the expenditure in 2018/19. The 
concentration of Gauteng’s districts at the top of the chart has become even stronger, now occupying five of the seven 
highest places. Francis Baard (Northern Cape) spent the most (R774) per PHC headcount and Joe Gqabi (Eastern Cape) 
spent the least (R331). Although all Eastern Cape districts fall below the national average, spending per PHC headcount 
increased by 4.9% in 2019/20 from a growth of only 2.8% in 2018/19. 

The wide disparities across districts in Northern Cape is a cause for concern, with Francis Baard having the highest PHC 
expenditure per PHC headcount in the country and Zwelentlanga Fatman Mgcawu the third-lowest. A similar observation 
can be made in Western Cape and Free State, where the highest-spending districts spent more than 30% than the lowest-
spending districts. This raises concerns around equity and allocative efficiency in distribution of resources across districts 
in these provinces. In the current economic climate, where health budgets are increasingly constrained, provinces may 
have to consider reviewing the allocation of resources in districts so as to be more consistent with the demand for services. 
The concerns raised in this publication mirror those noted in previous editions, illustrating that little has been done to 
improve the status quo. 
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Figure 13:  Provincial and local government PHC expenditure per PHC headcount by district, 2019/20 
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Expenditure per patient day equivalent (district hospitals)

South Africa has around 250 district hospitals, which represents the first level of hospital care and is generally the most 
accessible to the population, particularly in rural areas. In 2019/20, R35 billion was spent on district hospitals, making up 
33.8% of total district health expenditure. 

A patient day equivalent (PDE) is a weighted measure that combines inpatient days, day patient headcounts, Outpatient 
Department (OPD) and emergency casualty headcounts into a utilisation measure that roughly corresponds with 
the resource requirements of one inpatient day.r,w Changes in expenditure per PDE can be driven by change either in 
expenditure or in the number of PDEs or a combination of the two. 

Differences in the number of PDEs across geographic areas can have different causes. While PHC is generally meant to be 
delivered in clinics, community health centres and through outreach services, in reality many provinces also rely to various 
degrees on district hospital OPDs to deliver PHC services. This is also driven by patient behaviour, as services at hospitals 
might be seen as preferable to PHC facilities. South Africa’s OPD new client not referred rate in district hospitals is high 
at 60.8% (2018/19).m The OPD new client not referred rate is defined as new OPD clients not referred as a proportion of 
the total OPD new clients seen at a hospital. It monitors utilisation trends of clients bypassing PHC facilities and therefore 
monitors clients who access hospitals directly for PHC services including the treatment of minor ailments.r A weaker PHC 
platform can therefore result in a higher number of OPD visits, driving up the number of PDEs. Another factor could be 
cross-district patient movement. As patients are not bound by these borders, if the closest hospital is in a neighbouring 
district or if services are perceived as being better in that hospital, patients are likely to seek care there rather than in their 
home district. 

Expenditure per PDE is an important indicator measuring efficiency in use of resources. Other efficiency measures include 
the average length of stay (ALOS) and the inpatient bed utilisation rate (BUR), and later sections of this chapter analyse the 
relationships between these indicators. 

The inpatient bed utilisation rate measures the inpatient bed days used as a proportion of maximum inpatient bed days 
(inpatient beds times days in period) available. It is calculated by dividing the number of inpatient days plus half-day 
patients (numerator) by inpatient bed days available (inpatient beds multiplied by 30.42) (denominator) and is expressed 
as a percentage.r Average length of stay is defined as the average number of days an admitted patient spends in hospital 
before separation. It is calculated by dividing the number of inpatient days plus half-day patients by the number of 
inpatient separations and this is expressed as a number of days. Inpatient separations are the sum of inpatient deaths, 
inpatient discharges and inpatient transfers-out.r

National overview

South Africa’s overall expenditure per PDE in district hospitals has seen a real increase over time (Figure 14). In 2019/20, 
expenditure per PDE was R3 179 and this has increased by an average of 3.2% per year in real prices since 2015/16 and by 
3.9% in 2019/20. This change is driven by expenditure growing by 3.2% per year, rather than by a change in the number of 
PDEs which was 10.9 million in both 2019/20 and 2015/16. Further research would be required to investigate what drives 
the increase in expenditure, without a corresponding increase in patient volumes. 

Figure 14:  National expenditure per PDE (district hospitals), 2015/16–2019/20 

Source:  National Treasury

w An inpatient day is weighted at 1, a day patient at ½, and an outpatient visit at 1/3. Expenditure per PDE for district hospitals is calculated by dividing 
total district hospital expenditure by the number of PDEs in district hospitals.
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Provincial overview

Expenditure per PDE in district hospitals in 2019/20 ranged from R2 687 in Western Cape to R3 671 in North West (Figure 
15). This is a difference of 36.6% between the highest and lowest provincial expenditure per PDE. This gap has narrowed 
somewhat compared to 2018/19, when the expenditure per PDE in Gauteng was 38.5% higher than the expenditure per 
PDE in Western Cape. The highest increases in expenditure per PDE in 2019/20 were in Northern Cape (8.9%), Free State 
(8.7%) and North West (7.5%). Whereas Free State expenditure per PDE was below the national average, the expenditure 
per PDE in North West was already the second-highest in 2018/19, and ways to improve efficiency/productivity in its district 
hospitals should be considered. Western Cape’s expenditure per PDE has remained the lowest in the country for the past 
five years. Case mix analysis and a review of quality of care would be required to shed light on whether these differences 
are related to a different burden and acuity of disease in the patients being served. For example, areas with few regional 
hospital beds might treat more complex cases at district hospital level (as they cannot be referred upward), and areas with 
a weak PHC system have a less complex case mix (as patients who could have been treated at a PHC facility are instead 
treated at a district hospital).

Figure 15:  Expenditure per PDE (district hospitals) by province, 2019/20

District overview

Figure 16 shows district hospital expenditure per PDE by district and presents very wide variations across districts. The 
highest-spending district, Amajuba (KwaZulu-Natal), spent R5  094 per PDE, which is 60.2% higher than the national 
average and 127.7% higher than the district with the lowest expenditure per PDE, i.e. Cape Winelands (Western Cape) at 
R2 237 per PDE. 

Additionally, within several provinces, there were wide differences in expenditure per PDE at district hospitals. KwaZulu-
Natal had the widest difference between the highest and lowest expenditure per PDE, with Amajuba spending 117% 
more per PDE than eThekwini (R2 346). In contrast, North West had relatively equal expenditure per PDE across its district, 
with Bojanala (R3 933) spending only 16% more per PDE than Dr Ruth Segomotsi Mompati (R3 389) which had the lowest 
expenditure per PDE. 
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Figure 16:  Expenditure per PDE (district hospitals) by district, 2019/20
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Figure 17 shows the annual trends for expenditure per PDE between 2010/11 and 2019/20. The expenditure per PDE for 
district hospitals has increased consistently in most districts. Notable exceptions are Alfred Nzo (Eastern Cape), Sarah 
Baartman (Eastern Cape), Tshwane (Gauteng), Dr Ruth Segomotsi Mompati (North West) and Dr K Kaunda (North West), 
which show stark declines from 2018/19. 

Figure 17:  Annual trends – Expenditure per PDE (District Hospitals) by district, 2010/11–2019/20

Source:  DHIS, BAS
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Analysis between expenditure per patient day equivalent, inpatient bed utilisation rate, average length of stay, 
hospital beds per 10 000 uninsured population, and inpatient crude death rate – District Hospitals

While PHC facilities are mostly well dispersed throughout the country, access to district hospital services is less so. Figure 18 
shows the expenditure on district hospitals against the number of district hospitals in each province. District hospitals vary 
widely in terms of the number of beds and therefore this provides insight only into overall district hospital expenditure 
across the provinces. For example, Free State has 26 district hospitals and Mpumalanga 23, but Free State district hospital 
expenditure was almost half that of Mpumalanga in 2019/20. The size of district hospitals is also an important factor. Some 
hospitals in the Free State are very small, e.g. Nketoana Hospital which has only 15 beds.

Figure 18:  Expenditure on district hospitals against number of district hospitals, per province, 2019/20 
(Rand, real terms)

Source:  National Treasury

Table 3 compares expenditure per PDE, BUR, ALOS, beds per 10 000 uninsured population, and inpatient crude death rate 
for district hospitals by district in 2019/20. 
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Table 3:  Comparison between expenditure per PDE, inpatient bed utilisation rate, average length of 
stay, beds per 10 000 uninsured population, and inpatient crude death rate, 2019/20 (district 
hospitals)x

 

District Province

Expenditure 
per PDE

 Rand

Inpatient bed 
utilisation 

rate 
%

Average 
length of stay

days

Beds per 
10 000 

uninsured 
population

Inpatient 
crude death 

rate
%

To
p 

10

Amajuba KwaZulu-Natal 5 094 64.6 4.8 1.1 6.4
iLembe KwaZulu-Natal 4 636 47.0 5.3 6.1 5.2
Johannesburg Gauteng 4 407 66.3 4.2 1.1 2.6
Waterberg Limpopo 4 319 62.6 3.9 10.3 4.3
Sedibeng Gauteng 4 189 74.2 3.7 4.5 4.8
Frances Baard Northern Cape 4 160 36.8 3.3 2.7 7.3
West Rand Gauteng 4 026 56.5 3.7 6.4 3.8
Nelson Mandela Bay Eastern Cape 3 997 64.6 3.7 2.5 4.7
Bojanala Platinum North West 3 933 71.0 4.4 2.7 5.7
Pixley Ka Seme Northern Cape 3 799 68.3 3.9 6.4 5.9

 Xhariep Free State 3 748 53.3 3.5 13.0 4.6

 Capricorn Limpopo 3 689 73.4 4.0 6.2 5.0

 Ngaka Modiri Molema  North West 3 626 51.9 4.3 6.2 5.4

 Central Karoo Western Cape 3 535 64.3 3.0 18.4 3.1

 OR Tambo Eastern Cape 3 511 54.1 5.0 7.4 5.5

 Dr K Kaunda North West 3 478 68.2 3.5 1.3 4.8

 Zululand KwaZulu-Natal 3 461 61.3 5.0 14.4 5.0

 uMkhanyakude KwaZulu-Natal 3 459 60.6 5.4 17.1 4.5

 

Dr Ruth Segomotsi 
Mompati North West 3 389 66.8 4.4 8.1 5.8

 Sekhukhune Limpopo 3 379 70.3 3.8 5.9 3.6

 Nkangala Mpumalanga 3 378 68.9 4.6 4.6 6.0

 uThukela KwaZulu-Natal 3 375 58.0 5.0 7.0 5.0

 Amathole Eastern Cape 3 321 50.5 4.7 16.6 6.3

 uMzinyathi KwaZulu-Natal 3 308 52.9 5.8 21.3 5.4

 King Cetshwayo KwaZulu-Natal 3 265 46.5 5.7 13.2 4.7

 Joe Gqabi Eastern Cape 3 222 60.7 5.3 16.0 6.6

 Tshwane Gauteng 3 214 75.2 4.5 3.8 5

 Buffalo City Eastern Cape 3 213 51.4 5.3 4.4 8

 Vhembe Limpopo 3 195 72.2 4.5 8.6 4.9

 Harry Gwala KwaZulu-Natal 3 188 65.7 4.4 14.8 4.2

 Ekurhuleni Gauteng 3 161 77.5 4.6 1.0 4.2

 Thabo Mofutsanyana Free State 3 131 50.3 2.8 7.2 5.4

 uMgungundlovu KwaZulu-Natal 3 095 76.0 5.5 5.6 4.4

 Chris Hani Eastern Cape 3 090 48.2 4.6 16.8 6.3

 Overberg Western Cape 3 080 78.8 2.8 8.1 2.4

 Sarah Baartman Eastern Cape 3 073 55.5 3.5 13.7 4.5

 Mangaung Free State 3 011 60.5 3.9 7.0 7.3

 Ugu KwaZulu-Natal 2 967 66.4 5.3 10.6 5.5

 Gert Sibande Mpumalanga 2 883 66.7 3.8 8.8 4.2

 Fezile Dabi Free State 2 872 68.8 3.9 6.4 5.4

 John Taolo Gaetsewe Northern Cape 2 856 53.8 4.5 9.8 6.1

 Namakwa Northern Cape 2 829 64.6 2.4 7.8 3.8

B
ot

to
m

 1
0

Lejweleputswa Free State 2 814 57.2 2.7 5.0 4.7
Cape Town Western Cape 2 766 97.7 3.9 4.7 3.3
Ehlanzeni Mpumalanga 2 681 66.3 4.1 7.6 4.1
Alfred Nzo Eastern Cape 2 645 62.5 5.0 11.3 5.5
Zwelentlanga Fatman 
Mgcawu Northern Cape 2 610 43.2 2.7 3.9 4.6
Mopani Limpopo 2 572 84.2 4.5 7.7 4.5
Garden Route Western Cape 2 459 79.8 2.8 7.7 3.1
West Coast Western Cape 2 404 88.3 2.8 8.4 2.9
eThekwini KwaZulu-Natal 2 346 64.2 4.4 2.2 4
Cape Winelands Western Cape 2 237 82.8 2.8 3.1 3.3

x For each indicator, blue cells are the highest 10 values and yellow cells are the lowest 10 values, irrespective of whether desired performance for the 
indicator is high or low.
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District Province

Expenditure 
per PDE

 Rand

Inpatient bed 
utilisation 

rate 
%

Average 
length of stay

days

Beds per 
10 000 

uninsured 
population

Inpatient 
crude death 

rate
%

Av
er

ag
es

All districts (simple average) 3 310 64.1 4.2 8.0 4.9
All districts (weighted average) 3 179 64.8 4.2 6.1 4.6
Top 10 spending districts 4 256 61.2 4.1 4.4 5.1
Bottom 10 spending districts 2 553 72.6 3.6 6.2 4.0
Top 20 spending districts 3 892 61.8 4.1 7.1 4.9
Bottom 20 spending districts 2 764 68.3 3.8 7.8 4.5

Source:  DHIS

Hospital beds per 10 000 uninsured population 

The district hospital beds per 10  000 uninsured population was on average lower in districts with high expenditure 
per PDE. The 10 districts with the highest expenditure per PDE had on average 4.4 hospital beds per 10 000 uninsured 
population, considerably below the national weighted average of 6.1; this could be due to diseconomies of scale where 
a small district hospital platform (and possibly few beds per hospital) lead to higher unit costs. At the other end of the 
spectrum, the 10 districts with the lowest expenditure per PDE had an average bed to population ratio of 6.2, which is not 
a large deviation from the national average. There are, however, several exceptions to this pattern. The two districts with 
the lowest expenditure per PDE (eThekwini in KwaZulu-Natal and Cape Winelands in Western Cape) both had very low bed 
to population ratios. The districts with the lowest (Ekurhuleni in Gauteng at 1.0) and the highest (uMzinyathi in KwaZulu-
Natal at 21.3) bed to population ratios were very close to the national average in terms of expenditure per PDE. This is 
evidence of a mismatch between need and infrastructure, where many districts are still under-served due to historical 
decisions around access to care. 

Bed utilisation rate and average length of stay

To compare utilisation indicators such as BUR and ALOS, it is possible to gain a better understanding of whether similar 
expenditure per PDE is related to similar utilisation. For district hospitals, an acceptable BUR is between 70% and 80% and 
an acceptable ALOS is between 3.5 and 4.5 days. The national average BUR in 2019/20 at 64.8% was below the target range, 
and by district this ranged from 47.0% in iLembe (KwaZulu-Natal) to 97.7% in Cape Town (Western Cape). Only 11 districts 
fell within the target range. A low BUR indicates that the hospital beds may be under-utilised or utilised for the wrong 
purposes if the ALOS is very long. Therefore, it is important to analyse these two indicators together. 

The national average ALOS in 2019/20 was 4.2 days, ranging from 2.4 days in Namakwa (Northern Cape) to 5.8 days in 
uMzinyathi (KwaZulu-Natal), and 25 of the 52 districts fall within the target range. uMzinyathi and King Cetshwayo Districts 
in KwaZulu-Natal had the longest ALOS at 5.8 and 5.7 days respectively, and both districts have a high proportion of 
people living in rural areas which might be the reason for the longer ALOS. Other reasons for a longer ALOS might be that 
planned patient transport is often not easily available in these areas and patients have to wait for their families to collect 
them from the hospital. Quality of care and the availability of qualified and competent medical and nursing teams may 
also have an impact on how long patients need to remain hospitalised. This often drives up the ALOS in a district hospital 
as patients stay longer than is medically necessary. 

Looking at the BUR and ALOS together, it is possible to interpret whether the 10 districts with optimal BURs are in fact 
providing efficient services. Table 4 shows the 10 districts that fall within the BUR target range against their ALOS. Those 
highlighted in green represent the districts where both the BUR and ALOS fell within the target ranges. The Western 
Cape shows a very high provincial BUR of 90.4%, which, when compared to the low ALOS, could signal very high turnover 
rates in the hospital to cope with a high demand for services. This could result in poor quality of care if patients are being 
discharged before it is clinically advisable to do so because of high volumes of acutely ill patients who require a hospital 
bed urgently. 
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Table 4:  Comparison of optimal inpatient bed utilisation rate against average length of stay for the 10 
best-performing districts, 2019/20

District
Inpatient bed utilisation rate 

%
Average length of stay

days
Ekurhuleni (Gauteng) 77.5 4.6
Sedibeng (Gauteng) 74.2 3.7
Tshwane (Gauteng) 75.2 4.5
uMgungundlovu (Gauteng) 76.0 5.5
Capricorn (Limpopo) 73.4 4.0
Sekhukhune (Limpopo) 70.3 3.8
Vhembe (Limpopo)) 72.2 4.5
Bojanala Platinum (North 
West)

71.0 4.4

Garden Route (Western Cape) 79.8 2.8
Overberg (Western Cape) 78.8 2.8

Source:  DHIS

There appears to be an association between expenditure per PDE and these two efficiency indicators. The 10 districts with 
the highest expenditure per PDE had an average BUR of 61.2% and an ALOS of 4.1 days, as compared to 72.6% and 3.6 
days respectively at the 10 districts with the lowest expenditure per PDE. This indicates that resource allocation to district 
hospitals is not primarily being driven by patient load, and that high efficiency in one indicator (e.g. low expenditure per 
PDE) seems to be correlated with high efficiency in other indicators (i.e. a high BUR and a short ALOS). This is evident of the 
widespread under-utilisation of district hospital inpatient services that is observed across the country.

Inpatient crude death rate

The inpatient crude death rate is defined as clients who died during hospital stay as a proportion of total inpatient 
separations.r Inpatient separations is the total of inpatient discharges, inpatient deaths and inpatient transfers-out. The 
inpatient crude death rate monitors trends in inpatient deaths and provides an indication of the quality of inpatient care. 
The national inpatient crude death rate in district hospitals was 4.6% in 2019/20 (Table 3), ranging from a low of 2.3% in 
Overberg (Western Cape) to 8.0% in Buffalo City (Eastern Cape). 

The 10 districts with the highest expenditure per PDE had an average inpatient crude death rate of 5.1% as compared to 
4.0% in the 10 districts with the lowest expenditure per PDE, indicating that variations in health outcomes and quality of 
care are likely to be driven more by non-financial aspects than by finances, and that good quality of care can be achieved 
at comparably low cost. Variations in disease burden and socio-economic status as well as the quality of the management 
of districts and facilities are also likely to be important factors. 

The deaths in facility under 5 years rate can provide another useful proxy (although crude) for health outcomes, for a closer 
interpretation of the utilisation indicators. The death in facility under 5 years rate is defined as the proportion of children 
younger than five years admitted/separated who died during their stay in the facility. Inpatient separations under 5 years is 
the total of inpatient discharges, inpatient deaths and inpatient transfers-out.r The national death in facility under 5 years 
rate in 2019/20 was 5.0%, ranging from 0.7% in West Coast (Western Cape) to 10.2% in Ehlanzeni (Mpumalanga). Seven 
districts had a death in facility under 5 years rate of less than 2% (Table 5). Notably, all six districts in the Western Cape 
had very low death rates, suggesting a high quality of care, coupled with better socio-economic status indicators in this 
province. Therefore, although the Western Cape had low ALOS and high BURs in its district hospitals, the death data seem 
to indicate that good treatment outcomes are still being upheld in the Western Cape hospitals. Green highlights in the 
table indicate that the indicator is within the target range. 
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Table 5:  Comparison between districts with a death in facility under 5 years rate of less than 2% with 
the inpatient bed utilisation rate and average length of stay, 2019/20

District

Death in facility under 5 
years rate

%

Inpatient bed utilisation 
rate

%

Average length of stay

days

West Coast (Western Cape) 0.7% 88.3 2.8
Garden Route (Western Cape) 1.1% 79.8 2.8
Xhariep (Free State) 1.2% 53.3 3.5
Cape Winelands (Western Cape) 1.2% 82.8 2.8
Overberg (Western Cape) 1.2% 78.8 2.8
Central Karoo (Western Cape) 1.2% 64.3 3.0
Cape Town (Western Cape) 1.7% 97.7 3.9

Source:  DHIS

In summary, these findings should be seen as indicative only; more comprehensive statistical analysis would be required 
to confirm or refute the associations discussed. A general finding is that high efficiency in one indicator appears to be 
associated with efficiency on other indicators. For example, the 10 districts with the lowest expenditure per PDE on 
average had higher-than-average BURs, lower-than-average ALOS, and lower-than-average inpatient crude death rates. 
The same was true for the 20 lowest-spending districts, giving further weight to this finding. 

As the country moves towards NHI, it will be important to generate higher-quality measures against which districts can be 
evaluated. This will assist with resource allocation as it will allow provinces and districts to identify problematic areas that 
may require more attention and/or more funding. 

Expenditure per PDE – all hospitals

Table 6 shows the same five indicators but includes data for all hospitals rather than district hospitals only. Given the 
uneven distribution of regional, and in particular, national central and provincial tertiary hospitals, these are analysed only 
by province and not by district. 

Gauteng − with four national central, three provincial tertiary, 10 regional, 13 district and three specialised hospitals − had 
the highest expenditure per PDE (all hospitals), followed by Northern Cape (one provincial tertiary, one regional, 11 district 
and three specialised hospitals) and Western Cape (two national central, one provincial tertiary, five regional, 34 district 
and 10 specialised hospitals). These three provinces had proportionally high spending on central/tertiary hospitals (Table 
7), which is the level of care at which the most complicated cases are treated and is therefore generally the most expensive. 
It is therefore reasonable that overall expenditure per PDE in these provinces is relatively high. The lowest expenditure 
per PDE (all hospitals) in the country was in North West with three provincial tertiary, three regional, 13 district and two 
specialised hospitals. 

Average lengths of stay are generally longer at higher levels of care and the BUR tends to be higher. Gauteng had the third-
longest ALOS (all hospitals) in the country but both Western Cape and Northern Cape had below-average ALOS. Limpopo 
and Mpumalanga, which had the highest proportional spending on district hospitals, both had ALOS considerably below 
the national average. Overall BUR (all hospitals) was the highest in Western Cape followed by Gauteng, again probably 
reflecting the large numbers of central and tertiary hospital beds in these provinces. Northern Cape, on the other hand, 
had the lowest BUR (all hospitals), which is possibly an indication of an inefficiently configured hospital platform with a 
high concentration of underutilised hospital beds in all types of hospitals, thus driving up unit costs. 
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Table 6:  Expenditure per PDE, inpatient bed utilisation rate, average length of stay, hospital beds 
per 10 000 uninsured population, and inpatient crude death rate – all hospitals by province, 
2019/20

Province

Expenditure per 
PDE 
Rand

Average length 
of stay – total 

days

Hospital beds 
per 10 000 
uninsured 
population

Inpatient bed 
utilisation rate 

– total 
%

Inpatient crude 
death rate

 %
Eastern Cape 3 458 6.8 22.3 64.0 5.8
Free State 3 734 5.6 19.8 72.4 4.1
Gauteng 4 149 6.7 17.1 82.0 5.0
KwaZulu-Natal 3 847 6.6 21.2 65.0 4.6
Limpopo 3 641 5.3 14.2 74.2 4.8
Mpumalanga 3 446 4.5 12.4 63.6 4.6
Northern Cape 4 132 5.1 17.7 61.7 5.2
North West 3 168 6.8 13.8 73.8 5.5
Western Cape 3 853 5.3 20.0 86.9 2.9
South Africa 3 789 6.1 17.3 72.4 4.6

Source:  DHIS, BAS

Table 7:  Expenditure by hospital programme / sub-programme, 2019/20   y   z

Province

Expenditure (R million) % of total hospital spending
District 

hospitals
Rand

Provincial 
hospitalsy

Rand

Central 
hospitalsz

Rand

Total 
hospitals

Rand

District 
hospitals

%

Provincial 
hospitalsy

% 

Central 
hospitalsz

%

Total 
hospitals

%
Eastern Cape 5 316 4 026 4 327 13 668 39 29 32 100
Free State 1 635 1 608 2 712 5 954 27 27 46 100
Gauteng 3 527 9 225 19 080 31 832 11 29 60 100
KwaZulu-Natal 7 941 11 521 5 169 24 632 32 47 21 100
Limpopo 7 058 2 637 2 018 11 713 60 23 17 100
Mpumalanga 3 595 1 435 1 302 6 332 57 23 21 100
Northern Cape 666 416 1 058 2 140 31 19 49 100
North West 1 517 1 833 1 995 5 345 28 34 37 100
Western Cape 3 746 3 910 6 945 14 600 26 27 48 100
Total 35 001 36 609 44 608 116 218 30 32 38 100

Source:  BAS

Key findings per province

The following sections summarise some of the key observations made for each province. It is important that these findings 
be tested against the local context, and some of the concerns raised may have justifiable explanations. 

Eastern Cape

Despite an increase in the PHC expenditure per capita of 3.6% and PHC expenditure per headcount of 4.9% between 
2018/18 and 2019/20, the Eastern Cape was ranked second-lowest in the country for these two indicators. This is despite 
a relatively high reliance on PHC with an utilisation rate per uninsured person at 2.7 visits, compared to 2.2 in the country. 
There was a decline in PHC headcount in 2019/20, which contributed to the continued increased in PHC expenditure 
per headcount. The province has conducted a degree of reprioritisation across districts between 2018/19 and 2019/20, 
with a large expenditure decrease in Joe Gqabi (-28% decrease in expenditure per capita) and notable increases in Sarah 
Baartman (10.7%), Chris Hani (7.0%) and OR Tambo (10.4%). However, the extent to which this fully aligns with workload is 
not clear, since Joe Gqabi saw a 3.4% increase in headcount.

There was considerable variation between districts in terms of expenditure per district hospital PDE, ranging from R2 645 
in Alfred Nzo to R3 997 in Nelson Mandela Bay. 

Free State

All indicators remained relatively stable between 2018/19 and 2019/20, except for expenditure per PDE for district hospitals 
which increased considerably by 8.7%. Overall, the province was fairly close to the national average on all indicators, with 
its PHC expenditure per headcount (R552) being slightly above the national average (R529), and expenditure per PDE for 

y The Provincial hospitals budget programme funds mainly regional hospitals, but also specialist hospitals, e.g. TB, psychiatric and dental hospitals.

z The Central Hospitals budget programme includes central and tertiary hospitals.
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district hospitals (R3 040) also being close to the national average (R3 179). Of possible concern is PHC expenditure per 
capita (uninsured population) in Mangaung, which declined from R1 145 to R1 130 in 2019/20, despite already being the 
lowest in the province. The province would be advised to examine the efficiency of services in Xhariep, as this district 
spends considerably more than other districts in the province, both per capita and per headcount. 

Gauteng

District health services expenditure per capita in this province was the lowest in the country, mainly because its two most 
populous districts (Johannesburg and Ekurhuleni) have very low reliance and expenditure on district hospitals. Primary 
Health Care expenditure per capita was just shy of the national average, but due to the low PHC utilisation rate, expenditure 
per PHC headcount was by far the highest in the country at R678 − which was R108 (18.9%) higher than the province with 
the second-highest expenditure per PHC headcount (North West) and R242 (55.5%) higher than the province with the 
lowest expenditure per PHC headcount (Limpopo). Gauteng’s five districts were all among the top seven districts in the 
country in terms of PHC expenditure per headcount. The low PHC utilisation rate (by the uninsured population) in Gauteng 
is generally attributed to patients bypassing PHC facilities and seeking healthcare services from hospitals and/or the private 
sector. The expansion of the Ward-based Outreach Teams and CCMDD programmes may have also contributed to this. 
Patients bypassing PHC facilities continue to be a cause for concern as it may indicate a lack of trust between patients and 
the PHC system, and it is important for Gauteng to strengthen the PHC facilities’ gatekeeping role in the referral system. 

Three of Gauteng’s five districts are metropolitan municipalities, which generally have better opportunities to generate 
their own revenue than do smaller municipalities. Local government own revenue contributed considerably to Gauteng’s 
PHC financing, particularly in Ekurhuleni where LG expenditure comprised 34.9% of the total PHC expenditure. 

KwaZulu-Natal

The year-on-year growth in KwaZulu-Natal was positive in all the financial indicators. Overall, DHS expenditure per capita 
increased by 4.8% and the increase was higher in district hospitals compared to other PHC services. KwaZulu-Natal had 
the highest PHC expenditure per capita in the country at R1 469 (compared to the national average of R1 272). However, 
expenditure per headcount was slightly below the national average as a result of a high PHC utilisation rate at 2.8 visits per 
uninsured person per year (compared to the national average of 2.2). This is a positive sign, indicating that PHC services are 
generally accessible to the population. 

There was an extremely wide variation in the expenditure per PDE in district hospitals, ranging from a low of R2 346 in 
eThekwini to a high of R5 094 in Amajuba. This disparity of 117% is far larger than in any other province (Limpopo had the 
second-widest disparity at 68%) and it would be useful to explore the reasons for this. 

Limpopo

The province had the lowest PHC expenditure per headcount of R436 compared to the national average of R529. The 
province also had the lowest PHC expenditure per capita at R1 123 against a national average of R1 272. As noted, the 
population in Limpopo is largely dependent on district hospitals, which is also reflected in an exceptionally high OPD not 
referred rate of 71.8% at district hospitals. This signals a weak PHC system, which has financial implications for the province.

Adding to this concern is that the province’s expenditure per PDE for district hospitals was above the national average 
and increased by 1.9% in real prices between 2018/19 and 2019/20. The disparities across districts in expenditure per PDE 
for district hospitals were the second-widest in the country, ranging from R2 572 in Mopani to R4 319 in Waterberg. This 
is partly explained by Mopani having a considerably higher BUR than Waterberg (84.2% versus 62.6%). It is likely that 
very low utilisation of inpatient services in district hospitals is driving the higher cost per PDE, and district and provincial 
management should discuss how to improve management of the service delivery platform in response to identified need. 

Limpopo’s public health system could become more efficient and accessible by shifting toward a stronger PHC focus, 
ensuring better gatekeeping, and more appropriate referrals. 

Mpumalanga

Somewhat similar to Limpopo, Mpumalanga had an above-average DHS expenditure per capita (R2  230) in 2019/20, 
but a below-average PHC expenditure per capita, indicating a relatively high prioritisation of funding towards district 
hospitals and that resource allocation is probably not taking patient load and need into consideration. However, the 
province appears to have made considerable efforts to strengthen PHC financing over time, and PHC expenditure per 
capita increased in real terms by 7.3% in 2019/20 and by a total of 28.8% over the past five years. Nkangala had the lowest 
increase in PHC expenditure per capita in the province but still saw a growth of 6.3% and 5.6% in the PHC expenditure per 
headcount in 2019/20. Expenditure per PDE in district hospitals was the second-lowest in the country. 
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Northern Cape

Northern Cape had very wide differences in expenditure across districts for all indicators, particularly PHC expenditure 
per capita, where Namakwa was the highest-spending district in the country at R2 070 – more than twice as much as 
Zwelentlanga Fatman Mgcawu, which was the third-lowest in the country at R926. While some variation may be justifiable, 
this vast discrepancy should be investigated to improve equity in resource allocation. As a whole, the province had 
comparably high expenditure per capita on both DHS and PHC, arguably driven partly by the small population and low 
population density, which causes diseconomies of scale. However, Frances Baard, with the highest population density in 
the province, had high expenditure across all indicators as well. 

North West

North West had relatively high expenditure per PHC headcount and expenditure per PDE for district hospitals, despite 
having below-average DHS and PHC expenditure per capita. This would indicate that utilisation rates are relatively low, 
particularly for district hospitals, where it has the highest expenditure per PDE in the country. This therefore presents a 
case for enquiry  into whether district hospital services should be made more accessible or whether better efficiency can 
be achieved, thereby lowering unit costs. 

Western Cape

Partly due to differences in district hospital expenditure, Western Cape had the widest difference between districts in 
terms of DHS expenditure per capita. Central Karoo had the highest DHS spending per capita in the country at R4 092 
(roughly half of this being district hospital spending), and Cape Winelands was the second-lowest at R1 420 (with relatively 
low district hospital spending). 

Western Cape’s expenditure per PDE for district hospitals was considerably lower than the national average in all districts 
except Central Karoo, but nevertheless had a very low inpatient death rate in all districts. This shows that comparably good 
quality of care can be achieved at low cost if facilities are well managed. The low expenditure per PDE combined with high 
BUR and low ALOS is likely to reflect a combination of high service demand and efficiencies in hospital management. 

Conclusions

 ✦ Government budgets have become increasingly constrained as a result of over a decade of poor economic growth. 
Despite this, expenditure on district health services and primary health care services has increased in real terms 
over this period, and continued to do so in 2019/20. District health services expenditure per uninsured person 
increased by 3.5% in 2019/20, reaching R2  063, and PHC expenditure per uninsured person increased by 2.8%, 
reaching R1 272. 

 ✦ Wide discrepancies across provinces and districts for the financial indicators, which have been highlighted both 
in this chapter and in previous editions of this publication, remain a cause of concern. While some variation in 
expenditure per capita, PHC headcount and hospital PDE is warranted due to differences in disease burden, 
demographics, operating environment, etc., there is a prevailing need to devise improvements in allocative equity 
and efficiency across geographical units. 

 ✦ This chapter’s findings also indicate that average expenditure per unit of service utilisation is increasing rapidly, for 
district hospitals and for PHC. District hospital expenditure per PDE has increased by R381 (13.6%) in total over the 
past five years. Similarly, average spending per PHC headcount increased by R116 (28%).

 ✦ The analysis also shows that increasing expenditure is not a solution for improving performance. While districts 
with high PHC spending on average had slightly better ANC 1st visit before 20 weeks rates than did low-spending 
districts, there were notable exceptions on both ends of the spectrum. With the comparison of high and low 
expenditure per PDE in district hospitals, the higher-spending districts had higher inpatient crude death rates than 
did low-spending districts. A possible explanation for this is that low expenditure per PDE is a reflection of better, 
more efficiently managed hospitals, as also reflected in the BUR and ALOS indicators. However, further research 
would be required to provide more robust explanations for these patterns. 

Recommendations

The following key recommendations emanate from the data and analyses presented in this chapter:

 ✦ Improving equity in resource allocation: Resource allocation across provinces and districts should be responsive 
to variations in healthcare need, demand and (where warranted) cost structures. The wide interprovincial and 
inter-district variations in health expenditure show the need for more systematic and evidence-based methods for 
resource allocation. National Treasury, in collaboration with the National Department of Health, is in the process 
of reviewing the health component of the provincial equitable share formula which determines the horizontal 
distribution of resources across provinces. National Treasury has also commissioned a project to develop a district 



181

Section A: Service capacity and access

health services funding allocation formula, which can be used to assist provinces in allocative decisions. Both of 
these projects are expected to be completed in 2020. Provinces are also encouraged to develop their own formulae 
or other methodologies to account for need in resource allocations. 

 ✦ Strategic purchasing: The NHI White Paperaa foresees that under NHI, healthcare providers will be reimbursed 
through strategic purchasing mechanisms designed to improve equity and efficiency of health financing. The PHC 
services will mainly be paid through risk-adjusted capitation and hospital services through diagnosis-related groups. 
The health sector is urged to make increased use of such strategic purchasing mechanisms instead of incremental 
budgeting, and phasing in of such mechanisms should not be contingent upon NHI being fully established. 

 ✦ Limiting increases in unit costs: While increases in expenditure per PHC headcount and expenditure per PDE for 
district hospitals may be warranted − particularly for provinces and districts that come from a low base − several 
already high-spending areas saw large increases. The health sector is advised to look into such cases, for example 
expenditure per PDE in North West districts and in Amajuba in KwaZulu-Natal. 

 ✦ Improving hospital efficiency: There appears to be a relatively strong correlation between expenditure per PDE, 
BUR and ALOS, in that high BUR and low ALOS was associated with low expenditure per PDE. This may indicate 
that lower hospital unit costs can be achieved by better management of existing hospital capacity and improving 
inpatient management.

 ✦ Correlation between expenditure and performance: Further research into the relationship between expenditure 
and performance is recommended, including exploration of which other performance and health outcome 
indicators (besides those used in this chapter) can be used to best assess the quality and effectiveness of expenditure. 

 ✦ Given the high-level nature of the analysis in this chapter, some of the above analyses, conclusions and 
recommendations should be considered tentative, and subject to more comprehensive research using information 
other than the routine health service data. In many cases, the findings should be tested at the local level, taking 
context-specific factors into account. 

aa National Department of Health. National Health Insurance White Paper, Pretoria: NDoH; 2017.
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4.4 Human resources for health 
 Jodi Wishnia, Anja Smith, Shivani Ranchod and Ruvimbo Chigwanda

The health workforce is central to driving the goals and objectives set out in health policies – a complex set of requirements 
that depend on the quality of the workforce, equitable distribution of sufficient resources, the ability to adapt to changing 
needs (including shocks to the system such as Coronavirus disease 2019 – COVID-19), and the necessary supporting 
structures for training, leadership and governance. The size and skills-mix of a health workforce is also shaped by the 
service delivery platform that a country has adopted. In South Africa, the policy of Primary Health Care (PHC) is the 
backbone of the health system.

With South Africa moving towards Universal Health Coverage (UHC), through implementation of National Health Insurance 
(NHI), adequate human resources for health (HRH) planning and implementation are key priority areas. For this reason, 
the public health sector has recently emerged from an intensive process to estimate the current supply of and forecast 
future needs for HRH.a Although the goals outlined in the 2030 strategy differ slightly from previous HRH strategic plans, 
the theme of building an enabling environment for a productive, motivated, and empowered health workforce has been 
consistently highlighted in the last three strategic plans for HRH. This has remained an elusive goal in South Africa, given 
the inequity in the distribution of staff within and across the public and private health sectors. 

Even when public and private sector staffing is combined, as is envisioned under UHC, South Africa still falls below many 
other middle-income countries in terms of the availability of HRH, particularly for those with specialised skills. Given this 
scarcity, the country requires agile and innovative strategies for managing the country’s substantial burden of disease.b 

This chapter aims to unpack the current distribution of HRH in the country and to assess this distribution against its HRH 
goals and health system policies. It is noted that numbers tell only part of the story – the ultimate impact of a health 
workforce is deeply human and influenced by institutional culture, leadership and other supportive structures. The 
numbers are a starting point, but the work required to build a quality health system extends far beyond these data. 

This chapter first explains the importance of HRH planning and forecasting, and highlights the journey that South Africa 
has undergone in recent years to determine adequate levels of PHC staffing. This aligns with goals 1 and 2 of the HRH 2030 
strategy:a

1. Establish effective health workforce planning to ensure that HRH is aligned with current and future needs

2. Institutionalise data-driven and research-informed health workforce policy, planning, management, and invest- 
 ment. 

The chapter also presents an analysis of the current distribution of HRH across the country at provincial and district level, 
using an equity lens by comparing the ratios of staffing to the population for fair comparison. This provides an evidence-
base to assess ways in which the current distribution of HRH aligns with existing health system policies and objectives. 

This chapter attempts to couch the analysis within the South African health policy space as the country grapples not only 
with whether it has enough HRH, but also with how its complement of HRH should be configured and incentivised to 
provide quality care. 

Forecasting the need for HRH

To accurately plan for and forecast HRH needs for a health system, the burden of disease and health outcomes in a district 
must be considered, and the service delivery platform must be shaped to allow for re-allocation of resources to areas of 
greatest need.

This requires regular data, of the sort that the health system currently lacks, that can be used for planning during the year 
and for preparation around projected needs. This aligns with the second goal of the HRH 2030 Strategy,a namely to move 
towards data-driven, evidence-based HRH management. 

However, while monitoring the data is important, it is less useful without targets or norms on which to base the analysis 
of the data. The lack of context-sensitive staffing norms is a common challenge for HRH forecasting and planning, 
particularly for lower- and middle-income countries (LMICs). Work done by the World Health Organization (WHO) and 
other international institutions to determine global norms for some of the most common cadres are seldom adapted for 
local contexts. For example, the South African public health sector attempted to introduce the WHO’s Workload Indicators 

a National Department of Health. 2030 Human Resources for Health Strategy: Investing in the Health Workforce for Universal Health Coverage. Pretoria: 
NDoH; 2020.

b Nathaniel M, Heunis C, Kigozi GN. Towards National Health Insurance: Alignment of Strategic Human Resources in South Africa. Afr J Prim Health Care 
Fam Med, 2019; 11(1): 1928. doi: 10.4102/phcfm.v11i1.1928.
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for Staffing Need (WISN).c While the assessments were completed several years ago, the sector has been unable to enact 
the recommendations due to, inter alia, the unaffordability of WISN; insufficient budget, a lack of capacity at the local 
level, and poor leadership and governance. These factors are reflected in the 2030 HRH strategy, which calls for a ‘National 
health workforce planning model’ (NHWPM) to address these concerns. 

South Africa, like other LMICs, should be working towards internally developed norms that reflect the medium-term 
supply, the fiscal constraints, and the burden of disease − and the establishment of a NHWPM would assist in this regard. 

Another key challenge in the HRH forecasting process is defining HRH needs in a way that encompasses the intended 
coverage and quality of service delivery.d This is challenging because for many LMICs, the available staff do not match the 
need – and this requires rethinking of the service delivery platform, how facilities are staffed and how to maximise the 
staff available. For example, the focus on PHC re-engineering as part of South Africa’s UHC aims to decant stable patients 
and decongest facilities by bolstering community outreach services. These services are often provided by lesser-trained 
cadres of staff (such as the Ward-based PHC Outreach Teams), or a mix of staff (such as the District Clinical Specialist Teams 
(DCSTs)), and their primary goal is to keep the population well. 

Although the ratios per 100 000 uninsured population for each cadre of staff are meaningful to analyse, this chapter focuses 
only on a combined analysis of three key cadres for the district health system, namely Medical Practitioners, Professional 
Nurses and Pharmacists in the public sector. This reflects a view of how healthcare services should be delivered based on 
multidisciplinary teams (MDTs). It is important to note here that the data are drawn not only from PHC facilities and district 
hospitals because the HRH data system (Personnel and Salary System − PERSAL) is not accurate enough for that analysis; 
therefore, the ratios are reflective of total availability across all levels of the health system. Nevertheless, the quality of care 
provided in a district is linked to the mix of skills available and a patient’s ability to quickly navigate through the system to 
arrive at the most appropriate level of care, adequately staffed with the optimal mix of cadres. 

National overview

Figure 1 shows an increase in the Medical Practitioners, Pharmacists and Professional Nurses in the public sector per 
100 000 uninsured population between March 2009 and March 2020. The ratio for Pharmacists more than doubled over 
a 10-year period from 4.5 to 11.8 per 100 000. The ratio for Professional Nurses increased from 120.4 to 145.4 per 100 000, 
and for Medical Practitioners from 26.5 to 33.6 per 100 000 uninsured population.

Figure 1:  National Professional Nurses, Pharmacists and Medical Practitioners (public sector) per 
100 000 uninsured population, March 2016–March 2020

Source:  PERSAL

c Ravhengani NM, Mtshali NG. The Views of Health Workforce Managers on the Implementation of Workload Indicators of Staffing Need (WISN) Method 
in Primary Healthcare Settings in SA. International Journal of Studies in Nursing, 2018; 3(1).

d Afriyie DO, Nyoni J, Ahmat A. The state of strategic plans for the health workforce in Africa. BMJ Global Health, 2019; 4(Suppl 9).
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Provincial overview

All of the ratios described in the provincial overview illustrate the interprovincial inequity of the HRH distribution across 
the country. Without norms, however, it is difficult to know how much ‘enough’ is, and therefore to determine whether 
the Eastern Cape, which has the highest Professional Nurse ratio, has inadequate, sufficient or surplus supply. Similarly, the 
numbers do not speak to the burden of disease in the provinces, which may influence staffing requirements.

Tables 1, 2 and 3 show the ratio of Medical Practitioners, Pharmacists and Professional Nurses in the public sector per 
100 000 population by province. In March 2020, Western Cape (41.6) had the highest ratio of Medical Practitioners per 
100 000 and Limpopo the lowest ratio at 24.8. Between 2009 and 2020, the ratio increased most in Eastern Cape (59.6%), 
from 21.4 to 34.1 per 100 000, and least in Free State (9.5%), from 25.4 to 27.9 per 100 000 uninsured population. 

The ratio for Pharmacists per 100 000 uninsured population more than doubled in all provinces during the same period. 
The ratio increased most in Eastern Cape, from 3.6 to 15.4 per 100 000. In March 2020, Western Cape had the highest ratio 
at 18.4 per 100 000 and Mpumalanga the lowest ratio at 8.6, more than a two-fold difference. 

For Professional Nurses, the ratio per 100 000 uninsured population in March 2020 was the highest in Eastern Cape (193.8) 
and lowest in Free State (88.7). During the period 2009 to 2020, the ratio increased most in Eastern Cape (133.7 to 193.8). 
The Western Cape had a 9.1% decrease in the ratio, from 110.0 per 100 000 in 2009 to 100.0 in 2020. 

Table 1:  Medical Practitioners (public sector) per 100 000 uninsured population by province, March 
2009−March 2020

 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Eastern Cape 21.4 22.4 25.5 24.7 24.8 24.5 26.1 26.9 29.6 30.2 33.5 34.1
Free State 25.4 24.1 24.1 29.3 31.5 31.0 23.3 25.1 27.9 25.6 28.1 27.9
Gauteng 27.6 31.5 33.7 32.8 33.4 34.9 34.6 31.9 32.2 31.9 31.7 33.9
KwaZulu-Natal 34.6 33.2 34.6 35.0 40.0 38.1 35.9 37.3 35.0 34.0 36.6 39.1
Limpopo 18.8 20.1 20.7 21.1 24.0 23.1 24.4 24.3 23.9 22.5 24.7 24.8
Mpumalanga 21.3 22.5 22.5 20.8 25.7 24.5 22.9 23.1 25.3 25.6 25.6 27.0
Northern Cape 31.1 32.9 36.1 41.6 44.2 45.0 45.5 44.6 42.3 42.8 40.6 37.9
North West 18.4 16.0 19.9 20.0 20.9 20.2 21.3 20.7 24.6 25.7 25.5 28.3
Western Cape 35.5 34.2 34.8 33.2 34.4 33.9 34.2 31.0 31.3 31.9 37.4 41.6

Source:  PERSAL

Table 2:  Pharmacists (public sector) per 100 000 uninsured population by province, March 2009−
March 2020

 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Eastern Cape 3.6 4.3 5.7 6.3 6.5 6.7 8.8 10.4 11.1 12.3 14.1 15.4
Free State 3.9 4.7 8.0 11.6 11.9 12.9 14.8 13.5 13.4 13.1 14.0 14.4
Gauteng 3.6 9.5 10.5 11.2 11.3 11.5 11.6 10.9 11.2 10.9 10.7 10.7
KwaZulu-Natal 4.6 4.3 5.7 6.6 7.5 7.8 8.3 8.5 8.4 8.6 8.8 9.3
Limpopo 4.5 6.2 7.2 7.8 8.4 8.5 9.8 10.6 10.4 10.9 10.9 10.5
Mpumalanga 3.9 8.4 10.0 5.7 6.4 7.5 7.6 7.9 7.8 7.9 8.0 8.6
Northern Cape 6.2 9.1 11.2 12.8 12.8 14.5 15.9 14.6 16.2 17.3 16.5 13.1
North West 3.8 4.3 5.3 5.7 6.4 7.5 7.5 7.3 7.6 8.0 8.5 9.5
Western Cape 8.3 16.2 17.2 17.6 18.9 19.4 20.0 18.2 18.1 17.8 18.2 18.4

Source:  PERSAL

Table 3:  Professional Nurses (public sector) per 100 000 uninsured population by province, March 
2009−March 2020

 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020
Eastern Cape 133.7 140.5 153.5 161.8 162.9 164.8 166.0 172.9 171.2 181.8 186.2 193.8
Free State 79.8 78.1 81.3 98.9 106.5 105.4 101.7 93.2 91.6 92.2 90.8 88.7
Gauteng 109.5 119.3 129.0 126.2 131.5 133.3 133.7 121.3 130.4 126.6 123.7 124.1
KwaZulu-Natal 137.0 135.1 149.4 160.2 173.0 173.9 172.6 172.5 173.4 172.7 172.2 169.8
Limpopo 143.4 151.1 163.5 168.2 170.4 177.5 178.7 179.6 172.2 170.7 166.6 164.5
Mpumalanga 112.1 118.5 130.9 119.7 128.7 141.4 142.5 136.5 140.4 137.8 139.3 149.9
Northern Cape 127.9 129.0 133.2 140.7 142.9 143.1 143.6 140.8 139.5 142.9 141.5 146.1
North West 105.5 110.8 116.6 121.9 130.6 144.8 137.3 127.3 123.0 128.7 133.8 142.9
Western Cape 110.0 108.2 109.7 109.4 111.8 112.9 115.3 100.2 100.8 98.5 99.2 100.0

Source:  PERSAL
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Figure 2 shows the ratio of Medical Practitioners, Professional Nurses and Pharmacists (public sector) combined per 
100 000 uninsured population. North West has shown an 11% increase in these cadres combined since 2018. The Eastern 
Cape, Mpumalanga and Western Cape have shown an increase of 8% since 2018. Worryingly, the Northern Cape and 
Limpopo have shown a negative growth of 3% and 2% respectively, while Free State and KwaZulu-Natal have shown no 
growth since 2018. Although North West had a substantial increase from 2019 to 2020, this rose from a low base of 165.6 
to 180.7 per 100 000 uninsured population. The same is true for Mpumalanga and the Western Cape. The Eastern Cape 
has had the highest ratio since 2018; this has continued to increase and is now almost double that of the Free State at the 
bottom end of the range. 

Figure 2:  Professional Nurses, Medical Practitioners and Pharmacists (public sector) combined per 
100 000 uninsured population by province, March 2009−March 2020

Source:  PERSAL

Table 4 shows that only the Eastern Cape and KwaZulu-Natal have HRH densities above 200 per 100  000 uninsured 
population. The HRH 2030 strategy does not include evidence-based targets for the sector or the country. Rather, the 
strategy benchmarks a target based on the current availability across the provinces and refers to these as targets for 
inter-provincial equity.e The methods used to formulate these targets relate to the optimal visitsf per person per year and 
attempts to distribute HRH more evenly across the provinces. While this is a good start, it does not allow for measurement 
of staff availability against international (where available) or internal evidence-based norms, and does not assist in the 
assessment of whether the workforce is appropriate for the perceived need. There is significant variation in factors 
other than population size between districts: demographic factors such as age and sex, the burden of disease, social 
determinants of health and population sparsity. 

Table 4 also highlights why the quality and mix of staff constitute a critical data point alongside the numbers. This 
combination speaks to a province’s ability to render an effective MDT service, which allows for quality care at the lowest 
possible cost. Thinking about cadres of health workers in silos does not allow for the comprehensiveness of the service 
provided. The Western Cape is one of the top-performing provinces in terms of health outcomes, yet it has the lowest 
density of Medical Practitioners, Professional Nurses and Pharmacists (public sector) combined, per 100 000 uninsured 
population. A lack of focus on health outcomes in workload planning tools often hides these efficiencies. 

e National Department of Health. 2030 Human Resources for Health Strategy: Investing in the Health Workforce for Universal Health Coverage. Pretoria: 
NDoH; 2020.

f In the public sector, a ‘visit’ is captured by the patient/client headcount. Headcount is defined as a person seen at a health facility and each person 
should be counted once for each day on which they appear at the facility, regardless of the number of services provided on that day to the person. 
One cannot tell accurately how many services a person accesses during their visit. 
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Table 4:  Professional Nurses, Medical Practitioners and Pharmacists (public sector) combined per 
100 000 uninsured population by province, March 2020 

March 2020
Eastern Cape 243.3
KwaZulu-Natal  218.3
Limpopo 199.7
Northern Cape  197.1
Mpumalanga 185.5
North West 180.7
Gauteng  168.7
Western Cape  160.0
Free State 130.9
SA 187.1

Source:  PERSAL

The ratio of Professional Nurses and Medical Practitioners per 100 000 uninsured population include those at PHC facilities 
and in hospitals. However, Figure 3 shows a comparison of the Professional Nurse ratios to the average PHC visits per 
person per year (PHC utilisation rate). Free State was among the three lowest-performing provinces in terms of average 
PHC visits per person per year, at 2.2. This may be driven by an overburdened system due to insufficient human resources, 
which demotivates people from attending routine PHC care. When clients are not receiving routine PHC, there is a higher 
risk that they may fall ill, or more acutely ill. The Western Cape is an outlier, as it has both a low staffing ratio and high PHC 
utilisation. However, although the Western Cape has the second-lowest ratio of Professional Nurses, it has the highest ratio 
of Medical Practitioners. This could encourage the population to attend facilities more often, but certainly would drive up 
the cost per capita given the difference in salaries. The strategic approach for and efficiency of the HRH platform should 
be reviewed for each province to understand the impact this is having on population health. 

Figure 3:  Professional Nurses and Medical Practitioners (public sector) per 100 000 uninsured 
population against Primary Health Care visits per person per year

Source:  PERSAL, DHIS
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District overview

Figure 4 shows that John Taolo Gaetsewe in Northern Cape had the lowest density of Medical Practitioners at 7.3 per 
100 000 uninsured population, and Frances Baard − also in the Northern Cape – had the highest at 89.1. This intra-provincial 
inequity reflects the struggle to attract doctors to and retain them in rural districts. By using ratios, the unit of comparison 
is standardised and can therefore show the impact that urban pull factors have on rural access to quality health care. Only 
18 districts had a ratio above the national average of 33.6 per 100 000. Although John Taolo Gaetsewe is a rural district 
and Frances Baard has a provincial tertiary hospital with a higher number of Medical Practitioners that contributes to the 
high ratio in this district, the Northern Cape is a useful example of the inequities that can exist within a province. Figure 
5 shows similar inequities between districts in several provinces, mainly in provinces with provincial tertiary and national 
secondary hospitals. The inequities between and within provinces have wide-ranging impacts on the quality of and access 
to services for the population, and can cause people to migrate beyond their catchment area in pursuit of better-quality 
care; this in turn over-burdens some facilities and forces clients to pay more from their own pocket to seek care. Both of 
these scenarios have negative consequences for health service access and quality. 
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Figure 4:  Medical Practitioners (public sector) per 100 000 uninsured population by district, March 2020
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Figure 5:  Annual trends – Medical Practitioners (public sector) per 100 000 uninsured population by 
district, March 2009–March 2020

Source:  PERSAL
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The Pharmacists (public sector) per 100 000 uninsured population in March 2020 was highest in Central Karoo (27.7) in 
Western Cape, and lowest in John Taolo Gaetsewe (4.3) in Northern Cape (Figure 6). All six districts in the Western Cape 
had a ratio above the national average of 11.8 per 100 000 in March 2020. Figure 7 shows inequities between districts in 
almost all the provinces, arising from an inability to attract and retain Pharmacists in rural areas. Northern Cape is the only 
province that had a decline in the ratio between March 2019 and March 2020 in all the districts.
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Figure 6:  Pharmacists (public sector) per 100 000 uninsured population by district, March 2020
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Figure 7:  Annual trends – Pharmacists (public sector) per 100 000 uninsured population by district, 
March 2009–March 2020

Source:  PERSAL
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In March 2020, the Professional Nurses (public sector) per 100 000 uninsured population varied from 285.2 per 100 000 in 
Buffalo City in Eastern Cape to 56.7 per 100 000 in Thabo Mofutsanyane in Free State (Figure 8). Six of the eight districts in 
Eastern Cape ranked among the 10 districts with the highest ratio, and four of the five districts in Free State ranked among 
the 10 districts with the lowest ratio.  

Also worth noting is that four of the eight metropolitan districts had ratios below the national average (145.4 per 100 000 
uninsured population): 

 ✦ Johannesburg (Gauteng): 106.0

 ✦ Mangaung (Free State): 133.9

 ✦ Ekurhuleni (Gauteng): 87.0

 ✦ Cape Town (Western Cape): 108.0

Figure 9 shows inequities between districts in almost all the provinces, again because of difficulties in attracting HRH to 
and retaining them in rural settings. All eight districts in Eastern Cape, Mpumalanga and North West had an increase in 
the ratio between March 2019 and March 2020. However, the difference here is that for the first time, it is observed that a 
metropolitan municipality, Buffalo City, is leading in terms of the availability of Professional Nurses.
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Figure 8:  Professional Nurses (public sector) per 100 000 uninsured population by district, March 2020
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Figure 9:  Annual trends – Professional Nurses (public sector) per 100 000 uninsured population by 
district, March 2009–March 2020

Source:  PERSAL
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Lastly, much has been written about the ageing health care workforce, particularly among the nursing cadre.g Figure 10 
shows the age profiles for Professional Nurses, Pharmacists and Medical Practitioners between 2009 and 2020. Each cadre 
has remained fairly stable in terms of the proportion of staff by age group. Professional Nurses have the highest share 
of 50- to 65-year-olds at 40%. The lack of growth in the younger age bands for Professional Nurses aligns with global 
evidence that nursing is no longer an attractive career choice.h This poses a risk for South Africa’s implementation of NHI, 
which relies heavily on nursing staff as part of PHC re-engineering. 

Figure 10:  Age profiles for Professional Nurses, Pharmacists and Medical Practitioners (public sector) 
between March 2009 and March 2020

Source:  PERSAL

The HRH 2030 strategya states that: “The right health workforce enables an efficient and effective health system, which 
is critical for attaining the goals of improved population health, responsiveness to patient and community expectations, 
and ensuring financial risk protection.”

The ‘right’ health workforce has been shown to be associated with positive health outcomes, such as immunisation 
coverage, maternal and child survival, and the prevention of ill-health through effective primary health care.i The inequities 
across the provinces and districts are therefore intimately tied to the health outcomes in a particular district. 

Although there has been substantial progress in modelling HRH needs in South Africa, a formal, permanent body to guide 
this process has not yet been established. References to this are made in the 2030 strategy and the development of a 
NHWPM body would assist in moving towards a more equitable spread and use of the available HRH. The need to take 
financial constraints (fiscal absorptive capacity) into account has always been difficult and is likely to remain so, as South 
Africa grapples with further health budget reductions due to the global economic crisis. Consequently, even if a clear need 
exists and there is sufficient supply, it may not be possible to appoint more healthcare personnel.

Recent policies have set clear HRH benchmarks against which available supply can be measured to determine the 
remaining gap. A set of HRH staffing benchmarks is provided by the proposal in the NHI Discussion Documentj to place 
DCSTs in every NHI district which will serve every facility. It was foreseen that DCSTs would consist of highly specialised 
healthcare professionals, including an Obstetrician and Gynaecologist, a Paediatrician, a Family Physician, an Anaesthetist, 
a Midwife, and a Professional Nurse.k It was planned that DCST members would spend 70% of their time supporting 

g Uthaman T, Chua TL, Ang SY. Older nurses: A literature review on challenges, factors in early retirement and workforce retention. Proceedings of 
Singapore Healthcare, 2016; (25)1 pp. 50−55. 

h Rispel L. Special issue: Transforming nursing in South Africa. Global Health Action, 2015; (8). 

i Flavia B, Franz-Vasdeki J, Kuruvilla S, Maliqi B, Hinton R. The Role of Policy Making for Investing in Women’s and Children’s Health. World Scientific 
Handbook of Global Health Economics and Public Policy, 2016: Volume 2: Health Determinants and Outcomes, pp. 433−461.

j National Health Act, 2003. White Paper on National Health Insurance. 2015. Available from: https://www.gov.za/sites/default/files/gcis_
document/201512/39506gon1230.pdf.

k National Department of Health. National Health Insurance: Green Paper. Pretoria: NDoH; 2011.
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clinical governance, 20% on clinical work and 10% on research and training.l It was envisaged that through the provision of 
good-quality clinical governance, these teams would help to reduce maternal and child mortality. However, despite widely 
held beliefs by national stakeholders and Facility Managers (68%) that the DCSTs were effective in NHI pilot districts, there 
were too few specialists specifically linked to neonatal, maternal and child health outcomes in these teams.m National-
level stakeholders interviewed for the NHI Pilot Evaluations reportm spoke about the challenge of ensuring sufficient 
supply of Gynaecologists, Obstetricians and Paediatricians in DCSTs across the country. The supply gaps for these types of 
specialties were also reported at a district level during the evaluation of the NHI pilot districts’ performance. Incomplete 
DCST teams made it difficult, if not impossible, to provide the clinical governance and oversight foreseen as part of their 
role in these districts. Ultimately, they were not able to contribute to the reduction of poor maternal, neonatal and child 
health outcomes to the degree envisaged. The latest HRH strategy re-emphasises the shortage of specialists and this is 
likely to continue to create challenges for the DCST mix and reach. 

A second implicit HRH benchmark brought to the fore by both the National Department of Health’s PHC Re-engineering 
strategy and NHI proposals is that of the Ward-based Outreach Team (WBOT).n Ward-based Outreach Teams consist of 
generalist Community Health Workers (CHWs) supported by Nurse Team Leaders and linked to local PHC facilities. These 
teams form the backbone of a Community-oriented Primary Care (COPC) approach, as planned for South Africa. While 
COPC is the stated policy intention, there has been some resistance to its full implementation, given the way that resources 
are currently allocated. In the existing methodology, budget formulation follows headcounts or utilisation that takes place 
inside a fixed facility. Therefore, because clients are seen in communities, a decline in facility headcount can be expected, 
which may have negative implications for facility budgets in future years. 

It is planned that these teams will comprise six to10 generalist CHWs and be supported by a Nurse as Outreach Team Leader 
(OTL) and a Data Capturer. Each of these teams are to cover approximately 1 500 households per year. In scaling up WBOTs 
to all health wards nationally, two issues arise: 1) resource availability to allow for their funding; 2) a sufficient supply of all 
HRH for all three categories envisaged for the team composition. In 2017, total expenditure on community-based services 
was R2 billion. It was estimated that an additional R4.6 billion would be needed if WBOTs were to be expanded to all wards 
and were all CHWS on the teams to be paid the minimum monthly wage.o The intended impact of WBOTs is dependent 
on the final team composition. From the evaluation of NHI pilot sites, it emerged that achieving the envisioned team 
composition was a challenge – many teams did not have the desired composition because of a shortage of OTLs. The 
report concluded that this was “seen to impact the delivery of quality health information to communities, and as a result 
create mistrust between the teams and communities”.p 

As discussed earlier in this chapter, the implementation of WISN as a PHC staffing norm tool was also attempted, but the 
recommendations were not always implementable due to budget constraints.r Therefore, implementation of new policies 
without the requisite costing is likely to fail. There has to be not only fiscal absorptive capacity for the training of more 
critical HRH occupations, but also for their appointment into the public health system. The most recent HRH strategy 
does not adequately address the limited fiscal space in which the ambitious goals are set.f Increased HRH salary levels 
have placed significant pressure on Provincial Departments of Health and with the additional pressures of the economic 
recession associated with the COVID-19 pandemic, it is difficult to imagine more funding for permanent HRH personnel 
being available in the foreseeable future. 

Key findings
 ✦ There was an increase in Medical Practitioners, Pharmacists and Professional Nurses (public sector) per 100 000 

uninsured population between March 2009 and March 2020. The ratio for Pharmacists more than doubled from 
4.5 to 11.8 per 100 000. The ratio for Professional Nurses increased from 120.4 to 145.4 per 100 000 and for Medical 
Practitioners from 26.5 to 33.6 per 100 000 uninsured population.

 ✦ Inequities in the Medical Practitioners, Pharmacists and Professional Nurses (public sector) per 100 000 uninsured 
population exist between districts in several provinces, mainly in provinces with provincial tertiary and national 
secondary hospitals.

 ✦ Professional Nurses have the highest share of 50- to 65-year-olds at 40%. This poses a risk for South Africa in the 
implementation of NHI, which relies heavily on nursing staff as part of PHC re-engineering.

l Connell L. A clinical governance handbook for District Clinical Specialist Teams. Durban: Health Systems Trust. 2014.

m Analytics, Genesis. Evaluation of Phase 1 implementation of interventions in the National Health Insurance pilot districts in South Africa. Johannesburg: 
Genesis Analytics; 2019.

n Schneider H, Donela B, Daviaud E, Sanders D, Rohde S. Ward-based primary health care outreach teams in South Africa: developments, challenges and 
future directions. In: Rispel LC, Padarath A, editors. South African Health Review 2018; pp. 59−65. 

o Daviaud E, Besada D, Budlender D, Kerber K, Sanders D. Saving lives, saving costs: Investment case for CHW platform. Cape Town: South African 
Medical Research Council; 2017.

p Genesis Analytics. Evaluation of Phase 1 implementation of interventions in the National Health Insurance (NHI) pilot districts in South Africa. 
Johannesburg: Genesis Analytics. 2019.
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The way forward

While training must be forward-looking, given the time taken to fully train a healthcare worker, other mechanisms could 
be strategies for the short- and medium-term allocation of resources. However, to do so equitably, an understanding 
of the current distribution of HRH supply and the geographic burden of disease is needed to allow for evidence-based 
resourcing. 

The current maldistribution of resources geographically is stark and requires a clear strategy to improve equity. At a 
minimum, under UHC, one should expect that the quality of services provided across the districts is equitable. However, 
to shift to that reality, more agile ways of contracting and using different cadres and technologies should be devised to 
overcome some of the systemic challenges that have resulted in the skewed distribution of HRH in the country.

Numerous interventions are required to strengthen human resources for health, with the ultimate aim of improving health 
outcomes for the South African population. In the context of scarce resources and a reduction in fiscal space, it makes 
sense to begin by making better use of the resources we have, ensuring, at a minimum, that supply is better matched with 
need.

Added to a lack of norms and the overall scarcity of HRH is the problem of how to move existing staff across the geographies 
to improve equity within the public health sector. This is particularly difficult in the South African setting, where staff are 
appointed to a particular facility or district. There are, however, several other mechanisms for improved geographical 
equity that are worth considering, among which are:

1. Better use of MDTs: The public sector has achieved this to a greater extent than the private sector, through their 
WBOTs and DCSTs. The public sector is also more naturally set up for this way of working. However, implementation 
of these policies has faltered, given the generalised shortage of HRH.q PHC services have therefore continued to 
take place predominantly inside fixed facilities which are largely Nurse-driven. To account for this skills shortage, 
the PHC service delivery platform could better leverage the capacity of nearby district hospitals for management of 
more complex patients inside PHC facilities by providing virtual access to more specialised clinical support for the 
PHC Clinician. The private sector remains exceptionally segmented by discipline and cadre, and this is reinforced by 
a regulatory environment that does not allow for MDTs. 

2. Exploration of digital and tele-health solutions to support clinical teamwork: The public sector has again moved 
further ahead in task-shifting to maximise available HRH than has the private sector, particularly in relation to 
HIV services.r However, there is room to expand this by introducing tele-health solutions that allow for clinician−
clinician support and guidance. South Africa’s National Digital Health Strategy (2019−2024)s outlines several policy 
imperatives for the digital health space, including this type of clinician−clinician mobile support. There are some 
examples of the benefits of this in South Africa’s public health sector, such as Vula in the Western Capet, but roll-out 
across the country remains slow despite a supportive policy landscape. In contrast, the regulations around the use 
of tele-health in the private sector have been notoriously rigid, stifling innovation in this regard. The outbreak and 
effects of COVID-19 catalysed a loosening of these regulations and a quick proliferation of tele-health/telemedicine 
solutions in the private sector.u 

3. More effective contracting of private-sector resources where there are particular gaps to be addressed: This should 
be supported by fair pay across sectors, monitoring of contract implementation (including work hours), and 
contracting mechanisms that incentivise quality care.

q Mofolo N, Heunis C, Kigozi GN. Towards national health insurance: Alignment of strategic human resources in South Africa. Afr J Prim Health Care Fam 
Med, 2019; 11(1).

r Crowley T, Mayers P. Trends in task-shifting in HIV treatment in Africa: Effectiveness, challenges and acceptability to the health professions. Afr J Prim 
Health Care Fam Med, 2015; 7(1).

s National Department of Health. National Digital Health Strategy: 2019-2024. Pretoria: NDoH; 2018.

t Available from: https://www.westerncape.gov.za/assets/departments/health/FP/vula_poster_-_12.3.2019_2.pdf

u Available from: https://www.hpcsa.co.za/Uploads/Events/Announcements Application of Telemedicine Guidelines pdf.


