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A fundamental principle underlying the transformation of the South African health system

is that of equity. The Department of Health’s White Paper on Transformation of the Health

System has a number of core objectives which are about equity, including:

◆ Increase in access to integrated health care services for all South Africans focusing on

the rural, peri-urban and urban poor with emphasis on vulnerable groups (women and

children);

◆ Establishing health care financing policies that promote greater equity between people

living in rural and urban areas, and between people served by the public and private

health care sectors;

◆ Distributing health personnel throughout the country in an equitable manner.

This edition of the South African Health Review focuses on the health sector’s progress

towards the achievement of equity and has departed from the format of earlier reviews.

Commissioned Research sheds light on areas where there has been success in achieving the

objectives underpinned by the principle of equity, as well as obstacles that remain. We hope

that adoption of this new format will be used to guide future editions of the South African

Health Review in such a way as to enable us to monitor progress in key areas of the health

system for which some data is provided in this Review.

Production of the Health Review is a task that has involved very many people in a great

deal of hard work and effort. The Board of Trustees of the Health Systems Trust thanks all

contributors. This includes numerous researchers who gathered and analysed the data for the

chapters, the writers and reviewers, and the staff of the Health Systems Trust. A special tribute

is paid to all members of the health service who contributed their time and experience to

production of the Review. Without their daily contributions, working at the coalface of the

health sector, equity cannot be attained and we applaud them for their efforts.

Professor Marian Jacobs
Chairperson

Board of Trustees

Foreword Foreword
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Many of the policies essential to achieving a more equitable health system are in place
and a focus on implementation is now crucial. This year the Review attempts to do this by
providing information that is intended to help measure progress that has been made in
transforming the health system. Emphasis is placed upon assessing the extent to which
transformation is promoting equity, as well as identifying where inequities persist, in both the
inputs to and the outputs of the health service.

The concept of equity has a range of dimensions and interpretations. The Review has not
attempted to confine equity to one single definition but rather has adopted a practical approach
to the concept. There is a focus on comparison between provinces and wherever possible
between districts within provinces; between rural and urban groups; and between races.
Underlying these comparisons is the assumption that the minimum starting point for achieving
equity is at least fair shares for all.

This Review has departed from the format of earlier ones in a number of ways:

◆ Emphasis is placed upon providing hard data to help measure transformation and in
order to provide this data a number of primary and secondary research projects were
commissioned by the HST specifically for the Review. Highlights from the findings of
this research constitute the majority of the chapters.

◆ Many of the chapters are backed up by technical reports in which issues raised here
are discussed and analysed in more detail. These technical reports are designed to be
read in conjunction with the 1998 Review for those who have an especial interest in
the particular subject.

◆ Much of the focus in this Review is on the financial, human and pharmaceutical
resources available to the health service. Personnel issues include the production of
doctors and nurses, distribution of key personnel and management and primary health
care training. Less attention is given to each of the priority programmes. Rather, there
is a comparative review of programmes which attempts to draw out common issues
affecting programme implementation.

If there is one theme that can be said to stand out from this Review, it is once again the
need for more accurate and detailed information about almost all aspects of the health system.
Researchers were hampered in their attempts to provide answers to key questions by lack of
adequate data in many spheres of the health system. Whilst a number of initiatives are
attempting to rectify the situation the challenges of effective information systems are clearly
manifold.

In an attempt to help answer the question, first posed in the 1996 SAHR “What has
changed for the poor, rural woman or child who presents to the clinic?”, a survey of clinics
was undertaken for the first time by the Health Systems Trust in 1997. This year the survey has
been repeated and some interesting comparisons can be drawn to provide a concrete albeit
limited understanding of the extent of progress in improving service delivery.

The main purpose of this Review is that it serves as an independent and comprehensive
source of information about health and health care in South Africa.We hope that the 1998
South African Health Review will paint a picture for its readers that gives an understanding of
the successes and challenges in transforming our health service.

Preface
Preface
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Chapter 1

Chapter 1 highlights some of the key equity issues arising from findings presented in
other chapters of this Review.

South Africa, in 1998, remains a land of stark contrasts, between those that have and
those that have not. A land where some people have amongst the best standards of living, and
good health and access to health services and care, and where some have very poor living
standards, a great deal of ill health and poor access to health care.

In some ways the recognition of the inequities that exist in this country in the health
sector and the emphasis placed on the reduction of these is the most important principle
underlying the government’s transformation of the health system.

What then does this Review have to say about health in South Africa in 1998?

The life of a family in the rural parts of the Eastern Cape or the Northern Province differs
considerably from the life of a family in Cape Town or Johannesburg, not only in their day to
day life but also with respect to their health. So for example, around 30% of the children in the
Northern, Free State and Eastern Cape Provinces do not grow to their full potential, whereas
around 10% of children in the Western Cape and Gauteng do not grow to their full potential.
When these figures are disaggregated it is clearly shown that rural Africans have by and large
the worst health status of all South Africans.

Underlying these differences are different determinants of health. To illustrate this, only
12% of rural Africans have a tap in their dwelling whereas over 95% of whites and Indians,
and over 70% of coloureds, have a tap in theirs.

In 1997, out of every 100 women attending antenatal clinics 16 were infected with HIV.
However in KwaZulu-Natal 27 out of a 100 are infected and less than 10 per 100 in the Northern
Cape, Western Cape and Northern Provinces. When these figures are separated by race the
overwhelming majority of those infected are Africans. This AIDS epidemic is already impacting
significantly on the health system and anecdotal evidence suggests that in many hospitals
around half of the acute care paediatric and adult medical beds are occupied by patients with
HIV related illnesses.

Peter Barron
Health Systems Trust

Equity in 1998:
an Overview
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Private Sector
The major difference in access to health services occurs between those people who use

predominantly the private sector through membership of medical aids and those who rely
predominantly on the public sector (government health departments).

Approximately 18%, nearly one in five South Africans, belong to a medical aid scheme.
Yet this group has access to 85% of the pharmacists and 60% of the medical specialists working
in South Africa and has about four times as much spent on their health care as do people who
do not belong. The group belonging to medical aid schemes comprises mainly people who live
in towns and cities and who are employed, earning high incomes. Significantly, the gap between
what is spent on this group and what is spent on people who do not belong to medical schemes
has been growing over the past 5 years.

One of the steps taken by the government to reduce inequities amongst those who belong
or who wish to belonging to medical aid schemes has been the passing of legislation, The
Medical Schemes Act of 1998.

Public Sector Funding
In terms of resources available within the public sector for health services, great steps

forward were made between 95/96 and 96/97 with most provinces coming closer to the national
average. However as can be seen in Figure 1, which displays the budgets of the provinces over
a 6-year period, since then improvement has stagnated.

FIGURE 1: PERCENTAGE DIFFERENCE BETWEEN REAL PER CAPITA PROVINCIAL HEALTH BUDGETS
(TOTAL HEALTH BUDGET) AND THE NATIONAL AVERAGE

In fact in Gauteng the trend towards inter-provincial equity has been reversed, unlike
the Western Cape which has made steady progress towards the national average. The question
to be asked, especially in the North West, Mpumalanga and the Northern Provinces, is why
the gap between the health expenditure per person and the national average is not becoming
smaller. The implications are that these provinces are allocating less to health expenditure
than what they should be in terms of the provincial global budget.
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Notwithstanding the inequities in health resource allocation between provinces the
inequities within provinces are far greater. Case studies undertaken into the budgets of the
Eastern Cape and North West showed that there was at least a four-fold difference in resource
allocation between the district with the greatest budget and the district with the smallest. In
plain language this means that in the Potchefstroom and Grahamstown districts, for every R4
spent on health services in the public sector less than R1 was spent in the Odi and Mount
Frere districts.

Provision of Services at Hospitals and Clinics
There are wide differences in the range of services offered at hospitals and clinics across

the country and in the quality of these services. The results of two commissioned surveys show
that there have been some improvements between 1997 and 1998 in the provision of primary
level services. So for example in 1997 slightly more than 70% of clinics provided daily family
planning services, whereas in 1998 more than 80% of all clinics did so.

To illustrate the differences between provinces Figure 2 shows the availability of HIV
testing at clinics across the country. Whereas almost all the clinics in the Western and Northern
Cape Provinces offered HIV testing, less than half the clinics in the Northern, North West,
Eastern Cape and KwaZulu-Natal Provinces offered the test.

FIGURE 2: PERCENTAGE OF CLINICS WHICH OFFER HIV TESTING
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Generally urban-based services are superior to rural-based services in terms of the
availability of services and drugs. Figure 3 shows the wide range of availability of specific tests.

FIGURE 3: PERCENTAGE OF RURAL AND URBAN CLINICS WHICH OFFER PATHOLOGY TESTS

The investigation of maternal deaths was used as one of the indicators to measure the
quality of care in hospitals. As is shown in Figure 4, less than half the hospitals in South Africa
had meetings where maternal and infant deaths are investigated and discussed.

FIGURE 4: REGULAR HOSPITAL MORBIDITY AND MORTALITY MEETINGS
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Human Resources
With regard to personnel, who comprise the most important component of the health

system, there are some worrying factors in terms of equity. The number of professionals being
produced and their demographic characteristics give rise to concern. Also of concern is the
distribution of professionals with the urban, metropolitan centres generally having better health
professional to population ratios than the rural areas. To illustrate this in Gauteng there are
less than 2000 people to every pharmacist whilst in the Northern province there are more
than 16000 people to every pharmacist.

In 1997 slightly less than 2000 nurses graduated and slightly less than 1000 doctors. The
primary health care approach suggests that South Africa has a much greater need for the
production of nurses than for doctors. It would be useful to judge these nurse graduation figures
against some long term strategic human resources development planning.

Within the medical schools there are great differences. However, overall there are very
low numbers of African students at most of the universities. Although starting from an extremely
low base, Free State and Pretoria have improved their enrolment figures of Africans. On the
other hand the medical school at Wits has decreased African enrolment between 1994 and
1998 and Stellenbosch has hardly improved its enrolment of Africans students who remain
less than 5% of total enrolment.

In terms of in-service training two of the most critical areas are management training and
training of primary care nurses. Significant strides have been made in management training
and a number of different management training courses have been initiated. However these
courses are not coordinated and are without any umbrella framework. There is little coherent
strategy on how to tackle the enormous need, particularly at district level. There are also no
benchmark standards for management training and a general lack of accreditation.

The training of primary care nurses suffers from many of the same problems as management
training. There is a lack of a coherent strategy to eradicate the enormous backlog; there is no
consensus on what training nurses need in order to function at clinic level; different institutions
offer different primary health care courses of varying length and standard; and the number of
nurses currently being trained is inadequate.

Information
Underlying any understanding of the inequities in the health system and then planning

to remedy these is the need for reliable information. Information is needed on all aspects of the
system including finances, human resources, facilities and drugs as well as patient related
information.

Because much of the information in the past was centralised there is generally a lack of a
culture of using information to make decisions. With the decentralisation of the health system
it becomes imperative that many more health workers at all levels of the system understand
and use information.

Over the past year there have been some significant advances in improving hospital
information systems and some provinces are spending large amounts of money to improve
these. Less successful has been the setting up of district health information systems. However,
in selected districts around the country there is now enough evidence to show that workable
information systems can be put in place with a minimum cost. What is required for this to go
to scale in all health districts is consensus around minimum datasets and indicators, coupled
with the support of senior management.
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Conclusion
This Review highlights some issues concerning equity in the health system in South

Africa. Documenting these inequities and getting this information across to all relevant
stakeholders is one of the first steps to eliminating the disparities between groups of people,
between geographical areas, and between different components of the health system.

It is hoped that as information systems improve, future decisions of planning and evaluation
will be significantly influenced by how they impact on equity.
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Chapter 2

This chapter discusses key health status indicators for South Africa within a broad
“Health for All” framework. Intersectoral determinants of health and health policies
and systems are also considered.

Introduction
The importance of equity in health is increasingly being recognised. Wilkinson,1 among

others, has argued that socio-economic inequalities are associated with poor health, probably
through the stresses generated by social breakdown that accompany inequalities and social
segregation. Equity was one of the principles of the “Health For All” strategy developed at
Alma Ata in 1978. The Alma Ata conference provided a vision of achieving the best attainable
levels of health for everybody through the implementation of comprehensive primary health
care. Equitable distribution of resources was included as one of the global indicators2 to monitor
progress towards “Health For All” by the year 2000.

1998 draws South Africa near not only to the year 2000, but also towards the end of the
first term of office of the first democratically elected government. Having inherited an extremely
inequitable distribution of wealth (South Africa has one of the largest gaps between the richest
and the poorest people of any country in the world),3 it is possible that the single biggest
challenge faced by the new government is to eradicate poverty.4 The socio-economic profiles,
shown in Table 1, demonstrate the differences between population groups and between urban
and rural areas within South Africa. The Human Development Index (HDI), an indicator
based on a combination of income, education level and life expectancy demonstrates that
these differences are found between population groups as well as between those living in urban/
rural settings. In a profile of South African women, Budlender5 has shown that women, especially
those living in rural areas, are particularly disadvantaged.

The World Health Organisation’s (WHO) renewed focus on “Health For All”,6 reminds
us that it remains an elusive goal despite the phenomenal advances in medical technology in
the 20th century. Looking forward to the next century, WHO have identified global priorities

Debbie Bradshaw
Centre for Epidemiological Research in Southern Africa

Medical Research Council

Health for All - Monitoring Equity
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and targets for the year 2020 to assist countries in achieving the highest attainable levels of
health (Table 2). While the global indicators for monitoring progress must still be crystalised,
and the quality of health information in South Africa needs to be improved, it is nonetheless
possible in broad terms, to review South Africa’s progress towards these targets.

TABLE 1: SOCIO-DEMOGRAPHIC INDICATORS BY PROVINCE AND POPULATION GROUP

Populationa Population Population Population HDIc

less than 5 yearsb 65 years urbanisedb

and olderb

1997 1996 1996 1996 1991
(millions) % % %

South Africa 43.11 10.9 4.8 53.7 0.677

Eastern Cape 6.98 12.0 5.8 36.6 0.507

Free State 2.99 9.5 4.5 68.6 0.657

Gauteng 7.25 8.9 4.1 97.0 0.818

KwaZulu-Natal 9.16 11.5 4.5 43.1 0.602

Mpumalanga 3.11 11.6 4.1 39.1 0.694

Northern Cape 0.80 10.6 5.0 70.1 0.698

Northern Province 5.48 13.1 5.2 11.0 0.470

North West 3.61 11.2 4.6 34.9 0.543

Western Cape 3.74 9.6 5.1 88.9 0.826

African 33.16 11.7 4.2 43.3 0.500

African Urban 12.40 10.0 3.0

African Rural 20.76 13.1 5.1

White 5.28 6.1 10.3 90.6 0.901

Coloured 3.59 10.7 3.6 83.4 0.663

Indian 1.08 8.2 3.8 97.3 0.836

Source: a) DOH Statistical Notes. May 1998
b) StatisticsSA. Census in Brief 1996
c) CSS RSA Statistics in brief 19977

TABLE 2: GLOBAL TARGETS RECOMMENDED BY THE WORLD HEALTH ORGANISATION TO
ACHIEVE HEALTH FOR ALL BY 2020

The percentage of children under five years who are stunted
should be less than 20% in all subgroups of the population
by the year 2020.

By the year 2020, all countries should have MMR of less than
100 per 100 000 live births, CMR of less than 45 per 1000
live births and life expectancy at birth over 70 years.

By 2020, the worldwide burden of disease will be substantially
decreased. This will be achieved by implementation of sound
disease control programmes aimed at reversing the current
trends of increasing incidence and disability caused by
tuberculosis, HIV/AIDS, malaria, tobacco-related disease and
violence/trauma.

Measles will eliminated by 2020; lymphatic filariasis will be
eliminated by the year 2020; transmission of chagas disease
will be interrupted by 2010; leprosy will be eliminated by
2010; trachoma will be eliminated by 2020, Vitamin A and
iodine deficiencies will be eliminated before 2020.

Target 1 Health equity: childhood stunting

Target 2 Survival: maternal mortality ratio
(MMR), child mortality rate (CMR), life
expectancy

Target 3 Reverse global trends of five major
pandemics: tuberculosis, HIV/AIDS,
malaria, tobacco-related disease and
violence/trauma

Target 4 Eradicate and eliminate certain
diseases: measles, lymphatic filariasis,
chagas disease, leprosy, trachoma,
Vitamin A deficiency, iodine deficiency
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Source: World Health Organisation. Health for All in the 21st Century6

Health Outcomes

Health Equity

The initial index of equity in health has been identified as the proportion of children
under 5 years who are stunted (where deviation is more than 2 standard deviations below the
median reference height for age) for all subgroups of the population. In a survey conducted in
1994,8 the overall proportion of stunting in South Africa was found to be 22.9% and did not
achieve the global target of 20%. In Figure 1, it can be seen that some of the provinces meet
the global target but that none have achieved full growth (ie no more than 2.5%) and that
stunting is a major problem in the Northern Province, Eastern Cape, Free State and North
West. It will be important to clarify whether there are urban/rural, population group or gender
differences in the extent of stunting.

Target 5 Improve access to water, sanitation,
food and shelter

Target 6 Measures to promote health

Target 7 Develop, implement and monitor
national “Health For All” policies

Target 8 Improve access to comprehensive,
essential, quality health care

Target 9 Implement global and national health
information and surveillance systems

Target 10 Support research for health

By 2020, all countries, through intersectoral action, will have
made progress in making available safe drinking water, adequate
sanitation, and food and shelter in sufficient quantity and quality.

By 2020, all countries will have introduced, and be actively
managing and monitoring, strategies that strengthen health-
enhancing lifestyles and weaken health-damaging ones, through
a combination of regulatory, economic, educational,
organisational and community-based programmes.

By 2005, all Member States will have operational mechanisms
for developing, implementing and monitoring policies that are
consistent with this HFA policy.

By 2010, all people will have access throughout their lives to
comprehensive, essential, quality health care, supported by
essential public health functions.

By 2010, appropriate global and national health information,
surveillance and alert systems will be established.

By 2010, research policies and institutional mechanisms will
be operational at global, regional and country level.
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FIGURE 1: STUNTING IN CHILDREN UNDER 5 YEARS: PERCENTAGE OF CHILDREN WHOSE HEIGHT
IS MORE THAN TWO STANDARD DEVIATIONS BELOW THE NORM, 1994

Source: SAVAG survey, 19948

Survival

An estimate of life expectancy in 19917 was 63 years, showing that South Africa has
some way to go to reach the 2020 target of 70 years. The life expectancies for each province
are presented in Figure 2 and show a range from 68 in the Western Cape to 60 in the North
West province. According to some estimates, the life expectancies for African and Coloured
South Africans were about 10 years less than for white South Africans, and that for men was
about 5 years less than for women. Evidence of the demographic transition9 currently underway
in South Africa suggests that life expectancy will have increased since 1991. However, as the
impact of the AIDS epidemic is felt, gains in life expectancy are likely to be reversed and the
average life expectancy can be expected to drop substantially. It is crucial that reliable estimates
of child mortality, maternal mortality and adult mortality are obtained timeously. The South
African Demographic and Health Survey conducted in 199810 will provide estimates for some
of the indicators of survival. In addition the efforts to improve the registration of births and
deaths initiated by the National Health Information System Committee (NHIS/SA) will
facilitate the routine collection of reliable vital statistics. However, it remains a challenge to
health workers and others to ensure that good quality information on births and deaths is
gathered in the future.11
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FIGURE 2: ESTIMATED LIFE EXPECTANCY BY PROVINCE, 1991

Source: CSS South African Statistics 1998

Reduced burden of disease

WHO have identified five major pandemics which need to be targeted and their trends
reversed in order to reduce the burden of disease. These are tuberculosis, HIV/AIDS, malaria,
tobacco-related diseases and violence/trauma. South Africa, with the triple burden comprising
poverty related diseases, chronic diseases of lifestyle and trauma12 has an enormous challenge
to reverse trends in these five major pandemics. While some of the changes in incidence of
infectious diseases shown in Table 3 could be attributed to inadequacies in the notification
system the data shows little sign of control and suggests that there are extensive variations
between the provinces in these pandemics.13,14 There is mounting evidence that South Africa
is experiencing the fastest growing HIV/AIDS epidemic,15 with KwaZulu-Natal experiencing
a prevalence of 27% in 1997 amongst pregnant women attending public sector clinics. Efforts
to control TB are not yet succeeding16 and several provinces have exceedingly high rates.
Malaria remains a problem in Mpumalanga and KwaZulu-Natal.
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TABLE 3: INFECTIOUS DISEASE PANDEMICS BY PROVINCE, 1996 AND 1997

TB controla TB controlb HIV controlc HIV controlc Malaria Malaria
1996 1997 1996 1997 controla controlb

notification notification percentage percentage 1996 1997
rate per rate per +ve +ve notification notification
100 000 100 000 at ANC at ANC rate per rate per

100 000 100 000

South Africa 154.3 177.3 14.2 17.0 24.7 53.3

Eastern Cape 59.7 231.5 8.1 12.6 0.1 0.1

Free State 267.8 247.9 17.5 20.0 1.5 1.6

Gauteng 170.0 160.8 15.5 17.1 12.2 8.1

KwaZulu-Natal 96.6 116.6 19.9 26.9 47.6 124.8

Mpumalanga 94.0 93.0 15.8 22.6 70.0 183.4

Northern Cape 588.6 295.6 6.5 8.6 2.0 1.9

Northern Province 37.6 42.2 8.0 8.2 37.5 87.9

North West 54.3 210.5 25.1 18.1 1.2 9.5

Western Cape 568.9 409.2 3.1 6.3 1.6 1.4

Source: a)  DOH. Epidemiological comments. Dec96/Jan97
b)  DOH. Statistical Notes May 1998
c)  DOH. Eighth annual national HIV Sero-prevalence survey, 199714

In 1996, the prevalence of tobacco smoking was found to be high with 52% of men
smoking and 17% of women.17 The prevalence of smoking amongst Coloured women had
reached the level of 43% while that for African women was relatively low at 13%. Although
the deaths are known to be under-reported, in 1994 the crude injury (intentional and
unintentional combined) death rate in South Africa of 104 per 100 000 was higher than the
world rate of 96 per 100 000, estimated for 1990.18 The rates were particularly high for Gauteng,
Western Cape and Northern Cape.19 Major health promotion efforts will be required to reverse
the trends in these pandemics in South Africa. These need to be multi-pronged, intersectoral
and engage the community. Examples of such campaigns that are underway include the “Drive
Alive” campaign, the “National Crime Prevention Strategy” and the anti-tobacco initiatives
of the Department of Health.

TABLE 4: NON-COMMUNICABLE PANDEMICS BY PROVINCE

Tobacco usea - Tobacco usea - Injury deathsb

male over 18 years female over 18 years 1994
1996 1996 reported deaths

% %  per 100 000

South Africa 52 17 103.7

Eastern Cape 58 12 47.1

Free State 54 23 119.3

Gauteng 51 20 184.3

KwaZulu-Natal 56 8 107.1

Mpumalanga 43 7 94.3

Northern Cape 72 33 143.5

Northern Province 35 3 37.4

North West 62 31 66.9

Western Cape 51 45 162.7

Source: a)  Reddy et al.17

b)  CSS data analysed by MRC
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Eradication and Elimination of certain diseases

Poliomyelitis has almost been eradicated throughout the world. Targets have been set to
eradicate measles, lymphatic filiariasis, chagas disease, leprosy, trachoma and neonatal tetanus.
Elimination of Vitamin A and iodine deficiencies have also been identified as a target. Nationally
South Africa does not experience some of these diseases. Others occur but are not priority
problems. We need to concentrate on measles, neonatal tetanus and the micro-nutrient
deficiencies. In Table 5, it can be seen that there appears to be a marked drop in measles
notifications.13 Measles rates are highest in the Western Cape. This may be an artifact of the
reporting system or result from specific referral patterns for children to the academic hospitals
in the Western Cape. Although only 20 cases of neo-natal tetanus were reported in 1997,13 it
is a problem in certain areas.20 Vitamin A deficiency has been estimated to affect 30% of
children.8 Evidence of iodine deficiency has been reported.9 The introduction of compulsory
iodisation of salt is likely to have an impact on this problem in the future.

TABLE 5: REPORTED RATES OF MEASLES BY PROVINCE, 1996 AND 1997

Eradication of measlesa Eradication of measlesb

1996 1997
notification rate per notification rate per

100 000 100 000

South Africa 20.6 2.8

Eastern Cape 1.9 1.4

Free State 18.6 3.6

Gauteng 12.9 2.9

KwaZulu-Natal 32.0 2.5

Mpumalanga 29.9 2.6

Northern Cape 31.4 1.3

Northern Province 37.8 3.3

North West 7.6 2.2

Western Cape 21.7 6.0

Source: a)  DOH Epidemiological comments. Dec 96/Jan 97
b)  DOH Statistical Notes May 1998

Intersectoral action on determinants of health
The Reconstruction and Development Plan,21 a blueprint guiding the new government,

has a strong developmental strategy. It is not clear what progress has been made in the provision
of safe drinking water, adequate sanitation, food and shelter.22,23 Surprisingly, the data in Table
6 suggests that there has been a deterioration in basic facilities. This could possibly have arisen
as a result of different methodologies in measurement. Alternatively it may reflect a
disproportionate increase in the number of traditional or informal dwellings and should be
investigated further. However, it can be seen from Table 6 that there are large variations between
the provinces. African South Africans, particularly those living in rural areas, are worst off.
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TABLE 6: HEALTH DETERMINANTS BY PROVINCE AND POPULATION GROUP

Safe drinking Safe drinking Sanitationa Sanitationb Food securityc

watera 1995 waterb 1996 1995 1996 1995
% households % households % households % households % households
 with tap in with tap in with sanitation with sanitation that never

dwelling dwelling go hungry

South Africa 51.4 44.8 92.3 87.6 58.9

Eastern Cape 27.6 24.7 84.1 70.9 47.7

Free State 41.6 40.6 90.7 91.2 62.6

Gauteng 77.6 67.7 99.3 97.5 65.1

KwaZulu-Natal 45.7 39.8 88.6 84.8 67.0

Mpumalanga 51.4 37.3 90.7 91.3 45.4

Northern Cape 53.0 17.8 92.7 89.3 65.9

Northern Province 23.2 17.8 86.6 78.8 49.7

North West 37.3 30.6 95.3 93.6 42.9

Western Cape 76.6 76.4 98.6 94.6 70.1

African 32.7 27.3 90.1 83.6 45.9

African Urban 56.1 - 99.0 - -

African Rural 12.0 - 80.2 - -

White 96.9 96.4 99.9 99.1 95.7

Coloured 72.2 72.4 96.8 94.9 70.6

Indian 96.8 97.6 100.0 99.8 98.1

Source: a)  CSS October Household Survey, 199522

b)  Statistics South Africa Census in brief, 19987

c)  CASE/Kaiser Family Foundation, 199523

Health policies and systems
Health For All policies

The White Paper on Transformation of the Health System24 has charted the reformation
of the health sector in the direction of achieving “Health For All” (HFA). The major thrust of
making primary health care universal through a District Health System, in combination with
specific initiatives such as the Integrated Nutrition Strategy, is well within the HFA framework.
The implementation, financing and management of these initiatives will need careful
monitoring in the future.

Access to health care

Using distance from health services and the proportion of children who were fully
immunised as indicators of access to health care it was found that there were variations between
the provinces. In 1995, 62% of households reported that their nearest medical care was within
the target of 5 kms.22 Northern Province and KwaZulu-Natal fall substantially short of this
average. It can be seen from Table 7 that it is Africans in rural areas who have the least access
to health care. The majority of this group are more than 5 kms away from health care. The
Vitamin A survey conducted in 19978 found that three quarters of children aged 12-23 months
were fully immunised. The proportion was much lower in the Eastern Cape (59%).
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TABLE 7: ACCESS TO HEALTH SERVICES BY PROVINCE AND POPULATION GROUP

Access to PHCa Immunisation statusb

1995 1994
% households with % children (12-23 mths)

 medical care less than 5kms fully immunised

South Africa 62.2 74.7

Eastern Cape 61.2 58.0

Free State 63.0 72.7

Gauteng 70.0 85.1

KwaZulu-Natal 54.3 70.7

Mpumalanga 64.3 73.8

Northern Cape 63.5 80.6

Northern Province 46.4 84.4

North West 60.3 82.0

Western Cape 72.9 80.4

African - -

African Urban 77.0 -

African Rural 40.4 -

White 72.2 -

Coloured 71.2 -

Indian 71.1 -

Source: a)  CSS October Household Survey, 199522

b)  SAVAG Survey, 19948

Research Policies
The strategy of Essential National Health Research (ENHR), which has been adopted by

many developing countries, has been identified as the way to ensure that research can address
the health problems experienced in South Africa and to promote development and social
justice. In line with the social transition occurring in South Africa, it has been endorsed as
formal policy of the Department of Health,24 the Department of Arts, Culture, Science and
Technology,25 the Medical Research Council and the Health Systems Trust. It remains to be
endorsed by the Department of Education and pharmaceutical companies, both major funders
of research.26

Conclusions
South Africa has entered a dynamic period of restructuring. It is clear that enormous

inequalities in health need to be addressed. These revolve around urban/rural differences,
population groups and poverty. Ambitious plans have been formulated that could lead towards
improving the health of everybody, particularly the poor. The plans are consistent with the
global targets for “Health For All” by the year 2020. However, it is a major challenge to
implement these plans, particularly in the face of the rapidly growing AIDS epidemic. It is
essential that the government develops a comprehensive strategy to deal with this tragedy and
attempts to reverse the trend.



16

This review has been severely handicapped by the paucity of data. The available data are
known to have shortcomings and need to be interpreted with caution. It has not been possible
to discern trends with confidence, nor to disaggregate data to investigate equity fully.
Furthermore, the most recently available data spans the period 1991-1997, incorporating both
a period prior to the new Government as well as after. It is essential that a comprehensive
health information system be developed that can monitor differences between sub-groups.
Attempts must be made to include gender sensitive indicators (such as violence against women),
and data must be made available by socio-economic groups. Only when the data are available
will it be possible to target appropriate groups.
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Chapter 3Health Legislation

An update on developments in both national and provincial health legislation is provided
by this chapter.

Introduction
The past year has been a significant year in health legislative history. The 1997 edition of

the South African Health Review reported on the legislative process surrounding the Pharmacy
Amendment Bill, the Medical, Dental and Supplementary Health Service Professions
Amendment Bill, and the Medicines and Related Substances Control Amendment Bill. This
chapter provides an update on the current status of this legislation, and also discusses various
other Acts passed during 1998. The pace of legislative activity at provincial level has also
increased considerably, suggesting that the focus of legislative development will increasingly
shift to the provinces. However, arguably the most far-reaching legislative development in the
past year came not from legislative enactment, but from Constitutional interpretation. The
Constitutional Court decision in the matter of Soobramoney v Minister of Health, KwaZulu-
Natal,1 provided the first major indication of the impact of the new Constitution2 on the
delivery of health care in South Africa. Due to the enormous potential ramifications of this
decision, it is discussed in some detail.

The Soobramoney Case
The Constitution, widely regarded as one of the most liberal in the world, held the promise

of the elimination of fundamental inequities in health service delivery which had characterised
the South African health system in the past. Specifically, section 27 of the Constitution provides:

“(1) Everyone has the right to have access to —
(a) health care services, including reproductive health care; . . .

(2) The State must take reasonable legislative and other measures, within its available resources,
to achieve the progressive realisation of each of these rights.

(3) No one may be refused emergency medical treatment.”
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It was perhaps inevitable that, sooner or later, the guarantees in section 27 of the
Constitution would be measured up against the problems attendant on the need to distribute
scarce resources in a health system in which substantial need is yet to be met. In 1997, this
issue was brought squarely into consideration by the Constitutional Court, in the matter of
Soobramoney v Minister of Health, KwaZulu-Natal.

The appellant was a 41-year-old diabetic suffering from ischaemic heart disease,
cerebrovascular disease and irreversible chronic renal failure. It was common knowledge that
his life could be prolonged by regular renal dialysis. He did not have sufficient resources to
continue renal dialysis in a private health facility, and so he sought dialysis treatment from
Addington State Hospital in Durban. However, due to a shortage of resources, the hospital
could only provide dialysis to a limited number of patients. The hospital therefore developed
a set of guidelines to determine eligibility for the dialysis programme. The appellant, who
suffered from other cardiac and cerebrovascular complications, was not eligible for the dialysis
programme in terms of these criteria and so was denied treatment by the hospital. In July 1997,
the appellant made an urgent application to the Durban and Coast Local Division of the High
Court for an order directing Addington Hospital to provide him with ongoing dialysis treatment.
The application was dismissed, and the matter was brought on appeal to the Constitutional
Court. The appellant based his claim on section 27(3) of the Constitution, which provides:
“No one may be refused emergency medical treatment,” and section 11 which stipulates that:
“Everyone has the right to life.”

The Court held the view that this matter need not be decided in terms of section 11,
because the right to medical treatment was explicitly addressed in section 27. More significantly,
the Court held that section 27(3) should also not be applied in this matter. Chaskalson P held:

“The purpose of the right [enshrined in section 27(3)] seems to be to ensure that treatment
be given in an emergency, and is not frustrated by reason of bureaucratic requirements or other
formalities. A person who suffers a sudden catastrophe which calls for immediate medical
attention . . . should not be turned away from a hospital which is able to provide the necessary
treatment. What the section requires is that remedial treatment that is necessary and available
be given immediately to avert that harm.”

In this case, the applicant’s condition constituted an ongoing state of affairs resulting
from a deterioration of his renal function, which was incurable. In terms of the above
interpretation of section 27(3), the applicant’s condition did not constitute an emergency
which called for emergency medical treatment. Accordingly, the Court determined that the
matter would need to be determined in terms of the provisions of subsections 27(1) and (2),
which entitle everyone to have access to health care services provided by the State “within its
available resources.”

In applying these clauses, the Court took cognisance of the budgetary deficit of the
KwaZulu-Natal Department of Health at the time, as well as the fact that the existing nurse-
patient ratio in the renal unit fell short of accepted norms. Chaskalson P further acknowledged
that the provincial administration had to make difficult decisions both at the political level, in
fixing the health budget, and at the functional level, in deciding on the health priorities to be
met. In a clear statement of judicial deference to executive authority, Chaskalson P held that
a “court will be slow to interfere with rational decisions taken in good faith by the political
organs and medical authorities whose responsibility it is to deal with such matters.”

Sachs J further held the opinion that “the rationing of access to life-prolonging resources
is . . . integral to, rather than incompatible with, a human rights approach to health care.” As
a consequence, the appeal was dismissed, notwithstanding the Court’s recognition of the “hard
and unpalatable fact . . . that if the appellant were a wealthy man he would be able to procure
such treatment from private sources.”
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This decision of the Constitutional Court is of considerable importance for health service
delivery in South Africa for a number of reasons. First, it limits the Constitutional guarantee
against refusal of emergency medical treatment to immediately necessary and available remedial
treatment in respect of dramatic, sudden events which are of a passing nature in terms of time.
Secondly, the Court accepted that rationing of resources is integral to health service delivery
in the public sector, notwithstanding the fact that this would perpetuate inequities between
the private and public sector. Thirdly, the Court expressed its deference to executive authority
by declaring itself slow to interfere with rational decisions taken by competent health authorities
regarding allocation of resources. The Court implied, however, that there might be grounds for
challenge of executive policies if such policies were unreasonable or if they were not applied
fairly and rationally.

As sensible as this decision may have been within the current budgetary climate, it does
call into question whether the Constitution does indeed provide the vehicle for elimination of
the fundamental inequities which characterised the South African health system in the past.
In light of this decision, it may well be asked whether the right of everyone in South Africa to
have access to health care services has any substance or whether it is merely an ideal which
may not be attainable. Indeed, in this case Madala J himself stated:

“Some rights in the Constitution are the ideal and something to be strived for. They
amount to a promise, in some cases, and an indication of what a democratic society aiming to
salvage lost dignity, freedom and equality should embark upon. They are values which the
Constitution seeks to provide, nurture and protect for a future South Africa.”

The Abortion Challenge
While the Constitutional Court in the Soobramoney case declined to decide the matter

on the basis of the guarantee of the right to life in section 11 of the Constitution, this section
formed the basis for a challenge which was launched in the Pretoria High Court against the
Choice on Termination of Pregnancy Act, 1996.3,4 This challenge to South Africa’s abortion
legislation was brought by a coalition of Christian groupings against the Minister of Health,
the Gauteng Premier and the Member of the Executive Council responsible for health in
Gauteng. The Commission for Gender Equality and the Reproductive Rights Alliance,
representing more than 30 pro-choice organisations, joined the case as defendants. The Christian
groups argued that the Constitutional guarantee of the right to life applies to an unborn child
from the moment of conception. The counter argument relied in part on section 12 of the
Constitution, which guarantees everyone the right to bodily and psychological integrity,
including the right to make decisions concerning reproduction. In an important decision
reaffirming freedom of reproductive choice, the Pretoria High Court dismissed the application.

Acts of Parliament passed during 1997
The South African Health Review of 1997 reported on the introduction to Parliament of

three Bills, namely: the Pharmacy Amendment Bill; the Medical, Dental and Supplementary
Health Service Professions Amendment Bill; and the Medicines and Related Substances Control
Amendment Bill. Since then, all three of these Bills were passed into law, although they have
not all taken effect. As their content was discussed in detail in that publication, this chapter
only briefly describes the major changes brought about by the various Acts and rather focuses
on their current status.
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The Pharmacy Amendment Act

The Pharmacy Amendment Act5 established a permanent Pharmacy Council, and contains
provisions relating to the licensing of pharmacies, pharmacy education, training and practice.
Significantly, the Act removed the former restriction that only pharmacists may own pharmacies.
Pharmacies must, however, still be conducted under the continuous personal supervision of a
pharmacist. The opening up of pharmacy ownership to non-pharmacists is an important measure
to ensure adequate distribution of pharmacies in rural and other underserved areas. The Act
came into effect on 1 March 1998, with the exception of certain provisions.6 One of the
provisions which has not yet come into effect is section 44, which makes the Act binding on
the State. Presumably, enforceability of this provision has been delayed in order to allow the
State adequate opportunity to ensure that State pharmacies and pharmacists comply with the
requirements of the Act.

Medical, Dental and Supplementary Health Service Professions Amendment Act

Among the changes effected by the Medical, Dental and Supplementary Health Service
Professions Amendment Act,7 was provision for the establishment of a more broadly
representative Health Professions Council to replace the Interim National Medical and Dental
Council of South Africa. The Act also expanded the powers of the professional boards
established for each of the various professions. Disciplinary powers, for example, now vest in
professional boards rather than in the Council. These measures allow for more effective control
of the health professions. This Act generated considerable media interest because of its
requirement that persons registering for the first time under the Act must perform a year’s
remunerated community service. The Act, with the exception of certain provisions, came
into effect on 23 January 1998.8 Draft regulations relating to performance of community service
were gazetted for public comment in January 1998,9 and the final regulations and a list of
facilities designated for community service were promulgated in May. Compulsory community
service commenced on 1 July 1998.10

The Medicines and Related Substances Control Amendment Act

The Medicines and Related Substances Control Amendment Act, 199711 was passed
with a view to introducing measures to bring down the cost of medicines, thereby making
health care more accessible and affordable.12 These measures include: provision for international
tendering and for ‘parallel importation’ of medicines into South Africa; promotion of generic
substitution; regulation of the supply of medicines through bonuses, rebates and sampling; and
the establishment of a pricing committee to introduce single exit prices and other price controls.

This Act has been put on hold following an action brought in the Pretoria High Court by
the Pharmaceutical Manufacturers’ Association (PMA) who seek an interdict against
commencement of the Act until its legal status is clarified. The PMA’s main objection to the
Act relates to the provision for parallel importation, which would allow the importation of
medicines which are manufactured, under licence, by companies in countries other than the
country of origin. Other issues forming the basis of their challenge are provision for the
circumvention of statutory patent protections in some circumstances, which the PMA alleges
constitutes expropriation of intellectual property without compensation, and the increased
powers of the Minister vis-á-vis the Medicines Control Council. Should the PMA lose its
battle locally, a possibility exists that the Act may be challenged through the World Trade
Organisation.10 Already, the Act has prompted the United States to place South Africa on a
“watch list” of 32 countries that appear to violate intellectual property rights and other trade
interests. This action has been interpreted as an ultimatum to the South African government,
and brings the threat of disinvestment by companies in the United States.13
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For the sake of completeness, reference is also made to two other significant health Bills
passed during 1997, both of which were discussed in the 1997 South African Health Review.
The Nursing Amendment Act 199714 made provision for the establishment of a new Nursing
Council, which is more representative of the community. The Dental Technicians Amendment
Act 1997,15 which was still in Bill form at the time of publication of the last South African
Health Review, has subsequently been passed into law. Amongst its provisions, this Act provides
for: the establishment of a new South African Dental Technicians Council; the recognition of
professions of dental technologist and clinical technologist; and the direct billing of patients
or medical aid schemes by dental technician contractors.

Regulations
In 1997 alone, the national Department of Health promulgated 77 regulations under

various Acts administered by the Department.12 It is beyond the constraints of this chapter to
describe all of these regulations. Two of these regulations bear mention, however, due to their
particular importance from a health policy perspective. First, notice was given in the
Government Gazette on 3 October 1997 that the Minister of Health had declared maternal
death to be a notifiable medical condition in terms of the Health Act, 1977. This declaration
was motivated by an unacceptably high maternal death rate in South Africa. The notification
of maternal deaths commenced on 1 December 1997.16 Secondly, the Minister issued regulations
regarding artificial insemination, in terms of the provisions of the Human Tissue Act 1983.17

These regulations removed the former restriction that only married women could have access
to artificial insemination services.18 The amendment was necessary to bring the regulations in
line with section 9 of the Constitution, which prohibits unfair discrimination on the grounds
of marital status.

National laws passed in 1998
Several pieces of health legislation were passed by Parliament in 1998, including laws on

sterilisation, tobacco control, medical schemes, and a new regulatory body for the registration
and control of medicines.

Sterilisation Act

The Sterilisation Act19 was passed by Parliament in September 1998. The Act reaffirms
the right of adult persons to consent to sterilisation, and sets out the circumstances in which
sterilisation may be performed upon people unable to consent. Provision is made in the Act
for a health facility to convene a panel consisting of health practitioners to consider applications
for sterilisation to be performed on persons unable to consent. In an area with as much potential
for abuse as this, it is crucial to have statutory protection for a human rights oriented approach
to sterilisation of persons incompetent to consent.

Tobacco Products Control Amendment Act

The Tobacco Products Control Amendment Act20 was passed by Parliament toward the
end of 1998. This legislation allows for the prohibition of smoking in designated public places,
and provides for the prohibition of the advertisement and promotion of tobacco products. The
Act is in line with government policies to protect the rights of non-smokers, assist smokers to
quit the habit, and discourage people, especially children, from starting to smoke. This legislation
follows concerted tobacco control measures which have been put in place by the new
government, including regulations promulgated in May 1995 requiring mandatory health
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warnings to appear on the packaging of tobacco products and advertisements. The proposed
legislation has met with opposition from various sectors, including: the private sector, which
stands to lose millions in advertising profits; sports bodies, who stand to lose major financial
backing; and the Food and Allied Workers Union (FAWU), whose members stand to be affected
by any retrenchments that may occur as a result of the advertising ban.21 In an effort to delay
passage of the Bill, the Tobacco Institute of Southern Africa and several tobacco companies
brought an unsuccessful application in the Cape High Court in August 1998 for the Health
Department to be ordered to make available vast quantities of information and for an extension
of time periods within which to file representations.22 The prohibition on advertisements raises
interesting Constitutional issues regarding the extent to which commercial advertising is
protected by Constitutional guarantees of freedom of speech. This issue will almost certainly
be referred to the Courts for determination at some stage.

Medical Schemes Act

Another important piece of legislation which was passed during 1998 was the Medical
Schemes Act 1998,23 which repealed the Medical Schemes Act, 1967. It includes measures
which aim to achieve an appropriate demarcation between medical schemes and insurance
products, and thereby to eliminate “cherry-picking” of the healthiest clients by the insurance
industry. The Act prohibits risk-rating and exclusion from membership on the basis of age,
gender and state of health. Provision is also made for the introduction of a prescribed set of
minimum health care benefits that must be offered by medical schemes. A number of
requirements are proposed which are aimed at ensuring improved governance, financial
administration and accountability of schemes. Furthermore, in terms of the Act, the Council
on Medical Schemes will gain corporate status and be funded in part by levies on medical
schemes, while remaining ultimately accountable to the Minister of Health. Cumulatively,
the amendments will reform the financing of private health care in South Africa, improve
equity of access to private medical insurance and lead to greater efficiency in the use of resources
in this sector.16

Differences in attitudes toward the far-reaching changes effected by this Act resulted in
serious rifts developing within the Representative Association of Medical Schemes (RAMS),
which represents 90% of medical schemes and wields enormous industry power.24 The passage
of this Bill was also complicated by an application brought by Business South Africa against
the Minister of Health and others attempting to interdict implementation of the Bill or its
introduction to Parliament on the basis of alleged procedural irregularities. This application
was dismissed by the Cape High Court in October 1998.25

South African Medicines and Medical Devices Regulatory Authority Act

An interesting sequel to the passage of the Medicines and Related Substances Control
Amendment Act 1997 (discussed above) was the introduction of the South African Medicines
and Medical Devices Regulatory Authority Bill, which was passed by Parliament toward the
end of 1998.26 This followed the appointment by the Minister of Health in January 1998 of a
Review Team to review the existing process for the regulation of medicines in South Africa,
and the subsequent appointment of a Medicines Regulatory Authority Transformation Task
Team, to investigate mechanisms for the implementation of the Review Team’s
recommendations.27

The new Act provides for the establishment of the South African Medicines and Medical
Devices Regulatory Authority (SAMMDRA), to replace the Medicines Control Council. The
primary object of SAMMDRA is to provide for the monitoring, evaluation, regulation,
investigation, inspection, registration and control of medicines, clinical trials and medical
devices. For the first time in South Africa, this Act includes provision for an effective process
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of registering and regulating complementary medicines. The Act also provides for the regulation
of veterinary medicines, which were previously regulated largely in terms of the Farm Feeds,
Fertilizers, Agricultural Remedies and Stock Remedies Act.28 Significant portions of the
Medicines and Related Substances Control Amendment Act, 1997 are also repealed by this
Act, with the result that the 1997 Amendment Act now deals mainly with measures specifically
aimed at ensuring that affordable medicines are made available to the public.

National Laws anticipated in 1999
Among the Bills expected to be introduced to Parliament in 1999 are the National Health

Bill and the Social Health Insurance Bill.

National Health Bill

At the time of writing this chapter, the National Health Bill was in its eleventh draft.
The Bill seeks to establish a broad framework for governance of the health system, and attempts
to delineate an appropriate distribution of powers and functions between national, provincial
and district health authorities. A chapter of the Bill is devoted to the protection of the rights
of health service users. The Bill addresses various other issues too including, for example: the
establishment and operation of public and private health facilities; regulation of public health
programmes and services; control of the use of human tissue; health laboratories; and health
surveillance, research and information.

Passage of the National Health Bill is now a matter of extreme urgency due to the need
for legal certainty around some major policy issues such as the structure and functioning of the
district health system. The Health Act of 1977,29 which is still in effect, provides an inappropriate
legislative framework to guide the substantial transformation of the health system which is
currently in progress. The continued absence of a new Health Act is cause for concern.
Nevertheless, the delay in passage of the National Health Bill should be viewed in the light of
the enormous challenges associated with developing such an Act within a fundamentally new
Constitutional framework. The only change in governmental regime in South African history
which is comparable in magnitude to that brought into effect by the 1996 Constitution was
the union of the four former colonies into a single political entity in 1910. Following Union, a
full nine years lapsed before the Public Health Act 191930 was passed.

In drafting the National Health Bill, the Department of Health faces the unenviable task
of establishing a legislative framework for the national health system without impinging on
the constitutional integrity of provincial and local spheres of government. At the same time,
it is important that national legislation, which places service obligations on other spheres of
government, should provide a clear and satisfactory framework for how these mandates will be
financed. Furthermore, a difficult choice needs to be made between putting in place a detailed
regulatory framework which is prescriptive of how health services must be delivered by the
various levels of government, or rather establishing a broad enabling legislative framework
within which provinces and municipalities may develop their own policies and legislative
instruments to guide health service delivery.

The extent to which these issues have been satisfactorily addressed in the National Health
Bill will almost certainly become a matter of intense public scrutiny once the Bill is introduced
into the legislative process. As the Bill affects health services, and therefore falls within the
functional areas listed in schedule 4 of the Constitution, it is anticipated that it will be dealt
with in accordance with section 76 of the Constitution which, subject to certain deadlock-
breaking procedures, requires the Bill to be passed by both the National Assembly and the
National Council of Provinces.
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Social Health Insurance Bill

A Social Health Insurance Bill is also in the process of development, the aim of which is
to establish social health insurance as a component of a comprehensive social security system.16

At the time of writing this chapter, working documents in relation to this matter were in early
stages of development, and there was not yet a draft Bill in circulation.10

Legislative Developments in Local Government
While the National Health Bill is still pending, the future shape of the health system is in

the meantime being shaped in significant respects by legislative developments in other sectors,
especially local government.

The Local Government: Demarcation Act, 1998, makes provision for a Demarcation
Board, which is responsible for the determination of municipal boundaries for the whole of
South Africa. The Act lists various factors which must be taken into account when determining
municipal boundaries, including inter alia: “the need for co-ordinated municipal, provincial
and national programmes and services, including the needs for the administration of justice
and health care.” The Local Government: Municipal Structures Act, 1998, provides for the
establishment of various categories and types of municipalities, as well as their functions and
powers.

The boundaries, types, categories, powers and functions of municipalities, as determined
by these two laws, will in large measure form the basis for the establishment of a District
Health System and the delivery of primary health care services in South Africa. Although the
model of integrated service delivery envisaged in these laws in many respects accords with the
goals of a District Health System, the creation of local government structures is driven by
many factors extraneous to health care delivery, and which are not necessarily optimal for the
effective functioning of a District Health System. This is the inevitable consequence of local
government structures being created in the absence of a national statutory framework for a
District Health System. This again underscores the need for a National Health Bill to be
passed as soon as possible.

National Assembly Portfolio Committee on Health
The National Assembly Portfolio Committee on Health has continued to promote

community participation in legislative processes, and has pursued its role as watchdog over
government departments and other public bodies to ensure their accountability to the
community.31 The Portfolio Committee held public hearings on all of the health Bills which
were passed by Parliament during the course of 1998, with the exception of the Sterilisation
Bill. The Portfolio Committee also held hearings on a number of other issues, including: the
White Paper on the Transformation of the Health System in South Africa; regulation of
traditional healers; and regulation of chiropractors, homeopaths and allied health professionals.
In March 1998, the Portfolio Committee held budget hearings with the national and provincial
health departments to consider the expenditure and operational plans of the various
departments.

Arising from the hearings on traditional healers, the Portfolio Committee and the National
Council of Provinces Select Committee on Social Services prepared a report, recommending
the creation of a Statutory Council for Traditional Healers, which would oversee the practice
of all categories of traditional healers with the exception of spiritual healers.32 The
recommendations contained in the Portfolio Committee’s report on the public hearings on
the regulation of chiropractors, homeopaths and allied health professionals, included a proposal
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that dual registration of medical practitioners should be permitted, and a recommendation
that the register for herbalists, osteopaths and naturopaths should be reopened.33

The Committee has also met with the Deans of Medical Schools to scrutinize the admission
and human resource policies of the various medical schools, which was followed by a report.34

Amongst the findings contained in this report is an observation that the historically white
medical schools which were reviewed do not have specific admission policies designed to redress
the historical imbalances of the apartheid era.

In the coming year, the Portfolio Committee is likely to become increasingly concerned
with issues such as: the promotion of equity in health, the reduction in pharmaceutical prices,
and HIV/AIDS.35 The issue of treatment for persons infected with HIV is likely to be a
particularly contentious issue in view of the public opposition to the decision by the Minister
of Health in October 1998 to discontinue pilot programmes of administering AZT to pregnant
women.

Provincial Legislation
There has been a marked increase in legislative activity at provincial level in the past

year, which is indicative of the fact that provincial governments are becoming better equipped
to exercise their Constitutional competence to pass legislation in respect of health services.
The upturn in the pace of health legislative activity in the provinces also suggests that the
bulk of health law in this country will increasingly be located in the provincial statute books.
This will promote innovation and experimentation in legislative development, and allow for
provinces to tailor their legislation to their specific health needs and resource constraints. It
may also have the effect of making implementation of national health laws and policies more
difficult. This section describes recent health legislative developments in each of the provinces,
with the exception of the North West, for which information could unfortunately not be
obtained at the time of writing this chapter.

Eastern Cape36

The Eastern Cape Health Department is in the process of developing a Provincial Health
Policy Bill, to harmonize the laws of the former administrations making up the Eastern Cape.
It will provide for the implementation of provincial policy, norms and standards and for the
establishment of provincial and district health system management. A draft Traditional
Circumcision Bill is also under discussion. The objectives of this Bill include: to preserve the
custom of traditional circumcision in the Eastern Cape; to protect the rights of circumcision
initiates; and to ensure safe circumcision practices by iingcibi (traditional surgeons) and
amakhankatha (assistants to traditional surgeons).

Free State37

Four health Bills were being developed in the Free State in the course of 1998, namely: a
Provincial Health Bill, which makes provision for the establishment of the provincial health
authority, district health authorities, and related matters; a Nursing Education Bill, which will
create a single system of nursing education in the province; a School Health Services Bill,
which will ensure access by health workers to schools; and a Medicolegal Bill, to establish an
office of the Forensic Examiner and related matters. These Bills will supplement the province’s
Hospital Act of 1996, which was discussed in the 1997 edition of the South African Health
Review.
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Gauteng38

A number of Bills were being developed in Gauteng in the course of 1998. A Hospitals
Bill will provide for the transformation of Gauteng hospitals, in order to enable them to function
more effectively and efficiently in a more user-friendly environment. A Districts Bill will govern
the establishment and functioning of the district health system in the province. An Emergency
Services Bill will provide a provide a legal framework for the operation of Gauteng’s emergency
services. Bills are also under consultation to provide for the transformation of nursing colleges,
and to establish advisory committees and boards which will ensure community participation
in the provision of health services in the province.

KwaZulu-Natal39

A KwaZulu-Natal Provincial Health Policy Bill has been developed to restructure
provincial health service delivery, facilitate improved provincial health system management,
and provide for the development and implementation of provincial health policy, norms and
standards.

Mpumalanga40

A draft Mpumalanga Hospitals Bill was prepared and published for public comment. It
was subsequently decided, however, to rather combine this Bill with a more comprehensive
Mpumalanga Health Bill. The purpose of this Bill will be to provide for the establishment,
maintenance and management of hospitals and health-related matters in the province.

Northern Cape41

A Northern Cape Provincial Health Bill and a Northern Cape Nursing Education Bill
have been developed with a view to consolidating laws relating to health in the Northern
Cape, and to replacing obsolete Ordinances.

Northern Province42

A Northern Province Health Bill was developed to replace all the health laws of the
former administrations which had jurisdiction in this province, including Venda, Gazankulu,
Lebowa, and the Transvaal Provincial Administration. This Bill will establish hospital boards,
consultative forums, and will make provision for other matters related to health. The Bill will
supplement the Northern Province College of Nursing Act of 1996 which provided for the
establishment of the Nursing Province College of Nursing and related matters.

Western Cape43

In February 1998, a comprehensive review of the province’s legislation which impacts on
health, within the context of national and provincial health policy developments, was
completed on tender by the National Progressive Primary Health Care Network. This review
will serve as the basis for the rational development of a new legislative framework for health
services in the province. In the meantime, several other legislative developments are in progress.
A draft Western Cape Health Facility Boards Bill was gazetted for public comment in January
1998, and is currently being revised in the light of comments received. The provincial Cabinet
has instructed that a further amendment be made to the Hospitals Ordinance to allow for non-
medical personnel to be appointed as superintendents of hospitals in order to ensure more
efficient management of health facilities. It is also anticipated that a Health Service Governance
Bill will be introduced in 1999. Nursing college rationalisation, which has been the subject of
legislation in other provinces, is being effected by means of contractual agreement between
the provincial health department and the educational institutions involved.
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Conclusions
In conclusion, it is evident that the pace of legislative activity is rapidly increasing, both

provincially and nationally. However, it is still too early to determine the effectiveness of
implementation of the various laws. In addition, significant obstacles still hinder the
development of a coherent body of health law in this country. The national and provincial
departments continue to be hampered by a shortage of personnel and expertise in health law
required to cope with the volume of legislative work which needs to be done. Some of the
provinces also reported difficulties in undertaking the lengthy and complex processes of
consultation with affected role players and other departments. In addition, most of the provinces
indicated that their legislative processes were being hampered by continued uncertainty
surrounding the content of the National Health Bill.

Despite these general problems, 1999 promises major legislative developments both
provincially and nationally. In particular, some major Bills are on the national legislative agenda
for this period which will undoubtedly prompt significant media and public interest. Not the
least of these Bills is the much awaited National Health Bill, which is certain to cause
considerable debate in provincial legislatures and in Parliament on the distribution of powers
between the various levels of government, especially in the run-up to the 1999 national
elections. Indeed, as the time of the elections draws nearer, the passage of health legislation is
likely to become increasingly politicised. As a consequence, it is imperative that structures of
civil society, including non-governmental organisations and media organisations, should become
more actively involved in responsible and indepth analysis of legislative developments in health.

Finally, recent developments have illustrated the significant role that the judiciary has to
play in the implementation of South African health law and policy. In particular, important
precedents were set in the Soobramoney case regarding the application of the Constitutional
right of access to health care services. The impact of this decision for health policy and health
care delivery in South Africa will no doubt become clearer with time.
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This chapter attempts to evaluate the extent to which post-election policies have
impacted on equity in health care financing and expenditure in South Africa. The
approach adopted was to collate financing and expenditure trend data, and to critically
evaluate the policies in the light of these financing and expenditure patterns.

Introduction
A range of documents have highlighted the substantial inequities within the health sector

at the time of the democratic elections in 1994.1,2 There is growing consensus about the major
equity challenges facing the public health sector.3-7 The challenges relating to public health
care financing and expenditure are summarised in Box 1 below.

BOX 1: MAJOR CHALLENGES TO EQUITY IN PUBLIC HEALTH SECTOR FINANCING AND
EXPENDITURE

◆ Improving the geographic distribution of public sector health care resources between and within
provinces.

◆ Increasing levels of primary care utilisation, particularly for currently disadvantaged groups, including:

• the redistribution of resources to improve the resourcing of primary care services while still
maintaining adequate referral services

• reducing barriers to primary care access.

◆ Seeking alternative sources of finance for public health services in order to reduce reliance on general
tax revenue.

Since the 1994 elections, various government policies have been developed which impact
on the financing and expenditure challenges faced by the health sector. These are summarised
in Box 2.

Equity in Public Sector Health Care
Financing and Expenditure
in South Africa
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BOX 2: KEY POLICY DEVELOPMENTS INFLUENCING FINANCING AND EXPENDITURE WITHIN
THE PUBLIC HEALTH SECTOR SINCE 1994

◆ The White Paper for the Transformation of the Health System in South Africa6 which outlines official
government health policy and its main goals. These are to unify fragmented health services at all levels
into a comprehensive and integrated National Health System, to reduce disparities and inequities in
health service delivery, and increase access to improved and integrated services based on primary
health care principles.

◆ The Growth, Employment and Redistribution Macro Economic Strategy or GEAR8 which is the
government’s macro-economic policy. The component which has been the most vigorously implemented
to date is the fiscal policy which aims to:

• cut the budget deficit (i.e. to reduce the amount by which government expenditure exceeds its
revenue)

• avoid permanent increases in the overall tax burden

• reduce consumption expenditure by general government relative to Gross Domestic Product (GDP).

Although these fiscal goals have been part of government policy for some time, the importance of
GEAR is that it sets explicit and stringent targets for reducing the budget deficit.

◆ Policies relating to the distribution of revenue between spheres of government and between provinces
The main proposals in this regard have been made by the Financial and Fiscal Commission.9,10 The
Commission suggests a largely ‘population-based’ formula for determining the equitable allocation of
resources between individual provinces. The Department of Finance11 put forward a different (also
‘population-based’) formula, which was accepted by the Budget Council as the basis for determining
the 1998/9 budgets.

◆ The Medium-Term Expenditure Framework (MTEF)11 which has introduced three-year rolling budgets
for all national and provincial departments. The MTEF is intended to encourage departments to evaluate
their objectives within realistic budget projections and to enable government to make strategic policy
choices between expenditure priorities.

This chapter briefly evaluates recent trends in total government financing and reviews
the extent to which post-election policies have impacted on equity in public sector health
care financing and expenditure. Particular emphasis is placed on the geographic redistribution
of resources (both between and within provinces), and the extent to which financial resources
for district health services have increased.

In considering recent financing and expenditure trends, expenditure data could only be
obtained for the 1995/96 and 1996/97 financial years. Budget data is used from the 1997/98
financial year onwards, with budgets for the 1998/99 to 2000/01 financial years being derived
from the MTEF projections. While actual budgets in future years may differ from the MTEF
projections, as will actual expenditure, these data provide insights into likely future government
spending patterns. The use of the term ‘expenditure/budget’ in the data presentation thus
highlights the fact that a combination of expenditure and budget data are used, given limited
data availability. Population data are based on the recently released final 1996 census estimates.
Total government expenditure and budgets are compared with the total population, whereas
public sector health care expenditure and budgets are compared with the population dependent
on public sector services (assumed to be the total population less medical scheme members).

Total Government Financing and Expenditure
The public health sector is presently almost entirely dependent on general tax funding

thus the total amount of money available to the government impacts on health care financing.
While government revenue has been increasing relatively slowly since the mid 1980’s, largely
due to low economic growth rates, government expenditure has increased at a faster rate which
resulted in a budget deficit. With higher economic growth rates since 1993, tax revenue has
increased but still falls short of government expenditure levels. The current fiscal policy of
reducing the budget deficit while not increasing the levels of tax relative to the Gross Domestic
Product translates into severe constraints on government spending.
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According to the Department of Finance’s MTEF database, total government expenditure
increased from R158 billion in 1995/96 to R174 billion in 1996/97. This is projected to increase
to R240 billion in 2000/01. However, in real terms (i.e. allowing for the effects of inflation)
the 2000/01 budget will have increased only marginally to R160.9 billion (expressed in 1995/
96 terms). As the population size is increasing more rapidly than the budget, it is anticipated
that real per capita government expenditure will decline from R3 960 in 1995/96 to R3 720 in
2000/01.

These data highlight the impact of the government’s fiscal policy contained in GEAR
and its commitment to reducing government deficit through placing constraints on government
expenditure. Such constraints have serious implications for all government departments,
particularly the two with the largest share of the budget. There are education (accounting for
over 21% of the 1997/98 budget) and health (accounting for nearly 11%).

Despite the declining real per capita budgets, there have been efforts to redistribute
government resources between provinces in an equitable manner. The Constitution requires
that provinces be awarded global budgets, i.e. a lump sum from which provinces themselves
decide on allocations to individual departments. It is therefore important to evaluate trends in
real per capita provincial budgets (see Table 1), as changes in total provincial budgets have
implications for changes in provincial health budgets.

TABLE 1: TRENDS IN REAL PER CAPITA PROVINCIAL AND TOTAL GOVERNMENT BUDGETS (RANDS)

1995/96 1996/97 1997/98 1998/99 1999/2000 2000/01

Eastern Cape 2 149 2 500 2 183 1 879 1 734 1 651

Free State          2 047       2 229        2 081      1 857      1 700 1 608

Gauteng          1 672       1 745        1 679      1 536      1 473 1 433

KwaZulu-Natal          1 856       1 982        1 968      1 602      1 457 1 428

Mpumalanga          1 549       1 787        1 717      1 520      1 470 1 471

Northern Cape          2 205       2 245        2 446      2 003      1 865 1 785

Northern Province          1 530       2 066        1 991      1 730      1 594 1 505

North West          1 959       2 127        1 873      1 710      1 567 1 486

Western Cape          2 257       2 415        2 281      1 958      1 744 1 642

Average for provincial budgets 1 875 2 092 1 974 1 711 1 581 1 520

Total (including national budgets) 3 960 3 991 3 957 3 872 3 763 3 720

Source: Department of Finance MTEF database; Census 1996 (Central Statistical Services, 1997,
Preliminary estimates of the size of the population of South Africa)

Table 1 shows that in general, per capita provincial budgets are coming closer to the
national average. This would be considered equitable if it is assumed that provinces should
receive the same amount of money per person living in a province, however the various proposed
budget redistribution formulae (see Box 2) attempt to take other factors into account. Of
particular importance is the additional weighting given to rural residents within a province, as
a proxy for socio-economic deprivation. The budgets may therefore, be even closer to the
average than suggested in Table 1 (e.g. because of the high poverty levels in the Eastern Cape,
its budgets may not be as far above the national average as Table 1 suggests).
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Public Sector Health Care Financing and Expenditure
Financing

Government

Public sector health services are still heavily dependent on general tax revenue. The
other source of finance is local government ‘own revenue’, which is sometimes used to
supplement subsidies provided by provincial governments. User fees generate some income.
However, this revenue is returned to the provincial treasury and as it may be used on other
services is not strictly speaking, a source of finance for public health services.

This reliance on a single source of finance for the majority of public sector health services
limits the ability of health authorities to restructure health services and respond to the changing
and growing needs of the population (see Box 1). If health services are to be expanded health
authorities will need to convince budget decision-makers to award health a larger slice of the
resource pie or consider alternative funding sources.

Since the implementation of the new constitution, the competition for limited government
resources between different service departments occurs primarily at the provincial level. In
some cases this makes it easier for a provincial health department to obtain a larger budget. In
other cases, particularly in those provinces which have inherited large bureaucracies through
the re-incorporation of a number of former homeland authorities, it could result in health not
being adequately prioritised.

Alternative sources

In recent years user fees and social health insurance (SHI) have received most attention
as alternative sources of financing. One possibility would be to charge insured patients higher
fees for services received at public sector hospitals and for at least a part of the fee revenue to
be retained by the hospital as an incentive for revenue collection. In order to attract medical
scheme members back to the public sector it would probably be necessary to offer improved
‘hotel facilities’ within these hospitals. While some provinces are trying to increase fee levels
for members of medical schemes and improve revenue collection methods, revenue receipts
remain low. In addition, there has been little progress in negotiating with provincial treasuries
for fee revenue to be retained within the health sector. At present user fees are therefore still
not bringing in substantial additional revenue for the health sector.1,4,12-14

The potential for implementing a SHI in South Africa has been the topic of debate since
the late 1980’s. More recently the relationship between SHI and increased fee revenue at
public sector hospitals has been highlighted. Considering the low proportion of the population
covered by more comprehensive medical schemes (i.e. those that include cover for inpatient
care) at present, it is unlikely that substantial additional fee revenue can be generated.

However, if all formal sector employees and their dependants were covered by a compulsory
hospital insurance scheme, the number of patients currently using public sector hospitals whose
inpatient care costs were covered (through the SHI) would increase dramatically. Despite the
fact that a SHI covering the costs of hospital care has been on the policy agenda since the
Health Care Financing Committee Report in 1994, there appears to be little progress in moving
towards acceptance of any of the proposals. The most recent policy document was issued in
1997,14 but one year after the closing date for public comment there has been no indication
from the Department about whether the proposals are to be implemented.

If the public health sector is to make dramatic and rapid progress towards achieving its
goal of universal access to primary care services, these remaining financing issues must be
addressed as a matter of urgency.
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Expenditure

Total expenditure on public sector health care

Total government health care expenditure increased from R16.5 billion in 1995/96 to
R21.1 billion in 1996/97. It is projected to increase to R26.4 billion in 2000/01, or R17.7
billion in real terms (using 1995 as the base year). In 1995/6 health accounted for approximately
10% of total government expenditure. It is estimated that by 2000/01 it will be consuming a
slightly greater share (11%) of the total government budget. This will return it to the level of
the early 1990s (government spending on health has declined from 11% in the early 1990s to
its current level of 10%).15

GEAR identifies government spending on social services as the key redistribution
mechanism. It is therefore extremely encouraging that the MTEF indicates that health budgets
are set to increase more rapidly than the overall government budget. However, it should be
noted that increases in real health budgets would barely keep pace with population growth
rates. Real per capita public sector health care expenditure was R516 in 1995/96 and this will
decline slightly to R512 in 2000/01. Unless alternative sources of finance for public sector
health care services are identified, all of the resource redistribution requirements will have to
be met from within the existing health sector ‘resource envelope’.

Inter-provincial distribution of health expenditure and budgets

As already mentioned, one of the key challenges facing the public health sector at the
time of the 1994 elections was addressing the historical disparities in resource allocation between
geographic areas. Essentially, provinces with the greatest burden of ill-health, had the least
access to health services.

At the time of the elections, the ‘Function Committee’, which included representatives
from the national and provincial Departments of Health and the Departments of Finance and
State Expenditure, determined the health budgets for each province. To determine the 1995/
96 health budgets the Committee developed a population-based formula. It was intended that
weighted per capita equality in provincial health budgets should be achieved within 5 years.
This required substantial changes in provincial budgets on an annual basis. While there was
overwhelming support for the geographic redistribution of resources, there was also concern
about the pace of change.

From the 1997/98 financial year the Committee no longer had a role in determining
provincial health budgets because with the implementation of the Constitution, provinces
were awarded global budgets. These were allocated using the broad parameters of a population-
based formula developed by the FFC, and more recently the formula developed by the
Department of Finance. Each province now determines its own health budget.

These changes in allocation mechanisms have had profound effects on provincial health
budgets. Table 2 shows how real per capita provincial health budgets have changed since
1995/96. While some provinces, such as the Western Cape which had per capita health budgets
above the national average, are faced with declining real budgets, others, such as the Eastern
Cape and Mpumalanga which had per capita budgets below the national average, are now
receiving real increases.
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TABLE 2: TRENDS IN REAL PER CAPITA PROVINCIAL (AND TOTAL) HEALTH EXPENDITURE/BUDGETS
(RANDS)

1995/96 1996/97 1997/98 1998/99 1999/2000 2000/01

Eastern Cape 388 497 433 404 435 442

Free State 538 539 536 525 514 504

Gauteng 895 966 912 903 952 912

KwaZulu-Natal 460 554 470 456 455 462

Mpumalanga 290 322 308 303 310 324

Northern Cape 405 452 429 412 412 398

Northern Province 229 437 398 349 332 330

North West 351 377 355 336 333 351

Western Cape 919 1012 846 734 712 711

Average for provincial budgets 495 586 527 499 506 505

Total (including national budgets) 516 606 536 509 515 512

Source: Department of Finance MTEF database; Makan et al (1996)5; Doherty and van den Heever
(1997)2; Census 1996

Figure 1(below) shows that progress was made in redistributing budgetary resources amongst
provinces between 1995/96 and 1996/97, with most provinces coming closer to the national
average per capita level. Since global provincial budgeting has been fully implemented the
pace of redistribution has slowed somewhat in some provinces. In Gauteng, the trend towards
inter-provincial equity in health budgets has been reversed. Based on MTEF projections, the
Gauteng health department is set to receive substantial budgetary increases from 1997/98
onwards, despite being the most over-resourced province (in terms of financial health resources)
in 1997/98. This suggests that the provincial determination of health budgets since 1997/98
may have impacted on inter-provincial health equity initiatives, but data over a longer period
will be required to draw firm conclusions.

FIGURE 1: PERCENTAGE DIFFERENCE BETWEEN REAL PER CAPITA PROVINCIAL HEALTH BUDGETS
(TOTAL HEALTH BUDGET) AND THE NATIONAL AVERAGE

Source: Department of Finance MTEF database; Makan et al (1996)5; Doherty and van den Heever
(1997)2; Census 1996
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The above data indicate that the relationship between changes in the provincial health
budgets and the overall provincial budgets is a critical one. The projected increases in the
Gauteng health budget are not only attributable to the real increases in the overall Gauteng
budget (see Figure 1), but also to the success of the health department in increasing their share
of the budget from 33% in 1995/96 to an estimated 39% in 2000/01. In contrast, in the Western
Cape the share of the total provincial budget going to health remains roughly the same between
1995/96 and 2000/01. The significant reductions in the real per capita health budget in this
province can therefore, be largely attributed to the decline in the overall provincial budget
(see table 1).

It is also useful to consider inter-provincial health spending and budget trends excluding
resources for academic hospitals (given that some of the services they provide and their training
activities have national benefits). Figure 2 shows these expenditure and budgetary trends (as
accurate data on academic hospital expenditure were not available for 1995/96, this year is
excluded). A similar pattern to that in Figure 1 emerges when academic hospital budgets are
excluded from the analysis (see Figure 2), with the exception of the Eastern Cape, Northern
Cape and KwaZulu-Natal which appear to be nearer their equity target allocations. The above
analysis of inter-provincial health resource distribution therefore applies, irrespective of whether
academic hospital budgets are included or excluded.

FIGURE 2: PERCENTAGE DIFFERENCE BETWEEN REAL PER CAPITA PROVINCIAL HEALTH
EXPENDITURE/BUDGETS (EXCLUDING ACADEMIC HOSPITALS) AND THE NATIONAL
AVERAGE

Source: Department of Finance MTEF database; Makan et al (1996)5; Doherty and van den Heever
(1997)2; Census 1996
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Table 3 indicates that, when academic hospital expenditure is excluded from the health
expenditure estimates, an average of 19% of total provincial expenditure was devoted to health
services in 1996/97. The proportion of provincial resources going to the health sector is set to
increase over time. It is estimated that 21% of provincial budgets will be devoted to health
services (excluding academic hospitals) in 2000/01. The trend is similar for total provincial
health budgets (set to increase from 21% of total provincial expenditure in 1995/96 to 27% of
total provincial budgets in 2000/01). KwaZulu-Natal and the Eastern Cape tend to devote a
higher proportion of their overall provincial budget to health services.

TABLE 3: PROVINCIAL HEALTH EXPENDITURE/BUDGETS (EXCLUDING ACADEMIC HOSPITALS) AS
A PERCENTAGE OF TOTAL PROVINCIAL EXPENDITURE/BUDGETS

1996/97 1997/98 1998/99 1999/2000 2000/01

Eastern Cape 18 18 19 22 23

Free State 17 17 19 20 21

Gauteng 21 18 19 21 21

KwaZulu-Natal 21 18 21 23 24

Mpumalanga 15 15 17 18 19

Northern Cape 16 14 17 18 18

Northern Province 19 18 18 18 19

North West 15 16 17 18 20

Western Cape 19 17 17 19 20

Provincial average 19 17 19 20 21

Source: Department of Finance MTEF database; Makan et al (1996); Doherty and van den Heever
(1997); Census 1996

The data above indicate that, despite concerns about the pace of budgetary change
implemented under the ‘Function Committee’ redistribution process, this was effective in
initiating a move towards the more equitable distribution of health resources between provinces.
The move towards global provincial budgeting appears to have slowed the pace of relative
redistribution of health budgets somewhat, and in some cases, most notably Gauteng, has
reversed the redistribution process.

It is interesting that the MTEF process, which has seen the establishment of a ‘Health
MTEF Sectoral Team’ in which all provincial health departments were invited to participate,
did not explicitly evaluate provincial budget submissions in relation to the goal of promoting
inter-provincial health resource allocation equity. Almost the only references to equitable
resource allocation in the Sectoral Team Report,16 are in the formula for allocating global
provincial budgets. There is also a brief reference to the need to increase equity in the allocation
of tertiary level services. The move to fiscal federalism, in line with the Constitution, appears
to have shifted the equity focus to that of the total provincial budgets.

The apparent lack of concern about the equitable allocation of provincial health care
resources within the MTEF should be urgently addressed. The MTEF is to govern budget
processes in South Africa for the foreseeable future and equity should be an explicit criterion
for evaluating provincial health budgets. Although the need to provide output data in the
MTEF provides some basis for comparing progress in meeting the health needs of the population
in various provinces, there is an overwhelming emphasis on efficiency as opposed to equity in
the MTEF documentation. For example, the Health MTEF Sectoral Team’s report states that
“The model (MTEF) is designed to predict the implications of alternative budgets on service
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outputs. It also enables provincial comparison of the basic indicators and cost and policy drivers,
highlighting those provinces where insufficient progress has been made in implementing health
policy, or where provinces are performing less efficiently”.16 The aspect of policy receiving
most attention in the report is that of changing the level of care distribution.

The MTEF process provides a mechanism for placing equity in inter-provincial health
budgets back on the agenda (as a single sectoral team considers all provincial health budgets)
but this opportunity has not been seized in the first round of MTEF negotiations. It is imperative
that equity be reinstated on the health financing policy agenda and used, along with efficiency,
as an explicit criterion in the evaluation of provincial financial and output data submissions.

Intra-provincial distribution of health expenditure and budgets

Recent research17 highlights that disparities in the distribution of public health sector
resources within provinces are even greater than the disparities between provinces. This is
particularly the case in provinces that include former homeland areas. To a large extent, these
inter-district disparities reflect the differential resourcing of facilities in urban and rural areas.

The research evaluated the distribution of district health service resources between health
districts within the provinces of the Eastern Cape, North West and Mpumalanga. Efforts were
made to include expenditure (or budgets) for district hospitals, non-hospital primary care services
(both provincially-provided services, and provincial subsidies to local government health
services), as well as Level 1 care within regional hospitals. In addition, wherever possible,
adjustments were made to reflect the extent of local government contributions to district level
health services from their own revenue sources. The ‘equity target’ allocation for each district
was assumed to be the average weighted per capita district health service expenditure (or
budget) for the province. The figures below show the extent to which each district’s expenditure
(or budget) is either above or below the ‘equity target’ allocation (represented in the graphs by
0).

Figure 3 shows that in the Eastern Cape some districts are as much as 166% above their
target allocation whereas others are below target by 77%.
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FIGURE 3: INEQUITIES IN THE DISTRIBUTION OF DISTRICT HEALTH SERVICE EXPENDITURE IN THE
EASTERN CAPE (1996/97)

Source: Brijlal et al (1997)17

Figure 4 shows that in the North West province districts range from being 46% above
their equity targets to 131% below target.

FIGURE 4: INEQUITIES IN THE DISTRIBUTION OF DISTRICT HEALTH SERVICE BUDGETS IN THE
NORTH WEST PROVINCE (1997/98)

Source: Brijlal et al (1997)17
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Mpumalanga was the only province for which trend data could be obtained. Figure 5
shows that districts in Mpumalanga had expenditure levels that ranged from being 377% above
target to 97% below target in 1996/97. The 1997/98 budget allocations appear to make a
concerted effort to move towards greater equity, and the range of weighted per capita budgets
has been reduced to 340% above and 77% below target.

FIGURE 5: TRENDS IN INEQUITIES IN THE DISTRIBUTION OF DISTRICT HEALTH SERVICE RESOURCES
IN MPUMALANGA (EXPENDITURE FOR 1996/97 AND 1997/98 BUDGET ALLOCATIONS)

Source: Brijlal et al (1997)17

The above data highlights the extent of resource allocation disparities between health
districts within individual provinces. In order to improve access to primary care services, it is
essential that these disparities be reduced.

A District Financing Task Team (comprising representatives from the vast majority of
provinces) co-ordinated by the national Department of Health and assisted by a research team,
met during 1997 to develop a common approach to address intra-provincial inequities. The
approach adopted was a needs-based resource allocation formula. Although a framework for
addressing intra-provincial inequities has been agreed upon by the Task Team, the extent to
which resource redistribution is occurring is unclear. The data from Mpumalanga (see Figure
5) suggest that efforts are being made to move towards an equitable allocation of district health
service resources. However, intra-provincial resource allocation patterns in all provinces should
be monitored.

Brijlal et al17 stress that the redistribution of health budgets is not sufficient and that it is
essential for provincial level managers “to assist individual districts faced with large budgetary
changes in making the necessary service adjustments”. In particular, currently under-resourced
districts, which often have inadequate financial management capacity, may need considerable
support. Measures to attract and retain staff in these predominantly rural districts will also be
needed. “Given that staff account for about two-thirds of public sector health care expenditure,
expenditure will not be shifted unless human resources are redistributed”.17

As indicated earlier, equity should be an important objective of the MTEF process. The
monitoring of intra-provincial equity could be facilitated by including information on changes
in the distribution of financial resources between districts in the MTEF submissions of the
provincial health departments.
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Prioritisation of financial resources for district health services

A key policy goal in the Department of Health’s White Paper6 is universal access to an
“…essential package of primary health care interventions”. Improved access to primary care
services can substantially reduce the burden of ill-health and premature death in South Africa,
particularly for the poor. Primary care service improvements are therefore essential to the
achievement of equity. As the district health system is seen as a critical foundation for the
effective development of primary health care in South Africa, it is important to evaluate changes
in district health service financing.

It is difficult to assess changes in the distribution of health care budgets in favour of
district health services accurately. This is largely due to the fact that there have been considerable
changes in the definition of budget ‘programmes’ over the years. In addition, there has been
little consistency in the interpretation of the content of programmes by provinces (until the
1998/99 financial year). A common programme structure has now been agreed upon which
will facilitate future evaluations.

Aggregate data in the health MTEF submissions16 appear to indicate an increase in the
resources being allocated to district health services (from about 39% in 1996/97 to nearly 42%
in 2000/01). According to the Health Sectoral MTEF Team, the budget for primary care services
(which includes non-hospital primary care services and district hospital outpatient care) will
increase from 23% of total provincial health budgets in 1997/98 to 26% in 2000/01. The
budgetary share going to academic health services remains relatively constant (declines
marginally from 19.5% in 1996/97 to 19.3% in 2000/01). Administration costs also remain
relatively constant at about 4% of the combined provincial health budgets. Regional and
specialised hospitals appear to bear most of the burden of level of care redistribution (in favour
of district services) with their share declining from about 28.7% in 1996/97 to 24.5% in 2000/
01. It is unclear whether this represents an actual shift of resources or whether it merely reflects
a reclassification of certain regional hospitals as district hospitals.

Recent provincial case studies18 also suggest that there is increased resourcing for district
health services in that the percentage of the total health budget awarded to district health
services has increased. However, the relative redistribution in health budgets between
programmes has not been sufficient to result in real per capita district health service budget
increases in some provinces. Figure 6 shows the changes in district health service expenditure
and budgets since 1996/97 in the Western Cape, Eastern Cape and Northern Province.
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FIGURE 6: TRENDS IN REAL PER CAPITA DISTRICT HEALTH SERVICES EXPENDITURE/BUDGETS IN
CASE STUDY PROVINCES (RANDS)

Source: Department of Finance MTEF database; data provided by individual provincial health
departments; Census 1996

It should be noted that because of the changes in programme definition within each province
since 1995/6, trend data may not be directly comparable. This partially explains the large
increase in the per capita spending on district health services in the Eastern Cape (i.e. it is
likely to be at least partially due to changes in the definition of the programme rather than a
real shift of resources in favour of district health services). However, consistent definitions are
used for the 1998/99 to 2000/01 budgets, and thus per capita budgetary changes over these
years should reflect real resource shifts.

Up until 1997/98 there were also some differences in programme definition between
provinces and the data for the first two years may not be directly comparable. What can be
deduced from the data in Figure 6 is that only the Eastern Cape has been successful in increasing
its real per capita district health service budgets. It is projected that this province will have the
highest per capita budget for district health services by 1999/2000. This has been facilitated by
the real increases in the overall health budget within the Eastern Cape (with the exception of
1998/99 when it faces a 5% real budget cut) (see table 2). In contrast, the Western Cape is
constrained in its efforts to redistribute resources to district health services by the large cuts in
its overall health budget.

Although real per capita district health service budgets are declining in some provinces,
there is an overall trend for an increasing percentage of the health budget to be devoted to
district health services. However, it should be noted that the data for 1997/98 to 2000/01
reflect budget estimates. The projected increase in the percentage of health budgets for district
health services may not occur in practice. There are quite marked differences between the
proposed budgets submitted to the Health Sectoral MTEF Task Team and the actual budgets
for 1998/99 in some provinces.

Table 4 presents information on the two provinces, included in recent case studies by
McIntyre et al,18 which showed the largest difference between the MTEF proposals and the
actual budgets. While these differences may be a reflection of the MTEF process (e.g. if provinces
were given insufficient time to prepare accurate budget estimates), they also raise
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questions about whether district health services will receive the priority suggested in the MTEF
estimates. In both the Western and Eastern Cape provinces, the proportion of the actual budget
going to district health services is lower than was proposed in the MTEF. In the Eastern Cape,
regional hospitals gain from this budgetary change while in the Western Cape it is academic
health services that gain. If provinces revise budget estimates (in terms of programme
distribution) so dramatically over the period of a few months, the whole objective of the
MTEF will be defeated. It also suggests that provinces may not be as successful in achieving
expenditure shifts (i.e. real shifts of human and other resources) as the budgets suggest.

TABLE 4: COMPARISON OF THE MTEF SUBMISSIONS AND ACTUAL BUDGET FOR 1998/99 IN TERMS
OF THE RELATIVE DISTRIBUTION BETWEEN PROGRAMMES (PERCENT)

Western Cape Eastern Cape

MTEF Actual MTEF Actual

Administration 2.8 2.4 5.3 4.5

District health services 33.7 28.8 55.8 51.9

Hospital services 28.5 24.8 26.6 35.9

Academic health services 30.1 37.0 5.0 1.6

Health sciences 1.9 2.1 1.4 1.5

Health care support services 2.1 1.8 0.7 0.6

Health facilities & development 0.9 3.1 5.2 3.9

Source: Department of Finance (1997)16; Budget estimates of Western and Eastern Cape;
Census 1996

There are a number of factors that may constrain the ability of provinces to shift resources
towards district health services at a faster pace. Firstly, the fiscal constraints imposed by GEAR
limit the flexibility to shift budgets between different services. It is clearly easier to effect a
relative distribution of resources when there is a real budgetary increase than when real budgets
are declining, remaining stable or increasing only marginally. The second factor is the inter-
provincial redistribution of global health budgets. Some of the provinces faced with the task of
implementing the most dramatic level of care resource shifts (primarily those with well-
established tertiary and quaternary service infrastructure) are at the same time being confronted
with substantial health budget cuts. In these provinces, the pace of redistribution to district
health services is likely to be particularly slow (see data on the Western Cape in Table 4).

Given these constraints, the Health Sectoral MTEF Team noted that “… the commitment
to increased utilisation of primary health care services cannot be met from increased budgetary
allocation only, and will require improved efficiency throughout the health system”.16 In an
effort to improve efficiency within public sector hospitals, the Hospital Strategy Project12 was
commissioned by the national Department of Health in 1995. It focused primarily on improving
hospital management systems. While the Hospital Strategy Project reports are widely regarded
as providing a useful blueprint for improving efficiency in public hospitals, it is unclear to what
extent they have been implemented within the various provinces.

As is the case with achieving real geographic shifts of resources, budgetary shifts in favour
of district health services will not be translated into expenditure shifts unless staff are shifted.
A major factor constraining the redistribution of human resources is the offer of voluntary
severance packages (VSPs). The effect of this has been that, instead of staff being moved from
over-resourced to under-resourced provinces and shifted between levels of care, many are merely
moving out of the public sector (either into the private sector, international markets or early
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retirement). There is some concern that the VSP offer and the indiscriminate freezing and
abolition of posts, are not being carried out within a strategic planning framework and will
have serious short- and long-term implications for health services.19 Considering the close
relationship between human and financial resources in the health sector, improved human
resource planning and the development of appropriate retrenchment and relocation tools are
critical for the success of initiatives to alter the level of care (and geographic) resource
distribution.20

Conclusions
The data presented above indicates that the various policies outlined in Box 2 are impacting

on government in general and the health sector. In particular, the fiscal policy outlined in
GEAR is already being felt, and will continue to impact noticeably on government spending.
The real per capita government budget decreased in 1997/98 and, according to the MTEF
projections, will continue to decline. The health sector has been relatively protected from
these cuts as the overall government budget is declining more rapidly than the health sector
budget. This is largely due to the government’s policy of using social spending as the key
redistribution tool. However, the real per capita health budget in 2000/01 will be considerably
lower than actual public sector health care expenditure in 1996/97 (see Table 2).

Initiatives to redistribute government resources between provinces in order to address
geographic inequities are having an impact. Most provinces are coming closer to their ‘equity
target’ budget allocations (see Figure 1). While there has been progress in addressing inequities
in the distribution of total provincial budgets, there has been somewhat less progress in
addressing inter-provincial inequities in health budgets. There was an initial, and quite dramatic,
shift of resources when health budgets were determined by the Function Committee (which
was co-ordinated by the national Department of Health). However, with the move to allocating
global budgets to provinces and allowing each province to decide on their health budget, the
pace of redistribution of health budgets between provinces appears to have been slower. In fact
some provinces are moving further away from their target equitable health budget allocations.
It is of some concern that the MTEF Team for the health sector did not consider provincial
health budget submissions in relation to the goal of achieving inter-provincial equity.

The allocation of health care resources between geographic areas (such as districts) within
provinces is of concern to national and provincial health departments.17 Unfortunately, data
on recent trends could not be obtained (with the exception of Mpumalanga) to determine the
extent to which this issue is being addressed. At present, there is no mechanism for monitoring
intra-provincial equity in resource allocation.

Increased allocation of resources to primary care services (at the district level) was given
high priority in the health sector’s White Paper. Provinces are making progress in this regard
with an increasing proportion of provincial health budgets being allocated to district health
services in most cases. However, these relative shifts are insufficient in some provinces to
translate into real per capita increases in district health service budgets (see Figure 6). A relative
redistribution of resources in favour of district health services is one of the major objectives of
the health sector MTEF. However, the extent to which district health services actually receive
additional resources can only be assessed when expenditure data are compiled.

In summary, there is evidence that government policies, both those in the health sector
and broader fiscal ones, are impacting on financing and expenditure in the public health sector.
Some of the equity challenges facing the health sector at the time of the 1994 elections are
being addressed through budgetary reallocations, but in the absence of actual expenditure data
it is difficult to determine the extent to which human and other resources are in reality being
reallocated in support of health sector equity objectives.
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Chapter 5

This chapter reviews the production of medical graduates by South African Medical
Schools, and examines student population demographic profile, admission and attrition.

Introduction
South Africa has eight medical schools and produces around 1000 graduates each year.

This production, along with the distribution, utilisation and management of doctors has to
date taken place in a somewhat uncoordinated and inequitable way.

 This study was undertaken by the Department of Community Health at the University
of the Witwatersrand. The researcher administered a questionnaire, and interviewed deans
and administrative staff. Use was also made of existing databases. The study was limited by
paucity of information provided to the researcher, indicating the lack of information which is
easily available and accessible at these institutions. Given the importance of the questions
being asked in this study, this is an issue of concern. Despite the limitations of the data, this
study does allow for some conclusions to be drawn.

Total production of medical practitioners
At the end of 1997, there was a total of 27 354 medical practitioners on the Interim

National Medical and Dental Council (INMDC) register. New registrations for 1997 were
1296, with 909 registrations from South Africa’s eight medical schools. The remainder,
constituting 30% of all new registrations were from foreign doctors. The contribution foreign
doctors play to South Africa’s health system is even greater when one considers the further
2763 foreign doctors currently working with restricted registrations. This implies that the
production of South African doctors is insufficient to meet the needs of the health system.
With some financial investment, the existing medical schools do have the capacity to expand
to meet this need. However, what is not known is whether additional South African doctors
would be willing to fill the rural medical positions that many foreign doctors currently fill.

Production of doctors
in South Africa

Hashim Moomal
William Pick

Dept. of Community Health
University of the Witwatersrand

Jane Edwards-Miller
HST
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The total number of medical practitioners practising in South Africa has been increasing,
and would appear to be sufficient to meet the needs of the health system. However, these
global figures say nothing of the inequity of distribution of these practitioners, between levels
of care, between the public and private sector, and between rural and urban areas.

Figure 1 shows the output of doctors from the eight medical schools in South Africa in
1997. The highest number were produced at Pretoria University Medical School (171) whilst
the fledgling University of Transkei produced 13 doctors. The capacity of Medunsa (registering
127 doctors) considering its inception in 1983, has grown dramatically from a total number of
medical students in 1983 of 347, to 1657 in 1998. The University of the Witwatersrand, some
50 years old, registered 149 doctors and Stellenbosch 158 doctors. Natal and Free State registered
89 doctors each.

FIGURE 1: MEDICAL PRACTITIONER REGISTRATION BY UNIVERSITY AT THE INTERIM MEDICAL AND
DENTAL COUNCIL (INMDC) 1997

Racial distribution of medical students
In the past, black students were subjected to rigid quotas, and required ministerial

permission to study medicine. To redress this situation more than just a removal of these policies
is needed. All medical universities do have affirmative action policies in place, yet what is
strikingly clear from Figure 2 is that the previously white universities (University of the
Witwatersrand, Pretoria, Stellenbosch, Free State and Cape Town) are still predominately
white. While some change is evident over the past few years, there is a long way to go before
student populations reflect the demographic profile of South Africa. Of most concern is the
access to medical schools by Black African youth. For example, the number of African students
admitted to the University of the Witwatersrand and University of Natal has decreased between
1994 and 1998. Even though the actual numbers of black students has decreased, the historically
black medical schools (Medunsa, Natal and UNITRA) remain the domain of African and
Indian students.
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FIGURE 2: CHANGES IN RACIAL PROPORTIONS AT SOUTH AFRICA’S 8 MEDICAL SCHOOLS
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Student admission to medical school
Each medical school admits students based on its unique selection criteria, procedures

and processes. Selection criteria include academic and non-academic merits. Academic merit
includes a matriculation pass with a minimum pass in a First Language, Second language,
Mathematics, Physical Science and Biology. Although a matriculation exemption is a common
criterion, medical faculties vary in relation to subject symbols required, and matriculation
score or point requirements.

Non-academic merit includes factors such as leadership qualities, sporting, cultural
interests, community involvement and fluency in languages other than English. Scores given
to non-academic criteria are between 20-25% of selection mark.

Deans of the predominantly white universities put forward the following reasons for the
ongoing racial inequity in enrolment:

◆ the legacy of the ex-Department of Education and Training under which all
disadvantaged potential medical students have been schooled

◆ poor matriculation results

◆ withdrawals due to financial problems

◆ an increasing preference for careers in engineering and other sciences

◆ competition between medical faculties for a small pool of candidates

◆ students only consider applying to the medical faculties of the Universities of the Free
State and Pretoria, after being rejected by the other faculties

◆ problems with communication (no response to correspondence or telephone calls)
especially with African applicants

◆ late applications and submission of incomplete application forms or biographical
questionnaires.

Student Attrition
The attrition rate of medical students, in particular first year African, Indian and Coloured

students at historically white universities is disturbing. This situation further perpetuates the
white bias of medical graduates.

Figure 3 illustrates this situation at one medical university where only 13% of the first
year students are African, yet 56% of those who failed were African. At one medical school
70% of all African students fail on academic merit. A similar picture is seen at the other
institutions.

One way of alleviating the high attrition rate and maintaining high quality training is
the development of academic support programmes. All medical faculties provide some form of
bridging or support programmes, which aim to assist disadvantaged students to pursue medical
careers and cope with their studies. Some of these programmes focus on assisting all science
students; others are more faculty focused, while UNITRA integrates academic development
into the curriculum. The duration of these programmes vary from between four weeks to one
year. Universities are also involved in science outreach programmes to upgrade teaching skills
and methods of school science instruction to teachers in the disadvantaged communities.
However, these programmes currently function under extreme financial constraints and this
limits their potential.
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FIGURE 3: RACIAL DISTRIBUTION OF NEW STUDENTS VERSUS EXCLUSIONS (CASE STUDY FROM
ONE SOUTH AFRICAN MEDICAL SCHOOL)

Racial access to post graduate studies
The racial profile of those who enter medical school is quite different from the postgraduate

profile (Figure 4). More white and less black students tend to undertake postgraduate studies.
For example, at the University of the Witwatersrand 42% of first year medical students are
white, yet 61% of the postgraduates are white. At the University of Natal, while 44% of their
undergraduates are black, only 18% of their postgraduates are black. At Medunsa, only 0.4%
of its undergraduates are white, and 19% of its post-graduates are white. This is of importance
as it may indicate the racial profile of future high-ranking positions, particularly specialist
positions within the medical profession. One reason may relate to the need for medical students
to pay off loans, and the attraction of lucrative private practice. Post-graduate education is
therefore a luxury that only those from privileged backgrounds can afford. This is an issue that
needs further investigation.

FIGURE 4: RACIAL PROPORTION OF MEDICAL UNDER AND POSTGRADUATES
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Women in medicine
Most medical schools are seeing close to equal numbers of male and female students

within their undergraduate populations. This is not true of the post graduate studies where
males continue to dominate (Figure 5). For example, 53% of undergraduates at the University
of the Witwatersrand and 56% at Natal Medical Schools are females. In contrast, 38% at
University of the Witwatersrand and 29% of Natal post-graduates are female.

FIGURE 5: PROPORTIONS OF MALE AND FEMALE UNDER AND POSTGRADUATES.

Conclusions
The key messages of this chapter are that:

◆ the production of doctors in South Africa suffers from significant racial imbalances,

◆ admission criteria need to be designed to redress these imbalances, and

◆ programmes need to be instituted which support the learning needs of African students
in particular, and thereby reduce their attrition (without reducing the quality of medical
training).

Some medical school deans have suggested that medical student admission be centralised
through an independent national agency; others contend that the autonomy of universities is
sacrosanct.

This chapter does not address a number of key issues, which require further investigation.
These include an investigation of the quality of medical education, and the utilisation and
distribution of doctors. It also needs to be determined if South Africa produces sufficient numbers
of doctors to meet the needs of its health system. This needs to be investigated within the
context of South Africa’s apparent reliance on foreign doctors. South Africa is certainly well
resourced when compared with its neighbours. For example, for South Africa’s 40 million
population, it produces around 1000 doctors each year. Mozambique has a population of 20
million yet produces only 50 doctors each year.

Human resource policy makers also need to concentrate on ways to ensure that these
doctors are used efficiently and equitably. This includes finding ways, possibly through medical
education, which attract medical practitioners to disadvantaged areas and discourage them
from joining the private sector. What is still not known is whether recruiting a higher proportion
of students from underprivileged rural areas of South Africa, will increase the number of
graduates who wish to work in rural areas. In addition, medical curricula need to be assessed to
ensure that those who are produced, have the skills appropriate to the public health system
and are not groomed for migration.
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Chapter 6

This chapter describes nurse training in South Africa, focussing on the year 1997.
Quantitative data is presented about numbers of students in training, numbers and
race, and pass rates.

Introduction
The question of supply and demand in nursing is complex for all countries and it appears

that there is insufficient understanding of what happens during the production of nurses in
South Africa. Education and training of professional nurses has not been based on a rational
plan in the past. Rather, historical and socio-political forces have shaped nurse education.
There is great provincial variation in allocation of funding for nursing education, with some
provinces spending as little as 0.2% of their health budget on it and others as much as 2%.
This chapter attempts to explore the process of the production of nurses highlighting factors
which could demonstrate progress as well as persisting inequity.

The information in this chapter is based on data covering the four-year professional nurse-
training course focusing on the year 1997. It was collected by means of a questionnaire sent to
all nursing colleges and university nursing departments. Forty-four of a possible fifty colleges
responded. Two of the six colleges that did not respond are large colleges in the former homelands
of the Eastern Cape, functioning under disadvantaged circumstances. Some data was not
available from Mpumalanga. Thus the findings need to be interpreted with a degree of caution.

Elma Kortenbout
University of the Western Cape

Production of Nurses
in South Africa
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Numbers
Students in Training

The following table shows the number of students in training per province for each year
of study in 1997 according to this survey.

TABLE 1: NUMBER OF STUDENTS IN TRAINING PER PROVINCE IN 1997

Province 1st Year 2nd Year 3rd Year 4th Year Total
No. No. No. No. No. %

Eastern Cape 230 246 213 138 827 9

Free State 279 295 208 227 1009 11

Gauteng 622 662 603 706 2593 28

KwaZulu-Natal 310 376 354 314 1354 15

Mpumalanga 108 96 63 41 308 4

Northern Cape 15 15 45 53 128 1

Northern Province 309 215 169 167 860 9

North West 183 171 183 218 755 8

Western Cape 290 439 363 275 1367 15

Total 2346 2515 2201 2139 9201 100

The overall number of students in training tends to decrease over the four years, reflecting
possible changes in recruitment policy or attrition rates.

Completion Rates

Courses are designed to be taught over four years. Where students are taking more than
four years to graduate they may be experiencing problems as a result of coming from educationally
disadvantaged backgrounds. Problems may also arise because of high student to staff ratios.

The number of students completing in four, five and six years or more in 1997 is given in
Table 2.

TABLE 2: NUMBERS OF STUDENTS COMPLETING IN 1997 BY PROVINCE AND DURATION OF
TRAINING PERIOD

Province Graduated Graduated Graduated in Total % Graduated
in 4 years in 5 years  6 or more years Graduated in 4 years

Eastern Cape 136 56 8 200 68

Free State 176 27 13 216 81

Gauteng 424 151 15 590 72

KwaZulu-Natal 252 38 4 294 86

Mpumalanga 25 16 0 41 61

Northern Cape 15 12 0 27 56

Northern Province 66 44 31 141 47

North West 89 77 25 191 47

Western Cape 109 33 14 156 70

Total 1292 454 110 1856 70
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FIGURE 1: PERCENTAGE OF STUDENTS COMPLETING IN MORE THAN FOUR YEARS (BY PROVINCE)
IN 1997

These results show that:

◆ There is wide variation in completion rates across the provinces.

◆ KwaZulu-Natal is successful with first year pass rates and is doing well in regard to the
number of students completing within four years (see Table 5).

◆ North West and Northern Province have the most problematic first year pass rates
and have most difficulty with completions within four years (see Table 2 and 5).

◆ A total of 110 students took six or more years to complete while 454 took an extra
year to complete.

◆ At an estimated cost of R50 000 per annum to train a student nurse, these extra years
of training would have cost approximately R34 million.
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The following estimates have been calculated using current data on completion rates:

FIGURE 2: ESTIMATED COMPLETION IN COMPARISON TO PROVINCIAL POPULATION IN YEAR 2000

Gauteng, the Western Cape and Free State are producing nurses in greater proportion
than their percentage of the population, whilst others, e.g. North West and the Northern
Province, are producing fewer. This raises the issue of whether provinces producing in excess
of their need will supply provinces that produce fewer nurses than they need or whether the
excess goes to the private sector.

FIGURE 3: ESTIMATED PERCENTAGE COMPLETIONS BY PROVINCE IN YEAR 2000
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The implications of the “production process” in relation to projected numbers are
demonstrated by the data. KwaZulu-Natal accounts for 13% of intake in 1997, while it is
estimated that 17% of completions in the year 2000 will be from KwaZulu-Natal. Conversely,
Mpumalanga accounts for 15% of first year intake in 1997, but will provide only 4% of
completions in 2000 according to estimates.

Race
At present race is still important in South Africa as a proxy for general education, and by

implication, level of prior learning, access and socio-economic factors. It is the most important
measure of progress in relation to equity issues.

In this survey, data regarding race was only given for approximately 87% of the students.

Numbers and Race

Table 3 and Figure 4 describe the total number and percentage of students in each of the
four years of study by race.

TABLE 3: TOTAL STUDENTS BY YEAR OF STUDY AND RACE 1997

1st Year 2nd Year 3rd Year 4th Year Total
No. % No. % No. % No. % No. %

Coloured 306 15 415 19 392 20 253 13 1366 17

African 1244 63 1307 60 1040 54 1029 53 4620 58

Indian 105 5 101 5 117 6 93 5 416 5

White 335 17 358 16 379 20 563 29 1635 20

Total 1990 100 2181 100 1928 100 1938 100 8037 100

FIGURE 4: PERCENTAGE OF TOTAL STUDENTS BY YEAR OF STUDY AND RACE 1997
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Comparison of the first and fourth year groups is depicted in Figure 5.

FIGURE 5: PERCENTAGE OF FIRST AND FOURTH YEAR REGISTRATION BY RACE 1997

Some of the trends than can be deducted from this data include:

◆ In the 1997 fourth year group 53% students were African compared to 63% in the first
year group, so the numbers of African students accessing nursing education is increasing
or greater attrition exists for this group over the four years of study (see Figures 7 and
8). Further investigation is warranted to determine the causes of attrition.

◆ Twenty nine percent of the fourth year group were White compared to 17% in the
first year group.

◆ The percentage of Coloured and Indian students differed very little between the first
and fourth year groups, indicating that there has been little change in enrolment or
progress for these racial groups.

Table 4 and Figure 6 indicate the total numbers and percentage students in training by
race and province. This data was not available for Mpumalanga.

TABLE 4: TOTAL NUMBERS OF STUDENTS IN TRAINING BY RACE AND PROVINCE 1997

Coloured African Indian White Total
Province No. % No. % No. % No. %

Eastern Cape 261 31 398 48 7 1 169 20 835

Free State 12 2 418 60 0 0 262 38 692

Gauteng 37 2 1672 72 23 1 601 26 2333

KwaZulu-Natal 133 10 600 46 358 27 223 17 1314

Mpumalanga                   -           -                 -         -                  -      -                 -          -                     -

Northern Cape 67 52 47 37 0 0 14 11 128

Northern Province 1 0 859 100 0 0 0 0 860

North West 5 1 419 65 0 0 217 34 641

Western Cape 850 69 207 17 29 2 149 12 1234

Total 1366 17 4620 58 416 5 1635 20 8037
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FIGURE 6: TOTAL NUMBER OF STUDENTS IN TRAINING BY RACE AND PROVINCE 1997

◆ The percentage of African students recorded for the Eastern Cape is low compared to
the overall population, while the percentages for Coloureds and Whites are high (this
may be because of the limited response from colleges in this province).

◆ Provinces where the proportion of students from a racial group exceeded the proportion
of population for that group were as follows:

- Africans: Gauteng

- Coloureds: Eastern Cape, KwaZulu-Natal and Western Cape

- Whites: Free State and North West and possibly Eastern Cape

- Indians: KwaZulu-Natal

◆ Provinces where the proportion of students from a racial group was less than the
proportion of population for that group were as follows:

- Africans: North West, KwaZulu-Natal, Free State and possibly Eastern Cape

- Whites: Western Cape

◆ Nationally, the percentage of students that were African was less than the percentage
of the total population that was African. The opposite was true for the other race
groups.
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Completion Rates and Race

The following was found:

FIGURE 7: COMPLETION RATE BY RACE 1997

◆ Of the African and Coloured students, 41% and 31% respectively took more than
four years to complete.

◆ This is contrasted with the Indian and White groups of whom 6% and 10% respectively
took more than four years to complete.

Pass Rates
TABLE 5: AVERAGE PASS RATE (%) BY YEAR AND PROVINCE 1997

Province 1st Year 2nd Year 3rd Year 4th Year All years

Eastern Cape 81 77 93 95 87

Free State 83 75 79 91 82

Gauteng 86 88 93 87 89

KwaZulu-Natal 91 92 88 92 91

Mpumalanga 66 76 66 100 74

Northern Cape 100 47 89 92 82

North West 65 81 70 89 76

Northern Province 61 73 85 90 77

Western Cape 80 81 91 94 87

Average 80 81 86 92 85

◆ Mpumalanga, North West and Northern Provinces all have pass rates of 66% or less
in the first year.

◆ By the fourth year, pass rates become relatively consistent across the provinces.
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◆ There is some correlation between low average pass rates and the percentage of African
students. For example, there was found to be a strong negative correlation between
pass rate in first year and the percentage of the class which was African.

◆ Northern Cape had a one hundred percent success rate with 15 students in the first
year, and a staff:student ratio of 6:1.

TABLE 6: COMPARISON OF PERCENTAGES OF STUDENTS REGISTERED TO PERCENTAGES PASSED
BY YEAR OF STUDY AND RACE 1997

Year of study Coloured African Indian White

% of % of % of % of % of % of % of % of
registration passes registration passes registration passes registration passes

1st 15 13 63 59 5 8 17 20

2nd 19 15 60 57 5 7 16 20

3rd 20 17 54 52 6 6 20 25

4th 13 15 53 43 5 7 29 35

FIGURE 8: PERCENTAGE OF PASSES BY YEAR OF STUDY AND RACE 1997

◆ In general, where percentage of students registered is less than percentage passed, that
group is performing strongly relative to other groups.

◆ The largest difference is for Africans in fourth year. This suggests that this group
experiences the greatest difficulty.

◆ These figures suggest that the White and Indian groups perform more strongly than
the Coloured and African groups for all years.

◆ The relative performance of the White group improves from first year to fourth year
while the performance of the African group declines from first year to fourth year.

◆ The performance of the Coloured and Indian groups remains fairly consistent across
the four years.
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Students to Staff Ratios
These varied by year of study and province as shown below.

TABLE 7: AVERAGE RATIOS OF STUDENTS TO LECTURER/TUTOR BY YEAR OF STUDY AND
PROVINCE 1997

Province 1st Year 2nd Year 3rd Year 4th Year

Eastern Cape 12.2 15.8 11.3 14.0

Free State 11.5 11.5 14.5 10.5

Gauteng 24.4 21.4 16.5 22.4

KwaZulu-Natal 17.0 17.0 17.0 17.0

Mpumalanga 30.0 25.0 25.0 20.0

Northern Cape 6.0 4.0 2.0 11.0

Northern Province 24.0 21.3 17.7 13.7

North West 32.0 30.0 17.0 17.0

Western Cape 17.3 18.3 17.6 13.6

Average 20.4 19.2 16.2 16.9

FIGURE 9: STUDENTS TO STAFF RATIO BY YEAR - ALL PROVINCES 1997

◆ Ratios vary from 2:1 to 32:1, with differences between provinces.

◆ Highest student to staff ratio are in the first and second years, which have the lowest
pass rates (see Table 5).

◆ Mpumalanga, North West and Northern provinces, which have high first year student
to staff ratios, are the three provinces with the highest failure rates in the first year.
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Gender
There are apparently more males registering each year, forming a greater proportion of

the nursing students, however attrition rates by gender were not calculated (see Figure 10).

Changing employment patterns in South Africa and in the nursing profession could impact
on gender equity.

FIGURE 10: PERCENTAGE OF REGISTERED STUDENTS THAT ARE MALE 1997

Conclusions
The findings of this study reinforce the need for equity and redress to underpin planning

for the provision of professional nurses for South Africa. The data suggests that past disparities
have not yet been addressed adequately. This is substantiated by the following findings:

◆ The national racial distribution of nursing students has not yet reached the
demographically correct level.

◆ The number of students completing in more than the allotted four years is greatest in
poorer more rural provinces such as the Northern Province and North West.

◆ These two provinces are producing fewer nurses in relation to their population than
other provinces.

◆ There are cost implications in students taking more than four years to complete their
study and African and Coloured students comprise the greatest proportion of students
taking more than four years.

◆ There appears to be a significant attrition rate for African students and of all students,
fourth year African students experience the greatest difficulty.

◆ Staff to student ratios also vary enormously, the highest ratio being 32:1 and the lowest
2:1. The highest student to staff ratios occurred in the first year in those provinces
with the highest failure rates.

When the findings of this study are read in the light of current nurse distribution, the
need for action to promote equity and redress in nurse training can be seen to be even more
important. It is those provinces training fewer nurses in relation to their population than other
provinces that are the provinces with a low nurse to population ratio.

1st Year 2nd Year 3rd Year 4th Year

Year

9

10

11

12

13

14

Pe
rc

en
ta

ge



62

The estimated projections of professional nurses being produced should be linked to human
resource needs. Other factors which should be taken into consideration include ‘post’
restructuring/availability and mobility of trained nurses between provinces as well as between
the public and private sector.

It is recommended that the appropriate national body is identified to address the findings
of this study. This may be the SANC, and/or the national accrediting body (based on SAQA),
or a group such as the national nursing curriculum committee set up by the human resources
directorate in the national department of health. The body concerned needs to ensure
stakeholder involvement, and undertake a process which will implement redress and equity
ensuring that both educational and professional dimensions are considered.
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Chapter 7Distribution of Health Personnel

Bupendra Makan
Health Economics Unit,

University of Cape Town

A descriptive review and analysis of the inter- and intra-provincial distribution of
health care human resources in the South African Public Sector for 1998 is provided
by this chapter.

Introduction
There is widespread agreement that the policies of the apartheid government contributed

significantly to the legacy of inequity in the South African health sector. This is manifested
not only by maldistribution of certain categories of health care personnel between the public
and private sectors, but also through an inequitable distribution of public sector resources
along geographic, racial, gender and level of service/care divisions.

The Regional Health Management Information System (ReHMIS) database, for 1994/
95, provided the first detailed review of the distribution of health care human resources in
South Africa. In 1994/95, the majority of health care personnel, with the exception of nurses,
were employed in the private sector which served only 20% of the population. The ReHMIS
investigation revealed that:

◆ only 42% of medical doctors and specialists were located in the public sector, with the
greatest proportions being located in Gauteng (41%) and the Western Cape (22%);

◆ 86% of nurses were in the public sector, of which the greatest proportions were located
in KwaZulu-Natal (23%) and Gauteng (22%);

◆ only 11% of dentists worked in the public sector of which the greatest proportions
were located in Gauteng (47%) and the Western Cape (23%);

◆ only 6% of pharmacists worked in the public sector and the greatest proportions were
located in Gauteng (43%) and the Western Cape (18%).
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This chapter concentrates upon the distribution of health care human resources in  the
public sector. It reviews distribution of personnel for 1998 and provides an analysis of the ratio
of health care personnel to population. Secondly, the 1994/95 ratios of health personnel to
population are compared with the 1998 ratios. Thirdly, the chapter explores the intra-provincial
distribution of human resources and the ratio of personnel to population, by conducting a case
study review of the Western Cape province. Finally, in light of the Department of Health’s
(DoH) Human Resource policy, a few key human resource distribution and equity challenges
are highlighted.

The information presented is based on data collected from the Department of State
Expenditure and Department of Public Service and Administration’s (DPSA) Personnel and
Salary Establishment System (PERSAL) database. There are some concerns about the accuracy
and reliability of PERSAL data. Therefore, despite the data having been validated, it is important
that it is interpreted with a degree of caution.

Public sector health care human resources in South Africa for 1998
According to the PERSAL database for 1998, there were an estimated 235 292 personnel

deployed in the South African public health sector. The estimate is based on 233 626 health
care personnel across the six PERSAL categories, together with 1 666 foreign medical doctors.
The total excludes personnel located within the national DoH head office (1 117) and the
Department of Correctional Services (793). Table 1 presents the PERSAL data for selected
public sector health care personnel, according to filled posts, and the global provincial
establishment totals.
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TABLE 1: PUBLIC SECTOR HEALTH CARE PERSONNEL (FILLED POSTS ONLY), BY SELECTED
CATEGORY, FOR PROVINCES - PERSAL 1998

PERSAL Staff Establishment Totals by Province

Categories and Posts

Medical Doctors -
Total  1 004  513  2 355  1,739 335  123 556  462  1 785  8 872

Medical Doctors -
SA Public Service
 (PERSAL)  820  448  1 851 1 456  218 84  347  275  1 707  7 206

Medical Doctors -
Foreign (DoH)  184  65  504  283  117 39  209  187  78  1 666

Nurses - Total  17 521  6 897  14 159  23 565  5 202 1 309  11 380  7 766  11 341  99 140

Professional
Nurses  8  108  3 185  8 701  9 507  2 335 727  5 324  3 381  4 183  45 451

Staff Nurses  3 665  698  -  6 367  756  - 3 065  1 696  1 832  18 079

Nursing Assistants  5 748  3 014  5 458  7 691  2 111 582  2 991  2 689  5 326  35 610

Dentists  35  18  130 40  18 3  24  20  64  352

Occupational
Therapists  16  33  168  48  16  4  27  22  80  414

Pharmacists  131  61  249 280  52 16  82  60  190  1 121

Radiographers  275  235  810  457  47  26  37  56  473  2 416

Total of selected
post categories:  18 982  7 757  17 871 26 129  5 670 1 481  12 106  8 386  13 933  112 315

TOTAL Public
Sector health
personnel (with
foreign medical
doctors) 35 396  17 338  48 231  50 779  11 595 3 829  24 062  17 072  26 990  235 292

Provincial staff
as a % of SA total 15% 7% 20% 22% 5% 2% 10% 7% 11% 100%

Source: DPSA - PERSAL database and DoH 1998

Notes: Foreign medical doctor data were not reflected on the PERSAL system, they were
captured from the national DoH and included in the database. No information was
available for foreign dentists and pharmacists.

The greatest proportion of personnel are located in KwaZulu-Natal (22%), Gauteng (20%)
and the Eastern Cape (15%). The lowest proportion are deployed in the Northern Cape (2%),
Mpumalanga (5%), Free State (7%) and Northern Province (7%).

Nurses constituted the largest group (42%) of South Africa public sector health care
personnel. The medical doctor category (including doctors, specialists, etc.) are shown to
account for only 3.8% of total public sector health personnel.

Table 2 outlines the provincial ratios of public sector staff to population (i.e. the number
of health professionals per 10 000 of the population), for selected personnel categories. The
personnel establishment data is based on the PERSAL 1998 filled post figures (as presented in
Table 1). The 1998 population data was estimated using the 1996 Central Statistical Services
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(CSS) census data, adjusted by the Demographic Information Bureau’s growth rates and
weighted with estimates from the October Household Survey (OHS) provincial medical scheme
membership. Thus, the population figures used were adjusted to reflect only public sector
users, and exclude the population served by private medical services.

A provincial comparison of all staff combined indicates that Gauteng and the Western
Cape have high ratios, while Mpumalanga has particularly low staff to population ratios.

 TABLE 2: RATIOS OF PUBLIC SECTOR PERSONNEL TO POPULATION

PERSAL 1998 Staff per 10 000 of Provincial Population

Categories and Posts

Medical Doctors -
Total  1.8  2.4  5.3  2.6  1.5  2.0  1.5  1.7  6.5  2.9

Medical Doctors -
PERSAL  1.5  2.1  4.2  2.2  1.0  1.4  0.9  1.0  6.2  2.4

Medical Doctors -
Foreign (NDoH)  0.3  0.3  1.1  0.4  0.5  0.6  0.6  0.7  0.3  0.5

Nurses – Total  32.2  32.5  31.8  35.9  22.9  21.7  30.6  29.1  41.4  32.4

Professional Nurses  14.9  15.0  19.5  14.5  10.3  12.0  14.3  12.7  15.3  14.9

Staff Nurses  6.7  3.3  -  9.7  3.3  -  8.2  6.4  6.7  5.9

Nursing Assistants  10.6  14.2  12.3  11.7  9.3  9.6  8.0  10.1  19.5  11.6

Dentists  0.06  0.08  0.29  0.06  0.08  0.05  0.06  0.08  0.23  0.12

Occupational
Therapists  0.03  0.16  0.38  0.07  0.07  0.07  0.07  0.08  0.29  0.14

Pharmacists  0.24  0.29  0.56  0.43  0.23  0.26  0.22  0.23  0.69  0.37

Radiographers 0.51  1.11  1.82  0.70  0.21  0.43  0.10  0.21  1.73  0.79

Ratio of total
health care
personnel to
population 65.1  81.7  108.3  77.4  51.1  63.4  64.6  64.1  98.6  77.0

Source: DPSA – PERSAL database and DoH 1998

Notes: The South African provincial average was calculated based on the combined provincial
personnel establishments divided by the estimated total population.

Doctors

Figure 1 illustrates the provincial distribution of medical doctors according to both local
and foreign origin. It is evident that the greatest proportion of doctors are located in Gauteng
(27%), KwaZulu-Natal (20%) and the Western Cape (20%). In addition, provinces like
Gauteng (30%) and KwaZulu-Natal (17%) also appear to have the majority of foreign doctors.

Even though the numbers of foreign doctors in the Northern Province and North West
are relatively small in comparison with Gauteng and KwaZulu-Natal, they comprise
approximately 40% of all doctors in these two provinces.
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FIGURE 1: NUMBER OF PUBLIC SECTOR DOCTORS PER PROVINCE - FILLED POSTS PERSAL 1998

Figure 2 illustrates the ratio of public sector doctors to population for 1998. The national
public sector ratio is estimated at 2.9 doctors per 10 000 of the population. There are important
differences between provinces that need to be more closely reviewed. For medical doctors, the
Western Cape (6.5) and Gauteng (5.3) provinces are relatively ‘better-off ’ in comparison to
provinces like Mpumalanga (1.5), Northern Province (1.5), North West (1.7) and the Eastern
Cape (1.8).

FIGURE 2: PUBLIC SECTOR DOCTORS PER 10 000 POPULATION, BY PROVINCE - 1998
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Nurses
There are an estimated 99 140 nurses deployed within the public sector, of whom 46%

are professional nurses, 35% are nursing assistants and 18% are staff nurses. Figure 3 illustrates
the distribution of nurses acording to provinces. The greatest proportions of nurses are located
in KwaZulu-Natal (25%), Eastern Cape (18%), Gauteng (14%) and the Western Cape (11%).
The Northern Cape (1%), Mpumalanga (5%) and Free State (7%) have the lowest proportions.

FIGURE 3: NUMBER OF PUBLIC SECTOR NURSES PER PROVINCE - FILLED POSTS PERSAL 1998

Figure 4 illustrates the ratios of nurses to population. There are significant variations
between the provinces, especially when comparing the respective provincial ratios to the
national average of 32.4 nurses to 10 000 of the population.

Although there are provincial disparities in nursing ratios, these are less pronounced
than the provincial ratios for doctors.

FIGURE 4: PUBLIC SECTOR NURSES PER 10 000 POPULATION, BY PROVINCE - 1998
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Dentists
There were an estimated 352 dentists deployed within the South African public sector in

1998. Figure 5 illustrates the distribution of dentists according to the provinces. It is evident
that the fewest dentists are located in the Northern Cape (0.8%), Free State (5%) and
Mpumalanga (5%).

FIGURE 5: NUMBER OF PUBLIC SECTOR DENTISTS PER PROVINCE - FILLED POSTS PERSAL 1998

Figure 6 provides a overview of the ratio of dentists for 1998. The national public sector
average for dentists is 0.12 per 10 000 of the population. Gauteng (0.29) and the Western
Cape (0.23) appear in more ‘advantageous’ positions regarding the ratio of dentists to population,
compared to other provinces.

FIGURE 6: PUBLIC SECTOR DENTISTS PER 10 000 POPULATION, BY PROVINCE - 1998
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Lastly, there were an estimated 2 416 radiographers working within the South African
public sector, with the greatest proportions located in Gauteng (34%) and Western Cape
(20%). From the 1 121 pharmacists reflected on the PERSAL database in 1998, the greatest
proportions were in KwaZulu-Natal (25%), Gauteng (22%) and the Western Cape (17%).

Comparative public sector personnel to population ratios:
1994/5 and 1998

This section presents a comparison between the 1994/95 ReHMIS and the 1998 PERSAL
ratios. A degree of caution is necessary, especially when examining the relative levels of change
in the ratios between the two periods. This is primarily due to the differing methodologies in
how posts are classified associated with the ReHMIS and PERSAL databases.a More specifically,
it should be recognised that the ratios derived from the PERSAL database, may in fact be
somewhat over-estimated, given that they are based on ‘filled posts’ rather than being adjusted
to reflect ‘full-time equivalent’ posts.b

Note: The 1998 ratios were calculated using Census 96 estimated figures adjusted to reflect only public sector users, as
explained on pages 65-66. The 1994/95 ratios (as reported in the 1996 South African Health Review) were calculated
based on total population figures.

Doctors

Figure 7 illustrates the ratio of medical doctors per 10 000 of the population for the 1994/
95 and 1998 periods. It is apparent that the ratio of public sector medical doctors to population
had increased by 16%, from 2.5 in 1994/95 to 2.9 in 1998. This increase may be attributable to
specific programmes adopted by the national DoH to address the shortages and maldistribution
of medical doctors (e.g. the increased recruitment of foreign medical doctors and introduction
of ‘compulsory community service’ for medical doctors).

The Northern Province, Mpumalanga, Eastern Cape and North West experienced an
increased availability of public sector medical doctors of 148%, 85%, 54% and 44% respectively
between 1994/95 and 1998. Gauteng experienced a negative growth (-7%) in the ratio of
public sector doctors to population from 5.7 in 1994/95 to 5.2 in 1998.

a For comparative purposes the 1994/95 ReHMIS personnel designations of general practitioners and
specialists were combined to enable a direct comparison to the 1998 PERSAL category of medical doctors.

b Insufficient data had been made available, in order to conduct the ‘full-time equivalent’ analysis.This was
primarily due to the limations associated with the the DPSA’s PERSAL database at the time of the investi-
gation.
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FIGURE 7: PUBLIC SECTOR DOCTORS PER 10 000 POPULATION - 1994/95 AND 1998

Nurses

Figures 8 and 9 illustrate the ratios of nurses and dentists to population across the 1994/
95 and 1998 periods.

FIGURE 8: PUBLIC SECTOR NURSES PER 10 000 POPULATION - 1994/95 AND 1998
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The relative proportion of public sector nurses increased by 29%, from 25 in 1994/95 to
32 nurses to 10,000 of the population in 1998. Mpumalanga and the Western Cape experienced
the largest increase in the number of nurses between 1994/95 and 1998 of 72 and 54%
respectively. For the Western Cape, the increase may be associated with an increased intake at
nursing colleges.

FIGURE 9: PUBLIC SECTOR DENTISTS PER 10 000 POPULATION - 1994/95 AND 1998

Figure 9 reveals that the ratio of dentists to population increased by 20% between 1994/
95 and 1998. However this national increase masks the fact that the only province which
gained was the Western Cape, which experienced an increase of 15% in the ratio of dentists to
population (from 0.20 in 1994/95 to 0.23 in 1998). All other provinces recorded a net decrease
in the availability of public sector dentists.

In summary, while the comparison of ratios of medical personnel between ReHMIS 1994/
95 and PERSAL 1998 illustrate the benefit of establishing a comparative framework able to
demonstrate trends, it’s value is limited by the accuracy and reliability of the data. However
the differing ratios between the two review periods highlight the necessity for further
investigation.

As indicated, the 1998 PERSAL ratios are likely to be over-estimates. It is also important
to recognise that ReHMIS is unable to generate a consistent data set for 1998. Therefore, for
human resource planning purposes, it is imperative that the national DoH establish a
comprehensive health sector human resource database. The entire process should be
underpinned by carefully determined methodologies (i.e. accounting for ‘full-time equivalents’;
core posts to be monitored together with a link to institutional student intake and projected
graduates; linked to the development of national health care personnel to population norms
etc.) to ensure that appropriate information can be fed into the policy arena.
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Intra-provincial health care human resource distribution and ratios
of personnel to population: a case study of the Western Cape 1998

This section reviews health care personnel distribution within the Western Cape province
(the Provincial Administration of the Western Cape - PAWC). It highlights both the provincial
and intra-provincial distribution of human resources, with particular focus on regional
distributions and the ratios of personnel to population. Lastly, albeit to a limited extent, the
relative distributions of health care human resources to various levels of care are highlighted.

Table 3 illustrates the distribution of health sector human resources within the Western
Cape province for 1998. When compared to the national PERSAL data for 1998 (Table 1),
differences in the personnel establishments across different categories are evident. The
discrepancies, according to both the national and provincial PERSAL divisions, are primarily
due to the provincial PERSAL report (August 1998) being accessed at a latter date than the
national PERSAL report (May 1998).c

For 1998, of the 25 875 public sector health care personnel in the Western Cape, nurses
constituted the greatest proportion (43.7%) and medical doctors comprised 6.6% of the total
provincial health establishment. The four health regions had a combined staff of 10 334 (40%)
as compared to the Associated Academic Hospitals (AAH), which recorded 10 415 personnel
(40%).

TABLE 3: WESTERN CAPE PROVINCE PUBLIC HEALTH SECTOR PERSONNEL ESTABLISHMENT AND
DISTRIBUTION (FILLED POSTS) - PERSAL (PAWC) 1998

PERSAL 1998 HO AAH REGIONS  Other:

Categories and Cape Boland/ S. Cape/ West Nursing Dental Other Total %
Posts Metro Overberg Karoo Coast Colleges Services

Medical
Doctors 15 1 069 350 43 47 39 0 49 95 1 707 6.6
Nurses 2 4 090 2 701 644 704 709 1 236 10 1 210 11 306 43.7
Dentists 0 0 29 8 6 6 0 15 0 64 0.2
Occupational
Therapists 0 26 16 3 2 1 0 0 28 76 0.3
Pharmacists 8 59 80 7 14 10 0 0 10 188 0.7
Radiographers 0 345 67 14 16 14 0 3 0 459 1.8
Total of above
selected post
categories 25 5 589 3 243 719 789 779 1 236 77 1 343 13 800 53.3
Total PAWC
Personnel
Establishment 703 10 415 5 872 1 330 1 679 1 453 1 378 202 2 843 25 875
% of total 2.7 40.3 22.7 5.1 6.5 5.6 5.3 0.8 11.0 100

Source: Human Resource establishment data (filled posts) were accessed from the PERSAL Division of
the Provincial Administration of the Western Cape (PAWC), 1998.

Notes: HO refers to the provincial DoH head office
AAH refers to Associated Academic Hospitals (e.g. provincial and specialist hospital services)
Other refers to engineering and technical support, mental health services facilities and supernumerary
establishments. There are 1 192 nurses located in mental health service facilities within the province.

c The national PERSAL establishment data for the Western Cape DoH for 1998 had been recorded at 26 912 (filled
posts) as compared to the provincial establishment total of 25 875. The difference of 1 037 (± 3%), according to the
PERSAL divisions, are derived from several possible adjustment processes, between the dates at which the PERSAL
reports were generated. These include: adjustments between filled and unfilled (vacant posts); the separate consideration
of foreign doctors (a total of 78 as reflected in Table 1); the inclusion and/or exclusion of abolished ranks; and normal
personnel attrition (e.g. retirements, emigration, personnel taking up the VSP etc.). These factors are assumed to
account for the difference between the national and provincial PERSAL data sets.
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Table 4 provides an overview of the ratios of health care human resource to population,
across the province and regions of the Western Cape for the 1998 period. The regional
population data was estimated using the 1996 CSS census provincial population, adjusted by
the Demographic Information Bureau’s regional weightings (for rural and urban and annual
population growth rates) and OHS regional population estimates for medical scheme
membership. The 1998 estimated provincial population was calculated at 2 738 235, and the
regional populations estimates at 1 872 961 for the Cape Metropolitan region; 242 367 for the
Boland/Overberg region; 266 083 for the Southern Cape/Karoo region; and 356 823 for the
West Coast region.

TABLE 4: WESTERN CAPE PROVINCE PUBLIC SECTOR HUMAN RESOURCE TO POPULATION RATIOS
1998

Staff per 10 000 of population

a b c d e f g h

PERSAL Categories AAH and Cape Boland / S. Cape / West Average PERSAL PERSAL
and posts Cape Metro Metro Overberg Karoo Coast  of Regions  WC - National -

Total Total

Medical Doctors  7.58  1.87  1.77  1.77  1.09  1.75 6.20 2.90

Nurses  36.26  14.42  26.57  26.46  19.87  17.38 41.30 32.40

Dentists  0.15  0.15  0.33  0.23  0.17  0.18 0.23 0.12

Occupational Therapists  0.22  0.09  0.12  0.08  0.03  0.08 0.28 0.14

Pharmacists  0.74  0.43  0.29  0.53  0.28  0.41 0.69 0.37

Radiographers  2.20  0.36  0.58  0.60  0.39  0.41 1.68 0.79

Estimated population
1998 1 872 961 242 367 356 823 2 738 235

1 872 961 266 083 2 738 235 2 738 235

Ratio of total PAWC
health care personnel
to population 86.96  31.35  54.88  63.10  40.72  37.74 94.50 77.00

Notes: The regions’ ratios (columns b to f) excludes consideration of the AAH personnel.

Column a = AAH and Cape Metropolitan region personnel divided by Cape Metro population.
While it is recognised that the AAH serves a wider population, this ratio is used merely
for illustrative purposes. Figures 11 and 13 illustrate the AAH ratios by using the provincial
populations rather than only the Cape Metropolitan population figure.

Column f = combined regions filled posts divided by provincial population.

Column g = total filled posts in province divided by provincial population - PAWC PERSAL
1998.

Column h = total filled posts across provinces divided by SA population - national PERSAL
1998 - See Table 2.
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Doctors

The AAH account for 62,6% of provincial medical doctors, compared to 28.5% for the
four health regions. Of the PAWC regions the highest proportion of doctors was located in the
Cape Metropolitan region (20.5%), with the remaining three rural regions having a smaller
number of doctors (e.g. Boland/Overberg region (2.5%), South Cape/Karoo region (2.8%)
and West Coast region (2.3%)).

FIGURE 10: NUMBER OF PUBLIC SECTOR DOCTORS - WESTERN CAPE - PERSAL (PAWC) 1998

Note: Other includes engineering and technical support, mental health services and super-numerary
staff.

The 1998 regional average of doctors is 1.75 per 10 000 of the population (excluding
AAH staff). The Cape Metropolitan region (1.87) is shown to be only slightly above the
regional average of 1.75 doctors per 10 000 of the population. The Boland/Overberg and
Southern Cape/Karoo regions, had a ratio of 1.77 doctors per 10 000 of the population
respectively, and are marginally ‘better-off ’ as compared to the West Coast region, which had
a ratio of 1.09 doctors per 10 000 of the population.

When contrasting these regional ratios to the national (2.9) and Western Cape province
(6.2) public sector ratios of doctors (see Table 2), the favourable position of the Western Cape
province is seen to be intricately linked with shifting levels at the AAH.d

d The ratio of 6.2 medical doctors per 10 000 of the population is different to the 6.5 calculated using the
national PERSAL data for the reasons mentioned above.
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FIGURE 11: PUBLIC SECTOR DOCTORS PER 10 000 POPULATION - WESTERN CAPE 1998

Nurses

The four health regions had a combined total of 4 758 (42%) nurses compared to the
AAH which accounted for 4 090 (36%) of provincial nurses.

Figure 12 illustrates that of the four PAWC health regions, the greatest proportion of
nurses (filled posts) are located in the Cape Metropolitan region (23.89%) with the remaining
three regions, Boland/Overberg, South Cape/Karoo and West Coast making up 5.70%, 6.23%,
and 6.27% respectively. The latter three regions had a combined total of 18.2% of provincial
nurses.

FIGURE 12: NUMBER OF PUBLIC SECTOR NURSES WESTERN CAPE - FILLED POSTS PERSAL (PAWC)
1998
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The situation regarding the regional ratios of nurses differs when compared to that of
medical doctors in the province. The Cape Metropolitan region (14.42) is below the 1998
Western Cape regional average ratio of 17.38 to 10 000 of the population. In contrast, the
rural Boland/Overberg and South Cape/Karoo regions are shown to be significantly higher
that the regional average, with 26.57 and 26.46 nurses per 10 000 of the population respectively.

The regional average for nurses (17.38) is considerably lower when compared to the
national average of 32.4 nurses per 10 000. However, including the AAH nurses, the Western
Cape provincial average of 41.3 nurses per 10 000 of the population is significantly higher
than the national average. As with medical doctors, the relative distribution and concentration
of nurses between the regions and AAH, represents an important area for further in-depth
investigation.

FIGURE 13: PUBLIC SECTOR NURSES PER 10 000 POPULATION - WESTERN CAPE - 1998

Dentists
FIGURE 14: NUMBER OF PUBLIC SECTOR DENTISTS WESTERN CAPE - PERSAL (PAWC) 1998
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Figure 15 highlights the public sector ratios for dentists across the regions for the Western
Cape province for 1998. It is evident that the relative proportions of dentists in the Cape
Metropolitan (0.15) and West Coast (0.17) regions are less favourable as compared to the
Boland/Overberg (0.33) and Southern Cape/ Karoo (0.23) regions. The 1998 regional average
is 0.18 Dentists to 10 000 population as compared to the provincial average of 0.23 and national
average of 0.12.

In addition, while the province may appear to have a favourable ratio of dentists to
population relative to other provinces, it is also important to bear in mind the academic training
function being provided to other provinces. However, the intra-provincial distribution of
dentists does reveal that the regions are not in the same ‘advantaged’ position, reflected in the
provincial ratio (See Tables 2 and 4).

FIGURE 15: PUBLIC SECTOR DENTISTS PER 10 000 POPULATION - WESTERN CAPE - 1998

In summary, Table 4 and Figures 11, 13 and 15 illustrate a key weakness of the intra-
provincial level analysis. Firstly, with regard to population denominators, personnel at AAH
do indeed serve a far greater proportion of the population than merely the one region of the
province and/or solely the Western Cape province.

Secondly, it is important to recognise that the Cape Metropolitan regional populations
do derive additional benefits from the additional health care human resources located at the
AAH, given the physical location of the majority of AAH facilities within the Cape
Metropolitan area. However, the exact determination of the relative proportion of personnel
dedicated to primary health care and/or district/regional services, was limited by the ability to
identify the proportion of staff (or their time) dedicated to specific levels of care and/or other
regions within the province. In addition, neither of the PERSAL databases had been adjusted
to allow for this type of human resource level of care and/or regional disaggregation and analysis.
This also presents itself as an important area for further in-depth investigation.

Arising from this intra-provincial human resource review, there appear to be distributional
inequities between the AAH (e.g. Provincial and Specialist Hospital facilities) and regional-
level health facilities. While this may suggest a possible ‘pool of resources’ available for
redistribution, it is imperative that various factors are critically considered before any
redeployment is initiated. These relate to the need for further in-depth investigation into:
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◆ the distribution and utilisation of provincial health care human resources between
different levels of care, by examining workload indicators and the current ratio of staff
to beds as compared to national inter-provincial averages;

◆ the role, responsibility, funding and staffing of teaching facilities, like the PAWC AAH,
which train health care personnel (e.g. doctors and nurses) for other provinces; and

◆ the catchment population of PAWC AAH. This is an important factor to consider
given that AAH staff tend to serve patients from all regions and indeed other provinces.
In addition, it is also evident that although some staff are on the ‘core establishment’
of the AAH, they do actually conduct specialist activities in other facilities across the
regions and province.

Thus, any decision to reallocate personnel from the AAH with the aim of achieving
intra- and inter-provincial equity, must be based on rigorous evaluation and critical assessment,
in accordance with nationally determined guidelines (e.g. staffing norms, staff to bed ratios,
funding to specific levels of care etc.).

Conclusions and Recommendations
This analysis of health care human resource distribution and ratios of personnel to

population densities, comparing the situation in 1994/5 with 1998, has revealed very little, if
any, shift towards the establishment of an equitable distribution of human resources in the
South African public health sector. Besides showing historically entrenched inter-provincial
inequities (as shown in several other earlier investigations), the chapter has briefly highlighted
the entrenched bias to curative and tertiary hospital services, as opposed to regional/district-
level services.

Inequitable distribution of health care human resources is a major constraint in the
transformation and development of the health sector in South Africa. While it may be possible
that there is a need for more trained professionals in the years to come, it is important to
acknowledge current realities. Simply producing more health care professionals will not on its
own lead to more appropriate distribution.

The obligation of the DoH to provide an equitable, adequate, effective and efficient
health service, could be seriously compromised if an ad hoc approach to planning human resource
is allowed. What is needed is to focus on the deployment and redeployment of health care
personnel to areas with low ratios of human resources to population. These can only be effected
through strategic goal-directed implementation strategies. The human resource planning and
development strategy must therefore, be integrally linked to national and provincial health
planning and resource allocation formula processes. Human resource planning and development
must be conducted in conjunction with and within the broader health planning process (e.g.
identifying health and service needs) and medium-term budgetary frameworks (e.g. examining
affordability limits).

Notwithstanding contributory factors, such as improvements in productivity and quality
of care, there is an urgent and ongoing need to address the structural, organisational, legislative
and financial barriers underpinning the objective of achieving an equitable distribution of
scarce health care resources within the South African public sector.

Based on the goal of establishing an equitable distribution of health care human resources,
it is imperative that inter- and intra-provincial (and level of care) distribution of resources be
critically reviewed. In addressing human resource inequity and maldistribution, implementation
strategies must be re-prioritised in accordance with short, medium and long term goals. An
example of a successful short-term measure, is that of employing foreign medical doctors to
work in ‘disadvantaged provinces’.
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In reviewing the distribution of health care human resources, at the inter- and intra-
provincial levels it is important that practical lessons on the actual process of redressing the
inequitable allocation of resources at the intra-provincial level are explored. Within the broader
planning process, micro-modeling encompassing quantitative assessments of personnel numbers
(especially within medium-term budget projections), and the application of staffing norms (as
contained in processes like the Hospital Strategy Project, Primary Health Care core package,
etc. in which minimum, maximum and optimal staffing levels are developed) need to be
undertaken.

Lastly, in addition to the national inter-provincial formula and reallocation of resources,
provinces need to give careful attention to intra-provincial differences, recognising the
importance of:

◆ Developing a medium-term plan to address health needs and the phased introduction
of resource reallocation processes between the levels of care and/or regions/districts.

◆ Developing a comprehensive human resource plan (e.g. encompassing personnel shifts
from tertiary to regional and district level facilities, and examining quantitative and
qualitative needs of the health services within the province).

Arising from this review, and recognising the DoH human resource implementation
strategies contained in the White Paper (DoH 1997), several recommendations are presented,
namely:

Health Care human resource planning and development policy:
◆ the national DoH’s human resource strategy should be re-prioritised, specifically in

terms of linking the policy principles into a decentralised and integrated system providing
accessible, comprehensive and caring services. The implementation proposals contained
within the DoH human resource supply and demand side strategies should be
systematically evaluated and monitored over regular time-frames.

◆ the national human resource strategy should be more closely aligned and integrated to
the resource allocation formula processes. Therefore, within the context of the national
medium-term planning framework, a medium-term human resource strategy should
be developed and monitored.

◆ the integrated human resource planning and development strategy should be driven
by a ‘bottom-up’ planning process. The consideration of health needs-based service targets
in establishing norms and/or national guidelines should be entrenched. The
implementation and regular reassessment of this process is crucial to initiating the
transformation of health care resources. Stakeholder involvement in this process is
seen as vital (e.g. unions).

◆ various national legislative mechanisms need to be investigated in order to facilitate the
process of achieving equity in the distribution of health care human resources. This
includes interventions like government to government medical exchange programmes,
‘community service’ programmes, transfer of personnel to local governments etc.,
specifically targeted at underserved provinces and/or geographic areas.

◆ a national health care human resource database is required, as a dynamic planning tool, to
assess the distribution of resources, match and examine ‘corrective’ strategies and
critically reflect on the objective of achieving equity. Areas requiring immediate
attention include:

• a re-evaluation of the DoHs ‘Head Count’ project, in light of the time taken and
dependence on provinces to provide the necessary data. Importantly, the national
database needs to overcome problems associated with accessing timely, appropriate,
accurate and reliable data.
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• consideration of ‘full-time equivalents’, rather than only ‘filled’ and ‘total’ personnel
establishments.

• a clear identification and classification of critical health care posts and categories.

• the integration of local authority health care human resource establishments within the
national human resource database. Specific measures may need to be set into place
in this regard (e.g. collaboration with the South African Local Government
Association).

◆ the investigation of setting-up an inter-departmental and provincially linked database. In
this regard, the DPSA, Department of State Expenditure and national/provincial
PERSAL Divisions could collaborate to provide the appropriate systems and data.

Inter-provincial equity in the distribution of health care resources:
◆ establishing a national benchmark and/or norm of health care human resources to

population. This norm should be applied as a ‘guideline’ to reallocating resources,
according to specific time-frames. Areas requiring immediate attention include:

• the identification of critical posts across various categories of health professionals
and according to the levels of care.

• establishing processes for the regular and in-depth modeling (based on needs
assessments) to review personnel ratios and norms.

• setting up detailed evaluation and monitoring mechanisms.

• prioritising provinces according to greatest need: establishing a system, derived from
the national human resource database, to identify provinces and/or geographic
areas skewed from the national averages, and devising specific packages of financial
and human resource strategies for redressing the imbalances over the short- and
medium-term.

Intra-provincial equity in the distribution of health care resources:
◆ ensuring that provincial health plans specifically reflect on how the DoH’s human resource

strategy principles are to be implemented to address intra-provincial inequities in the
distribution of human resources (e.g. with consideration of time-frames, absorptive
capacity, financial implications, stakeholder involvement, central negotiation
requirements etc.).

◆ establishing a linkage between human resources and financial plans. Setting in place basic
reporting requirements and mechanisms to align health service plans to financial
budgets for regional/district and institutional managers.

◆ regular and systematic reviews by provincial DoHs of level of care and human resource
distribution issues (e.g. hospital versus district and primary based care).

◆ monitoring and evaluating human resource intervention programmes intended to address
health care human resource distributional inequities (e.g. ‘community service’, foreign
doctor placement, community health workers, etc.).

◆ examine and investigate options for decentralising management autonomy. This measure
is intended to introduce flexibility and transfer authority (i.e. to regional/district
directors and institutional heads) to make decisions regarding the management and
approval of set guidelines and following through to effect implementation within
provinces, regions and/or districts.
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Therefore human resource planning and development must be conducted within the
broader health planning process (e.g. identifying health and service needs) and medium-term
budgetary frameworks (e.g., examining affordability limits). Finally, in reflecting on this analysis
into health care human resource distribution and equity in South Africa, it is still considered
appropriate to restate the final words of:

“… The major challenge confronting planners and policy-makers is to give substance to the new
vision and to address the inappropriate skills mix and the inequitable distribution of health personnel
geographically, racially, sectorally (public versus private), and in terms of class and gender” (Pick et
al 1996).

“… Developing human resources for health remains the make-or-break of health care reform in
South Africa. In a nutshell, real progress will be reported when all the dimensions of maldistribution
begin to change, and when health service users begin to experience a caring, compassionate and quality
health service” (Mametja and Reid 1996).

“… Without the capacity of its human resources to implement proposed programmes and manage
decentralised systems, South Africa’s bold health policies will, as in many other countries, remain
mere statements of intent” (Van Niekerk and Sanders 1997).
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Chapter 8

This chapter is in two parts. The first reviews some of the important needs of nurses
working in Primary Health Care in South Africa today. The second presents findings
from research into Primary Health Care Education for nurses.

The Needs of Nurses
Introduction

In 1995, the national Department of Health made Primary Health Care (PHC) one of its
major foci for health care delivery. In order to move towards equity in health services, a minimum
package of comprehensive PHC services with specified norms and standards, should be available
in every health district.1 PHC nursing service delivery is defined here as the wide range of
services (promotive, preventive and curative) which nurses provide at the point of entry into
the district health system. The implementation of the PHC services package which emphasizes
equity requires a careful look at the needs of clinic nurses who are the front line providers of
this service package. This section reviews some of the important needs of nurses today in
South Africa, particularly emphasising their training.

Nurses provide the bulk of services in the public sector. Community nurses are not often
seen in the community or the home but are working primarily in the clinic, providing a largely
disease orientated medical service. In many ways, they are filling the gap in a system which
lacks key medical personnel, for example social workers, psychologists, pharmacists and
physiotherapists who are needed to address the many health needs which nurses confront daily
in the PHC context. From diagnosing and treating tuberculosis to counselling a person who
has just tested HIV positive, to ordering and dispensing drugs, nurses bear the brunt of the
responsibilities of a health system functioning without an adequate complement of human
resources. The challenges and demands facing clinic nurses are many. If we are to move towards
more equitable health services, we must take note of statements being made by nurses in
clinics such as: ‘I don’t know what I’m doing’ (a nursing sister), and ‘We are confident we could
provide quality services if only given the necessary time or some diagnostic skills’.

Nurse Oriented
Primary Health Care

Susan Strasser  ISDS – The Needs of Nurses
Nomthandazo Gwele – A Review of

PHC Education for Nurses
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Primary Health Care knowledge and skills
Changes in PHC services now require clinic-based staff to integrate preventive and

promotive care with a wide variety of curative services. Today, clinic nurses are expected to
provide ongoing care for chronic diseases such as hypertension and diabetes as well as
management of tuberculosis, STDs, and HIV/AIDS counselling and care. They are also expected
to manage commonly occurring acute diseases such as skin rashes and pneumonia.

Basic Training

Basic nurse training in South Africa today does not properly equip nurses to deliver PHC
services. An exploratory study of the exit competencies of recent nursing graduates2 found
that there are many concerns regarding basic training. Practical training largely occurs in
tertiary hospitals where the focus is on curative services provided under doctors orders. This
model of training, although necessary and appropriate for work in hospitals, does not provide
nurses with the necessary analytical and problem solving skills. This study highlights many
areas of concern regarding nurses’ ability to deliver PHC services. By interviewing recent
graduates, nurse educators and health service managers, a number of important deficiencies
were revealed such as a lack of reference to major public health initiatives e.g. Directly Observed
Treatment (DOTS) and an appreciation for inter-sectoral collaboration. This study also showed
a lack of focus on the district health system (DHS), yet the DHS is to be the framework within
which most public health services are provided. Although this study was limited by a small
sample size, the findings are concerning enough to warrant a thorough review of basic training
and its relevance to the delivery of primary health care services.

There are fundamental differences between hospitals and clinics, which reveal the
inadequacy of training which is largely hospital based. Most hospitals will at a minimum have
hospital managers, medical practitioners and laboratory and pharmacy staff whose roles are
clearly defined and delineated. Within this context, the nurse either functions in a clinical
role or within the structures of nursing administration. Yet, within the clinic setting, especially
in rural areas, the nurse is expected to combine the knowledge and expertise of all of these
professionals in order to provide clinic-based services. Especially in rural areas, the nurse then
becomes a jack of all trades yet potentially a mistress of none.

Post basic formal training programmes
Post basic formal training programmes need to be orientated to PHC to enable nurses to

gain the knowledge and skills needed to function at clinic level.

A wide variety of post basic courses are available to nurses such as nursing administration,
nursing education, psychiatry, midwifery, community health and primary health care. Psychiatry,
midwifery and community health are now included in the 4-year basic training course. However
nurses who qualified prior to the inroduction of this comprehensive 4-year course represent a
large number of nurses currently employed and many return for post basic programmes.

Community health nursing is popular as a post basic course and many nurses see this as
necessary training for making the move from hospital to clinic nursing. Yet the post basic
current curriculum is broadly defined and does not adequately set up the essential knowledge
and skills needed to function at a clinic level. Basic components of safe and effective clinical
care such as diagnostic skills and pharmacology (including rational and safe use of drugs and
use of standard treatment guidelines) are not required parts of such a curriculum. In fact,
pharmacology is seen as a distinctly separate course as is the course in primary health care
that specifically focuses on diagnostic skills. Therefore, if a nurse wanted to gain a comprehensive
knowledge in clinic based services she could theoretically spend an additional 2 to 3 years
training after her basic programme to gain the skills needed to function at clinic level. The
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high cost of such extensive post basic training could be reduced if basic nursing training
integrated pharmacology, curative skills and management from the outset.

Nurse educators and students are therefore challenged to integrate a wide base of knowledge
at both the basic and post basic level. This requires not only a reorientation to primary health
care but consensus on the level to which each area is taught and subsequently integrated as a
nurse’s general knowledge base. For example, to what extent must the nurse have an
understanding of pharmacology theory (pharmacokinetics and pharmacodynamics) and curative
skills? When is it most appropriate for such knowledge to then be translated into practical use
in the PHC context?

Post basic informal training programmes

The implementation of PHC continues to be weakened by over-reliance on separate
vertical programmes. Informal or in-service training programmes are often selective or about
vertical programmes with the obvious lack of integration and top-down emphasis in programme
development. Such piecemeal approaches, as well as managerial centralisation of these
programmes, preclude the optimum use of health centres.3 Examples of such programmes include
family planning, immunisation, sexually transmitted disease care, care of people with tuberculosis
and AIDS counseling. Although it is obvious that such initiatives have their rightful place in
improving the quality of care, they can not be seen to fully rectify nurses’ basic lack of knowledge
in clinical diagnosis and pharmacology

Integration of care is a new buzz word as seen in such initiatives as the Integrated
Management of Childhood Illnesses (IMCI). Although IMCI focuses on a select number of
diseases that are of prime concern with regard to the reduction of mortality, this programme
provides a framework of nursing care which has the potential to provide a knock-on effect to
other aspects of care delivery. However, since a nurse must provide comprehensive services to
all age groups, the limitations of such programmes must be recognised within future human
resource development action plans and programmes. The fundamental question remains as to
how nurses integrate all of the training and information they receive from a myriad of
programmes and sources.

Orientation programmes or pre-service training which would equip a nurse with core
knowledge and skills prior to her placement in the clinic are often not discussed or available
but may be a partial answer to rationalising clinic nurse training. If district management teams
and provincial PHC co-ordinators worked together to develop and implement such a pre-
service training programme, this could lessen the burden of fragmented in-service training
attempts. It would also diminish nurses’ frustrations and feelings of inadequacy which potentially
lead to burn out amongst staff.3

In summary the questions about training which need to be addressed include:

◆ To what extent is a nurse with only basic training able to function at clinic level?

◆ What further training is needed for this nurse to fully function at clinic level?

◆ What is the best way to provide nurses with the added knowledge and skills needed for
clinic work?
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Culture of in-service training

Many nurses are motivated to return for further training and education. The reasons for
returning are numerous, including personal desire to improve one’s skills and professional
advancement. Whatever the reasons, nurses are willing, often at their own expense and time,
to study within formal institutions. This motivation needs to be better served through the
development of programmes which allow vertical advancement within clinical nursing. Training
should happen as close to the site of service as possible. This has numerous benefits such as
decreased cost of travel, greater relevance of training to the local context, and greater awareness
of new developments and changes in practice amongst local staff.

It is also important to couple training with on site support and guidance. This is especially
true if nurses are to feel confident and willing to change methods of practice.

Health Information Systems

A focus on equity requires us to have good information from which the quality of care
can be assessed. Nurses are required to collect information, which is then compiled and analysed
at higher levels.

Therefore, nurses’ ability to gather reliable and valid health information must also be
addressed in training programmes. When the most commonly recorded cause of morbidity or
mortality is “ill defined” conditions, we know that not only is our understanding of the true
nature and extent of public health priorities limited, it also reflects a serious inadequacy in
diagnoses. The objective is for health centre staff and the district health system in general to
use information more actively and completely in their work. Health centre leadership must
therefore be independent-minded, responding directly to their community’s particular needs
and not simply following ‘orders received form above’.3 The district health system has the
potential to respond quickly and creatively to public health problems, yet to do this will require
clinic based staff and managerial staff who are able to collect reliable information and district
management teams who are able to assess, analyse and act on the information which is collected.
Nurse training initiatives must therefore incorporate the knowledge and skills needed for clinic
nurses and nurse managers to function effectively as part of the health information system.

Clear, concise and consistent treatment guidelines

Nurses need training and support to enable them to utilise the range of treatment guidelines
which are available. There is an abundance of literature within South Africa, which focuses
on PHC treatment guidelines. From books and manuals produced by universities and teaching
hospitals to regional manuals used for in-service training, clinic nurses have a wide variety of
literature potentially available to them. We need to look at ways of promoting the continued
use of such materials within the clinical setting and fostering a culture of reading amongst
clinic staff. The development of the national Essential Drugs List (EDL) and accompanying
standard treatment guidelines are important recent developments. They have the potential to
be powerful tools for the improvement of clinic nursing services if the knowledge base and
scope of practice of nurses is recognised. Nurse educators, clinic supervisors and clinic staff
must be trained in their use, something which has stymied the implementation of the first
edition which lacked no coherent strategy for its implementation.4 Furthermore, such guidelines
should correspond as much as possible to other national and provincial initiatives such as
IMCI and syndromic management of STDs. Networked computer systems should be used to
disseminate this information and to promote a culture of learning and use of new knowledge.
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Clear referral guidelines and networks

In order to feel comfortable and confident in the services they provide, nurses need a
clear understanding of when and to whom referral should be made. Although it is clear that
referral guidelines and networks will vary considerably within and between regions, nurses will
never be able to render a safe and effective primary health service if they do not have a reliable
means of communication and transport to higher levels of service such as district hospitals.
The importance of adequate infrastructure (e.g. communication, roads and transport) and
referral networks can not be underestimated. Nurses who work in isolated settings with
inadequate structural support can not be expected to remain motivated in their work. Such
conditions are stressful and contribute to high staff turn over in rural clinic settings.

The district management team should see the development of referral guidelines and
networks as part of their role in the development of the DHS. The management team can
assist in fostering a collegial relationship between hospital medical staff and clinic nurses.
Given the training needs and resources required to develop clinic nurses, retention of staff
should be seen as a high priority.

A Culture of Caring
Nursing attitudes and behaviour are a function of how competent and confident nurses

feel in their roles. Even in a system where all nurses are adequately trained we may still not
reach our goal of equitable PHC services if the system is not in place to care for its largest
group of workers.

“If health personnel are to provide a caring service, it is necessary for the
public health service to show that it too cares. Incentives for peripherally located
staff should be provided to encourage and retain them at their posts”.3

Many nurses consistently and courageously provide a caring, compassionate and competent
service despite many adversities. In the Eastern Cape for example, rural clinic nurses continue
to collect drug supplies for their clinics by hitching lifts at their own expense to the district
hospital drug depot. In one rural district in KwaZulu-Natal the few nurses trained in HIV
counselling return to the hospital in the evenings after working a full day to counsel the ever
increasing number of people needing HIV counselling. Yet, a number of sobering reports have
surfaced in the past year which describe the apparent lack of compassion and care on the part
of nurses. Although shocking and disturbing, we need to look at why this occurs. What is the
meaning behind these incidents? What are the other forces at work?

Stress amongst workers is common when workloads increase and support and resources
decrease.5 Individual nurses have reported seeing up to 100 patients per day. As one nurse said
“I go on lots of training courses and I know what to do, but I see 100 patients per day, sometimes
my conscience…”. Stress in health services is common and is manifested in symptoms such as
low morale, sabotage in work efforts, rapid turnover of staff and detrimental effects on service
delivery as well as on interpersonal relationships.5
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In Summary

In order for nurses to deliver an equitable and therefore efficient quality service there are
a number of prerequisites:

◆ Clinic nurses need adequate training in the functions that are and will continue to be
required of them;

◆ Clinics should have a well trained complement of staff;

◆ There should be onsite support from nurse managers;

◆ District health systems should establish realistic objectives given limited resources;

◆ Clear referral guidelines and networks need to be available.

A Review of PHC Education for Nurses, 1992-1997
The Need for PHC Education

“Primary health care service packages outline the requirements needed to implement a
core package of services. For example, it is estimated that for a catchment population of 200 000,
a total of 54 PHCNs would be needed. As of 31 December 1997, 2 678 nurses had completed
either a diploma or certificate course related to clinical nursing science; health assessment,
treatment and care (Personal communication, SANC). Not counting the staffing needs for
doctors, professional nurses, psychiatric nurses or ENAs, this number of nurses with some form
of PHC qualification (if they were all working in clinics) would be able to support a population
of only 10 million. These figures illustrate the urgent need for more PHCNs if such service
packages are to become a reality. This need is intensified because many PHCNs leave direct
clinical care for management positions and PHCNs are not now distributed correctly between
urban and rural areas.” (Personal communication, Susan Strasser)

Base-line data on the production of PHC qualified nursing personnel as well as the nature
of PHC education programmes in South Africa are essential in the light of the country’s changing
health policy with emphasis on PHC.

All provincial departments of health were requested to provide information on institutions
offering PHC in-service training in their province. Eight provinces responded, and
questionnaires were sent to all institutions that had been identified by provinces. Twenty two
institutions from seven provinces returned usable questionnaires. Four nurse educators involved
in PHC education in KwaZulu-Natal were interviewed in order to obtain their views regarding
PHC education in that province.

Defining PHC education

For the purposes of this chapter, PHC in-service education was defined as all PHC
educational programmes for registered nurses, offered by nursing colleges and other sectors as
part of post basic nursing training. That is, it included the wide variety of PHC courses ranging
from two weeks to one year which are offered at post basic level. It excluded all pre-service
programmes. However a number of institutions which offer PHC education found it difficult
to complete the questionnaire because the term PHC education is often used interchangeably
with the term continuing education.
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The Nature and Type of PHC Continuing Education

Existing PHC programmes can be divided into three broad categories: workshops and
short programmes lasting for a few weeks or less, certificate programmes, and diploma
programmes ranging from three months to two years. Training is provided by nursing colleges,
university nursing departments, schools of public health and health care services offering
workshops.

Courses of a month or less are usually designed for nurses working in PHC settings or
outpatient departments. The focus of learning is usually staff development related to
implementation of new policies. Titles for these programmes include topics such as sexually
transmitted diseases, TB, AIDS Counselling, sexuality education, rational drug programme,
and EPI programme. Certificate and Diploma courses offer a more formal education, aiming to
produce skilled personnel in specific areas of health care. Examples of this include the Red
Cross Hospital’s one month paediatric PHC programme, certificates and diplomas in health
assessment, treatment and care.

There is a mix of provision including some vertical and some comprehensive programmes.
The former tend to have a single focus and the latter a multiple focus in their teaching/learning
content. Differences of opinion exist as to the need for vertical programmes in PHC education
for nurses. According to one interviewee the vertical programmes have led to a proliferation of
fragmented modules in PHC education with no unified curriculum:

“There are things that we are supposed to be doing, but they are still concentrating on vertical
courses, whereby you find that people are only looking at TB, looking at family planning. My way of
seeing it is that we need to integrate so that the student does not look at dealing with TB only. A person
is living at home. He/she has other family members.”

In defence of vertical programmes one interviewee argued that training focused on
implementation of changes in policy has to be vertical. According to her such courses are
aimed at developing specific skills to deal with specific needs and therefore have to focus on
those needs. The following are her words:

“Training focused on policy changes, not national qualifications, such as the essential drug list,
the new pharmacy act, and female condoms, will of necessity be vertical in nature. You can go
comprehensive only if you are providing a course over four or eighteen months.”

Delivery Systems and Accessibility

A variety of systems are used in the delivery of PHC education. Some institutions offer
residential programmes, some decentralised programmes and some distance education
programmes, while others run a combination of either residential and decentralised programmes
or residential and distance programmes. At least 44% of the programmes identified in the
questionnaires were residential. Nursing colleges however are more likely to offer residential
programmes compared to service institutions. Even for the diplomas which run for a year or
more, the residential delivery system is the most frequently used mode of delivery.

The major theme emerging on the accessibility and delivery systems of PHC in-service
education is that courses are inaccessible due to the fact that:

a) Many programmes are residential

b) They are often held far from where participants live and work

c) They are expensive.

Asked to share their thoughts regarding the accessibility of PHC education programmes
for nurses, all interviewees lamented on the problems experienced as a result of the residential
nature of programmes. The following statement by one of the interviewees illustrates this
observation.
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“Can one send someone married with children far away from their families? Accessibility is
linked to where there are training schools. There was someone from Amanzimtoti who wanted to do
the training at Edendale, but would have had to pay accommodation costs at two places, and would
have had to pay to go home weekends.”

Flexible delivery systems are a necessity for all kinds of adult education programmes.
Nurses are adults with multiple roles and responsibilities beside their work obligations. They
have families to look after. Residential programmes can, therefore, not attract as many nurses
as the country needs.

Furthermore, the already over-stretched health services are not likely to release a large
number of nurses for residential programmes running for a year or more. As a result a number
of institutions are in the process of designing decentralised educational programmes for PHC.
However as noted by one of the interviewees, even this solution is not without its problems,
since there are not enough adequately trained staff to facilitate and supervise students’ learning
in their work environments.

Admission Criteria and Recruitment

Admission requirements differed according to the nature and the purpose of the training.
Short programmes required only that participants be registered nurses working in the area of
the particular workshop’s focus. Certificate and diploma programmes mainly targeted registered
nurses working in clinics and out-patients departments. In a few cases candidates had to be
qualified as community health nurses.

Recruitment appears to be limited by the difficulty Nurse Managers have in releasing
nurses for PHC training, especially since nurses often have to be resident in the institution
offering the programme. There also appears to be a lack of adequate reward and incentive for
nurses undertaking PHC training. In South Africa the South African Nursing Council (SANC)
issues distinguishing devices for a number of post-graduate nursing qualifications. There are
none for PHC. One interviewee cited the problem as one of the barriers to recruiting a large
number of nurses for PHC training:

“People tend to say that they are worried. They like the course but the problem is that there’s a lot
of work and responsibility after completion. There’s no incentive, there’s no career structure for PHC
nurses, and there’s no recognition by the Nursing Council. People still believe in bars.”

There is an expectation that nurses should take on some of the medical doctors
responsibilities. There is no expectation however that the nurses should receive additional
monetary reward in line with the new and extended role.

Programme Content

A review of 16 curriculum documents highlighted that many courses, especially those of
less than six months duration, focus on meeting SANC requirements and equipping nurses
with the necessary clinical skills to function effectively at clinical level. These programmes
emphasise producing nursing personnel who are able to conduct physical assessment, diagnose,
treat and / or refer. Diploma programmes lasting from one year to eighteen months had a much
more comprehensive view of PHC. Skills to be acquired by nurses studying diploma courses
included communication skills, interviewing skills, research skills, interpretation of basic
statistical reports, problem solving skills and health and physical assessment skills.

Traditional teaching strategies such as lecture methods, group discussions and
demonstrations, coupled with clinical learning tended to predominate. Most learning took
place in health service centres and not in communities.
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Demographies of nurses participating in PHC education programmes
Of the 1366 nurses whose information on racial composition was provided, 929 (68%)

were African, 310 (22.7%) were white. Colored and Indian nurses who completed PHC training
were very few. There were 109 (8%) coloureds and 18 (1.3%) nurses of Indian descent.

Geographically, most nurses who completed a PHC education programme during the
study period were from urban areas, constituting 61.8% of the 1244 nurses for whom this
information was provided. This might be attributable to the fact that most nursing colleges
and nursing schools that offer PHC programmes are in urban areas. Unless training is
decentralised or some other feasible delivery mode is used, courses are not accessible to rural
based nurses. Data on race and geographical location appears in Table 1. Females comprised
the vast majority of students completing PHC training. Only four percent of students were
male.

TABLE 1: RACIAL AND GEOGRAPHICAL BACKGROUND FOR NURSES GRADUATING FROM PHC
IN- SERVICE AND CONTINUING EDUCATION PROGRAMMES (1992-1997)

Race Number % Geographical Number %
Location

African 929 68 Rural 475 38.2

White 310 23 Urban 769 61.8

Coloured 109 8

Indian 18 1

Total 1336 100 Total 1244 100

Institutions were asked to indicate the number of nurses who graduated from their PHC
education programmes in the last 5 years. A total of 2388 nurses completed some PHC training
from participating institutions in the last 5 years.

Output data from the various provinces revealed that the Eastern Cape followed by
Gauteng, had the largest number (n=932 and n=498) of PHC completions during the period
under study. Although Northern Province and Mpumalanga appear to have the lowest output,
it should be noted that only one and two institutions respectively responded to the questionnaire.
KwaZulu-Natal on the other hand, produced from a total of six institutions only 137 PHC
trained nurses in the last five years. Output data by province appears in Table 2.

TABLE 2: NUMBER OF NURSES GRADUATING FROM PHC EDUCATION BY PROVINCE (1992-1997)

Province Total %

Eastern Cape (4) 932 39.0

Gauteng (11) 498 21.0

KwaZulu-Natal (6) 137 5.7

Mpumalanga (2) 87 3.6

Northern Province (2) 57 2.4

North West (3) 246 10.3

Western Cape* (7) 431 18.0

Totals 2300 100.0

*  Output data received from only 5 hospitals in the Western Cape
   (n) = Number of programmes



92

Institutions were not requested to provide information about the number of students
completing different programmes. A number of institutions which offered more than one
programme did nevertheless indicate the number of graduates by programme. This information
was available from 18 of 39 programmes. Of these programmmes, more than half the students
were graduates from courses lasting for 3 months or less. About one quarter graduated from the
3 to 6 month programmes. The remaining students completed courses lasting from one year to
18 months. Interview data from KwaZulu-Natal corroborated data obtained from the
questionnaires. According to one interviewee there are about 240 diploma qualified PHC
nurses and 400 with shortcourse certificates in the province. About 1200 nurses working in
PHC services have no PHC qualification.

Conclusions
◆ The data presented in this study, despite being incomplete, would seem to show that

although there has been an increase in PHC training for nurses in the past five years,
not a great deal has been achieved, at least in terms of both numbers and the nature of
PHC education programmes. PHC training programmes are having difficulty meeting
the needs of the country.

◆ Residential programmes for adult learners do not attract a large number of applicants
and therefore education programmes need to be flexible in their delivery systems.
Distance and decentralised educational programmes coupled with a redeployment of
PHC teachers and trainers to PHC service centres, might be a solution to the problem.

◆ There does not appear to be a budget for PHC education, even at provincial level and
thus it has to compete for scarce resources.

◆ There appears to be a lack of adequate incentive or reward for nurses undertaking PHC
education.

◆ There is a need for a shift from content driven curricula to community-based education.
This would help ensure that the content is driven by service and therefore, community
needs rather than a medical and surgical nursing textbook.

◆ There is a need for a differentiated focus in the various PHC education programmes in
the country. The three to six month certificates and the one-year to eighteen months
diplomas, need to have clearly defined purposes within the context of human resource
development in South Africa. Provincial health departments could then set targets as
to how many of their staff should be trained in each of the two programmes in each
year.
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Chapter 9

The need for, and provision of, specialised health service management training is
reviewed in this chapter. Degree, diploma and certification level courses are reviewed
along with programmes that have been co-ordinated and implemented at national
level.

Introduction
The strengthening of health service management is seen as an important priority in the

South African National Health Plan, where management is one of the principal areas
highlighted for training of health workers. In particular, the need to transform the nature of
health service management to complement that of a decentralized health service has been
emphasized, along with the development of an objective-orientated, democratic style of
management. Training is one of the strategies in an overall process of management development
designed to strengthen implementation of integrated Primary Health Care programs.

There is no one “best” way of training managers and the documentation persistently
shows that in South Africa there has been extensive thought and planning on the subject,
though many ideas still need to be implemented. There are a variety of needs for different
managers. The effectiveness of training depends on a range of factors, including the
organizational context in which they are applied and the desired learning outcomes. The result
is that a number of courses have been developed, aimed at different levels and using different
strategies.

The documented need for health management training in South Africa
The identification of the need for a national health management training strategy

Over the past five years the particular need for health management training has been
noted, investigated and advocated for in numerous reports - emanating from both reviews
conducted by foreign development agencies, and from the recommendations of a series of
seminars and workshops that have been initiated locally.

Health Service Management Training

Nikki Schaay
Arthur Heywood

Public Health Programme
University of the Western Cape

Uta Lehmann
Academic Development Centre

University of the Western Cape
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An initial report by the Commission of the European Communities, Special Programme for
South Africa1 focused on the necessity of re-orientating and preparing managers for their
transformative role within the health system - particularly in relation to the establishment of
the district health system and the implementation of the primary health care programmes.

Following this, a series of national consultative seminars were convened to develop the
principles and components of a nationally co-ordinated strategy for health management
training.2,3 As a result of these seminars, proposals were made regarding the broad content and
methodology of health management training; cross-institutional collaboration and resource
sharing; and the immediate need to assess the current management training needs at all levels
within the health service. Emphasis was also placed on ensuring that all health management
training initiatives be compatible with the broader re-structuring processes in the national
educational system. The need to address the specific skills required by management teams in the
process of transformation was identified later.4

During 1994 - as ideas around a co-ordinated health management training strategy for
the country were being formulated - so too was there the initiation and implementation of a
set of provincial and national training initiatives supported by foreign donors. These included
a set of three Senior Health Services Management Training Courses in the Western Cape, former
Transvaal and KwaZulu-Natal5-8 and a national Primary Health Care Trainers of Trainers
Programme.9

In 1995, building on work developed at the previous seminars, a consultant to the
Department of Health developed a “framework for developing an action plan for organisational
and management development” for use by both national and provincial health administrators,
education providers and donor organisations”.10,11 Mapplebeck10 suggested that one of the key
challenges facing the health service in relation to organisational and management development
was the shift that had to be made in “…moving from bureaucratic to  enterprising, responsive
and accountable service delivery…”. A change he suggested, which had to be accompanied by
the training of managers to use “entrepreneurial and leadership, rather than administrative
skills” in the process of health service management.10

This National Management Development Framework, aside from guiding the Health
Department in how to proceed to commission training and development programmes for health
service managers, also made some critical recommendations in relation to defining the
competencies for each public health sector management position; measuring the outcomes of
the Department’s investment in management training; and piloting the use of distance or
open learning materials for use or adaptation for health service managers in South Africa.

During this period the Department of Health established a Human Resource Development
Core Group, comprised of Department of Health and Provincial Human Resource Development
staff, to provide continuity for future activities and progress in the area of training (in particular)
and matters related to human resource development (more generally).

A focus on district health management training

With the growing development of health districts in South Africa, the focus of debate
and discussion in relation to health management training began to focus more on what was
required by way of capacity development within the districts.

In August 1996, Health Systems Trust and the Human Resource Development Forum
convened a workshop to reach consensus on issues relating to district management training.
The workshop was able to develop the core elements of a syllabus for training, and made a
number of recommendations in relation to strengthening the collaboration between training
institutions, evaluating existing programmes, focusing on management teams - as opposed to
individual managers - and ensuring that a consistent ethos was pursued across all levels of
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management with the health system.

Issues around accreditation, and the implications of current training guidelines (such as
those developed by the National Commission on Higher Education) within the Health
Department were also considered.12

On site, practical training - based on the “cascade and problem-based approach” - was
advocated for at a later workshop convened to review the implementation of the District
Health System.13 Additional proposals were made in relation to district management training;
namely, that the specific competencies required of district managers needed to be identified,
and that the establishment of a National Institute for Health Management Training was
considered important.13

The challenge of managing within the context of transformation

A common theme runs through the numerous workshops and reports which focus on the
issue of health management training - that is, the need to develop managers who will be able
to work with and confront the complexities of a transforming health care system. Emphasis is
thus placed on the need to develop a cadre of managers, who are able to manage through
innovation and action, as opposed to administration,10 and who are able to manage within the
context of rapid, and sometimes turbulent, change. The manner in which this capacity can be
developed, or supported or strengthened has been interpreted in a variety of ways across the
different training institutions and structures within South Africa.

The planning and implementation of management training clearly has the potential to
impact upon equity. Questions around some of these follow:

◆ to what extent does the curriculum enable managers to develop competencies which
will be equity promoting?

◆ what balance of management training provided is allocated to strengthening a PHC
oriented, district based health system as opposed to providing generic health service
management skills?

◆ how many participants undertaking management training are from historically
disadvantaged sections of the community and what study support structures are provided
for them? and

◆ does management training target those working in rural and historically disadvantaged
provinces?

Review of health management training courses implemented since 1994
This review focuses on courses that are explicitly designed to provide training in

management skills. Thus the courses through which most nurses acquire management skills,
Diplomas in Administration and Public Health, did not form part of the review and the only
postgraduate courses to be included are the two Masters in Public Health.

The courses that have been implemented by educational institutions and agencies can be
separated into four main categories: degree level courses, diploma level courses, certificate
courses and training programmes and finally programmes that have been co-ordinated and
implemented at a national level.

Degree-level Courses

Health management training is provided as a component of the Masters in Public Health
degree programmes offered by the Thusano School of Public Health (a collaborative venture
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between Potchestroom University, University of the North, University of Pretoria, University
of Venda and University of the Witwatersrand (Wits), the latter two being the only two partners
offering the degree at present) and the Public Health Programme, University of the Western
Cape (UWC). Currently, both courses are part-time and run over a two year period. To date,
8 students have completed a Masters in Public Health at UWC. The Thusano School of
Public Health Masters programme was introduced in 1998 and thus has no graduates to date.

Diploma-level Courses

There are a number of formal, diploma-level training programmes that focus on developing
the capacity of health service personnel who are currently in positions of management. These
are as follows:

◆ A Postgraduate Diploma in Health Management, offered by the Oliver Tambo
Fellowship Programme (OTFP), at the University of Cape Town (UCT).

◆ A Postgraduate Diploma in Health Services Management offered by the Department
of Community Health, Faculty of Medicine, University of Natal.

◆ A Diploma in Health Service Management offered by the Department of Community
Health, Medical School, Wits.

◆ A Postgraduate Diploma in Health Management offered by the Health Management
Programme, Graduate School of Public and Development Management (P&DM),
Wits.

Whilst the content and the manner in which they are presented to trainees vary from
one programme to the next, there are some common elements to all diploma programmes. For
example, all courses tend to include basic elements of management such as programme
management; financial management; human resource management and information
management. Current public health policy and the district health system are included in most
courses.

The arrangement of this course content is perhaps most distinctive in the case of the
OTFP, which is divided into four modules focusing on 1) transforming the health sector; 2)
organisational change; 3) implementing new systems; and 4) ensuring quality, and is based on
semi-distance learning techniques.

Certificate-level Courses & Training Programmes

There are a wide variety of certificate-level health management training courses which
are offered by institutions. The certificates are generally awarded as a certificate of attendance,
but in some cases (e.g. University of Pretoria Intensive Health Management Training
Programme) an examination is completed.

The courses generally run over a shorter period of time than the more formal diploma and
masters courses, and appear to be structured in three ways:

◆ “once-off” short courses of a week or two (e.g. Thusano School of Public Health or the
Public Health Programme, UWC);

◆ courses over a period of one year and where the content modules are combined with
periods in which trainees complete assignments in their workplace (e.g. P&DM, Wits
or CHSR&D, UFS); and

◆ courses which are developed to train members of a team to solve problems, or plan
systems and programmes together (e.g. District Capacity Development, UWC or
CHESS training).
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All provinces appear to be accessing certificate courses for their staff. Some institutions
have been contracted to train personnel and adapted the content and structure of the course
in collaboration with representatives of the health department, donors and trainees. In these
cases, on-going support and mentoring of the trainees (following the training) is often considered
and implemented.

Nationally Co-ordinated Health Management Training Courses

Senior Health Services Management Training Course

In 1994, the British Overseas Development Agency (now the Department for International
Development) funded three 3-month health management training courses initiated by the
schools of public health in the Western Cape, Transvaal and KwaZulu-Natal. As a follow-up
to this course, 60 trainees were placed for a period of 10-12 working days in a variety of health
service settings in six African countries.

USAID/South Africa Primary Health Care Training of Trainers Programme

In 1996 a Training of Trainers for Primary Health Care Management course (later termed
the “Public Health Management Training of Trainers Program”) was conducted as part of the
bridging training activities to the USAID/South Africa bilateral Project, called EQUITY(Equity
in Integrated Primary Health Care).

TABLE 1: HEALTH MANAGEMENT TRAINING COURSES: DIPLOMA-LEVEL

Institution Course name Course Target Group Geographical Numbers Current cost
Structure Distribution trained by to Trainee

of Trainees year

Oliver Tambo
Fellowship
Programme,
Department
of Community
Health,
University of
Cape Town.

Postgraduate
Diploma in
Health
Management.

1 year p/t (10
days / quarter),
& project.

Senior DoH
and
institutional
management.

All of the
provinces.

1994 = n/a

1995 = n/a

1996 = 25

1997 = 25

Donor funded.

Department of
Community
Health,
Faculty of
Medicine,
University of
Natal.

Postgraduate
Diploma in
Health Services
Management.

1 year p/t (five
1-week
blocks).

Management
(medical
superintendents).

KwaZulu-
Natal and the
Eastern Cape.

1994 = ?

1995 = ?

1996 = 19

1997 = 20

R 3 700

Department of
Community
Health,
Medical
School, Wits.

Diploma in
Health Service
Management.

2 years p/t
(4x 1-week
blocks/year).

Post graduate
health
personnel
from all
disciplines.

Most
provinces, and
Namibia &
Swaziland.

1994 = 13

1995 = 12

1996 = 10

1997 =  8

Approx.
R 5000/year.

Postgraduate
Diploma in
Health
Management.

Health
Management
Programme,
P&DM, Wits.

1 year p/t (360
hrs teaching &
an internship).

People
entering
management
positions.

Gauteng, NW
Province, Free
State,
Mpumalanga,
SADC
countries.

1994 =  37

1995 =  39

1996 = 148

1997 = 283

Note: These
are inclusive of
the certificate
courses.

R 13 000
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The Management Education Scheme by Open Learning (MESOL)

This national training programme, entitled “Managing Health and Welfare Services:
developing yourself and your staff through Open Learning”, aims to provide some managers with
an opportunity to build their own skills and comptencies, and thereby develop the capacity of
all provinces to provide management training and development. In addition, the programme
aims to test the suitability of the programme’s learning materials for future adaptation and use
in South Africa. The programme involves eight 3-day tutorial workshops, complimented by a
process in between where trainees study learning materials and do assignments. It is intended
that the three cohorts are pilot programmes which can then be “cascaded” within each province.

TABLE 2: NATIONAL HEALTH MANAGEMENT TRAINING INITIATIVES

MESOL SHSM PHC TOT
1st 2nd 3rd

Eastern Cape 11

Free State 5

Gauteng 5

KwaZulu-Natal 11

Mpumalanga 6

Northern Cape 7

Northern Province 5

North West 5

Western Cape

Total 17 16 22 96 34

MESOL = The Management Education Scheme by Open Learning. Note: the 2nd cohort also included
2 trainees from the National Health Department.

SHSM = Senior Health Services Management Training Course.

PHC TOT = USAID/South Africa Primary Health Care Training of Trainers Programme.

Training of Health Management Teams

The concept of training health management teams (be they a district health management
team, community members who are likely to be part of a future district health management
committee, or the managers of tertiary-level institutions within a province) appears to be an
approach which is strongly supported by most of the provincial departments. To complement
this, in-service, problem-based training (coupled with the development of system support) is
an approach to health management development that is being used in a number of districts
(e.g. in the sites in which the Initiative for Sub-District Support (ISDS) is operating, and in
the six districts of the North West in which the Institute for Health Sector Development
(IHSD) is working).

The current ISDS focus is upon strengthening district health management in the following
areas:

◆ establishing unified or joint management structures in the district (a strategy which
maybe initiated by the co-ordination of practical issues like transport management or
the management of drug supplies);

◆ defining the particular role and responsibility that each structure or institution has in
relation to the management of the district;

◆ developing clear and efficient lines of communication between the district and the
region;

◆ developing and implementing a strategy to meet the district training needs.

30 (Eastern Cape, Free State 34 (Provinces
Western Cape) and National)

34  (KwaZulu-Natal, Eastern Cape)
32 (former Transvaal and

Northern Province)
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The ISDS has focused on developing management initiatives and systems at a district
management and hospital level through practical problem solving. The two projects are
distinctive in that training is largely on-site, and in a sense “informal”, rather than most
management training which takes place removed from the work setting.

Provincial Health Management Training Initiatives

The manner in which provincial Human Resource Development and/or Training
Directorates have approached the issue of management development appears to vary between
the provinces.

In some provinces the choice has been made to use one training programme to train a
significant number of health personnel (or district health teams) across the province. An
example of this would be in the Northern Cape where the MESOL programme has been adapted
and is being used to train 263 personnel from the Health and Welfare Department and aligned
authorities. A similar process is being followed in the Free State. In the Northern Province,
training programmes are designed specifically for the different categories of management within
the health and welfare department. In other provinces - which have a considerable wealth of
training resources within their immediate environment - personnel are placed on existing
health management training courses (for example in the Western Cape and Gauteng).

Generally, however it appears that most provinces are making use of a combination of
training programmes - from the more “formal” diploma or certificate-level courses to the shorter
once-off workshops which are run at district or institutional level and focus on a particular
component of, or approach to management. The workshops are either being facilitated by the
department’s internal training officers or personnel or are being “outsourced” to local institutions
or organisations.

The concept of training health management teams (as discussed above) is an approach
which is gaining more support, and has given rise to some innovative training programmes.

The establishment of a partnership between the provincial health department and a
number of academic and/or training institutions in order to develop, facilitate and support
health management training is an emerging practice in a number of provinces. Two current
examples of “best practice” in relation to this are the District Health Management Certificate
Programme in the Eastern Cape and the District Health Management Training Programme
facilitated by the Centre for Health and Social Studies (CHESS) in KwaZulu-Natal.

CASE STUDY: THE DISTRICT HEALTH MANAGEMENT CERTIFICATE PROGRAMME, EASTERN
CAPE

The District Health Management Certificate Programme is a collaborative programme developed
and facilitated by the Universities of the Transkei, Fort Hare, Rhodes, Port Elizabeth, and the Department
of Health, Eastern Cape. The EQUITY project has been integrally involved in the development and
funding of this programme. The broad aim of the programme is to equip district level managers with
the skills and competencies that are required in their work settings to establish district systems and
lead health programme development.

The programme makes use of experiential learning i.e. each module (which focuses on a particular
“theme”) is presented over a six month period through an initial input session in class, which is then
followed by project-based assignments. Each module “theme” is then explored further as a topic for
discussion in district and/or programme meetings during the six month period. Ongoing support and
supervision in relation to each “theme” is provided to the trainees by the Universities and the Health
Department.
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CASE STUDY: DISTRICT HEALTH MANAGEMENT TRAINING PROGRAMME IN KWAZULU-NATAL,
CHESS

The model being used to train 25 District Health Management Teams in KwaZulu-Natal is one that has
evolved from the collective experience of the organisation in conducting district management training
over the past four years. In essence, monthly 2-day workshops are held over a period of one year -
each being followed by a period in which the team completes assignments and works on management
plans. The training methodology used is a problem-based learning approach, where members of the
team identify their problems, and then work together in implementing solutions to these during- and
between- workshop sessions. Focus is placed on strengthening the team’s ability to problem-solve and
manage, as opposed to focusing on the individual’s ability to manage. Field supervision is conducted
by CHESS facilitators. A training manual (which includes a 13-module facilitators guide and a learners’
guide) has been developed by CHESS to provide additional support for the trainees.

Conclusions
Over the past four years there has been a growing awareness of the need to develop a new

approach to management training throughout the country - both within the health department
and within various training institutions. This has been promoted at a national level by a clear
policy which states that health managers should be supported in acquiring the skills required
to manage a decentralised health service,14 by the development of the Human Resource
Development (HRD) forum and (more recently) by the appointment of a Management
Development Co-ordinator, based within the Chief Directorate: Health Resource Planning.

During this period the number of health personnel undergoing management training has
increased significantly. Particular emphasis is being placed on providing management
development training to middle level managers who are - or will be - responsible for running
district programs and health facilities.

There is a perceptible shift in the type of training available, with the increasing development
of shorter, practically-based, in-service training programmes - a number of which make use of
a problem-based learning approach that allows the trainee to reflect on his/her own working
environment. The division in the structure of many of the courses, between workshops and
seminars (in which the content of the various training modules is introduced to the trainees)
and work-based assignments (in which trainees are required to explore the theoretical constructs
in practice) is an innovative approach to learning - and is supportive of adult education training
principles.

Particularly exciting are the first steps towards developing appropriate distance learning
programmes that will enable all health workers in South Africa to participate in relevant post-
basic education using modern education methodologies.

The recent development of partnerships between provincial health departments, academic
institutions, non-governmental organisations, and international agencies surely heralds the
beginning of a phase of greater collaboration between key role players.

Despite these gains, however, there are at present some areas of weakness which will
impede the current phase of transformation in management development training in the country.
Firstly, provincial HRD units are in general new and understaffed, and in instances where
provinces are facing significant financial difficulty, human resource development and training
might easily be placed low on the priority list for financial resource allocation. In these
circumstances, training is potentially one of the first activities to be cut. As a result of this,
comprehensive management training plans are in many instances under-developed.

Secondly, the implementation of new management practices (that trainees have either
developed on courses or are required to implement within their workplace between the
individual training modules) is often hindered by the continued existence of past systems or
protocols - neither of which create a context amenable to change, exploration or innovation.
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Unless others within the health team (be that at a district, regional or provincial level - or
within an institution) are supportive of the introduction of change in management-related
activities and processes, trainees are at risk of feeling extremely disillusioned and frustrated on
their return to the workplace. It is imperative that the process of decentralising health service
management be actively initiated, that participatory and consensual management styles be
supported and that incentives to improve management efficiency be created - so as to
complement the skills and practices that trainees have acquired in the course of their
management training.

Thirdly, the placement of personnel on management training programmes should be seen
as a dual investment - both in terms of introducing and strengthening effective management
practice within the health service and in terms of the opportunity it creates to support the
career enhancement of individuals within the health service. Unfortunately, the latter is not
at present given much consideration - with the result that individuals are often sent on a
variety of courses which might have little to do with the role or direction they ultimately hope
to assume or pursue in the medium- or long-term. It would thus be important to explore and
“map out” with individual personnel both their immediate training needs and their longer-
term career vision, so that the training they receive is in some way congruent with their career
objectives.

In looking towards the future: for health management to improve at local level, the
principles outlined in the documents reviewed and the recommendations outlined within ‘The
White Paper for the Transformation of the Health System in South Africa’ have to be actively
implemented. Training is but one of the strategies that can be used to develop management
capacity, and should be done in conjunction with a fundamental review of current management
structures and systems.

A number of training models have been developed which integrate the management
development process with practical team-building activities and support managers to identify
and solve local problems using local solutions. It is proposed that these programs be rigorously
evaluated and if found to be adequate, adapted for use in other settings.

The wealth of training resources within the universities, the technikons and within the
health system itself should be more strategically directed towards strengthening district level
management. An option in relation to this would be that this available capacity be effectively
co-ordinated through the establishment of decentralized Institutes or Schools of Public Health
- or through the establishment of training partnerships - in which a degree of cross-fertilisation
with non-health management professionals could be introduced. These institutes, schools or
partnerships would need to contractually ensure problem-based training, appropriate
management development and provide on-going support to the districts. Within this context
it would be important that the issue of accreditation also be pursued.

Team training appears to be the logical way of ensuring that a critical mass of managers is
maintained within the services, and ensures that a supportive environment for management
development is created. Creative ways of mentoring and apprenticeship need to be developed
through which more experienced health workers are able to support the new managers in this
context.

Lastly, changing the nature of management will need strong leadership, adequate funding
and a degree of vision, innovation and risk taking from all concerned. Top managers in district
development and human resources need to take active steps to improve management skills
and the management environment, using the HRD forum to play a more active role in supporting
provincial needs. The focus has to shift away from bureaucracies and administration towards
people-centered service delivery, where there are incentives for better management by effective,
multidisciplinary teams.
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In addition, there is a need for a decisive management training needs assessment to be
conducted which defines the required knowledge, skills and attitudes for managers at each
level, identifies the level of current management capacity, and assesses the training required to
fill the gap. In support of this, any evaluation of current management training must be done
within the context of the overall management development process and the organisational
structures which support it - as well as looking at what is now required in terms of training
methodology and programme content.

Recommendations
The recommendations emanating from this review are not new. They are based upon the

results of many years of documented discussions, workshops and policy documents and are as
follows:

◆ A nation-wide management training needs assessment should be developed to define
the competencies required at each level and to identify the existing gaps. This could
be done by provinces, in conjunction with a consortium of institutes or schools of
public health, and schools of management.

◆ Provinces need to develop and fund coherent and realistic management training
strategies or plans to fill the identified training needs. It is proposed that a process of
tendering be used in some instances to ensure the implementation of good-quality,
innovative training - ideally using experiential learning methodology. Priority should
be given to training that focuses on improving service delivery through strengthening
management structures and systems and ongoing support to districts.

◆ A plan should be developed to initiate a process of accreditation which will encourage
sharing of ‘best practices’ and the development of quality learning materials, approaches
to delivery and assessment.

◆ A framework for quantifying the numbers of personnel who have attended management
training programmes, and recording the content, structure and cost of these programmes
should be developed for implementation across the nine provinces. A comprehensive
database can thus be established for use within provinces and at a national level. It is
proposed that the Management Development Co-ordinator in the Chief Directorate:
Health Resource Planning, should be integrally involved in this project.

◆ Collaborative ventures between health departments and training institutions should
be encouraged and should result in the establishment of decentralized provincial
institutes or schools of public health.

◆ Mechanisms to increase the capacity of training institutions and the health services
to support trainees in their workplace through processes of mentoring, apprenticeship
and ongoing support should be investigated.

◆ A sample of current health management training courses should be evaluated.
Improvements in management skills, management performance, service outputs and
health status should be reviewed as part of the evaluation. Lessons from innovative
and ideal models need to be identified and widely communicated to inform the training
practices in other projects.
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Author

This chapter focuses on three key issues: the production of pharmaceutical human
resources, the distribution of such human resources, and the quality of service rendered
by such personnel.

Background
At present there is one pharmacist per 3 897 people in South Africa. The norm for

industrialized countries, as proposed by the World Health Organisation, is one pharmacist per
2 300 people.1 When considering equity in distribution or utilisation, South Africa can be said
to have a shortage of pharmacists overall.

The greatest inequity is in the differences between the public and private sectors in terms
of pharmaceutical services. These differences are most obvious in the number of pharmacists
who work in each sector and in the total expenditure in each sector. Presently only 26% of
pharmacists are employed in the public sector (including academic, administrative and hospital/
clinic staff), despite this sector being responsible for the provision of health care to some 80%
of the population. Annual expenditure on drugs is almost equal in the private and public
sectors, representing markedly different per capita expenditure.

A good quality pharmaceutical service relies primarily on the provision of an adequate
number of appropriately skilled pharmacists, equitably distributed in proportion to need.
Appropriate support personnel should supplement this cadre. The most basic measure of
adequacy would therefore be the ratio of pharmacists to patient population.

The production and distribution of pharmaceutical human resources has been extensively
investigated by the Interim Pharmacy Council of South Africa.2 This section relies
predominantly on that source for data.

Chapter 10Equity and the Provision of
Pharmaceutical Services

Andy Gray
Pharmaceutical Policy Practice Group

University of Durban -Westville
Initiative for Sub-District Support, HST



104

Human Resource production
Pharmacists undergo a 4 year undergraduate training at an approved university, followed

by a 1 year internship in an approved pharmacy under the tutorship of a registered pharmacist.
Support personnel are registered as pharmacists’ assistants, and undergo a 2 year in-service
training followed by examination by the Council. Recent amendments to the Pharmacy Act
have introduced two categories of support personnel - basic level and post-basic level
pharmacists’ assistants.

Pharmacists

Currently seven universities are approved for pharmacist training. Four are historically
white institutions (Potchefstroom, Rhodes, Port Elizabeth, Witwatersrand). The others
(Durban-Westville, the North and the Western Cape) were initially designated for each of the
black race groups. The distribution of currently registered students is shown in Table 1. The
percentage of capacity currently utilised is shown, as assessed by the universities themselves.

TABLE 1: STUDENT REGISTRATION BY UNIVERSITY TYPE, 1998

University type Number of registered students % of capacity

Historically White Universities 1200 104

Historically Black Universities 526 81

Total 1726 96

Source: Interim Pharmacy Council of South Africa

The number of students has increased by 28% over the past 10 years, but the tertiary
educational sector has limited capacity to dramatically increase the number of pharmacy
graduates entering the profession. The largest school, Potchefstroom, accounts for 35% of all
registered students, but is the most over-subscribed at a current 156% of capacity. Only the
University of the Western Cape considers itself significantly under-utilised, at 55% of capacity.
The budgetary constraints on historically black universities, whose total student intake is less
than that of the largest school, make significant change in this area most unlikely. While
access to the historically white universities has been made easier by the removal of racial
legislation, the student body remains disproportionately white. The racial breakdown of
currently registered students, as compared to the population breakdown, is given in Table 2.

TABLE 2: RACIAL BREAKDOWN OF STUDENTS, 1998

Racial group % of registered students % of population

African 24 75

Indian 26 3

Coloured 4 9

White 46 13

Source: Interim Pharmacy Council of South Africa
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Some evidence of a shift in racial composition is evident, however. While white students
make up 51% of the 4th year cohort, they constitute only 39% of the 2nd year class. African
students are 24% of the 4th year and 27% of the 2nd year class. While the Register of Pharmacists
does not currently include racial data, it is known that some 90% of registered pharmacists are
white. The current student distributions, though promising, will take many years to correct
the imbalances of the past. The Council report also noted an attrition rate of 19% from 2nd to
4th year. It is not known how many of these were students from disadvantaged educational
backgrounds.

At present, 63.8% of pharmacy students are female, compared to 49.1% of all registered
pharmacists. The extent of this demographic shift is demonstrated by the fact that only 12.8%
of retired pharmacists are women. However, while the gender balance is one of the ways in
which the profession mirrors the demographics of the country, this has implications for the
provision of adequate numbers of pharmacists. Female pharmacists make up 73.9% of those in
part-time or locum practice.

The total number of pharmacists registered in South Africa does seem to be growing
faster than the population growth. Taken from 1960 to the present, the register has grown by
6.1% per annum, while the population has grown by an average of 3.8% per annum. However,
the ratio of pharmacists to population remains low, of the order of 26 pharmacists per 100 000
population. In comparison, Norway has 49 per 100 000 and Australia 91 per 100 000.

A matter of concern in recent years has been an apparent inequity in the quality of pre-
registration training afforded graduates. Presently, graduates complete an internship and gain
entry to the register on the basis of an affidavit from the tutor of satisfactory performance. An
important innovation, which should allow equitable assessment of the intern, is the pre-
registration evaluation. This has been piloted, but is yet to become a prerequisite for registration.
Two further factors might come into play in the future. The draft regulations to the Pharmacy
Act prepared by the council make mention of the possibility of an “externship” instead of an
internship.a Were this to be conducted in a public sector setting, promotion of public sector
practice as a possible career choice might alter the orientation of students leaving tertiary
education. Secondly, the Minister of Health has raised the possibility of extending community
service to pharmacy graduates, which would similarly increase human resources in the public
sector.

In summary, the present production of pharmacy graduates is characterised by:

◆ persistent racial imbalances, with some evidence of a shift towards a greater number of
African students

◆ a high attrition rate

◆ limited capacity to dramatically increase the number of graduates and hence the
pharmacist: population ratio, which is less than adequate.

Potential equity-promoting factors include:

◆ the introduction of the pre-registration evaluation which would allow the Pharmacy
Council to more equitably assess the quality of new registrants and promote the
acquisition of appropriate skills during the internship year

◆ the possibility of more appropriate practical training through public sector-based
externship programmes and community service by pharmacy graduates.

a an internship refers to a period served in a practice setting, in terms of a contract between the intern and a
tutor, whereas an “externship” is a period of experiential learning undertaken by a student while still regis-
tered with a tertiary institution
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Pharmacists’ assistants

This has been an area of considerable confusion. At present there are four categories of
pharmacists’ assistants registered with Council. Those undergoing in-service training are
registered as trainee pharmacists’ assistants. Students registered at universities in years 2 to 4 of
the under-graduate course are also registered as assistants. An unqualified assistant cadre exists
as a remnant of the 1928 Act. Only 507 pharmacists’ assistants have completed the required
training and obtained registration. Legislation passed by Parliament but as yet unimplemented
will introduce a second category of assistants (post-basic level), and hence provide for two
categories of trainees. In addition, the Council will seek to accredit providers of distance
education, so that trainee assistants may access such training while remaining in service.

Yet another aspect of this legislation has been the, as yet unimplemented, extension of
the application of the Act to the public sector. The inequitable application of the law in the
past is clearly seen in the utilisation of pharmacy support personnel. The State has for many
years relied heavily on support personnel, often trained in an ad hoc manner, unregistered and
hence unaccountable to any professional standards, and deployed in defiance of the relevant
legislation. A crucial step in regularising this practice has been introduced recently, when a
placement verification process was used to place all currently employed assistants into one of
the trainee categories (basic level or post-basic level) by recognising prior experience. In addition
to the 507 assistants on the register, there are currently 831 registered trainees. The register of
qualified assistants saw a 22% increase between 1997 and 1998. However, at present there is
only 1 registered assistant for every 16 pharmacists. If there is to be one assistant for every
pharmacist in practice, then a further 5 669 assistants will need to be trained.

The scope of practice of the two categories of assistants is still to be finalised, in the form
of Regulations published in terms of the Pharmacy Act. However, the draft regulations submitted
by the Council to the Department of Health point to the possible utilisation of post-basic
assistants in public sector primary health care clinics under indirect supervision of a pharmacist.
In contrast all other categories of assistants must work under direct, personal supervision of a
pharmacist, as must post-basic level assistants in all other sectors. It remains to be seen whether
this dispensation will survive to enter the statute books.

In summary, the production of pharmacists’ assistants is characterised by:

◆ inequitable treatment in the past, where the public sector routinely employed
unregistered staff

◆ a great need as well as considerable potential for this cadre of staff.

However, the situation is also marked by:

◆ many changes, with the potential to impact positively on the production of a crucial
segment of pharmacy human resources

◆ rapid growth in the number of registered assistants.

Human Resource distribution
As has been noted before, South Africa has an absolute under-provision of pharmacists,

with the overall number of persons per pharmacist being 69% higher than that reported by the
World Health Organisation for industrialised countries. This, however, hides significant
maldistribution which makes the provision of pharmaceutical services inequitable.

Firstly, the distribution of pharmacists between the provinces is unequal. Table 3 shows
the distribution of pharmacists on the register in 1998, and the relevant ratio calculated using
the 1996 population figures for each province.
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TABLE 3: PHARMACIST: POPULATION RATIOS BY PROVINCE (1998, 1996)

Province Number of pharmacists Pharmacist: population ratio

Eastern Cape 829 1: 7 075

Free State 467 1: 5 289

Gauteng 4 127 1: 1 738

KwaZulu-Natal 1 478 1: 5 191

Mpumalanga 373 1: 7 094

Northern Cape 108 1: 6 907

Northern Province 251 1: 16 446

North West 444 1: 6 854

Western Cape 1 638 1: 2 514

Total 9 715 1: 3 897

Source: Interim Pharmacy Council of South Africa

Only the Western Cape and Gauteng approach or exceed the WHO norm. The situation
in the Northern Province is the most dire, highlighting an urban/rural divide. In its report, the
Council noted that this maldistribution has remained virtually unchanged since 1995.

The second dimension to this inequity is the distribution of pharmacists and other
personnel per sector of practice. This is shown in Table 4. This should be viewed in the context
of the fact that 80% of the population is served by the public health sector.

TABLE 4: DISTRIBUTION OF PHARMACY PERSONNEL BY SECTOR (1998)

Category of personnel % in Private sector % in Public sector

Pharmacists 73.6 26.4

Interns 65.0 35.0

Pharmacists’ assistants 72.4 27.6

Source: Interim Pharmacy Council of South Africa

The Council report noted some emerging trends. From 1997, the number of pharmacists
in retail or mail order practice decreased from 58.8% of the total to 51.7%. The percentage of
locums increased from 3.3% to 5.6% of the register. All other categories showed less than 2%
variation.

This maldistribution can be confirmed by considering the location of the pharmacies
registered with Council. However, the figures for public sector hospital pharmacies are not
complete, as the State was not required to register these premises unless they were to be used
for training interns or assistants. In addition, pharmacies within clinics or community health
centres are not included. For legal reasons, private hospital pharmacies are included in the
retail category. The present 1998 Register of Pharmacies includes 376 public hospitals
(representing 10% of the total of 3627), 2700 retail pharmacies (74%), 96 manufacturing
pharmacies (3%), 396 wholesalers/ distributors (11%) and 59 Transmed dispensaries (2%). In
turn, the distribution of such facilities per province is given in Table 5, contrasted with the
population distribution per province.
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TABLE 5: PHARMACY DISTRIBUTION BY TYPE AND PROVINCE (1998)

Province % public % retail % manufac % % %
hospitals pharmacies -turing wholesalers Transmed population

Eastern Cape 10 8 8 7 12 15

Free State 5 6 1 4 5 7

Gauteng 15 36 70 59 44 19

KwaZulu-Natal 15 18 10 11 10 20

Mpumalanga 7 6 1 1 5 7

Northern Cape 5 2 1 3 2

Northern Province 8 3 1 2 11

North West 10 5 2 2 8

Western Cape 25 16 10 14 17 11

Total 100 100 100 100 100 100

Source: Interim Pharmacy Council of South Africa

Again, the urban-rural split is evident, with the percentage of retail pharmacies in Gauteng
and the Western Cape exceeding their share of the population. In contrast, the Eastern Cape
and Northern Province are relatively under-supplied with retail pharmacies. However, the
relevance of these figures should not be overstated, as only 20% of the population is catered for
by the private sector, with an even greater dependence on public sector facilities in more rural
areas.

It is when we look deeper into the public sector pharmacy human resources that we find
the starkest discrepancies. The WHO figure of one pharmacist per 2 300 people translates to a
ratio of 44 pharmacists per 100 000 people. The total number of practising pharmacists on the
South African register is 26 per 100 000. One way to visualise the provincial inequities is to
look at the number of public sector pharmacist posts per 100 000, as is shown in Table 6. There
are marked differences in the number of pharmacist posts in each of the provinces, but perhaps
more importantly, there are also marked differences in the ability of provinces to fill those
posts. As can be seen in the following table, the more rural provinces (Northern Province and
North West Province) have considerably fewer posts per 100 000 people than more urbanised
and traditionally well-resourced provinces (Western Cape and Gauteng). The highest vacancy
rates are also in more rural areas (Free State, Northern Province, Mpumalanga). There is a
nearly 7-fold difference between the number of filled posts in the best staffed and the worst
staffed provinces.

The manner of apportioning posts per hospital also shows the legacy of past fragmentation
of the health sector. Hospitals in urban areas are more likely to have more posts per bed than
those in more remote settings. For example, in the northern districts of KwaZulu-Natal, the
hospitals which were formerly administered by the homeland administration have only one
pharmacist post per hospital, regardless of the size of the hospital.
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TABLE 6: STATUS OF PHARMACIST POSTS IN THE PUBLIC SECTOR BY PROVINCE (1998)

Province % vacant public Pharmacist Filled pharmacist
sector pharmacists posts per posts per

posts 100 000 people 100 000 people

Eastern Cape 32 2.59 1.77

Free State 57 5.31 2.34

Gauteng 16 5.18 4.33

KwaZulu-Natal 29 3.79 2.71

Mpumalanga 49 2.72 1.33

Northern Cape 32 2.56 1.75

Northern Province 56 1.89 0.83

North West 25 1.79 1.34

Western Cape 17 6.85 5.70

Average 29.6 3.63 2.46

Source: Essential Drugs Programme, Department of Health, June 19983

Gauteng accommodates 19% of the population, but 42% of all practising pharmacists
work in the province. It accounts for 36% of all retail pharmacies, 59% of wholesalers and
70% of manufacturers. Although the overall ratio is 57 pharmacists per 100 000 in the population
(which is higher than the WHO norm for industrialised countries), there are only 5.18 public
sector posts per 100 000. This despite the fact that the majority of the population is dependent
on the State for healthcare. Its urban setting, however, contributes to a low 16% vacancy rate
in public sector pharmacist posts. The Northern Province, in contrast, accounts for 11% of the
population, but only 2.6% of pharmacists work there. Only 3% of retail pharmacies are in the
Northern Province. The province boasts only 6 pharmacists per 100 000 people, with only
1.89 public sector pharmacist posts per 100 000 people. This is exacerbated by a 56% vacancy
rate in these posts, leaving only 0.83 filled posts per 100 000 in an area of even greater
dependence on the State than the average 80%.

Figures such as the human resources distributions are averages and can hide considerable
intra-province maldistributions. For example, while the provincial average in late 1997 in
KwaZulu-Natal was 2.6 provincial pharmacists per 100 000 people, the ratio varied from 0 per
100 000 in the most rural region (Region E) to 5.6 per 100 000 in the Durban area (Region F).4

Even within regions distributions varied markedly. The Outer West district, part of Region F,
had only 0.3 pharmacists per 100 000. This skewed distribution can also be seen in the nature
of the hospitals which employ the majority of pharmacists. The 1996 ReHMIS data for KwaZulu-
Natal3 showed that 62.8 % of the province’s pharmacists worked in secondary, tertiary or
academic hospitals, while only 17.3% were allocated to clinics, community health centres or
community hospitals.5

Maldistribution of human resources on such a scale requires a multi-pronged approach to
remedy. In its report, the Pharmacy Council points to the lack of an adequate needs assessment.
It is engaged in a research project, in collaboration with the Department of Health, to establish
staffing norms for the various categories of personnel in the public sector. The Council points
to the need for undergraduate experiences to prepare and motivate students for public sector
service. The role of community service could also be strengthened. In addition, personnel
management systems in the public sector need revision to strengthen incentives and eliminate
disincentives, for example the inability of the current appointment measures to recognise
previous experience when a pharmacist enters the service. Lastly, legislative change might
allow the Department of Health to curb the untrammeled growth of the private sector by
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means of compulsory licensing of all health establishments under the ambit of the proposed
National Health Act. Such licensing is already provided for in the yet-to-be implemented
sections of the Pharmacy Amendment Act of 1997. This measure could also be used to promote
more equitable distribution of facilities, by issuing licences in areas of greater need and allowing
ownership of such facilities by non-pharmacist bodies corporate.

In summary, the distribution of pharmacy human resources can be characterised by:

◆ a preponderance of pharmacists being employed in the private sector, despite the fact
that 80% of the population is served by public healthcare

◆ the majority of pharmacists in both private and public sectors being concentrated in
more urbanised provinces

◆ considerable variation even within a province, with a skewed distribution towards
urban, curative and tertiary services

◆ wide variation in the allocation of pharmacist posts in the public sector, with the
lowest ratios of pharmacists per unit of the population and the highest vacancy rates
being seen in the poorer, more rural provinces.

Plans to remedy this situation are:

◆ the introduction of public service promoting ideas, such as “externships”, community
service and improved conditions of service

◆ the development of uniform staffing norms within the public sector

◆ the potential legislative control of the private sector, in order to limit growth and
promote more equitable distribution.

Quality of services
One measure of quality of service is per capita expenditure on drugs in the public sector.

However it is acknowledged that such a figure may include many hidden factors. For example,
a low figure might indicate efficient use of resources or a lack of access. A high figure may
reflect over-expenditure on expensive drugs at higher levels in the system or wastage, but also
indicate greater access. Table 7 shows the per capita expenditure in each province in the 1997/
8 fiscal year.6 It is worth noting that the more urbanised provinces (Western Cape and Gauteng)
spent more than the mean, and that the more rural (such as Northern Province and Eastern
Province) were consistently below the mean. The free State figures did not include a further
expenditure incurred in remunerating private pharmacists for dispensing state stock for patients
seen by district surgeons.
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TABLE 7: DRUG BUDGETS (1998/1999 FISCAL YEAR)

Province Per capita drug expenditure (Rand) % of health exenditure on drugs

Eastern Cape 33.90 7.6

Free State 64.73 12.7

Gauteng 65.79 8.5

KwaZulu-Natal 44.74 10.7

Mpumalanga 22.83 8.7

Northern Cape 26.81 4.9

Norhtern Province 24.41 7.9

North West 26.29 6.3

Western Cape 46.38 6.6

Mean 39.54 8.2

Source: South African Drug Action Programme (figures for North West are estimates)

Differences in budgeting processes further complicate comparisons, but a lack of significant
movement can be seen in subsequent budgets. For example the 1998/9 per capita drug budget
in the Western Cape is R45.78, in the Eastern Cape R24.69.3 This represents a projected 85%
greater spending in the more urbanised setting. In the Western Cape, the three academic
centres (Groote Schuur, Tygerberg and Red Cross) and the Day Hospitals in the Metropole
together accounted for 55% of the 1997/98 expenditure on drugs. In Gauteng, the expenditure
at the Johannesburg Hospital represented 22.6% of the provincial total, while the larger Chris
Hani Baragwanath Hospital consumed 14.6%. This situation cries out for more disaggregated
data, particularly on costs per patient encounter by level of care. However, available data do
point to considerable inequities.

Maldistribution of human and financial resources will result in differences in access to
services of an acceptable quality. Facilities that have access to trained personnel will be better
stocked and more effectively use the financial resources allocated to them. Where there are
inadequate trained personnel, drug supply management will be poor. Poor management will
result in a lack of drugs in health facilities, as well as high wastage due to expiry, loss and
irrational use. This is illustrated by the initial situational analysis in the Mount Frere district of
the Eastern Cape, in which there are no trained pharmaceutical personnel at all.7 It showed
that some clinics had not had stock of drugs for more than 5 months. As a result, patients had
ceased using the affected clinics.

Provincial baseline studies analysing efficiency and rationality of drug use have been
completed in 7 of the 9 provinces. The studies are intended to give an overview and to spur
corrective action, rather than to allow direct comparison between provinces or even between
urban and rural areas within a province. However, all provinces have indicated a clear need for
improvement, in supply management as well as in rational use. Some typical comments are:
“inventory control at hospital level is practically absent” (Northern Cape);8 “The high use of
antibiotics at all levels needs attention” (Northern Province);9 “Training on drug supply
management must be given to all staff who handle medicines” (Western Cape).10 Follow-up
studies in each province will be needed to gauge developments. The first of these, in the
Northern Province, is planned for late 1998.

An initial summary report on the 7 provincial studies has been prepared by the South
African Drug Action Programme (SADAP), based on a sample of 57 hospitals and 120 clinics.6

It found that the availability of key medicines was generally good, with 84.8% of a list of
selected tracer medicine being present in hospitals (with provincial averages ranging from



112

82.5 to 95.4%) and 86.2% in clinics (range 78.5 to 96.5%). Storage space was a problem
though, with stock being kept directly on the floor in 81.4% of hospitals and 59.1% of clinics.
Inventory control was also poor, with 61.8% of hospitals using no inventory control system at
all. Where such a system was in operation, the quality of the data was also poor, with only
47.5% compliance between inventory and physical stock. Similar figures were shown for clinics.
A good indicator of rationality of drug use is the percentage of patients who receive an antibiotic
when visiting a hospital outpatients department or clinic. The average figures for the 7 provinces
are disturbing, with 35.2% of hospital outpatients and 38.2% of clinic attenders receiving at
least one antibiotic. Injection use was noted as problematic only in certain areas. For example,
52.3% of outpatients in the Free State received at least one injection. Overall clinic injection
use was however low, with only 5.8% of patients receiving such medication.

Improvement of this situation is the primary aim of the Essential Drugs Programme.
Provincial Essential Drugs Co-ordinators have been identified and will be responsible for the
introduction of the Essential Drugs Lists and Standard Treatment Guidelines. Training
programmes in drug supply management and Rational Drug use are being conducted. In addition,
the USAID funded EQUITY project in the Eastern Cape is making considerable changes to
services in the area. The HST-funded Initiative for Sub-District Support has also identified
Drug Management as one of its key cross-site programmes.

Quality measures in terms of pharmaceutical services can therefore be characterised as:

◆ poorly developed

◆ offering only gross overviews of the situation.

Remedial action is however planned and is being implemented from national level, within
provinces and from non-governmental organisations.

Conclusions
In conclusion, pharmaceutical services are inequitably distributed between provinces and

within provinces, in terms of both human and financial resources. Precise measures of the
degree to which these have resulted in poor or inequitable service quality are difficult to find.
This is a poorly developed segment of health care delivery in most areas, with considerable
room for improvement if it is to deliver an acceptable, affordable, and equitable service at all
levels. The inclusion of clauses in both the Pharmacy Amendment Act and Medicines and
Related Substances Control Amendment Act of 1997 making the Acts binding on the State is
a crucial step in bringing legislative equity to the field of pharmaceutical services. The net
effect of these two clauses should be positive for both staff and patients in the public sector.
They will outlaw practices which have been to the detriment of patients, such as the use of
unqualified personnel and the lack of proper documentation and hence accountability. They
signal a strong intent on the part of government to bring to the recipients of state-funded
health care all the benefits that are presently reserved for those who can afford to pay.
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Chapter 11

Developments concerning district health information systems in each of the nine
provinces and at national level are reviewed in this chapter. In addition key issues of
national importance with regard to data collection and data use are discussed.

Introduction
District Health Information Systems are in the process of gradual change from a system

characterised by central and bureaucratic control to a system that supports planning,
implementation and evaluation at the periphery. A number of bottom-up initiatives are reducing
the data collected at local level to the minimum felt to be locally useful, with a concentration
on usable indicators, standardisation of data collecting tools, and common definitions. The
need for improved analysis using indicators with population-based denominators in order to
make inter-institutional comparison and more informed decisions to promote the principles of
equity is being recognised.

As decentralised districts are given more authority, managers are beginning to demand
improved quality and timeliness of data because they can see its value for local decision making
and routine supportive supervision of Primary Health Care (PHC) facilities. This process is
strengthened by the introduction of appropriate computerisation and improved communication
at district level. Health workers are becoming aware of the power of locally collected, analysed
and graphically displayed data for strengthening teamwork, identifying common priorities and
informing local health workers and communities. Management teams that have developed
common targets are starting to use their indicators to improve planning, implementation
management and evaluation while strengthening support structures and systems for PHC.

The mere fact of having information does not mean that it will be used. The development
of the Health Management Information System (HMIS) needs to move hand in hand with
changes in organisation and management to develop an “information culture” in which there
is mandatory analysis and authority to act on data collected. It is possibly still too early in the
process to detect a correlation between level of decentralisation of authority and use of
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information. This is a long process and managers need concrete, useful products before they
can use available information effectively.

Provincial Information Systems
Eastern Cape

Current situation: Health information infrastructures developed significantly in the
Eastern Cape, despite a range of political, financial, and structural problems related to the
amalgamation of three previously separate administrations. The provincial health information
system (HIS) budget has gone from nil to around 8 million rand per year, with more than 20
information managers in place at various levels and a further 21 appointed at district level.

Several projects, like the Drakensberg Initiative to develop a tick register and
environmental information, the Initiative for Sub-District Support (ISDS) site in Mount Frere,
and the large United States Agency for International Development (USAID)-funded Equity
project, have provided vital input and experience into the process. The provincial minimum
data and indicator sets were largely adapted from the Drakensberg Initiative. Considerable
work has also been done on drug administration, hospital statistics, training, and communication
with mixed results. An annual health survey has been instituted which has shown stark contrasts
between regions and is a first step towards developing an appropriate district based survey
capacity. A paper-based system for collection of basic data has been implemented, in line with
the principles of the national District Health Information System Guidelines.

Challenges: The general weaknesses in the Eastern Cape economy and the structural
weaknesses of its public sector will continue to be the main obstacle to developing functional
information infrastructures. The information infrastructure is still predominantly paper-based,
despite there being some attemps to develop simple computer applications using spreadsheets
or DOS database packages. Flow of data from district level to the provincial level remains a
problem and data are generally not analysed or used for decision-making purposes.

Way forward: The combination of administrative revamping and project-driven initiatives
will provide a solid, if slow, basis for further progress. The systematic training of district
information officers and the development of their skills through doing a repeat annual health
survey will go a long way to developing a sound base for a basic information system.

Free State

Current Situation: Since 1993 the province has invested large amounts of money, time
and effort into what has become a relatively centralised hi-tech information infrastructure.
Capital investments of around 40 million rand, an annual budget of 17 million rand and 28
full-time HIS professionals are components here.

Some efforts have been directed towards traditional statistical data, others towards
communication and structures for information retrieval on demand. The latter efforts came
about largely as a result of a study showing that over 80% of all decisions taken by managers are
based on information obtained informally (meetings, telephone calls, letters, etc.).

Challenges: There are clear signs of under-utilisation of a number of databases that have
been developed and many managers are not capable of or willing to analyse data for decision-
making purposes. The main obstacle to implementation of the system has been the centralised
system for routine health data, using individual patient tick-sheets for scanning. This will be
phased out within a year, but nobody yet knows what system it will be replaced with.



115

The communication infrastructure, now handling over 10,000 email messages per month,
and the massive training programme (nearly 2,000 courses held in 17 months) are in general
regarded as successful. The Free State has so far spent most of its resources on HIS at provincial,
regional, and hospital levels. Clinics and local managers have been left with much of the
drudgery and few or no benefits. Unless the Health Department is able to raise equivalent
resources for the local level, which seems unlikely in the current economic climate, this bias
will continue to be a major obstacle for more bottom-up and participatory processes.

Way Forward: Re-distributing manpower and resources from the provincial to the district
levels is probably necessary and mechanisms for participatory development of a district-based
PHC information system must be developed.

Gauteng

Current Situation: Gauteng, like the Western Cape, experiences tensions between local
authorities and the province. In general the district system has not been implemented,
integration of services has not been achieved and there has been no agreement on minimum
data sets or indicators, in spite of efforts by some provincial directorates and a number of task
teams recently set up.

Computerisation has been carried out centrally, with LAN linking of provincial and
regional hospitals and offices and an internal web page, but this has not been implemented at
district level. Most local authorities are centrally computerised but there is no standardisation.
There are two computerised local authority clinics at the periphery. A previously functional
database at Alexandra clinic is now non-functional.

Challenges: The result is non-standardised data sets, with the extremes of the Greater
Johannesburg local authority expecting over nine hundred data items monthly and Alexandra
clinic reporting nothing! The indicators used appear to be a “maximum possible” set, at least
twice as many as any other province.

Information staff are in acting positions and have not been appointed at regional level.
There are no posts at district level. Training has been carried out for provincial and regional
staff but not for district staff.

Way Forward: The province needs, as a matter of urgency, to determine the minimum
data set, develop a realistic set of indicators and to train district staff in information use.

KwaZulu-Natal

Current Situation: KwaZulu-Natal is struggling with many of the same problems as the
Eastern Cape and Northern Province. The amalgamation of previously separate administrations,
huge budget deficits, manpower shortages, and significant corruption and mismanagement
have been major obstacles. The provincial health informatics section, despite having few staff,
has nevertheless been able to achieve some significant successes. A well-functioning health-
related Spatial Database using Geographical Information Systems (GIS) technology has been
developed during the last 2-3 years, and new health districts defined. A web site has been
developed but there are problems in making it publicly accessible on the Internet. A provincial
minimum routine data set has been developed. The provincial set of indicators is not based on
the problems and needs of primary level care and needs revision.

Challenges: Bottom-up processes, in particular related to the two ISDS sites, are
increasingly influencing the development of information infrastructures. Initial friction between
these projects and the provincial level have gradually been replaced by co-operation, but
widespread replication of the positive experiences from the ISDS pilot sites are hampered by
scarce resources and the inability of Regional Management Teams to implement lessons learned
elsewhere.
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Way Forward: KwaZulu-Natal produced a number of statistical bulletins and reports in
1994-97 covering a range of ‘stats’ of mixed quality. However the actual use is questionable.
Assuming province-wide implementation and streamlining of the provincial minimum data
set and indicators during late 1998 and early 1999, the major challenge remaining is to turn
this data into information for decision-making and to foster a culture of local management.

Mpumalanga

Current Situation: In some areas Mpumalanga has progressed further than other provinces
in developing their health districts. Management teams are in place, and budget responsibility
was decentralised to districts from the 1998/99 financial year. Several structural problems still
pose obstacles to progress in developing information infrastructures.

The development of a provincial minimum data set and indicators has been largely
successful. However too much data is still being entered. All districts have information managers,
most of them nurses, who with training have become well motivated and reasonably proficient.
Computerisation has so far been based on simple spreadsheet solutions, although this is accepted
to be only an interim solution.

Challenges: The districts are gradually being hooked up to an internal network. Some
initiatives, like information system training and web site development, have to some extent
stalled due to lack of resources and expertise. Others, like a new hospital information system
and a new integrated financial management system are still on the drawing board.

Way Forward: The main challenge for Mpumalanga in the next year will be to revive
PHC information system training and development at district level, and in particular to increase
the analysis of data and use of information in planning and managing Health Districts.

North West Province

Current Situation: The information system started with great impetus after the creation
of the province in 1994, with a number of interesting initiatives. These included re-routing of
information flow through regions, creation of a number of pilot districts, publishing of a quarterly
statistics bulletin and development of a functioning GIS system (in the Premier’s office) that
produced health maps. The regional hospitals are linked by a WAN and email has been installed
in many districts.

Challenges: There is a minimum data set developed from the 300 data collection sheets,
and a number of indicators have been developed. There is still strong pressure from vertical
programme reporting systems and data is often collected “in case it is needed” rather than for
local use. Population data is considered unreliable and therefore not used as a denominator for
coverage indicators. The new births and deaths system has not yet been successfully
implemented.

A private company has developed a computerised database that contains a number of
modules including staff, facilities, transport, health statistics and budgeting. This programme
appears to be mainly geared to the needs at provincial level and can not be easily adapted to
suit local conditions.

There is a strong drive from some districts to develop their own information system. Most
districts tend to collect large amounts of data, which is used extensively for budgeting and
resource allocation, though not much utilised for monitoring of health activities and status.
The importance of feedback to clinics has been stressed and is often regular, but is mainly
concerned with workload, and seems to have had little impact as it is not related to local
needs.

The information system developed has thus had a profound influence on district system
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development. Much initiative has come from the bottom up and this has been fine-tuned with
the aid of outside consultants.

Way Forward: There is a need for increased support to districts to review the amount of
information collected and to improve the local use of information for epidemiological purposes.

Northern Cape

Current Situation: Development of HIS structures in the Northern Cape started nearly
from scratch in 1994. Reporting systems, based on centralised processing of paper reports in
Kimberley, have been beset with problems due to scarcity of funds, equipment and high staff
turnover. A number of HIS efforts during the last 2-3 years ended up as one-offs, and overall
expenditure on HIS is low. A complicating factor is that the department covers three sectors,
health, welfare, and environment, and the latter two have even more inadequate information
infrastructures than health.

Challenges: Weak structures and systems at provincial level have opened the way for
initatives from district level. Collaborative efforts between small and performance-oriented
management teams at regional level (equivalent to districts in other provinces) and facility
personnel, supported by the ISDS, have resulted in a provincial minimum data set for routine
monthly reporting and a draft set of indicators. A new daily register, improved drug
administration, a simple Hospital Information System, and a considerably better and more up-
to-date TB register are other positive results of these participatory processes.

Way Forward: The focus in Northern Cape has so far been on paper-based systems, but
most of these will be computerised during 1998 and 1999. There is increasing co-operation
with the Health Information System Pilot Project (HISPP) in the Western Cape.

Northern Province

Current Situation: The Northern Province has not yet developed their PHC information
system though they have other systems in place. The Northern Province was the birthplace of
ReHMIS and they are setting up a sophisticated hospital information system. However little
has changed for those collecting monthly reports at clinic level. Reports still reflect the 5
different health authorities amalgamated to form the province; vertical reporting systems still
dominate; and there is no provincial minimum data set and no indicators.

Way Forward: There is however an awareness of the need for improved PHC information
and senior management has set up a district information system commission that has done an
extensive review of the existing situation and made recommendations for change. The ISDS
districts have been identified as pilots, a proposal has been drawn up to set up an appropriate,
district-based, action-led system and visits have been made to learn from the HISPP pilot
sites. The project is due to start in late 1998.

Western Cape

Current Situation: The Western Cape has traditionally been one of the well-endowed
provinces, with a reasonable information infrastructure and well developed tertiary hospital
and local authority information systems. This presence of existing systems has meant that
change has been extremely difficult as health workers at all levels stick to the habits and rituals
of the past.

Challenges: In spite of this, there has been considerable progress in the PHC field, with
considerable impetus from HISPP which is working in three districts to develop an action-led
information system based on a bottom-up, indicator-driven approach with considerable
participation from peripheral staff.
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The province has, through an ongoing and participative process developed a monthly
district report of 50 data items, a set of 30 indicators and a user-friendly computer database
that provides graphic feedback to users. In each of the pilot districts, there is one person
responsible for running the district information centre, though there are no information staff
formally appointed in posts except at regional level. This process has spontaneously spread to
one additional district and the province is currently grappling with the process of expanding
the district information system throughout the province.

Training has been seen as a priority in the province with 25 regional and provincial staff
trained at a special course and numerous others trained at winter and summer schools. In each
of the pilot districts, 10 people have been trained at a district information course, 30 facility
staff have been given certificates from an ongoing in-service training course, and an equivalent
number have aquired basic computer literacy skills.

Way Forward The challenge to the Western Cape is to spread the positive experiences of
HISPP to all districts in the province through training, appropriate computerisation and active
use of information

NHISSA
The National Health Information System of South Africa (NHISSA) is a committee

established with national, provincial and expert membership to oversee the process of
implementing a national health information system. Though the development of district
information systems was part of its initial brief, this has been largely ignored as the concentration
was on national hospital tenders and other hi-tech computer issues. However this trend has
been reversed recently and the districts are now a standing item on the agenda and a number
of new initiatives have been started:

◆ The learning sites project has started in five provinces whereby districts will be used
for monitoring and evaluating program activities and develop working relations between
province and districts;

◆ Provinces are starting their own local NHISSA committees to link district development
to information system development in an effort to reduce vertical reporting and improve
communication;

◆ Quarterly NHISSA bulletins have been started and are available both in hard copy
and electronically via HealthLink;

◆ Reporting of excessive data to vertical national programs is being controlled, with the
EPI program leading the way and reducing data requirements from 44 to 10 data items;

◆ The PHC report was introduced and is undergoing substantial modification based on
feedback from the provinces.

In addition there has been movement on the finalisation of the national indicator set
and a meeting is planned to define minimum requirements from provinces and standardise
data and indicator definitions.

A number of projects that impact on districts have been initiated nationally. These
include:

◆ Vital registration, a combined effort with Home Affairs to collect improved births and
deaths data, has been started in all provinces. There have been some problems with
the differing structures of the two departments and considerable resistance to the
detailed information requested on the “second page” but these are being worked on.
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◆ Telemedicine is being introduced for improving service delivery and strengthening
ongoing education right down to clinic level. This is still in initial stages and being
driven by an intersectoral national task team which is establishing a telemedicine
research centre and setting up pilots.

◆ The Regional Health Management Information System (ReHMIS) is being simplified
and re-structured to enable the bottom-up development of a minimal infrastructure
database which can be used at all levels.

◆ A web site is being developed for the ministry of health.

This renewed emphasis on district information systems and the spirit of listening to
provincial needs is to be commended. NHISSA needs to keep up the impetus to standardise
definitions, clarify minimum data needs and to strengthen and streamline other supporting
information systems.

Data Collection
Background data

Population - the all-important denominator

In general there is an acute shortage of data on the demographics of the population and
their socio-economic and health status. This limits the possibilities of getting accurate
community based indicators. Most indicators should be in the form of a rate (or a ratio) and
need both numerator and denominator data.

Only comparison of rates can reflect on equity (or lack of equity) between various
population groups or specific targets (infants, reproductive age women, adolescents, old people,
workers, etc.). As a result of the pervading focus on numerators rather than population data,
information on coverage of priority health services such as antenatal care and immunisation
or incidence of TB or STDs is not easily available at any level.

At present, many managers seem not to realise that catchment population data will never
be completely accurate and that the accuracy of data is far less important than the awareness
and action that are stimulated during the process of using best estimates and thereby acting on
information. The delays in the 1996 census can not be used as an excuse to continue to ignore
the denominator component of indicators.

Way Forward: Consensus needs to be reached at every level of the system on a methodology
whereby the best estimate of a catchment population is achieved.

Situation analyses and annual reports

These should be the basis for planning at district level, but have often not been done or
are not up to date. A number of districts have however produced situation analyses or annual
reports using their own data to define needs and measure progress. The reports are interesting,
though the process of team-building and discussion that goes into developing the report is
usually more important than the quality of the end results. Many local authorities have annual
reports though these tend to be tables of unanalysed statistics produced without participation
of local staff and are often of limited value.

ReHMIS data

The Regional Health Management Information System (ReHMIS), which should provide
much of the background data for denominators, is felt by local staff to be unreliable, partly
because data is out of date and partly because of the flawed, top-down collection process which
does not facilitate easy updating or ownership at local level.
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Way Forward: The process of data collection and the ownership must be decentralised to the
district if this initiative is to be sustainable.

The Demographic and Health survey

The fieldwork of this nation-wide survey was begun in early 1998 and should provide
accurate and interesting community based health indicators from 13,000 households surveyed
across the country.

Facility-based data

In general there is a positive trend towards reducing the amount of data collected at
clinic level to provide only key data required to calculate critical indicators. Five provinces
have reduced their minimum data collection requirements to fewer than 60 monthly items
(see first line of Table 1).

Table 1 shows the most commonly collected data items for eight provinces (Northern
Province has not yet developed a minimum data set). It also shows national requirements
which are based on the year 2000 indicators. For a few key programs there is a degree of
commonality between provinces. The twenty-three parameters shown are all collected by five
or more provinces. First antenatal visits, deliveries at health facilities and total attendances
are all collected in all eight provinces.

There are a number of anomalies noted - some of these may be because of draft documents
used - but they illustrate the degree of confusion between provinces and the need for some
common standards and definitions:

◆ Some provinces have up to seven different age groups as a routine for all indicators
while others do not even differentiate between under 5 and over 5 for attendances;

◆ Age groups are confusing - e.g. under 5 years is collected in some provinces; under 6 in
others; there are multiple definitions of teenage pregnancy;

◆ Some of the parameters needed for indicators are not collected (e.g. all provinces
have low birth weight as indicator but only six collect births less than 2500 grams);

◆ Very similar parameters in different provinces can not be compared because of minor
differences in terminology (e.g. births vs. deliveries in facilities);

◆ Many of the data parameters (e.g. five of six immunisation parameters, cervical smears)
are not usable in indicators;

◆ Only 7 of the 25 most commonly collected provincial parameters are on the list by the
National department.

There is an urgent need for a standardised data dictionary to ensure that “apples are
compared with apples” in all provinces to enable a true national picture to be developed.
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TABLE 1: MOST COMMON DATA PARAMETERS

Parameter

Grand Total (All parameters) 25 68 168 58 86 54 63 50 44

Total Attendance • • • • • • • •

# Acute Flaccid Paralysis • • • • •

# BCG and TOPV0 • • • • •

# DPT, TOPV and HBV 1 • • • • •

# DPT, TOPV and HBV 2 • • • • •

# DPT, TOPV and HBV 3 • • • • •

# Measles Vaccines • • • • •

# Primary course completed • • • • •

# Children weighed <60%
# EWA (Marasmus) • • • • •

# Penile Urethral Discharge • • • • • •

# Sexually Transmitted
# Disease attendances • • • • • • •

# Seen by Clinical Nurse
# and Referred to MO • • • • •

# Antenatal follow-up visits • • • • •

# First antenatal visits • • • • • • • • •

# Pregnant women with
# 3rd (=full) TetTox • • • • • • •

# Deliveries at Health
# Facilities • • • • • • • • •

# Maternal Deaths • • • • •

# Postnatal visits • • • • •

# Live babies <2500g • • • • • •

# Mental Health visits • • • • •

# Contraceptive Injections • • • • • •

# Intra Uterine Devices • • • • • •

# Cervical Smears • • • • • • •

# Positive HIV tests • • • • •

Notes: This data was amalgamated from a number of documents, some of which were still in draft form.
Other systems such as Vital Registration, the TB register and the Notification system are excluded,
whereas routinely collected data sets and available survey data sets were included.
Northern Province has not yet developed a minimum data set.

An analysis of more detailed data shows that in the 8 provinces with minimum data sets
and at a national level there are about 280 different data parameters being collected. However
each of these items appears, on average in only 2.2 data sets! (total 616 instances). Most of
these data parameters are not usable in indicators and certainly the question “What action can
be taken as a result of collecting this information?” has rarely been asked.
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Many vertical programs still feel the need to collect excessive and complex data, which is
divided into numerous age categories. In spite of provincial efforts to develop minimum data
sets some local authorities still collect a large number of data items. In some provinces, the
legacy of 14 different apartheid-era ministries lives on in the forms used, that are often non-
standardised and have unclear definitions.

Indicators
National indicators

An encouraging activity is the revitalisation of the national process to develop a standard
indicator set, which started in 1994. The indicators set out in the white paper on health are
being made more realistic by linking them to goals and targets, specifying precise sources for
numerators and denominators, determining the frequency of collection and the level of
responsibility for the collection of the data. Provinces are actively involved in this process but
most vertical programs still cling to old centralised data collection methods that are not
indicator-based.

Provincial indicators

A draft set of national indicators was drawn up in 1994 and many provinces have followed
these. KwaZulu-Natal and Gauteng follow national levels almost exactly, while others like the
Eastern Cape and Northern Cape have followed a minimalist path, with only a few aspects
being incorporated.

Comparison of indicators is even more difficult than comparing data parameters as the
definitions are correspondingly unclear. Examination of the 302 different indicators collected
shows that:

◆ there is an eleven-fold difference between the maximum and minimum number of
provincial indicators collected (80 vs.7);

◆ more than half of the indicators (178 of the 302) are collected by only one province,
which means that there is very little comparability;

◆ each indicator is collected on average by less than two provinces;

◆ some provinces collect data for indicators routinely while others rely on other parallel
information flows for data;

◆ there is confusion amongst indicator developers at all levels over the differences between
data parameters, indicators and milestones;

◆ there is widespread mixing of the terms incidence and prevalence.

While there is some congruity between a few indicators, there is a wide range of
diversification, not because of different perceptions or needs, but because there are no accepted
standards on which to base the indicators.

Two examples
◆ Most provinces feel that teenage pregnancies are important to monitor, but there are

six different ages or age ranges of teenage pregnancy that are measured. These are
decided upon apparently randomly by the provinces.

◆ It is felt that it is important to see at what stage of pregnancy women come for antenatal
care. There are four different categories of “early pregnancy” used by provinces.
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Table 2 shows the total number of indicators collected by the eight provinces (Northern
Province again does not have an indicator set) plus the 17 most commonly collected indicators.
These were the only indicators that (with a degree of flexibility of judgement) were collected
by four or more provinces. Low birth weight and HIV prevalence are most common, followed
by teenage pregnancy rate.

TABLE 2: MOST COMMONLY COLLECTED INDICATORS

Indicator

Grand Total (All indicators) 20 43 80 27 15 7 36 35 39

Average cost per patient • • • •

Perinatal mortality rate • • • •

Primary course completed rate • • • • • •

Low birth weight rate • • • • • • • • •

Underweight children Incidence • • • • •

Breast feeding rate • • • • •

HIV prevalence • • • • • • • • •

Incidence of new STD cases • • • •

% of early first antenatal visits • • •

Antenatal care coverage • • • • •

Average ANC visits per delivery • • • •

Tetanus toxoid to pregnant women • • • • •

Maternal mortality rate • • • • •

Teenage pregnancy rate • • • • • • •

% of deliveries at facilities • • • • •

Mental illness incidence • • •

Essential drug availability • • • •

Notes: This data was amalgamated from a number of documents, some of which were still in draft form.
Other systems such as Vital Registration, the TB register and the Notification system are excluded,
whereas routinely collected data sets and available survey data sets were included.
Northern Province has not yet developed a minimum data set.

While it is neither possible nor desirable to have complete standardisation of indicators,
it is felt that there must at least be a consensus framework on which provinces, if they feel the
issues are important, can compare themselves to other provinces. National level will also get a
more accurate picture of health activities and status in the provinces.

Way Forward: Vertical programs need to be involved in developing the national indicator set.
They need to agree to relinquish the heavy load of routine “stats” they still demand of clinic staff.
There needs to be meaningful consensus between provincial and national health departments to enable
comparison of priority health problems.
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Data flow and feedback
In general data is still not valued and is seen by many health workers as being “for other

people”. Reports are usually not analysed or even checked for quality. At a local level reports
are seen as burdensome obligations required by higher levels and these tasks are often delegated
to junior clerical staff to whom they mean nothing. District flow patterns are often anarchic
and skip district health management teams (DHMTs) and even clinic heads on their way to
vertical programs or regional offices. Data is transmitted raw, often “untouched by human
thought” and is frequently aggregated too soon so that higher levels can not differentiate
reporting units.

However there is a growing awareness of this problem. Many district managers are
demanding that data passes via them and provinces are working on rationalising information
flow and developing feedback channels. The Western and Eastern Cape have each developed
systems to ensure flow of information to district information centres which are integral parts of
the DHMT and run by specialised information officers. Figure 1 shows this model
diagramatically.

FIGURE 1: THE DISTRICT CENTRED INFORMATION MODEL

Feedback

Feedback is rare. It is not usually related to facility or district needs, and provides minimal
additional information for data gatherers. There is minimal use of information in supervision,
no written analysis is given to health workers and the few annual reports and technical bulletins
of vertical programs are generally inadequate in terms of specific and locally useful feedback.
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There are exceptions:

◆ Both the Metro and South Cape regions in the Western Cape are giving data analysis
and use high priority and there are serious efforts to provide meaningful feedback to
staff.

◆ The Eastern Cape supervisory checklist is another approach to promoting feedback by
guiding PHC supervisors to discuss monthly statistics and to initiate corrective action
that is monitored monthly with clinic staff.

Data Use
Nowhere is the legacy of the centralised past felt as acutely as in the non-use of data at

the periphery. There are no effective systems in place to encourage data use; guidelines and
protocols are noticeable by their absence, and there is a lack of the most basic analytic tools,
with the result that even when information is available, it is not used. In general, peripheral
staff are not empowered and don’t “own” the data they collect. There is a general feeling that
data belongs to “someone else” and that it is the responsibility of higher authorities to analyse
and interpret it.

Computerisation

Most provinces have the bulk of their Information Technology (IT) staff based in provincial
departments outside of health. Some provinces have also established various bureaucratic
Committees to “standardise” and “streamline” IT development. In practice these are major
stumbling blocks for any development due to different perspectives and internal tensions. District
level health systems are usually the losers so that even in “computerised” provinces there has
been little delivery at district level apart from occasional email. The exception to this appears
to be the Free State where the health department has a very strong IT unit.

Way Forward: To promote maximum ownership a HMIS must be developed whereby a facility
representative enters local data onto a computer at district level or below, and gets immediate and
meaningful feedback on data that they then “own”.

Hospital Information Systems

Hospitals have traditionally used the lion’s share of information budgets, and in spite of
the lip service paid to PHC, this situation is being continued in the development of information
systems. Hospital information systems are seen to be a priority above PHC and community
information and have relatively large amounts of money allocated to them. They also benefit
from more strategic planning and development. These systems are not designed to support
PHC systems. Some people think that a “diluted” HIS can be used to collect clinic data.
However PHC needs much more than a patient record system. PHC information systems deal
with aggregated, non-personal data that describes the coverage and quality of health services
as well as their effectiveness and efficiency. This deserves at least as much attention as hospitals!

Most provinces have the academic and regional hospitals computerised and linked, though
many systems are out of date. Most provinces are tendering for new computerised hospital
information systems and most see this as being the main thrust of information development,
with complex modules and hi-tech solutions being developed at vast expense. The first province
to systematically link district-level hospitals is the Northern Province where the first pilots are
being connected to a centralised computer that will provide instant access to data of all 42
peripheral hospitals.
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The national hospital strategy project developed a number of appropriate and simple
indicators that are being used in most provinces and seem to be providing useful information
for managers at regional hospitals, though they are weak on PHC aspects of hospital services.

Way Forward: There is a need to develop a further set of basic indicators that relate to the
functioning of the PHC-related activities of district hospitals, so that these activities can be monitored
and evaluated in a systematic way.

Conclusions and recommendations
◆ Experience from “bottom-up” initiatives needs to be carefully analysed and, where

appropriate, widely disseminated to inform provincial and national information strategies.

◆ A minimum standard provincial set of data and indicators must be developed and
implemented, conforming to a standardised national data dictionary formulated with the
full participation of the provinces. This will need to be supplemented by random surveys
in order to provide the necessary additional information required.

◆ Emphasis should be placed on strengthening denominator data and a mechanism for
estimating catchment populations must be developed in each province.

◆ In-service training in practical information use needs to be given priority, particularly for
supervisors and managers at district level.

◆ Information systems for vertical programs and other reporting systems need to be streamlined,
rationalised and integrated into a comprehensive district information system.
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Author

The purpose of this chapter is to provide an overview on progress in priority programme
implementation against the backdrop of enabling and hindering factors.

Introduction
In theory, programme implementation in the new National Health System is the

responsibility of the District Manager and the District Management Team. A number of
conditions are necessary in order for districts to be able to carry out this responsibility. National
and provincial health departments have to successfully restructure to overcome the
fragmentation of services at these levels of government. They have to re-orientate towards
Primary Health Care (PHC) through the shifting of financial, human and capital resources.
There has to be adequate and skilled personnel and administrative capacity to develop
programmes and formulate policies. Communication and information systems have to be
functional in order for national and provincial policies to be communicated through the health
system to district level and for district level information to be fed through to inform provincial
and national planning.

The information contained in this chapter is drawn from interviews with national
programme managers and with senior management and selected programme staff of all nine
provinces. Information is also drawn from case studies undertaken in two districts.

District Systems Development
The district system needs to be in place for programme implementation to be delivered in

the way it has been envisaged at a national policy level. Progress towards a District Health
System (DHS) varies amongst provinces. Certain provinces such as Mpumalanga and the
North West decided to go ahead with district demarcation, the appointment of district
management teams, and minimising the role of the regions, before all the outstanding issues
were finalised. Others, such as the Free State and Western Cape adopted a more cautious

Chapter 12

Karen Harrison-Migochi

Priority Programme Implementation
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approach within an agreed time frame. Until districts are established and/or have greater
capacity, regions usually provide support systems to the district.

The major stumbling blocks in the establishment of the DHS are as follows:

◆ Lack of facilitating national and provincial legislation.

◆ Lack of uniform conditions of service between provincial and local government.

◆ Lack of uniform local government restructuring processes.

◆ Lack of clarity over local government boundaries and overlapping boundaries.

◆ Unresolved questions on governance.

◆ Varying capacity of local governments to manage districts.

◆ A delay in delegation of authority and budgets at all levels within the health system.

◆ Decentralisation not always under the control of the health department.

◆ Budget constraints.

◆ Delays in staff appointments.

◆ Incomplete referral systems owing to delays in the hospital restructuring process.

Development between and within provinces
In reviewing programme implementation provincial disparities need to be considered.

First, the “starting points” of provinces vary dramatically, although their end goals are similar.
The service backlogs of the Eastern Cape cannot compare, for example, with the infrastructure
in more developed provinces. A comment from the Permanent Secretary, District Health
Services in the Eastern Cape summed up the challenge saying, “Whereas Gauteng and the
Western Cape are painting and renovating facilities, we in the Eastern Cape are building
them”. The basis of the per capita health budget allocation to provinces although weighted for
need (see Chapter 4) does not take into account these existing disparities, which means that
provincial inequities largely remain.

Furthermore, the geographical nature of provinces varies dramatically. All health facilities
within Gauteng, for example, are within an hour and a half from Head Office. The geography
of provinces such as the North West, Northern Cape and Eastern Cape offer enormous
challenges to health delivery as populations are scattered and the quality of existing road and
service infrastructure varies between districts.

The complexities of provinces also differ with regard to the restructuring of institutions
and bureaucracies. In KwaZulu-Natal, for example, there are particular problems with regard
to combining the old KwaZulu and Natal administrations, and within the Natal administration
the three administrations separately servicing the ‘white’, ‘Indian’ and ‘coloured’ populations.
In the Western Cape much time has been absorbed in restructuring the relationship and
functions of the academic complexes in the province and the provincial health department.
This places a small province such as the Free State at an advantage with fewer challenges of
amalgamation and integration.
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Policy development
The development of PHC programmes is based on policies, norms and standards developed

at national level with input mainly from national programme directorates. Provinces adapt
these policies to meet their needs and also monitor implementation by districts. As a result,
extensive consultations take place between the national and provincial departments, particularly
with regard to those programmes that are sensitive to provincial needs such as the mental
health and substance abuse programme. The challenge for provinces is to translate policies
into tangible programme activities.

Comprehensive Care versus vertical programmes
In all provinces the goal is to deliver comprehensive and integrated PHC services at

district level. In practice the goal is often unrealised with many clinics still offering particular
services on a particular day. Problems emerging from the process are often directly related to
the notion of ‘integration’ per se and the trade off that has to be made in order to achieve
comprehensive health service delivery. The definition of comprehensive also varies amongst
the provinces. For some, comprehensive means all services of the PHC package available
under one roof. For others it means that one nurse must be able to provide all services.

The integration of curative services in PHC seems to have resulted in a drop in programme
emphasis.

TABLE 1: PERCENTAGE OF CLINICS WHICH OFFER SELECTED PHC SERVICES AT LEAST 20 DAYS A
MONTH

Province Immun- Antenatal Family Post-natal Sexually Tuberculosis Health
isation care planning care transmitted education

diseases

Eastern Cape 76 59 94 74 100 85 77

Free State 79 71 96 82 93 82 50

Gauteng 69 25 81 44 94 94 63

KwaZulu-Natal 52 26 58 52 94 65 84

Mpumalanga 42 33 58 46 92 79 63

Northern Cape 67 33 89 67 100 89 0

Northern Province 93 91 100 96 100 82 82

North West 54 39 79 54 93 89 57

Western Cape 44 22 72 31 78 84 44

All Provinces 67 50 83 65 94 82 69

Source: 1998 HST Facilities Survey

The Facilities Survey found that Sexually Transmitted Diseases (STD) services are offered
more frequently than any other service across all provinces, followed by, family planning (FP)
and tuberculosis (TB) services.

 The core Maternal and Child Health (MCH) services, namely Antenatal Care, Post-
natal Care and Immunisation (EPI) are not as well integrated, despite the fact that a high
proportion of clinic users are children under five years of age and pregnant women. There are
statistically significant differences in the proportion of rural and urban clinics offering FP and
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TB services daily. Both FP and TB are offered daily by 88% of urban clinics. The proportions of
rural clinics which offer FP and TB services are 78% and 76% respectively. Health education
(HE) is offered more frequently by the rural provinces of Northern, Eastern Cape and KwaZulu-
Natal. It is worth noting that none of the clinics in the Northern Cape offer HE daily. The
Free State, Northern Cape, Northern Province and Eastern Cape have made most progress in
offering integrated service delivery.

Some of the specific problems related to integrated service delivery are:

◆ Programmes are ‘lost’ in an integrated service where there are many competing demands.

◆ ‘Designated’ co-ordinators at regional or district level are committed but overworked.

◆ Regional and district managers can be obstructive.

◆ In certain provinces programmes are not adequately addressed in the basic packages
workshops on the DHS.

◆ Lack of integration of programmes at a provincial level results in uncoordinated
meetings and training and unrealistic expectations of regional and district health
workers.

◆ Rural provinces lack managerial capacity, knowledge and skills of administration.

◆ In one province nursing sisters were approached to take on the role of programme co-
ordinators. When they heard that this did not involve the creation of new posts or a
change in status for them or more money, they did not support the idea. So during the
structuring process the designated ‘co-ordinators’ were termed ‘contact people’ to avoid
the problems raised above.

Programme Co-ordination
Programmes are supposed to be integrated as part of comprehensive primary health care

services. The role of provincial programme managers is to provide vertical technical support
to the districts and to assist in the monitoring of implementation. As such, provincial programme
managers perform a staff and not a line function and have no direct control over programme
implementation. National programme directors interact with provincial programme managers
in the development of national policy and programme monitoring.

To facilitate the implementation of priority programmes ‘designated’ health workers in
the particular regions or districts assist in co-ordination. It is common for these ‘designated’
people to be responsible for a number of programmes (e.g. Maternal, Child and Women’s
Health (MCWH) and STD/HIV/AIDS or STD/HIV/AIDS, Communicable Disease Control
(CDC) and EPI), in addition to their normal line of duty, to avoid the impression of vertical
implementation.

There are some provinces where district level programme co-ordinators would be preferred
but financial and logistical constraints prevent their appointment.

Communication and Information Systems
The challenge for programme implementation is to ensure smooth communication

between the national and provincial offices, the regions and districts. Generally, some systems
exist at the various levels of the health systems to allow for communication, albeit compromised
by poor information as a result of dysfunctional and fragmented information systems. The Free
State has made the largest investment in information technology to improve management
systems through better communication, monitoring and co-ordination.
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A common concern is that the further one moves from central management, the more
sub-optimal communication becomes. Overcoming the communication problem from the
“bottom-up” is difficult as health workers are still locked into protocol.

Currently, provincial programme managers and district programme co-ordinators tend to
meet on a monthly or bi-monthly basis. The formality of communication channels varies from
being completely informal and dependent on the programme manager to having formalised
regular meetings.

Regions have similar problems to provinces in that they have personnel shortages and
resource constraints. This delays processes and slows lines of communication. Regions are also
seen by some provinces (e.g. Gauteng), as “bottlenecks” to programme implementation. Also,
the fact that there is no line function responsibility between programme managers and regions/
districts frustrates certain programme managers. In instances where there are still functioning
regions they feel they have no direct lines of communication to district managers, and therefore
no real responsibility for the monitoring of programme implementation.

The Free State has established a Management Forum that seeks to improve communication
between the programme managers and the regions. It is an inclusive forum where all programme
managers and regional managers meet and share information. The Northern Cape uses an
informal alternative mode of communication with regions, making use of Reconsruction and
Development Programme offices which give more contact with communities and their leaders.

The Eastern Cape may communicate informally except when discussing programme or
service implementation, as it is felt that management should be on board. Problems have
arisen where programme co-ordinators have called meetings in regions and districts, avoiding
formal channels where these are considered obstacles to communication.

National programme directorates convene between 2 and 3 meetings annually with their
provincial counterparts for the sharing of information. National directorates also organise
workshops around specific policy and training issues. In addition national directors travel to
visit provinces.

One means of communication between programmes at national level is through a Director’s
Forum and annual or bi-annual “bosberade” wherein matters of common interest are discussed.

Structural Transformation
The focus at national level on structural transformation of the health sector, albeit essential,

has tended to overshadow some of the programme-specific priorities. For example, Gauteng
has focused on its Structural Transformation Plan, which looks at the renewal and rationalisation
of provincial hospitals, emergency services, staff allocations, the district surgeon system and
the DHS. In the Western Cape, much energy has been expended on the process of rationalisation
of the academic health centres, and medical and dental faculities. Consolidation of the
departments and achieving an effective administration have been the major focus of the
Northern Cape, while KwaZulu-Natal has been battling to finalise appointments according to
the new organogram.



132

Inadequate Resources
Human resources

All provinces, to varying extents, have capacity problems relating to resources, namely,
personnel, finance, transport and training. Some programme managers are overwhelmed,
especially those who are new appointees. However, “sheer hard work” by some programme co-
ordinators and health workers at regional and district levels has yielded success in some areas.
Technical assistance by national and provincial programme managers, support from senior
management, private sector involvement, input from international experts and linkages to
academic and training institutions help facilitate programme success. For example, in the
Western Cape, CAPE for paediatrics and COPE for perinatal care and obstetrics have
contributed significantly to the success of its MCWH programme.

In some cases, health workers take responsibility for several programmes, for example, in
the Northern Cape, the MCWH programme manager is also responsible for CDC and
environmental affairs. This has the potential to create confusion.

Finance

Escalating expenditure on provincial personnel has shrunk programme budgets. Poor
financial control and tight budgets have created major difficulties. More and more of the
budget is allegedly spent on personnel and less and less on service delivery and programmes.
Consequently, certain programme activities are shelved, including important planning meetings
between programme managers and co-ordinators. In some provinces, the shift from hospital
based care to community based care, an important requirement for programmes such as mental
health and substance abuse, cannot be effected.

Materials

Inadequate equipment and supplies also affect certain programmes, e.g. contraceptives
for MCWH, particularly in rural provinces such as Mpumalanga. Distribution of materials,
e.g. for health promotion, is a problem in provinces like the Eastern Cape due to inadequate
transport to fetch and distribute materials from provincial depots.

Training
Although a number of training programmes have been initiated to address skills shortages

among health workers (particularly in view of new priorities and protocols), a major problem
has been lack of co-ordination of these training initiatives. Only a few provinces have conducted
training needs assessments, and these have only recently been completed.

Co-ordination of training is also not uniform, eg, KwaZulu-Natal and the Western Cape
co-ordinate their training activities through their Human Resource Departments. In other
provinces training is co-ordinated at a regional programme level.

On the positive side, part of training addresses team work and change management, an
important requirement for improving health care. The Gauteng health department has, for
example, placed as a primary goal, customer orientation in service delivery. In KwaZulu-Natal,
a transformation unit concentrating on job analysis, job profiles and job monitoring has assisted
restructuring. Training is also one of the few areas where there is a move towards collaborative
programme planning and co-ordinated joint activities.
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Intersectoral and Interdepartmental Co-operation
A lack of intersectoral and interdepartmental co-operation appears to be a common

challenge to some programmes in provinces. There are insufficient structural mechanisms to
promote joint programme activities, for example among programmes such as MCHW which
greatly overlaps with Nutrition, STD/HIV/AIDS, TB, Mental Health, Health Promotion and
CDC programmes.

In-depth Programme Comparison
The chart below outlines the 1997 programme objectives for ten of the National

Department of Health’s priority programmes and makes comparisons using success factors and
obstacles within each of the programmes. Some of the factors relate to the policy formulation
process itself and others to the implementation of those policies at service delivery level.

Objectives Success factors ObstaclesProgramme

• Varied commitment from
provinces

• Human resource
limitations - whole
provinces have none or
only one psychiatrist
and/or psychologist

• Too ambitious

• Bureaucracy

• Restrictive budget

• Inadequate staffing

• Academic bottleneck at
Masters level in terms of
numbers of trainees

• Good response from
senior management

• National Minister’s
support through
expanded budget

1 Seven Point Action Plan
for Psychiatric Care:

• legislation,

• norms and standards,

• assess quality
of institutions,

• improved management
of institutions,

• develop quality
assessment tools,

• community care pilot,

• address issue of abuse in
institutions

2 Prioritise MH nationally &
provincially

3 Strategies for prevention &
care of substance abuse/rs.

4 Move conception of MH
beyond illness: policy
guidelines, extended
budget, integrate MH into
PHC

5 Link with national crime
prevention sub-group
and develop violence
surveillance system

Mental Health (MH)
and Substance Abuse
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• Pilots lack capacity

• Delays in tender awards

• Setting up management
information systems time-
consuming

• Only theoretical expertise
available in surveillance

• Heavy work loads

• Commission of Enquiry
into PEM Scheme and
other Nutrition
Programmes and feeding
schemes administered by
the National Department
of Health is time-
consuming

• Provincial locus of
training responsibility
differs

• In some provinces the
status of appointments to
senior nutrition positions
is uncertain

• Differing levels of
organisation at the
regional and district levels

• Different understanding
of key policy issues at
regional and district levels

• Private/public
partnerships

• Outsourcing

• Healthy working
relationship with the
provinces

• Intra-departmental
coordination and co-
operation

• Developed
implementation
guidelines for INP

• Implemented Primary
School Nutrition Pilot
Project

• Established community
based nutrition
development
programmes

• Implemented National
Nutrition Training
Programme

• Doing surveys to set up
baselines

• Evaluation of various
programme activities

1 Reducing nutrient
deficiencies

2 Pilot community based
nutrition programmes

3 National nutrition
surveillance system

4 Improve nutrition related
information and
knowledge

5 Improve the management
system for Primary School
Nutrition Programme

6 Develop broad guidelines
for the implementation of
the Integrated Nutrition
Programme (INP)

Nutrition

Objectives Success factors ObstaclesProgramme
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Oral health 1 Fluoridation of public
water supply:
Promulgation of
regulation, draft a
technical manual,
produce educational
material

2 Develop National Oral
Health Policy

3 Oral Health Human
Resource Planning

4 Develop oral health
service delivery norms
and standards

5 National monitoring and
evaluation of oral health

• Perseverance

• External and internal
support

• Co-operation with
provinces and academic
institutions

• Private/public
partnerships

• Inter-departmental
co-operation

• Outsourcing of functions

• Bureaucratic delays in
gaining policy approval
both inter and intra-
departmentally

• Lengthy legislation
procedures

• Poor response from water
service providers when
commenting on the
Manual

• Consultations takes time

• National monitoring and
evaluation is dependent
on co-operation of
provincial officials

• Data collection

• Financial expenditure for
oral health often
unavailable

• Lack human resources

Objectives Success factors ObstaclesProgramme

• Institutions fearful of
notifying maternal deaths

• Provincial training is slow

• Provincial capacity

• No uniform post levels for
provincial MCWH
managers.

• Sometimes there is lack of
support at a facility level

• Poor information systems

• Gap between policies and
implementation

• Community involvement
threatens people in
services

• Staff shortages

• Subdirectorates and
structures approved late
owing to restructuring

• Overworked national
staff

• Long time for posts to be
filled and to get the right
people

• Lack expertise on youth

• Support from the World
Health Organisation, the
Reproductive Research
Unit and the UNFPA

• Inter-departmental
co-operation

• National Programme of
Action under the Office
of the Deputy President

• Co-operation with Non-
governmental
Organisations

• Staff

• Support of the Provincial
Health Restructuring
Committee top
management

1 Maternal Health:

• Maternal Death
Notification,

• Train advanced midwives,

• Training for Post Exposure
Prophylaxis (PEP)

2 Women’s Health:
Termination of Pregnancy,
improve access to
contraceptives, develop
guidelines for survivors of
violence

3 Child Health: Implement
National Programme of
Action, implement the
Integrated Management
of Childhood Illnesses

4 Human Genetics:
Develop policy
guidelines, training of
personnel

5 Youth and adolescence:
Develop policy
guidelines, reduce
teenage pregnancies

Maternal, Child and
Women’s Health
(MCWH)

Objectives Success factors ObstaclesProgramme
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• Syndromic management -
problems with cost of
treatment, lack of
information, and targeted
training programmes which
ignore key members of
staff

• Lacked capacity to tackle
the Peer Education
Programme

• Dept. of Education not in a
position to lead the Life-
Skills programme as in the
process of restructuring

• A problem that National
Health has a concurrent
function and not an
implementing function.
Provinces have problems
with limited capacity and
delays in appointments

• Provinces are not spending
their money

• Delays in having the
funding agreed to, so late
transfers to provinces

• Access to RDP Funds as
HIV/AIDS is a
Presidential Project

• Able to employ staff on
contract basis

• Finalising the structure
of the Directorate and
appointing people

• Adequate budget

1 Life-Skills

2 Mass Communication

3 Barrier Methods
Promotion

4 Improved STD
Management

5 Access to care,
counselling and support

6 Expanded response to the
Epidemic

7 Inter-sectoral
collaboration

8 Peer Education
Programme

9 Gender

STD/HIV/AIDS

Objectives Success factors ObstaclesProgramme
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Communicable
Disease Control
(CDC)

1 TB Control

• Cure of all near smear
positive cases

2 Immunisation

• eradication of polio

• elimination of measles

• elimination of neonatal
tetanus

• 85% of children
immunised by the first
year of age

3 Vector Control

• Register yellow fever
vaccination centres in
every major centre

• Encourage well
functioning malaria
programmes in each
affected province

• Deaths from malaria to be
less than 0.55%  of cases

4 Outbreaks

• Facilitate the formation
and maintenance of an
outbreak response team
in each province

• Nationally driven
training

• Measurable programmes

• Support and expert
advice from inter-
national partners

• Assistance from non-
governmental
organisations and
academic and research
institutions

• Introduction of directly
observed treatment
strategy

• TB programme review
1996

• Support for immunis-
ation campaigns

• Clear guidelines and
training on case
detection and reporting,
cold chain and service
delivery

• Increased resources
available to improve
cold chain

• Strong provincial
leadership for malaria
control

• Capacity and resources
of outbreak teams to
respond rapidly to
outbreaks

In some areas:

• District organisation and
management effectiveness
in the process of
development

• Low capacity to provide
support and supervision
at provincial and district
level

• Slow and inadequate
programme information

• Occasional unsatisfactory
drug supply and vaccine
storage

• Lack of provincial training
capacity

• Frequent movement of
provincial programme
management staff

• Perception that some
CDC programmes are
vertical and disruptive to
other PHC programmes.
Need to integrate CDC
programmes while
maintaining adequate
support at each level

Objectives Success factors ObstaclesProgramme
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Environmental
Health

1 Ensure the safety of
people from hazardous
and chemical substances

2 Conscientise people

3 Management of
hazardous /chemical
substances

4 Develop Protocols re
safe use of pesticides
or chemical substances

5 Produce a database

6 Re-training of
environmental officers

7 Develop an
Environmental Health
Policy

8 Promote intersectoral
collaboration

9 Develop an ‘Incident
Management System’

10 Port of Entry health

11 Guidelines for drinking
water

• Technical assistance
from the World Health
Organisation

• Enthusiasm of admin
staff who continued the
programme in the
absence of technical
staff

• Provincial partnering

• Ongoing training of
environmental officers

• International funding

• Provinces still in the
process of restructuring,
unsure how to involve
them fully in policy
processes

• Non adherence to
protocols in provinces

• No central poison
reporting centre

• Staff turnover

• Consultation takes time

• Budget constraints

• Unsure of private/ public
sector partnerships -
question of hidden
agendas

Objectives Success factors ObstaclesProgramme
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• Late staffing appointments

• Non-communicable
diseases is not seen as a
national priority

• Postponement of meetings
and loaded agendas
delaying approval of
documents

• Unforeseen circumstances
causing cancellation of
meetings

• A very dedicated and
committed team led by
an effective director

• Inter-departmental
relationships

• Good provincial support

• Disabilities are prior-
itised nationally

• WHO acccepting an
ideological shift from
communicable to non-
communicables

• Ministerial support

• Work closely with
MASA to ensure
standardisation of
guidelines for both
public and private
sectors

• Most of the guidelines
are nearing finalisation
and publication

• A technical committee to
look into the
standardisation of fees for
assistive devices
including children under
six years, has been
established

• A national prevention
of blindness committee
has been established

• A special cataract
surgery project has been
implemented in all
provinces

1 Increase accessibility to
services

2 Improve the life of the
specific groups who are
the responsibility of this
directorate

3 Chronic diseases: Develop
management and control
guidelines on priority
chronic diseases
e.g. obesity, hypertension,
diabetes type 2, asthma in
children, primary eye care,
cataract surgery, cancer
control, prevention of
chronic diseases of
lifestyle (with support
education materials) and
prevention of rheumatic
heart disease

4 Disabilities: Develop
guidelines on prevention
of disabilities, including
management of otitis
media and rehabilitation
in South Africa; eliminate
discrimination against
people with disabilities
e.g. accessibility issues,
protection of rights of
people with disabilities

5 Geriatrics: Develop
management and control
guidelines on diseases/
conditions of older persons
e.g. physical inactivity,
arthritis and rheumatism,
osteoporosis and
menopause, falls, physical
abuse, psycho geriatric,
stroke. Develop a national
strategy on elder abuse to
protect, improve and
promote the rights of older
population

Chronic Diseases,
Disabilities and
Geriatrics

Objectives Success factors ObstaclesProgramme
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Health promotion 1 Establishment of the
National Health Promotion
Forum

2 Establishment of the Health
Promotion Schools
Committee

3 Development of the Health
Promotion Policy

4 Establishment of the Health
Promotion Schools
Network

5 Popularisation of the
Health Promoting Schools

6 Carry out a Health
Promotion Training Survey

7 Drafting of Tobacco
Products Control
Amendment Bill

• Effective co-ordination
with provinces and non-
governmental
organisations

• Health Promoting Schools
Networks were slow to
take off owing to a lack of
personnel

Objectives Success factors ObstaclesProgramme

Conclusions
A number of prerequisite conditions need to be met to ensure successful implementation

of PHC programmes, including enabling policies, legislation, personnel, and most importantly,
well functioning health districts.

Some progress has been made in developing health districts with most provinces having
demarcated districts and appointed district management teams, although some are in an interim
capacity. At the same time, major stumbling blocks still hamper the full development of districts,
and consequently, the successful implementation of PHC programmes. There is still need to
strengthen institutional structures and administrative capacity skills of health workers necessary
for programme implementation. Futhermore, communication and information flows need to
become more efficient at all the levels of the health system to provide the necessary support
required by programmes. There is need to maintain a delicate balance between pushing for
provision of essential PHC services through programmes and ensuring the development of an
integrated comprehensive package of health care.

Without all elements in the system working in tandem and efficiently, programme
implementation and service delivery will be uneven and uncoordinated.

What stood out from the research for this chapter was that at all levels of the system
processes of transformation are being driven by a desire to deliver comprehensive primary
health care services to people at district level. All share a common goal and are moving towards
this end, within their specific contexts of constraints and opportunities.
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Chapter 13

The chapter is in two sections. The first deals with the demand for private health
care in South Africa, and the financing mechanisms through which this demand is
mediated. The second deals with the private provision of health care in for-profit
settings.

Introduction
Although the private health care sector consumes well over half of all health care resources

in South Africa, it has not been the focus of a great deal academic research and until recently
did not appear to be a priority for policy makers. This chapter focusses on the impact private
health care has on equity. This issue is approached from two perspectives. The first focuses on
whether the nature of private health care financing and provision enhances equal access for
equal need in the South African health system. This is obviously contingent on wealth
distribution in the country as a whole. The second relates to the rights of individuals enrolled
in medical schemes and the extent to which their expectations are being fairly met.

The demand for private health care
In 1995, medical schemes spent more than four times as much as the state per head of

covered population.1 Who has access to private health insurance or medical scheme cover is
probably the best single indicator of the way in which health care resources in South Africa
are distributed. Table 1 below, shows data from the 1995 October Household Survey on medical
scheme membership between provinces and income quintiles (based on the average annual
income per family member).

Neil Soderlund
Gillian Schierhout

Alex van den Heever
Centre for Health Policy

Private Health Sector Care
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TABLE 1: PROPORTION OF POPULATION WITH MEDICAL SCHEME COVER, BY PROVINCE AND
INCOME CATEGORY

% with medical scheme cover

Total population 18

Family income quintile$

1 (<R885 per annum) 2

2 (R885-2444 per annum) 3

3 (R2445-4776 per annum) 6

4 (R4777-11000 per annum) 20

5 (>R11000 per annum) 60

Province

Eastern Cape 8

Free State 18

Gauteng 40

KwaZulu-Natal 13

Mpumalanga 14

Northern Cape 21

Northern Province 8

North West 14

Western Cape 28

$ Refers to the average annual income per family member.

Source: October Household Survey2

Table 1 shows that medical scheme membership of those in families with an average
income per member per year of less than R5000 is negligible, and that only the top income
quintile has more than 50% coverage. Access to medical scheme membership roughly reflects
provincial wealth, but there are some anomalies. For instance while Gauteng and the Western
Cape have similar income profiles, the level of medical scheme cover is significantly higher in
Gauteng. There has been a marked increase in the African proportion of medical scheme
membership, from 23% and 24% of medical scheme members in 1990 and 1991 respectively to
36% in 1995. While much of this has been due to rapid upward job mobility in this group, the
organised labour movement has become prominent in setting up medical schemes for their
members during this period. Table 2 outlines the current levels of medical scheme cover by
industry for those earning above R20 000 per annnum.
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TABLE 2: PROPORTIONS OF WORKERS EARNING ABOVE R20 000 WITH MEDICAL SCHEME COVER,
BY INDUSTRY

Total number of % with medical
employees (000’s) aid cover

Agriculture, forestry and fishing 56 43

Community, health and social services 1631 61

Construction 155 42

Electricity and water 70 68

Financial and business services 457 72

Manufacturing 778 55

Mining 252 61

Trade 625 51

Transport and communications 329 63

Other 78 42

All industries 4431 59

Source: 1995 October Household Survey2

The Department of Health has stated its intention to include those earning at least the
tax threshold (i.e. approximately R20 000 per year) in a planned employer health insurance
mandate legislation.3 Currently, considerably over half of those employed at this level of income
already have medical scheme cover, with almost three quarters of those in the business and
finance sectors being covered, compared to 42% of those in construction.

Since the industry deregulation in 1989 there has been a shift in the risk-profiles of different
medical schemes. Open funds (which have to actively recruit members from the general public,
or from a number of unrelated small employer groups) have been permitted to attract younger,
healthier members away from traditional closed, community rated medical schemes, (for which,
typically, membership is compulsory, or strongly encouraged for all employees of a company)
by offering them lower premiums. This has resulted in a significant increase in the average age
and risk profile of closed fund schemes. Between 1990 and 1995 the proportion of continuation
members, that is pensioners and widows, in closed fund schemes increased by 80% (from 5.7%
to 10.3%), while the proportion in open schemes increased by only 17% (from 7.6% to 8.9%).
This 17% increase however, masks the considerable variability in the open fund market, with
some insurers having less than 1% of their membership comprising pensioners (Registrar of
Medical Schemes Database).

While access to medical schemes is currently determined largely on the basis of income
and health risk, active discrimination against certain groups irrespective of ability to pay
constitutes an additional equity issue. In some cases, discrimination might involve prejudice
against members over and above what would be indicated by insurance underwriting principles.
AIDS and HIV benefits are probably one example of this.4 Many medical schemes have
excluded, or significantly limited, HIV related benefits. The reasons for the exclusion of AIDS
benefits by medical schemes are probably multiple, and might include racial bias, moral self-
righteousness, and uncertainty about future costs. The total cost of HIV to most schemes is
currently almost certainly less than that of smoking and lifestyle related disease commonly
affecting white members, but blanket exclusions have never been applied to these benefits.

The link between access to medical scheme cover and the use of private providers is a
strong one. An examination of the kinds of benefits provided gives insight into the demand
side of private health care. Trends in the total claims paid by funds from 1990 to 1995 are
shown in Figure 1. The most marked change over this period was the reduction in expenditure
on public hospital care, which decreased by around 50%, and the compensatory increase in
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private hospital care. There was also a significant decrease in the proportion spent on general
practitioners and some compensatory increase in payments to specialists, which suggests
substitution.

FIGURE 1: PROPORTIONAL BREAKDOWN OF MEDICAL SCHEME BENEFITS FROM 1990 TO 1995
(TAKEN FROM DATA PROVIDED BY THE REGISTRAR OF MEDICAL SCHEMES)

Source: Registrar of Medical Schemes Annual Returns, 1990-1995

FIGURE 2: PREMIUM INFLATION IN SOUTH AFRICAN MEDICAL SCHEMES BETWEEN 1990 AND 1995,
BY TYPE OF SCHEME, COMPARED TO THE CONSUMER PRICE INDEX (CPI)

Source: Registrar of Medical Schemes Annual Returns; Central Statistics 1997
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Closed schemes appear to have been less affected by cost escalation than open schemes
(Figure 2), although the open schemes have consistently had higher average costs. It should be
noted, however, that the increases in risk profile for closed funds have been much greater
(over the period studied) and that this has resulted in a shift in the nature of the benefits
offered in the open and closed environments. Closed funds have been forced to spend greater
amounts on essential, life-saving care, with open funds spending relatively more on discretionary
items such as spectacles, homeopathy and orthodontics over this period (Registrar of Medical
Schemes database, 1990-1995).

Data on medical scheme contribution increases are mirrored by household consumption
studies. The 1995 Income and Expenditure Survey (Central Statistical Services, 1997) shows
that over the period from 1990 to 1995, the proportional household expenditure on healthcare
by black Africans increased from 2% to 4% and expenditure by whites increased by 67% (from
3% to 5%).

Finally, a significant number of medical schemes have been the victims of opportunistic
or blatantly fraudulent practices either on the part of trustees or administrators, incompetent
financial management, or both. The Registrar of Medical Schemes has a substantial backlog of
complaints of serious financial irregularities to investigate, but lacks both the staff and the
range of skills to adequately tackle these. Plans to source additional funding for the regulatory
body via an industry levy are contained in the revisions to the Medical Schemes Bill, and
many commentators would see this aspect of regulatory reform as the most vital in order to
restore public faith in the industry.

Out-of-pocket spending on private health care

Non-medical scheme members spend considerable amounts on care in the private sector,
but this is rarely included in the public-private mix equation in South Africa. In 1992/3
Valentine and McIntyre5 estimated that approximately 22% of total health care spending was
out-of-pocket. This was broken down into co-payments by medical scheme members (40%)
(where medical scheme members pay a part of the cost of the medical service), cash payments
for general practitioner services (24%), and over-the-counter medications (36%). While the
October Household Survey (OHS) does not mention amounts spent on private health care, it
does collect information on the relative use of private health care providers by those with and
without medical scheme cover. Table 3 below shows the responses to three questions in the
OHS. The first, asked at the household level of all respondents, shows the usual first choice of
health care provider. The second two questions asked individuals who had sought care for
illness or injury during the last month, whether they had made use of a private provider.
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TABLE 3: USE OF PRIVATE CARE AND MEDICAL SCHEME MEMBERSHIP BY INCOME QUINTILES,
URBAN AND RURAL AREAS AND PROVINCES

% of households where % of ill persons using % of ill persons
first choice of provider private care in last month covered by medical
was private$ scheme

Income quintile* Rural Urban Rural Urban Rural Urban

1 5 19 13 25 1 5

2 10 22 16 29 1 9

3 13 31 19 34 2 22

4 12 52 17 46 4 49

5 21 74 26 62 16 72

Province#

Northern Province 8 25 8

Eastern Cape 15 31 8

KwaZulu-Natal 21 34 13

North West 18 36 14

Mpumalanga 29 43 14

Free State 34 49 18

Northern Cape 27 30 21

Western Cape 47 53 28

Gauteng 45 50 40

* Quintile 1 indicates the poorest fifth of the population, and quintile five the richest fifth of the urban
and rural populations respectively. Income quintiles were constructed separately for urban and rural
categories.

# Provinces in order of increasing medical scheme membership
$ Traditional and faith healers were excluded from the definition of private health care providers

Source: 1995 October Household Survey

There is a considerably higher use of private providers by both urban and rural subgroups
in lower income categories than would be indicated by data on medical scheme membership.
For example, 19% of urban residents in the lowest income quintile, claimed to usually use the
private sector, and 25% of those seeking care had used the private sector although only 5%
were covered by a medical scheme. Over 90% of the uninsured, across all income groups and
urban-rural divides made at least some payment for care.

The regulation of private health care financing in South Africa

Medical schemes have been regulated under the Medical Schemes Act since 1968. As a
result of successive deregulations of the industry in the late 1980’s and early 1990’s the current
level of regulation of health insurers is minimal by international standards.6 This has contributed
to high levels of insolvency and fraud in this sector, as well as insecurity of cover for many of
those who develop chronic illnesses or are elderly. The Committee of Enquiry into a National
Health Insurance System for South Africa7 recommended that the following three broad areas
of new regulation be introduced:

1. Regulation enforcing risk pooling between high and low-risk enrolees.

2. Regulation requiring that all cover include at least a minimum package of essential
hospital care.
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3. Regulations regarding oversight, financial reserves and guarantees, reporting
requirements, etc, to bolster the financial stability of the industry.

 These have been taken forward by the National Department of Health and used as the
basis for the revision of the Medical Schemes Act, which was passed in late 1998. It is hoped
that regulations enforcing risk pooling within schemes will force or encourage cost-savings
though tighter management of providers and benefits, and discourage the dumping of marginal
high-risk members as is possible currently.

The Medical Schemes Industry has been divided in its response to these recommendations.
Funds that practice risk-rating of premiums stand to lose their ability to attract low-risk members
away from community rated funds, and have therefore lobbied hard against the proposed
changes.8,9 The more traditional employer based funds, and their administrators, have tended
to support the proposed changes since they would be protected from losing their young, healthy
members.

Taxation of employer provided medical scheme cover

Historically, medical scheme contributions paid by an employer on behalf of employees
have not been taxable as fringe benefits. This means that up to two thirds of medical scheme
costs are effectively tax-deductible.10,a The intention of this is to encourage employed persons
and their employers to provide for their own health care cover, rather than relying on the
state. Since the amount of contribution that is tax deductible is fixed as a proportion of the
total, rather than an absolute amount, there is a bigger incentive for people with a higher
income to obtain cover than there is for low income employees. This is illustrated in Table 4.

TABLE 4: LEVELS OF MEDICAL SCHEME CONTRIBUTIONS PAID BY TAX DEDUCTIONS FOR
DIFFERENT INCOME GROUPS AND ASSUMING DIFFERENT LEVELS OF EMPLOYER
CONTRIBUTION (RATES ARE FOR 1998 TAX YEAR)

Number of cents in every rand of premium contribution paid by the state
assuming different proportions of contribution paid by the employer

Income per annum 100%* 66%* 50%*

25 000 19 13 10

30 000 30 20 15

40 000 32 21 16

80 000 41 27 21

120 000 45 30 23

200 000 45 30 23

* Proportion of medical scheme contribution paid by employer

If the employer pays two thirds of medical scheme contributions (the current maximum
in terms of tax deductibility), an employee earning R25 000 per year receives a subsidy of only
13 cents in the rand towards medical scheme cover, compared to a subsidy of 30 cents in the
rand for someone earning R120 000 per year. Obviously, someone paying no tax receives no
inducement.

a Prior to the 1999 tax year 100% of medical scheme contributions were tax deductible if paid by the
employer.
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Private health care providers
Private health care in South Africa can be crudely divided into a large, corporate private

for-profit hospital sector and a smaller, rather heterogeneous private not-for-profit sector
consisting of workplace health services and non-governmental organisations. This section
deals only with the for-profit sector.

For-profit hospitals

The private-for-profit hospital industry is by far the largest section of non-state hospital
provision, and consists of a mixture of independent facilities, and those belonging to large
hospital groups. Apart from nursing staff the private-for-profit sector generally does not employ
its own health professionals. Doctors make use of facilities and bill insurers separately. In the
period from 1990 to 1998, the number of private-for-profit hospitals increased by 33% (108
hospitals in 1990 compared to 161 in 1998). The increase in the number of beds (13 238 beds
in 1990, compared to 20 908 beds in 1998) was just over 50%.

Growth in private hospital beds has however, not been uniform across the country.
Proportionately, there has been much more growth in non-metropolitan areas. Between 1985
and 1997 in the former Transvaal province, there was a 189% increase in hospital beds in non-
metropolitan areas, compared to a 36% increase in urban areas.11-13 While this may at first
seem positive in relation to equity, comments by provincial health managers suggest that it has
had a seriously adverse effect on public hospitals in small towns. In the past, both insured and
indigent patients in these areas tended to use the state hospitals, which resulted in significant
private income for the hospitals, as well as reasonably high occupancy rates. With the opening
of private facilities, paying patients have left these hospitals resulting in an abrupt loss of fee
income as well as unproductively low occupancy levels.

 Despite these trends, private hospital care remains a phenomenon associated mainly
with wealthy, urban areas. Provincial, income area and urban-rural distributions are presented
for the 1998 Membership of the Hospital Association of South Africa (HASA), which includes
161 acute private hospitals with a total of 20 908 beds.b

TABLE 5: DISTRIBUTION OF PRIVATE HOSPITALS AND BEDS BY PROVINCE

PROVINCE number of % number of % Beds per Beds per
hospitals beds thousand thousand

population medical scheme
enrolees

Eastern Cape 14 9 1207 6 0.2 2.5

Free State 7 4 827 4 0.3 1.7

Gauteng 66 40 10049 48 1.5 3.7

KwaZulu-Natal 27 17 3371 16 0.4 3.1

Mpumalanga 5 3 627 3 0.2 1.4

Northern Cape 4 2 288 1 0.4 1.9

Northern Province 2 1 273 1 0.1 1.3

North West 10 6 928 4 0.3 2.2

Western Cape 27 17 3338 16 0.8 2.8

Total / average 162 100 20908 100 0.5 2.9

Sources: Private healthcare, 1998; preliminary estimates of population size, 1996 census; October
Household Survey, 1995

b Virtually all private hospitals with inpatient treatment facilities (i.e. not day clinics or stand-alone operating facilities)
belong to HASA members, and we thus believe that this gives a comprehensive picture of private-for-profit institutions.
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TABLE 6: DISTRIBUTION OF PRIVATE HOSPITAL BEDS BY AVERAGE INCOME OF DISTRICT, AND
URBAN-RURAL LOCATION

number of hospitals % number of beds %

INCOME PERCENTILES:*

lowest 25th percentile districts 3 2 373 2

25-75th percentile districts 34 21 3429 16

75-95th percentile districts 53 33 6652 32

95th percentile and above districts 72 44 10454 50

Total 162 100 20908 100

URBAN-RURAL:

Rural 20 12 1873 9

Urban 142 88 19035 91

Total 162 100 20908 100

* Income percentiles were derived from the average income of the magisterial district in which the
facility is located and urban areas were those in which 57% (50th percentile) or more of the population
live in urban settlements according to the 1995 October Household Survey.

Sources: Van der Merwe et al, 1998;14 preliminary estimates of population size, 1996 census; October
Household Survey, 1995

Table 5 shows Gauteng having the highest number of beds per thousand population,
followed by the Western Cape, with the least beds per population in the Northern Province.
Table 6 shows that almost half of all private hospital beds are located in the wealthiest 5% of
South Africa, and approximately 90% of hospital beds are located in urban areas. If the user
population of private hospitals is assumed to be medical scheme members, then the Gauteng
area is not as oversupplied as it first appears, although it remains the most saturated hospital
market. The low figure for the relatively affluent Western Cape probably reflects greater use of
public facilities by medical scheme members in this province, and the relatively high number
of persons covered by low-cost medical benefit funds. These funds differ from other medical
schemes in that they would generally cater for the low-income section of the employed
population and not fund private hospital care.

Personnel

The numbers and proportions of health personnel practising in the private sector are
presented in Table 7. The majority of personnel in all categories, excluding nurses, are employed
by the private sector. The proportion of personnel employed by the private sector has not
changed substantially since 1989/90, with the exception of specialists, with almost 77%
employed in the private sector in 1998, as compared to 66.2% in 1989/90. Although the
number of GPs increased from 69% to 71% of the total number of doctors over the period
1990 to 1998, the proportion in private practice dropped substantially. This may imply a relative
saturation in the market for GP services, with GPs having to adapt to lower income levels or
attract higher numbers of uninsured, cash-paying patients. Since virtually all public sector
specialists are employed in hospitals, these figures also serve to illustrate the exodus from full-
time public hospital practice. There was insufficient data for 1998 to estimate the number of
nurses and the number of dentists in the private sector.
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TABLE 7: HEALTH PERSONNEL PRACTISING IN THE PRIVATE SECTOR IN 1989/90 AND 1998

Total number of registered Proportion of each category
personnel in the private sector

1989/90 1998 1989/90 1998
% %

General Practitioners 12889 15376 61.7 52.7

Specialists 5595 6136 66.2 76.6

Professional nurses - 90923 -

Enrolled nurses - 33039 -

Auxiliaries - 51583 -

All categories of nurses 109236 175545 21 -

Pharmacists 8262 9599 89 85

Dentists 3111 3482 93 -

Sources: MASA database May 1998; Nursing Council, personal communication, June 1998; Pharmacy
Human Resources Report, September 1997;15 Dental Association of South Africa, personal
communication, 1998; 1989/90 data from Rispel and Behr, 1992.16

Note: Data for registrars is not included in Table 7.

In 1998, 56% (i.e. 12 977) of registered medical practitioners were employed in the private
sector, 37.3% in the public sector, and 6.9% were either not employed in South Africa or the
sector of employment was unknownc (MASA database, 1998).

Figure 4 shows the distribution of doctors by years since qualification. Most recent graduates
are employed in the public sector, and 77% (i.e.2289) of all doctors who qualified in the
previous 5 years are working in this sector. Although 51% (i.e. 2343) of doctors are still working
in the public sector 6 to 10 years following qualification, some 35.3% (i.e. 828) of these are
registrars, who do not have the option of private sector practice. In contrast 10 years following
qualification, the majority are working in the private sector.

c  The MASA database includes information on all doctors registered in South Africa, not just MASA
members.
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FIGURE 4: PROPORTION OF DOCTORS IN THE PUBLIC AND PRIVATE SECTOR BY YEARS SINCE
QUALIFICATION

Source: MASA database, 1998. 363 doctors are excluded owing to missing data on year of
qualification

Figure 5 presents the distribution of doctors in urban and rural areas. The majority of
doctors in both the private and public sector work in urban areas, and this pattern is mirrored
by the average income data for urban areas. It should be noted however, that the proportion of
doctors working in the private and public sectors in rural areas is similar to that for doctors in
urban areas. This suggests that use of the private sector is not only (though primarily) restricted
to high-income earners, and is perhaps bolstered by the lack of public sector doctors in these
poorer areas. Indeed, the market for private doctors in poor areas can probably only be sustained
in the presence of poor levels of public sector service provision.
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FIGURE 5: DISTRIBUTION OF DOCTORS BY URBAN-RURAL LOCATION

Source: MASA database, 1998; October Household Survey, 1995. Urban areas were those districts in
which 57% or more of the population live in urban settlements (50th percentile)

In the more rural and poorer provinces, a significantly smaller proportion of both public
and private sector doctors, have specialised. The private sector in Gauteng shows the highest
levels of specialisation, with 44% of private doctors being specialists compared to 16% in the
public sector. In the more rural provinces of Mpumalanga, Northern Province and North West
less than 20% of private, and 10% of public sector doctors are specialists. Different specialties
have different degrees of representation in the private sector, and specialities with significant
involvement in elective procedures are particularly well represented (Table 8).

1574

UrbanRural

N
o 

of
 d

oc
to

rs

Public

Private

1082

20000

10000

0

11401

7588



153

TABLE 8:  PERCENTAGE OF PRACTISING CLINICIANS IN PRIVATE PRACTICE BY SPECIALTY

Total number % Private

Anaesthetics 764 75

Cardio-thoracic surgery 58 48

Cardiology 54 63

Community Health 77 22

Dermatology 119 66

Diagnostic Radiology 472 69

Medicine 705 51

Neurology 83 57

Neurosurgery 91 62

Obstetrics & Gynaecology 636 65

Ophthalmology 243 60

Orthopaedics 413 69

ENT surgery 197 64

Paediatrics 504 43

Pathology 448 60

Plastic surgery 112 54

Psychiatry 345 55

General Surgery 489 48

Urology 133 58

All specialties 6 134 59

General practice 15 376 45

Source: MASA database 1998

Note: The above figures will differ from those in Table 7 as they do not include those doctors doing
part time private work.

In December 1997 there were approximately 175 500 registered nurses in South Africa.
These comprised 91 000 professional nurses, 33 000 enrolled nurses and 51 500 auxiliaries
(Nursing Council, personal communication, 1998). The number and distribution of nurses working
in the private sector is difficult to ascertain, as the South African Nursing Council does not
collect this data, and unlike with doctors, there is no single dominant representative association
in a position to collect it. A survey conducted in 1990 showed that private sector institutions
(including private-not-for-profit institutions) employed 26.1% (10 642) of all fulltime nurses
in hospital and health service establishments, 24.2% (4 261) of enrolled nurses and 30.0%
(8 777) of auxiliaries.17 According to Van der Merwe18 13.8% of nurses currently work in the
private-for-profit hospital sector. Public sector nurses therefore significantly outnumber private
sector ones.

In 1997 there was a total of 9 559 pharmacists in South Africa.15 The majority, i.e. 85%,
of these work in the private sector. Table 9 presents the distribution of dispensing pharmacies
by province (excluding wholesalers, distributors and manufacturers).
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TABLE 9: DISTRIBUTION OF RETAIL AND HOSPITAL (PUBLIC) PHARMACIES BY PROVINCE

number of retail number of hospital Pharmacies /1000 persons
pharmacies pharmacies

% % Retail Hospital Overall

PROVINCE

Eastern Cape 227 8.2 38 10.1 0.0387 0.0065 0.0452

Free State 163 5.9 20 5.3 0.0660 0.0081 0.0741

Gauteng 1008 36.4 59 15.6 0.1406 0.0082 0.1488

KwaZulu-Natal 496 17.9 57 15.1 0.0647 0.0074 0.0721

Mpumalanga 149 5.4 26 6.9 0.0563 0.0098 0.0661

Northern Cape 52 1.9 17 4.5 0.0697 0.0228 0.0925

Northern Province 83 3.0 29 7.7 0.0201 0.0070 0.0271

North West 135 4.9 37 9.8 0.0444 0.0122 0.0565

Western Cape 457 16.5 94 24.9 0.1110 0.0228 0.1338

Total 2770 100.0 377 100.0 0.0732 0.0099 0.0831

The figures generally approximate to relative wealth and access to medical scheme cover
between the provinces with, for instance, the number of retail pharmacies per capita in Gauteng
being particularly high. The very small number of private pharmacies in rural provinces such
as the Northern Province is slightly misleading as many doctors in these areas would be
dispensing practitioners, thus providing a de facto “private pharmacy service” on the premises.

Managed health care - merging financing and provision functions
Perhaps the most visible change to the face of private health care financing following the

1994 revision of the Medical Schemes Act has been the emergence of Managed Health Care.d

The rapid cost-escalation, and the almost universal use of unconstrained fee-for-service
reimbursement mechanisms in the late 1980s and early 1990s, suggested that managed care
might be able to significantly enhance efficiency, so it is not surprising that interest in this area
has been widespread. A variety of different services and approaches go under the title of managed
care, but hospital pre-authorisation and pharmaceutical benefit management appear to be the
most commonly implemented interventions in South Africa at the moment. Although there
has been considerable vertical integration in the health care industry as a whole, very few true
integrated provider-insurer entities have emerged.

Approximately 4 years after its inception the prevailing perception of managed care is
probably one of disappointment. This reflects what was probably undue optimism at the outset
as well as a relatively unfavourable environment. By the early 1990s it was clear to almost
everyone working in private health care in South Africa that there was an enormous amount
of inefficiency in the system, and the potential for savings by diverting “waste” into more
productive activities seemed considerable. Probably the main environmental feature which
has inhibited the growth of managed care has been the considerable relative power of providers.
While it has been estimated that approximately 75% of current US managed care savings are
derived from discounted fee provider networks, in which members are restricted to a limited
network of providers in exchange for which providers charge lower fees, virtually none of
these have been set up in South Africa. The few that have, have often involved increased fees!

d Prior to 1994, a statutory fee schedule for medical services enforced by the Medical Schemes Act and the
Registrar effectively prohibited incentive-based reimbursement mechanisms, prior authorisation, selective
contracts between providers and purchasers, and vertical integration of funders and providers.
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The reasons for this are that firstly, South Africa has nowhere near the levels of physician
oversupply that prevail in the US and secondly, most South African managed care organisations
have yet to come to grips with the informational requirements of their business. Simply
processing the paperwork has proved almost insurmountable for the two largest managed care
companies at different stages since their inception.

 On a slightly more positive note, the apparent intention of medical schemes to take
control of their spending through managed care is a welcome about-face in the industry. Even
if managed care succeeds only in stemming the tide of blatantly fraudulent claims, it will have
served a useful purpose.

Conclusions
In terms of total resource use, the private sector is the dominant vehicle for both the

financing and provision of health care in South Africa. However, a limited number of South
Africans have access to this sector on a regular basis, and only around 18% have comprehensive
access to private health care through medical scheme coverage.

Over the past ten years or so there have been significant changes within the private
sector. Most importantly, with the deregulation of medical schemes, private health care financing
has moved from a European style “social” health insurance system much closer to a typical
commercial underwriting model. This has equity implications for those enrolled in medical
schemes, as well as the health system as a whole, with a greater burden being placed on the
state to provide cover not only for the economically indigent, but also for the elderly and
others at high risk of serious illness. Changes in the type of medical scheme products on offer
have been accompanied by persistent cost escalation in the private sector, growth in both
discretionary and non-essential health care spending in open enrolment schemes, and substantial
decreases in the use of public sector facilities by private patients. It would be a mistake to
associate private health care provision solely with medical scheme cover. Both financing and
provision data suggest that there is extensive use of private health care even in the poorest
rural communities. This care is predominantly paid for out-of-pocket. This reflects, above all,
inequities in the distribution of public health care to the indigent.

Clearly, cost escalation has been perceived by the private sector as the main problem,
and the most prominent response has been managed health care. It is too early to assess whether
real gains in efficiency have been brought about, or whether there has been any significant loss
of access as a result. So far, the market has looked more favourably on companies adopting a
more cautious approach to managed care, but this might change if employers can see significant
savings from more radical managed care interventions.

Although government, in particular the Department of Health, has until recently paid
little attention to the private health care industry it has three main tools with which to influence
the private sector. These are taxation policy, regulation, and the provision of its own competing
health insurance and provision products. There appears to be acceptance in principle to maintain
tax deductibility for at least part of medical scheme contributions.

On the regulation side, proposed changes to the Medical Schemes Bill are at the vanguard
of Government attempts to influence private sector activities. The abject failure of the private
sector itself to either control costs or to make access more equitable, at least for those able to
pay the average premium, has considerably strengthened government’s hand. Nevertheless,
work still needs to be done to make these regulations practically enforceable. It is notable that
a very small proportion of Department of Health resources are devoted to understanding,
monitoring and regulating the private sector. In order to avoid a situation where an informed
industry controls an ill-informed government regulator, it is essential that substantial effort be
put into building internal capacity and knowledge of the private health care sector.
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Finally, proposed Social Health Insurance is likely to have a significant impact on the
nature and distribution of private sector financing and provision, but is still some way off. The
size of the private health care industry, its knock-on effects on the public sector, and recent
sector trends suggest that concentrated regulatory efforts, especially on the financing side,
could substantially improve the equity and efficiency of health care overall. Given commitments
to stringent public spending goals as part of GEAR, it is likely that a substantial section of
public health care will be ‘de facto’ privatised in the forthcoming years. Interaction with the
private sector may therefore become a more important tool for policy implementation than
the direct provision of services.
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This chapter presents the findings of a national survey of 294 clinics and 84
regional and district hospitals. Some comparisons are made with findings
from a 1997 national survey of 160 clinics.

Introduction
The move towards equity in South African health services in high on the

national agenda. Given the emphasis on primary health care (PHC) in reform of the
health sector, and mindful that equity underpins the PHC philosophy, it is essential
that an assessment be made to determine the extent of inequity as well as the
movement towards equity.

The measurement of equity is fraught with difficulty. National economic
measures, such as Lorenz curves and Gini coefficients tell only part of the story.
Indicators of supply, such as the number of human resources or the availability of
drugs, also only tell a part of the equity story as they fail to provide any information
on the quality of care that patients receive. What is of greater value, is a gauge which
incorporates measures of supply, process, output and outcome indicators.

In 1997, the Health Systems Trust (HST) began the process of measuring the
move towards equity with a survey of 160 clinics from throughout South Africa.
This study revealed differences in the quality of service provision between provinces
as well as between rural and urban areas.a In 1998, the HST commissioned the
Department of Community Health at the University of Witwatersrand to undertake
a study to look into these issues in more depth. The sample was increased to 294
clinics, and in addition, 84 regional and district hospitals were sampled. While there
were differences in the designs of the 1997 and 1998 surveys, interesting comparisons
can be made.

a The full report is available from the Health Systems Trust: “Measuring the move towards
equity” 1997.
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The indicators for this study were chosen in consultation with health service providers,
health service managers (from national, provincial and district levels), researchers and other
key stakeholders. This chapter presents the findings from just a small selection of the indicators.
These include:

Section 1 – Infrastructure and equipment

◆ Availability of uninterrupted water and electrical supplies

◆ Availability of communication infrastructure including telephones, fax machines and
e-mail

◆ Emergency response time to clinic emergencies

◆ Availability of selected hospital and clinic equipment

Section 2 – Human resources

◆ Availability of health personnel

◆ Training undertaken by, and knowledge of health personnel

Section 3 – Pharmaceuticals

◆ Availability of selected essential drugs

◆ Stock taking and monitoring of drug expenditure in hospitals

Section 4 – Health information and management systems

◆ Monitoring of key categories of information, such as stock levels, bed occupancy and
health outcomes such as maternal mortality in hospitals

◆ Holding of obstetric and perinatal mortality meetings in hospitals

◆ Clinics with routine information reports available, as well as those who have been
given feedback

◆ Extent of community participation, measured through an assessment of those clinics
with community health committees, and hospitals with boards or forums

◆ Availability of patient complaint procedures

◆ Existence of policies for managing HIV

Section 5 – Availability of hospital services

◆ The availability of:

• termination of pregnancy services

• dental services

• on-site laboratories

• after hours x-ray services

• blood transfusion services

Section 6 – Quality of clinic services

◆ Availability of key primary health services on a daily basis, such as family planning,
immunisation and antenatal care

◆ Provision of testing services for TB, cervical cancer, HIV, and syphilis

◆ The time it takes for clinics to get the results of tests (turn around time)
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Section 1 – Infrastructure and Equipment
Clinic electricity and water supply

Clinics were surveyed to assess whether they had electricity supplied and piped potable
water. As could be expected, the location of a clinic was an important factor associated with
both the availability of electricity and potable water. Overall, more than two-thirds of all the
clinics surveyed had potable water indoors and 70% had electricity. Almost all (99%) urban
clinics were electrified and had potable water indoors, while only 79% of rural clinics had
electricity and 69% had potable water indoors.

The Eastern Cape had the lowest proportion of electrified clinics (70%), and the highest
proportion of clinics without potable water indoors. In KwaZulu-Natal, all the surveyed clinics
had electricity, but just fewer than 20% had no potable water.

It is not only important to know if the clinic is electrified, or has taps, but also if the
electricity or water is consistently available. Clinics were asked if they had any interruptions
over the last month. Figures 1 and 2 show that almost a third of all clinics surveyed did not
have reliable water and electrical supplies. There were significant differences between rural
and urban areas, with urban areas faring best.

The Eastern Cape was the worst serviced province with less than one half of its clinics
having uninterrupted electrical supplies, and only just over a half of clinics having consistent
water supplies.

When comparing the 1997 and 1998 data, there do not appear to be any significant
differences overall. What is interesting however, is that the data implies that some of the
poorest provinces have seen the greatest improvements. This is a very encouraging finding,
and shows a move toward equity.
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FIGURE 1:  PERCENTAGE OF CLINICS WITH UNINTERRUPTED ELECTRICITY SUPPLY, 1997/98
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FIGURE 2: PERCENTAGE OF CLINICS WITH UNINTERRUPTED WATER SUPPLY, 1997/98
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FIGURE 4: PERCENTAGE OF HOSPITALS WITH RELIABLE ELECTRICITY AND WATER SUPPLIES, RURAL/
URBAN

Clinic communications infrastructure

Effective communications infrastructure, essential for the management of emergencies,
is a continuing problem for many clinics, particularly rural ones. Data were collected regarding
availability of telephones, faxes and two-way radios, including whether these were working at
the time of the survey. There is a significant difference in availability of phones and faxes
across provinces and between rural and urban clinics. Ninety five percent of urban clinics
have working phones, compared to 62% of rural clinics. Overall there appears to be an
improvement in the availability of working telephones. What is even more encouraging is the
improvement in some of South Africa’s poorer provinces (Figure 5).

Fax machines do not appear to be commonly available in clinics. Overall only 14% of
sampled clinics have a working fax. These are unequally distributed however, with 50% of
Gauteng clinics, and 37% of Western Cape clinics having fax machines, compared to only 2%
in the Eastern Cape and 4% in Northern Province.

Hospital electrical and water supplies

Hospitals were asked if they had experienced any interruptions in electrical and water
supplies in the preceding month, and whether there was an electricity generator available to
provide an emergency power supply in the event of a power failure. Rural hospitals appeared to
have poorer access to uninterrupted water and electrical supplies, although the difference
between urban and rural was not statistically significant. It is disturbing to note that not all
hospitals had a back-up source of electricity. In fact, a smaller proportion of urban hospitals
had a back-up supply than the rural hospitals.
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FIGURE 5: PERCENTAGE OF CLINICS WITH A FUNCTIONING TELEPHONE, 1997/98

Hospital communications infrastructure
To assess communications infrastructure, hospitals were asked about the availability of

reliable telephones, faxes and access to e-mail. Although no statistical differences could be
found in comparing these indicators of communications infrastructure between urban and
rural hospitals, it was apparent that there are significant inter-provincial differences and this is
demonstrated by the availability of e-mail access across provinces shown in Figure 7.

Only about one third of surveyed hospitals reported that they had access to e-mail.
However, all the Free State hospitals in the survey reported that they have access to e-mail. In
contrast, none of the Northern Cape and very few Eastern Cape hospitals surveyed had email
access and this again confirms the deficiencies in communications infrastructure in these
provinces.

FIGURE 6: PERCENTAGE OF HOSPITALS WITH COMMUNICATION INFRASTRUCTURE, RURAL/
URBAN
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FIGURE 7: PERCENTAGE OF HOSPITALS WITH ACCESS TO E-MAIL

Emergency response time to clinic emergencies

Gauteng clinics have the shortest average emergency response time of less than an hour
while it takes more than one and a half hours on average to get emergency transport in the
Eastern Cape and KwaZulu-Natal. Overall, the range in the time it takes a clinic to get transport
in an emergency varies from five minutes (for clinics with transport on the premises) to several
hours. Furthermore, the mean emergency response time was significantly higher for rural clinics
(1.6 hours) than urban clinics (0.9 hours). The difference in emergency response times between
urban and rural areas is a function of distance and poor road conditions.

In five out of the nine provinces, response times appear to have improved from the 1997
data. This is encouraging, yet overall, still just under a half of all clinics have to wait more than
an hour for emergency transport to arrive.

In many rural clinics, private vehicles have to be used for emergency transport.

FIGURE 8: CLINIC EMERGENCY RESPONSE TIME, RURAL/URBAN (HOURS)
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FIGURE 9: PERCENTAGE OF CLINICS WITH AN EMERGENCY RESPONSE SHORTER THAN ONE HOUR,
1997/98

Hospital-based equipment

An assessment was made of the availability of ECG machines, X-ray equipment (fixed
and mobile), adult and neonatal rescuscitation equipment and sonar (ultra-sound) machines.

Over 90% of all hospitals had ECG machines, and over 80% had X-ray equipment. No
differences were seen between rural and urban hospitals.

Three district hospitals were reported to not have any rescuscitation equipment (that
includes defibrillators, ambubags and emergency drugs). While this is a small percentage, it is
still a serious cause for concern. In addition, 15% of all rural hospitals were reported to have no
neonatal rescuscitation trolleys.

Sonar (ultra-sound) machines appear to be inequitably distributed, with rural and district
hospitals having significantly fewer machines than regional and urban hospitals. Possible
explanations may be the lack of expertise at rural/district hospitals and/or differences in the
levels of care.
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FIGURE 10: PERCENTAGE OF HOSPITALS WITH FUNCTIONING SONAR (ULTRA-SOUND) EQUIPMENT

Availability of oxygen on hospital wards

Oxygen is an essential contributor to safe medical practice. Hospitals were asked whether
they had oxygen available to all medical and surgical wards. Almost one in every five district
hospitals reported that they did not. This is cause for concern. All regional hospitals had
oxygen available to all wards.

FIGURE 11: PERCENTAGE OF HOSPITALS WITH OXYGEN AVAILABLE ON WARDS

38

94

35

73

District Regional Rural Urban

100

90

80

70

60

50

40

30

20

10

0

82

100

81

93

District Regional Rural Urban

100

90

80

70

60

50

40

30

20

10

0



166

FIGURE 12: PERCENTAGE OF CLINICS WITH AVAILABLE AND FUNCTIONING EQUIPMENT, RURAL/
URBAN
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Clinic-based equipment

There were significant differences in availability of certain equipment across provinces.
Three provinces (Eastern Cape, Western Cape and Mpumalanga) had one or two clinics with
no refrigerators. Refrigerators were not working in 10% of rural clinics and only 3% of urban
clinics. In Mpumalanga 11% of clinics had no adult scales and 11% had no baumanometer for
blood-pressure measurement. Not all available equipment was working/functioning at the time
of the survey.
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Section 2 – Human Resources
Human resources constitute a critical component of the health system and account for

almost two-thirds of the national health care budget. Problems in human resource development
in South Africa include:

◆ maldistribution of personnel,

◆ insufficient and inappropriate training and education,

◆ lack of clarity regarding the role of community health workers, and

◆ the dearth of skills in health management.

Information was collected in this survey on the number of Primary Health Care Nurses
(PHCNs) and Professional Nurses within the clinics. Just over 35% of all clinics had at least
one full time Primary Health Care Nurse and more than 93% had at least one Professional
Nurse. The Northern and Eastern Cape had no PHCNs in their clinics, and Northern Province,
Free State and Mpumalanga have PHCNs in only one quarter of their clinics. Most PHCNs
were based either in the Western Cape, Gauteng or KwaZulu-Natal.

Forty percent of all surveyed clinics had Community Health Workers on their staffing
establishments. This varied from 22% in the Northern Cape to 54% in North West Province.
Somewhat surprisingly, there was no difference between rural and urban clinics.

Primary health care skills updates and training

One of the inputs in the transformation of health services in South Africa has been
training at primary health care level. In-service training programmes of varying duration and
intensity have been organised by provincial departments, local authorities, academic institutions
and NGOs. Ideally all staff should be regularly updated in order to provide optimal quality of
care, however major constraints to achieving this are the costs and the availability of staff
especially in understaffed clinics.

The data presented focuses on important health concerns, namely the syndromic
management of sexually transmitted disease (STDs), TB and AIDS. Figure 13 displays the
proportion of clinics in which staff have had skills updated.

The provinces with the highest proportion of clinics with at least one staff member updated
in TB and STD syndromic management are Free State, Gauteng and Eastern Cape. In AIDS
training, which is less subscribed to than both TB and STDs, Gauteng takes the lead followed
by the Western Cape and NorthWest. It is surprising that in KwaZulu-Natal, given the extent
of the epidemic in the province, only 58% of clinics have had at least one staff member updated
in AIDS. Among provinces, some show a consistently low proportion of clinics with at least
one staff member trained in all skills, most notably Mpumalanga and the Northern Cape.
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FIGURE 13: PERCENTAGE OF CLINICS WITH STAFF WITH SKILL UPDATES, 1998
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Knowledge of clinic staff

To assess their knowledge of some basic PHC skills, respondents were asked specific
questions on the management of uncomplicated paediatric diarrhoea and on drugs used in the
syndromic management of STDs.

Although most clinic staff (83%) were aware of the importance of oral rehydration solution
(ORS) for the treatment of diarrhoea, only 63% could recite the correct recipe for home
treatment. This is disturbing, and may be partially attributable to the availability of pre-packed
ORS packets in the clinics. However, knowledge of the correct therapy for dehydration is a
basic skill that should be common to all staff.

A disturbingly low proportion of staff gave the correct syndromic management treatments
for all three STD cases presented to them (Figure 14). It is encouraging to note, that
improvements were seen in six of the nine provinces from 1997 to 1998 (Figure 15).

FIGURE 14: PERCENTAGE OF CLINIC STAFF WITH KNOWLEDGE OF SOME IMPORTANT TREATMENTS

FIGURE 15: PERCENTAGE OF CLINIC STAFF WITH KNOWLEDGE OF SYNDROMIC MANAGEMENT FOR
TREATMENT OF UNCOMPLICATED PENILE DISCHARGE, 1997/98
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FIGURE 16: PERCENTAGE OF SENIOR MANAGEMENT WITH MANAGEMENT TRAINING IN PREVIOUS
5 YEARS, RURAL/URBAN
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Management training of hospital staff

Hospital management influences the efficiency and effectiveness of health-service delivery
and may impact on cost savings and improve the quality of care. With the move towards
decentralised hospital management, hospitals are being required to strengthen their
management capacity.

 To assess current management skills at hospital level, information on the management
training of Superintendents, Nursing Managers and Hospital Administrators was collected.
Numbers of management staff trained in each category were compared between the types of
hospital (district and regional) and geographical location (urban and rural).

Overall, approximately one-third of senior hospital management (including
Superintendents, Nursing Services Managers and Hospital Administrators) had management
training in the previous 5 years. It appears that urban managers have greater access to training
opportunities. In addition, only one fifth of district hospital managers had recently received
any management training.
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Section 3 – Pharmaceuticals
Availability of Essential Drugs in Hospitals

An interview was conducted with the most senior pharmacist available at each hospital
surveyed. It included a review of the availability of 25 selected drugs and an inspection of
whether they were in stock. The following summarises the results:

Intravenous Acyclovir is used in the specialist management of disseminated herpes virus
infection. It was available in 31% of the hospitals and more available in higher level care
facilities.

Fluconazole tablets are used in the treatment of common fungal infections that are often
associated with HIV/AIDS, but were available in less than one third of hospitals in the survey.
This drug is usually only available on ‘Specialist Code’ for restricted usage. Regional and urban-
based hospitals were far more likely to have this drug available and yet it could be argued that
it is an essential drug for treating fungal infections in HIV immune-compromised patients at
less specialised levels of care.

AZT for post needle-stick prophylaxis should be available at all hospitals given the
high prevalence and risk of HIV infection. This was one of the only indicators surveyed which
suggested inequity amongst health care workers. Unfortunately, only a little over half of all
surveyed hospitals (53%) supply this treatment and it was less available in rural areas and at
district-level hospitals.

Condoms should be universally available at all points of health care, but in over a quarter
of surveyed hospitals they were unavailable. Hospitals situated in urban areas and regional
level hospitals were less likely to stock condoms.

Ciprofloxacin is an essential drug in the syndromic management of STDs and is also used
to treat other infections. All regional and 73% of district hospitals in the survey had the drug
available.

TB Drugs - The combination drug INH+Rifampicin (or its equivalent) was used as an
indicator of the availability of TB drugs in the survey. It was surprising to find that less than
three quarters of the surveyed hospitals had this drug available. There was no significant
difference when comparing its availability between urban/rural and district/regional hospitals.

Fluphenazine is an essential drug used in the treatment of psychiatric disease, but was
only available in 70% of surveyed hospitals, with fewer district-level hospitals stocking the
drug.

Biphasic insulin is an essential drug in the management of insulin-dependant diabetes
and appeared to be less available at district-level hospitals, which might indicate inequities in
access to this drug for some diabetic patients.
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Pharmaceutical stocktaking in hospitals

Good management of pharmaceutical stock is essential to improve the availability of
drugs. The proportions of hospitals reporting how frequently they conduct formal stocktaking
are presented in Figure 17. It is disturbing that approximately a quarter of hospitals never or
infrequently do stocktaking.

FIGURE 17: PERCENTAGE OF HOSPITALS WHICH UNDERTAKE STOCKTAKING, RURAL/URBAN

Hospital monitoring of drug expenditure

An indicator of the hospitals’ management capacity was their ability to monitor
expenditure on drugs. Over eighty percent of hospitals reported that they do monitor drug
expenditure.

FIGURE 18: PERCENTAGE OF HOSPITALS MONITORING DRUG EXPENDITURE
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Availability of essential drugs in clinics

A checklist of 10 drugs and supplies was used as an indicator of drug availability. For
clinics not to have these drugs available indicates poor drug management. This is particularly
critical for treatment of conditions such as STDs, where drugs should be available to start
treatment immediately.

In general, a higher proportion of urban clinics than rural clinics had drugs in stock.
There were also significant differences across provinces in the availability of drugs.

FIGURE 19: PERCENTAGE OF CLINICS WITH SELECTED PHC DRUGS, RURAL/URBAN
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Availability of condoms in clinic waiting rooms
The accessibility of condoms is important in the promotion of safer sex. Just over three-

quarters of all clinics have condoms available to patients without request in the waiting room.
Northern Province and North West clinics lag behind in making condoms accessible to patients
in waiting areas. In addition to provincial differences in access to condoms, significantly fewer
rural clinics place condoms for patients to pick up in their waiting rooms.

FIGURE 21: PERCENTAGE OF CLINICS WITH CONDOMS IN THE WAITING ROOM
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TB drugs
TB drugs were regarded as being available only if a clinic had all four of the drugs assessed

in stock on the day of the survey. The assessed drugs were: isoniazid, rifampicin, pyrazinamide
and ethambutol. Figure 20 shows the percentage of clinics that had all four drugs available.

The control of TB is a national priority, yet many provinces are providing an inadequate
service because of the poor availability of appropriate drugs. The Northern Cape was the only
province where all surveyed clinics had all TB drugs available.

FIGURE 20: PERCENTAGE OF CLINICS WITH ALL TB DRUGS AVAILABLE
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Section 4 – Health Information and Management Systems
Hospital Health Information Systems

Thirteen district-level hospitals (20%) and 2 regional hospitals (12,5%) had no Health
Information Systems in place. Of the 67 hospitals that collected information, only 7% had
completely computerised systems and these were notably all district-level hospitals of which 4
(of the 5) were urban-based and 3 were situated in KwaZulu-Natal.

The majority of hospitals (55%) had paper-based systems and the remaining used a
combination of paper-based and computerised systems.

In Figure 22, the type of information collected by those hospitals with Health Information
Systems is displayed. The data suggest that regional hospitals are more likely to collect
information of each type compared with district hospitals.

FIGURE 22: PERCENTAGE OF HOSPITALS WHICH COLLECT KEY CATEGORIES OF INFORMATION,
DISTRICT/REGIONAL
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Reporting of maternal deaths

The recent introduction of a confidential enquiry policy for reporting maternal deaths
should strengthen the monitoring of this outcome measure, but the success of its implementation
will depend on a number of factors, particularly the training of relevant personnel. The Gauteng
hospitals illustrate this well as all respondents reported that staff training is provided. In addition,
all their hospitals had a reporting system in place that monitored maternal mortality rates. An
important consideration is that Gauteng was the earliest province to implement the new system,
which could account for its lead. It will be interesting to see whether these findings change
over time as the system becomes more established.

Data in Figure 23 illustrate that fewer hospitals in the remaining eight provinces monitor
Maternal Mortality Rates than have reporting systems in place. The Northern Cape fared
worst in both staff training and the monitoring of maternal mortality.
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FIGURE 23: PERCENTAGE OF HOSPITALS UNDERTAKING MATERNAL DEATH MONITORING

Hospital obstetric and neonatal mortality meetings

Mortality and morbidity meetings for obstetric and perinatal care are important
mechanisms for promoting the quality of obstetric services. It was disappointing to find that
less than half of the sampled hospitals in most provinces hold these meetings regularly. Free
State hospitals were the exception, where at least three quarters hold regular meetings. An
unusual finding was that Gauteng hospitals held fewer regular obstetric meetings than perinatal
mortality meetings. This could reflect differences between the obstetric and paediatric
departments at these hospitals.
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Clinic reporting and feedback of information

Overall, 82% of all clinics retained a copy of the last monthly or quarterly report submitted.
However, clinics in Mpumalanga fared poorly as only 38% of them had retained copies of their
reports. Gauteng, on the other hand, was the only province where all clinics had copies of
their reports. There was little difference however between rural and urban clinics, where 80.7%
of rural clinics and 83% of urban clinics had a copy of their reports. It is thus encouraging to
note that retaining a copy of the report is not hampered by rural location of a clinic. This
suggests that all clinics have the potential to submit their reports and retain copies for their
own use.

Written feedback from higher levels of management is considered to be a useful mechanism
for ensuring timely submission of reports, as well as for providing clinic managers with
information about other clinics in the same district or region. Only a quarter of all clinics
(25.5%) reported having received any written feedback on at least one of their reports. The
proportions were again lowest for Mpumalanga and highest for Gauteng. Furthermore, more
urban clinics than rural clinics received feedback from district or regional managers (Figure
25). This suggests that district managers are more likely to give urban clinics feedback than
rural clinics. This difference is most likely due to the finding that clinics in predominantly
rural provinces such as Eastern Cape, KwaZulu-Natal, Northern Province and Mpumalanga,
are least likely to have received feedback. This may perhaps point to weaknesses in the provincial
information management systems rather than a preferential treatment of urban clinics.
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FIGURE 24: PERCENTAGE OF HOSPITALS WITH REGULAR MORBIDITY AND MORTALITY MEETINGS
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To determine whether clinic staff utilise information they gather, interviewers examined
the existence of data displayed on clinic walls. Although it should ideally have been current
data, any data displayed in the form of charts or tables was regarded as representing an ability
to manage and utilize data by clinic staff.

It is encouraging that majority of all clinics (78%), had data displayed on their walls.
However just under 40% of clinics in the Eastern Cape had data displayed.While very few
clinics in Mpumalanga retained copies of their reports, over 80% displayed their data. There is
no significant difference in the proportions of urban (80%) and rural (76%) clinics which
display data on their walls.

FIGURE 25: PERCENTAGE OF CLINICS RECEIVING FEEDBACK AND RETAINING REPORTS, RURAL/
URBAN

FIGURE 26: PERCENTAGE OF CLINICS WITH A COPY OF THEIR LAST REPORT
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Community participation

One of the measures of community participation in health care delivery and decision
making is the existence of formal structures in which members of the community can actively
participate.

At a primary care level, Community Health Committees often fulfil this role and, in
hospitals, the role is fulfilled by Management Boards and Hospital Forums.

Community Health Committees

The proportion of clinics within each province that have Community Health Committees
is displayed in Figure 27. A significantly higher proportion of rural clinics (78%) have
Community Health Committees as compared with clinics in urban areas (49%). There is a
wide difference between the provinces with only 25% of sampled clinics in Mpumalanga with
Community Health Committees compared to 77% in the Eastern Cape.

FIGURE 27: PERCENTAGE OF CLINICS WITH COMMUNITY HEALTH COMMITTEES

Hospital Boards

Hospital Boards are the structures through which some form of community participation
in hospital management can take place. Recently, many hospitals have replaced them with
Hospital Forums. Approximately two-thirds of hospitals in the survey reported having one of
these structures and in almost all of these, there is community representation of some form.
Because these structures offer a means of community participation in hospital decision-making,
they need to be more universally constituted. Slightly more regional hospitals than district
hospitals have these structures, yet it made no difference whether the hospital was rural or
urban.
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FIGURE 28: PERCENTAGE OF HOSPITALS WITH EXISTENCE OF HOSPITAL BOARD/FORUM AND
COMMUNITY REPRESENTATION

Patient complaints procedures

The existence of patient complaints procedures is an important indicator of the
acknowledgement of patients’ rights within health care institutions; however, it is not a measure
of the institution’s effectiveness in handling patient complaints.

Clinic complaints procedures

Overall, a little more than half of all clinics were found to have a patient complaints
procedure of some form. The predominantly urban provinces of Gauteng and Western Cape
had the highest proportion of clinics with patient complaints procedures (PCPs). Northern
Cape and Mpumalanga clinics had the lowest proportion. There was no difference however in
rural (55%) and urban (58%) clinics with PCPs.

Amongst the surveyed clinics, various methods were used to elicit patients’ complaints
and measure patient satisfaction. The most commonly used method was to place a suggestion
box in the clinic. In a few clinics regular patient satisfaction surveys were distributed.

Although in most clinics complaints are handled within internal structures, a number
refer them to the CHC, community forum and even tribal authorities. This suggests that
community concerns may be addressed effectively through patient complaints procedures. The
establishment of such structures should thus be viewed as a move toward greater community
participation in health care delivery and to be encouraged among provinces.

Hospital complaints procedures

A wide variation exists in the availability of complaints procedures in hospitals across
provinces, as illustrated in Figure 29. Very few hospitals reported having information openly
available to patients about their complaints procedures. The Eastern Cape, Northern Cape
and Mpumalanga had very few hospitals with complaints procedures and none of them made
the information available to patients.
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FIGURE 29: PERCENTAGE OF HOSPITALS WITH EXISTENCE OF A HOSPITAL COMPLAINTS PROCEDURE

Policies for managing HIV

Respondents were asked whether their hospital had policies requiring consent for HIV
testing, for the maintenance of patient confidentiality of HIV status and for the provision of
pre-test counseling. Where hospitals claimed to have policies in place, these were almost
invariably available in all three categories.

Figure 30 presents the combined responses and demonstrates the differences between the
district/regional and rural/urban hospitals. It is encouraging to note the high percentage of
urban hospitals that have these policies in place, but the findings do not necessarily reflect
that each of these policies comply with what is generally considered to be acceptable.

FIGURE 30: PERCENTAGE OF HOSPITALS WITH EXISTENCE OF POLICIES FOR HIV INFORMED
CONSENT, PRE-TEST COUNSELING AND CONFIDENTIALLY
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Section 5 – Availability of Hospital Services
Hospital managers were asked about the availability of the following clinical and diagnostic

services at their hospital:

◆ Termination of pregnancy services

◆ Dental services

◆ On-site laboratory

◆ After hours X-rays

◆ Blood transfusion services

Termination of pregnancy (TOP) services

Twenty two (27%) of regional and district hospitals surveyed reported providing TOP
services. TOP services were more readily available at regional compared to district hospitals
and at urban compared to rural hospitals. Access to TOP services is of particular concern in
rural areas.

Availability of hospital TOP services varied among provinces. The majority of surveyed
hospitals in Gauteng and the Western Cape provide TOP services, while less than 50% of
hospitals in the remaining provinces perform TOPs. Of those that do not provide TOP services,
72.4% said that a functioning referral system was provided.

FIGURE 31: PERCENTAGE OF HOSPITALS WHICH PROVIDE TERMINATION OF PREGNANCY SERVICES
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Dental services

Oral health services have been neglected as an essential clinical service to date, with
many people in rural areas having poor access. Nearly half (49.4%) of all hospitals and 40% of
rural hospitals in the sample reported having a dental clinic linked to the hospital.

Laboratory services

As an indicator of the quality of diagnostic and clinical services at the sampled hospitals,
information was collected about on-site laboratories. Just over half (53.1%) the hospitals
surveyed have on-site laboratory services. The greater proportion of regional hospitals with
on-site laboratory services would be expected, given the greater number of complicated patients
seen at this level of care. The majority (75%) of regional hospitals are in urban areas and
therefore the urban/rural difference may be a function of hospital type.

After hours x-ray services

After hours X-ray services are important for the diagnosis, and subsequent management,
of emergency conditions. These services were reportedly available in all regional and 80% of
district hospitals. The availability of X-ray services does not appear to be determined by
geographical location. However, the qualifications and skills of the staff performing and reading
the X-rays will determine the quality of the service.

Blood transfusion services

The availability of blood transfusion services can have an important influence on quality
of hospital care delivered. Its availability may affect the clinical outcome of trauma or accident
patients and patients with acute surgical conditions. In addition, 24-hour blood transfusion
services are crucial for women suffering from obstetric haemorrhage, which is the second most
important cause of maternal deaths reported in South Africa. Only 65% of hospital managers
said that they had access to 24-hour blood transfusion services. Urban hospitals (80%) had
greater access to blood transfusion services than rural hospitals.
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FIGURE 35: PERCENTAGE OF HOSPITALS WITH ACCESS TO 24-HOUR TRANSFUSION SERVICE

FIGURE 34: PERCENTAGE OF HOSPITALS WITH AFTER HOURS X-RAY SERVICES

FIGURE 32: PERCENTAGE OF HOSPITALS WITH DENTAL CLINIC LINKED TO HOSPITAL

FIGURE 33: PERCENTAGE OF HOSPITALS WITH ON-SITE LABORATORY
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Section 6 – Quality of Clinic Services
Daily provision of key PHC services

In all provinces, STD services, child curative services, TB services and family planning
services are provided daily by over 75% of all clinics, while antenatal and postnatal care services
are only provided daily by under 65% of all clinics. Higher proportions of rural clinics provide
daily health education, STD, child curative, antenatal and postnatal care services (Figure 36).

FIGURE 36: PERCENTAGE OF CLINICS PROVIDING DAILY KEY PHC SERVICES
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FIGURE 38: PERCENTAGE OF CLINICS PROVIDING DAILY IMMUNISATION SERVICES, 1997/98

Figures 37 and 38 illustrate the extent to which the different provinces have integrated
family planning and immunisation services into clinic services. One important finding is that
overall, there is greater integration of services from the data presented in 1997. Northern
Province particularly stands out, where 100% of the surveyed clinic provide family planning
services every day, and 93% of their clinics provide daily immunisation services.

FIGURE 37: PERCENTAGE OF CLINICS PROVIDING DAILY FAMILY PLANNING SERVICES, 1997/98
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Availability of pathology services at clinics

For many illnesses, clinical examination will give an accurate diagnosis. However, for
others, pathology tests are essential in diagnosis, treatment and management. Essential pathology
tests include TB sputum, HIV, Pap smears (for cervical cancer) and syphilis testing.

Availability of TB Sputum testing: Control of TB is a national priority, yet almost a
quarter of the clinics surveyed do not offer TB sputum testing (Figure 39). In addition, the
availability of drugs to control TB is poor with over 40% of clinic having inadequate supplies
(Table 1). It is also important to note that there are significant differences between provinces.
Northern Cape for example is doing exceptionally well with 100% of its clinics with appropriate
TB drugs and 100% of its clinics providing TB sputum testing. Unfortunately this is not the
case in many other provinces (see Figure 39 and Table 1). This may in part be attributable to
the historical vertical delivery of TB services. In other words, patients are referred to another
clinic or hospital to be tested and treated. Nonetheless, given the importance of TB control, it
is a service that should be available at all clinics, and integrated into the packages of services
which are provided at every primary health care facility.

Availability of HIV testing:  In recent years, the value of HIV testing has become apparent
as treatments have become available and options in the care and management of HIV positive
people become more defined. However, only just over half of all clinics (56%) offer HIV
testing. There is great variation between the provinces with 100% of Northern Cape clinics
offering testing and only 20% of those in Northern Province (Figure 40). It appears that there
is no correlation between the provincial HIV prevalence, and the availability of HIV testing.
This is surprising, as one would imagine that a province like KwaZulu-Natal, with a high HIV
prevalence, would have a greater demand for HIV testing. There is also a huge difference
between urban and rural areas, yet HIV is neither exclusively a rural nor an urban problem
(Figure 43).

Availability of Pap smears:  At present Pap smears are provided inequitably, with 72% of
urban clinics providing testing, compared to only 29% of the rural clinics (Figure 43). Huge
differences are also apparent between provinces where for example, only 13% of Northern
Province clinics offer Pap smears, compared to 97% in the Western Cape (Figure 41).

Availability of syphilis testing:  Syphilis is a problem in South Africa, yet it can be
effectively treated once diagnosed. All antenatal women should be routinely tested for syphilis,
and it is therefore a service which should be offered in all clinics. However, 20% of clinics still
do not provide syphilis testing. There appears to be no overall change in the availability of
syphilis testing since the 1997 survey (Figure 39), however there have been improvements in
the availability of the service in a few provinces, most notably the Eastern Cape.
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FIGURE 39: PERCENTAGE OF CLINICS WHICH OFFER TB SPUTUM TESTING

FIGURE 40: PERCENTAGE OF CLINICS WHICH OFFER HIV TESTING

TABLE 1: PERCENTAGE OF CLINICS PROVIDING TB SERVICES

Province Percentage of Percentage of Percentage of
clinics with clinics with clinics which offer

TB Drugs in stock daily TB Service TB Sputum Test

Eastern Cape 44 85 58

Free State 82 82 96

Gauteng 81 94 94

KwaZulu-Natal 77 65 55

Mpumalanga 45 79 100

Northern Cape 100 89 100

Northern Province 20 82 56

North West 61 89 75
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South Africa 59 82 74
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FIGURE 42: PERCENTAGE OF CLINICS WHICH OFFER SYPHILIS TESTING, 1997/98

FIGURE 41: PERCENTAGE OF CLINICS WHICH OFFER PAP SMEARS
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Turnaround time for clinic pathology results

The time it takes for the results of tests to get back to clinics is important to ensure
prompt appropriate treatment, and prevent losses to follow-up. Urban provinces (such as
Western Cape and Gauteng) and urban clinics tend to fare better than others, probably owing
to better infrastructure and transport.

The average length of time to get TB results back has improved from 9 days in 1997 to 7
days in 1998.

New pathology tests are beginning to become available where tests can be undertaken
rapidly on-site, using relatively unskilled staff. Their major disadvantage at present is their
cost. As they become increasingly available and affordable, they will greatly improve the quality
of care in many rural clinics.

FIGURE 43: PERCENTAGE OF RURAL AND URBAN CLINICS WHICH OFFER PATHOLOGY TESTS
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FIGURE 44: CLINIC TB TEST TURNAROUND TIME, 1997/98 (DAYS)
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FIGURE 45: CLINIC TURNAROUND TIME FOR SYPHILIS RESULTS (DAYS)
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FIGURE 46: CLINIC TURNAROUND TIME FOR PAP SMEAR RESULTS (DAYS)

FIGURE 47: AVERAGE CLINIC TURNAROUND TIME FOR SELECTED SERVICES, RURAL/URBAN (DAYS)

2520151050

14

20

13

22

21

8

16

8

10

14

South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape

Days

Pap smear

TB

Syphilis

HIV

Days
2520151050

10

7

10

6

6

8

13

20

Rural Urban



193

Conclusions
The measurement of equity in the provision of health care is difficult. However indicators

can be useful provided they are interpreted with insight and understanding. This chapter
highlights the differences between provinces, and between urban and rural hospitals and clinics.
While the information is not surprising or necessarily new, it provides a basis for monitoring
whether the attempts by government to reduce the historic inequalities in the provision of
health care, are having an effect.

The infrastructural differences between rural and urban clinics and hospitals, and between
regional and district hospitals, may be a function of adaptation to differing health care
environments. The perfect study would measure the effects of these ‘inequalities’ on the
prevalence of diseases amenable to the health facility, in the populations served by these facilities.
This clearly needs to be done. It is also important to notice the sense of change reflected by
some of the comparative data in the clinic study. Annual comparisons will serve to either
confirm or refute the notion that ‘things are getting better (or worse)’.

In conclusion, the stage has been set for the development of more refined instruments for
measuring the move towards equity, and it is hoped that this piece of work will ultimately lead
to a better understanding of this complex process. It is important that equity becomes an
integral part of the mission of health care organisation and individual health care providers.
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Health and Related Indicators
Demography by province

Total Population 19966 37.9 mill

19969 6 302 525 7 348 423 2 800 711 4 929 368 3 956 875
2 633 504 8 417 021 840 321 3 354 825 40.6 mill

% Population per province

19941 16.1 6.9 17.0 21.2 7.2 1.9 12.4 8.3 9.0 100

19952 15.7 6.7 17.1 21.1 7.3 1.8 13.1 8.2 9.0 100

19966 15.5 6.5 18.9 20.3 7.0 2.0 10.9 8.0 10.9 100

19969 15.5 6.5 18.1 20.7 6.9 2.0 12.1 8.3 9.7 100

Annual population growth rate
D1985-19933 2.6 1.5 1.3 2.8 3.0 0.8 4.0 3.1 1.7 2.4

Crude birth rate 1994 (based
on hospital deliveries)4 17.3 - - 21.6 - - - 15.8 - -

Crude birth rate
B199610 21.8 18.4 18.6 21.7 22.0 21.1 24.3 22.4 19.4 21.1

ACrude death rate - - - - - - - - - 9.4
CTotal fertility rate

19913 4.6 3.7 3.0 4.3 4.3 2.9 5.8 4.5 2.7 3.3
19968 - - - - - - - - - 3.5

ETeenage birth rate
% 19913 13.1 14.9 12.9 15.3 13.5 12.8 16.4 12.6 11.8 14.6

Average household size

19901 5.2 3.9 3.5 5.7 4.6 4.3 5.2 3.8 3.9 4.5

19945 4.9 4.0 3.9 5.0 4.8 4.1 4.7 4.5 3.9 4.5

19957 4.7 3.7 3.6 5.0 5.0 3.7 5.0 4.2 3.8 4.3

19969 4.6 4.1 3.7 5.0 4.6 4.3 4.9 4.6 3.9 4.4

Notes: A Crude Death Rate: number of deaths in a year/population at mid-year per 1000 population
B Crude Birth Rate: number of births in a year/population at mid-year per 1000 population
C Total Fertility Rate: the average number of children that a woman gives birth to during her lifetime, assuming that the

prevailing rates remain unchanged
D Annual Growth Rate: the rate at which the population is increasing or decreasing in a given year expressed as a percentage of

the base population size. It takes in all the components of population growth, namely births, deaths and migration
E The % of total live births per annum to women younger than 20 years

Sources: 1 Chimere-Dan in Demographic patterns in South Africa 1995.

2 Central Statistics Services. RSA Statistics in brief 1995. Pretoria, 1996.

3 Development Bank of South Africa. South Africa’s nine provinces: A human development profile. Halfway House 1994.

4 Health (and Welfare) in Eastern Cape: Implications for Planning, 1996. Durban, 1996 KwaZulu-Natal: Implications for
Planning, 1996. Durban, 1996 North West: Implications for Planning, 1996. Durban, 1996.

5 Central Statistics Services. October Household Survey 1994. Pretoria, 1995.

6 Central Statistics Service. Census 96: Preliminary estimates of the size of the population of South Africa. Pretoria, June 1997.

7 Central Statistics Services. October Household Survey 1995. Pretoria, 1996.

8 South African Institute of Race Relations. South Africa Survey 1996/97, Johannesburg, 1997.

9 Statistics South Africa. Census in brief: The people of South Africa population census, 1996. Report No. 03-01-11 (1996).
Pretoria 1998.

10 Statistics South Africa. The people of South Africa population census, 1996. Age tables for South Africa and its provinces.
Report No. 1: 03-01-01 (1996). Pretoria 1998.
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Socio-Economic Indicators by province

Area as a % of
total area of SA1 13.9 10.6 1.5 7.5 6.7 29.7 9.8 9.7 10.6 100

199611 13.9 10.6 1.4 7.6 6.5 29.7 10.2 9.5 10.6 100

Pop density
(persons per km2)

19942 38.0 21.1 365.2 92.3 37.3 2.0 42.2 28.0 28.1 33.0

19953 38.2 21.5 374.7 94.5 38.4 2.0 43.8 28.8 28.8 33.8

199611 37.2 20.3 432.0 91.4 35.2 2.3 39.8 28.8 30.6 33.3

Functional urbanisation

% Urban 19933 55.4 73.7 99.6 77.9 43.2 78.2 12.1 43.9 95.1 65.5

% Urban 19944 35.0 54.0 96.0 38.0 31.6 73.1 8.0 30.0 86.4 48.8

% Rural 19944 65.0 46.0 4.0 62.0 68.4 26.9 92.0 70.0 13.6 51.2

% Urban 19967 37.3 69.6 96.4 43.5 38.3 71.1 11.9 34.8 89.9 55.4

% Rural 19967 62.7 30.4 3.6 56.5 61.7 28.3 88.1 65.2 10.1 44.6

% Urban 199611 36.6 68.6 97.0 43.1 39.1 70.1 11.0 34.9 88.9 53.7

% Rural 199611 63.4 31.4 3.0 56.9 60.9 29.9 89.0 65.1 11.1 46.3

% Literacy rate

19911 59.0 60.0 69.0 58.7 54.6 67.6 52.7 55.8 71.9 61.4

19955 59.0 59.0 69.0 59.0 55.0 68.0 53.0 62.0 72.0 -

19969 - - - - - - - - - 71.0
A199611 59.0 62.7 80.6 61.2 57.0 58.9 53.0 58.3 78.7 65.8

Unemployment rate

19911 23.6 15.3 16.6 25.2 16.3 16.7 24.8 22.3 13.3 19.4

19946 45.3 24.4 28.7 32.2 36.4 32.5 47.0 36.6 17.3 32.6

19959 41.4 26.1 20.9 33.1 33.4 27.0 41.0 32.8 18.6 29.0
B199611 48.5 29.9 28.2 39.1 32.9 28.5 46.1 37.9 17.9 33.9

1997 (expanded)12 - - - - - - - - - 37.6

1997 (official)12 9
ELabour dependency ratio

19941 3.7 1.4 0.9 2.3 2.1 1.6 4.8 1.6 1.2 1.9
DAge dependency ratio

199611 83.5 56.4 42.0 68.2 68.3 62.3 92.4 63.5 52.4 64.4

Per capita income Rands
19941 1 358 2 419 4 992 1 910 2 164 2 865 725 1 789 4 188 2 566

% households with tap water in dwelling 19946

White 97.5 97.4 98.6 99.1 96.6 98.9 91.4 99.7 99.4 98.4

Coloured - - 93.7 - - 29.2 - - 85.5 76.0

Indian - - 99.5 - - - - - - 97.7

African 16.3 19.1 57.2 25.9 20.1 20.2 12.9 21.1 39.5 27.4

% households with tap water in dwelling 19958

White 92.6 98.3 96.7 96.0 96.5 98.3 93.1 99.7 98.9 96.9

Coloured 53.3 52.1 95.3 91.2 91.4 44.4 92.7 84.8 76.7 72.2

Indian 100 - 99.8 95.9 100 87.7 100 92.8 100 96.8

African 16.0 26.6 64.2 26.6 41.2 27.1 16.6 27.0 36.9 32.7

% households with tap water in dwelling 199611

Total population 24.7 40.6 67.7 39.8 37.3 50.0 17.8 30.6 76.4 44.7
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% households using electricity as main energy source 19946

White 95.8 99.8 98.4 99.4 99.1 81.9 97.9 99.7 99.4 98.2

Coloured 53.7 - 93.5 - - 37.1 - - 83.9 75.7

Indian - - 99.8 - - - - - - 98.5

African 12.0 31.7 64.6 31.7 20.0 29.9 14.0 25.1 46.5 30.5

% households using electricity as main energy source 19958

White 94.3 98.2 99.5 98.8 99.8 90.7 98.6 99.6 96.8 98.2

Coloured 56.3 66.1 97.7 90.0 88.4 49.0 98.4 90.9 78.5 74.9

Indian 98.9 - 99.7 98.2 100.0 87.7 100 100 91.8 98.3

African 16.4 45.1 84.1 37.2 31.0 48.0 21.6 36.0 53.9 42.1

% households using electricity as main energy source C199611

Total population 23.2 42.0 72.9 45.8 35.6 52.4 19.5 33.8 76.5 47.1

% households without sanitation facilities 19946

White 0.1 0.0 - 0.0 - - - 0.0 - 0.0

Coloured 5.8 - 0.1 - - - - - - 2.4

Indian - - - - - - - - - 0.1

African 28.8 12.7 2.6 8.9 16.8 - - 13.0 - 12.6

% households without sanitation facilities 19958

White - - 0.1 - - 0.5 - - 0.1 0.1

Coloured 6.9 3.5 - 0.4 - 8.4 - 0.5 2.2 3.2

Indian - - - 0.1 - - - - - 0.0

African 19.9 11.9 1.2 15.7 11.4 11.5 14.7 5.5 1.8 10.9

% households without sanitation facilities 199611

Total population 29.1 8.8 2.5 15.2 8.7 10.7 21.2 6.4 5.4 12.4

Notes: A people age 20 years and more with no schooling or some primary schooling are illiterate
B among those aged 15-65 years
C electricity as main energy source used for cooking
D Age dependency ratio: the ratio of the combined child population (0-14 years) and the aged population (65+ years) to the

intermediate age population (15-65 years)
E Labour Dependency Ratio: the number of people supported by every member of the labour force excluding him or herself

Sources: 1 Development Bank of South Africa. South Africa’s nine provinces: A human development profile. Halfway House 1994.

2 Chimere-Dan in Demographic patterns in South Africa 1995.

3 Central Statistical Services. RSA Statistics in brief. 1995. Pretoria, 1996.

4 Health (and Welfare) in the North West: Implications for Planning. Durban, 1996.
KwaZulu-Natal: Implications for Planning, Durban, 1996.
Northern Province: Implications for Planning, Durban, 1996.
Free State: Implications for Planning, Durban, 1996.
Eastern Cape: Implications for Planning, Durban, 1996.
Northern Cape: Implications for Planning, Durban, 1996.

5 Portfolio of South Africa, 1995.  Gauteng, 1995.

6 CSS October Household Survey 1994. (Provincial Reports). Pretoria, 1995.

7 CSS Census 1996: Preliminary estimates of the size of the population of South Africa.

8 CSS October Household Survey 1995. (Provincial Reports). Pretoria 1996.

9 Joint Education Trust. A survey of Adult Basic Education in South Africa. In, South Africa Survey 1996/97.  SAIRR,
Johannesburg, 1997.

11 Statistics South Africa. Census in brief: The people of South Africa population census, 1996. Report No. 03-01-11 (1996).
Pretoria, 1998.

12 Central Statistical Service. October Household Survey 1994-1997. Employment and Unemployment in South Africa,
statistical release P0317.10. Pretoria, 1998.
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Health Status by province

MORTALITY

Infant mortality rate
19901 44.7 45.8 32.3 44.9 45.1 42.9 52.9 40.1 24.4 40.2

Infant mortality rate 1991-1996,
per 1 000 live births16 56.3 54.6 60.3 54.5 55.2 55.3 56.5 55.7 53.4 56.1

Neonatal deaths per 1 000
public hospital deliveries 19952 15.0 12.2 - 7.0 - 9.8 14.7 9.8 - -
BPerinatal mortality rate22 - - - - - - - - - 3.5
AMaternal mortality rate3 - - - - - - - - - 32C

19942 63 - - 44 - - 52.8 70 - -

Still born per 1000 deliveries2 22 - - 19 - - 17.3 26.5 - -

Caesarian section (as a % of total
medically assisted deliveries)2 10 8.2 2 20.9 - 10.1 8.7 8.7 - -

Prevalence of caesarian section
% 1983-198831 - - - - - - - - - 15.0

% of clinics with daily Family
Planning services2 94 96 81 58 58 89 100 79 72 83

Ratio of antenatal visits to
deliveries2 - 3.9 - 6.4 - 3.4 4.5 5.5 - -

Trauma related deaths, excluding
MVA (%) 19905 - - 1.2 - - 1.8 - 1.1 1.6 -

% Transport related deaths 19905 - 2.9 7.7 13.8 2.7 3.0 3.4 4.2 1.6 -

Life expectancy at birth 19901

Male 61 61 63 62 63 60 62 64 63 62

Female 68 66 69 69 69 65 62 70 68 68

1991-199623 63.7 64.4 65.8 64.3 64.1 64.3 63.5 63.9 64.9 64.4

% deaths due to diarrhoea in
children <5yrs 199028 20.4 34.5 10.7 14.7 23.1 29.0 15.3 29.3 14.9 20.8

% deaths due to upper
respiratory infection in
children <5 yrs 199028 8.1 10.9 6.6 9.3 10.6 13.8 9.3 12.3 9.3 9.4

Notes: A Maternal Mortality Rate: the number of women who die as a result of childbearing per 100 000 live births in a given year.
This is usually defined as the number of maternal deaths in a period/live births in the same period

B  Perinatal Mortality Rate: still births + deaths occurring in the 1st week of life/still births + live births per 1000
C This figure as reported is much lower than expected



207

MORBIDITY

Communicable Diseases

Incidence of TB per 100 000
19936 280.6 472.0 191.9 84.2 115.3 417.2 53.2 83.0 702.6 224.9

199618* 504 282 375 381 286 340 260 271 559 362

199726 232 248 161 117 93 296 42 210 409 177

% TB patients successfully treated
199515 65.6 67.4 70.4 71.6 80.2 64.3 68.9 69.1 75.5 71.9

199632 71 77 74 69 76 67 78 69 74 73

Incidence measles per 100 000
199227 51.7 105.5 69.0 44.5 93.4 115.5 47.8 27.8 40.2 57.2

199617 1.4 18.7 9.1 26.0 24 9.2 23.5 8.0 17.7 15.8

199726 1.4 3.6 2.9 2.5 2.6 1.3 3.3 2.2 6.0 2.8

Incidence malaria per 100 000
19938 0.1 0.5 9.0 45.1 131.0 2.9 42.7 4.4 0.5 27.5

1996/9724 - - - 221.1 573.4 - 163.4 - - 70.2*

199726 - 1.6 8.1 124.8 183.4 - 87.9 9.5 1.4 53.8

Incidence viral hepatitis
per 100 000

199617 0.2 10.7 4.3 1.9 2.1 4.2 1.5 0.2 10.7 2.7

199726 1.8 8.5 4.6 1.1 2.0 2.5 2.5 0.4 8.5 2.8

Incidence meningococcal
infection per 100 000

199210 0.9 0.6 0.5 0.4 0.8 2.2 0.6 0.3 8.5 1.3

199617 0 0.03 1.1 0.07 0.2 0.1 0 0.3 5.7 0.8

199726 0.5 0.1 1.0 0.2 0.3 0.5 0 0.05 6.0 0.8

Incidence congenital syphilis
199210 4.8 0.2 1.9 0.4 0.4 2.4 0.9 0.2 7.0 2.0

Prevalence gonorrhoea
% 199621 - - - - - - - - - 8

Incidence chlamydia
(antenatal) % 1996 - - - - - - - - - 16

Prevalence of syphilis
(antenatal) % 199729 10.7 18.4 10.2 9.4 12.7 9.6 4.8 14.6 17.7 11.0

HIV no. of cases (antenatal)
1996/9720 - - - - - - - - - 60 657

HIV prevalence (antenatal)
% 199411 4.5 9.2 6.4 14.4 12.2 1.8 3.0 6.7 1.2 7.6

% 199512 6.0 11.0 12.0 18.2 16.2 5.2 4.9 8.3 1.7 10.4

% 199629 8.1 17.5 15.5 19.9 15.8 6.5 8.0 25.1 3.1 14.2

% 199729 12.6 20.0 17.1 26.9 22.6 8.6 8.2 18.1 6.3 17.0

Tetanus 199617 (no. of cases) 0 1 0 4 4 0 8 0 1 18

* Number of reported cases generally lower than actual number of cases, especially malaria and TB.

Non-communicable diseases

Cervical cancer (age standardised
incidence rate) per
100 000 199230 - - - - - - - - - 30.5
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DISABILITY

Total number of
cases19 (estimated) 6 559 2 773 7 063 8 761 3 025 741 5 560 3 326 3 736 41 544

199627 (self  reported) 462 179 211 913 455 541 502 090 211 913 46 995 296 870 279 534 145 438 2 657 714

Prevalence sight %
(serious eye defect)19 2.0 4.4 2.2 2.6 1.7 3.3 2.2 2.5 2.0 2.4

Prevalence sight % 199627 2.6 5.2 2.9 2.2 3.6 2.3 2.3 3.4 3.8 2.7

Prevalence hearing / speech %19 0.7 1.5 0.7 0.8 0.4 1.2 0.7 0.8 0.6 0.8

Prevalence hearing  % 199627 1.1 1.3 0.8 0.9 1.2 0.8 1.1 1.6 0.5 1.0

Prevalence physical %19 1.6 2.3 1.0 1.8 1.6 1.1 1.0 1.2 1.4 1.4

% 199627 1.9 1.6 1.0 1.6 1.1 1.2 1.5 1.8 0.9 1.4

Prevalence mental %19 0.5 0.4 0.3 0.4 0.6 0.3 0.2 0.5 0.5 0.4

Prevalence mental % 199627 0.7 5.4 0.3 0.5 0.5 0.5 0.4 0.7 0.4 0.5

RISK TAKING BEHAVIOUR

Smoking 19951

% adults who smoke 29 40 37 33 55 14 23 46 48 34

% men 48 56 52 56 72 35 42 62 51 52

% women 12 23 20 8 33 4 6 31 45 17

NUTRITIONAL STATUS
A%Wasting

Primary school children in
sub-standards 1&2 19943 2.5 1.8 2.1 1.9 5.4 1.8 3.1 4.4 2.8 2.6

Children 6-71 months14 3.2 4.5 1.2 0.7 2.5 1.7 3.8 4.5 1.3 2.6

B% Stunting

Primary school children in
sub-standards 1&2 19943 16.8 11.2 7.1 11.8 19.2 13.4 11.4 14.1 13.8 13.2

Children 6 - 71 months14 28.8 28.7 11.5 15.6 22.8 34.2 20.4 24.7 11.6 22.9

C% Under-weight

Primary school children in
sub-standards 1&2 19943 9.2 8.0 4.6 5.6 20.9 10.4 6.2 12.0 12.0 9.0

Children 6-71 months14 11.4 13.6 5.6 4.2 15.6 12.6 7.3 13.2 7.0 9.3

% Low birth weight babies2 4.3 - - - - - - - - -

Notes: A Wasting: weight for height under 2 standard deviations (SD) from norm
B Stunting: height for age under 2 SD from norm
C Underweight: weight for age under 2 SD from norm
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Sources: 1 Chimere-Dan in Demographic patterns in South Africa 1995.

2 Health (Care)(and Welfare) in Eastern Cape, Northern Cape, Northern Province, North West and Free State: Implications for
Planning, 1996. Durban, 1996.

3 Department of Health. Epidemiological Comments; Vol 22 (4). Pretoria, 1995.

4 Bradshaw D et al Estimated causes of death Profiles for the nine new provinces based on 1990 data. MRC, 1995.

5 Fourie J, and Steyn K,. Chronic Diseases of Lifestyle in South Africa. Medical Research Council, 1995.

6 Department of Health. Epidemiological Comments; Vol 22 (1). Pretoria, 1995.

7 Department of Health. Epidemiological Comments; Vol 21 (5). Pretoria, 1994.

8 Department of Health. Epidemiological Comments; Vol 21 (6). Pretoria, 1994.

9 Department of Health. Epidemiological Comments; Vol 22 (2). Pretoria, 1995.

10 Development Bank of Southern Africa, 1994.

11 Department of Health. Epidemiological Comments; Vol 22 (5). Pretoria, 1995.

12 Department of Health. Annual Report, 1995. Pretoria, 1996.

13 MRC / HSRC Survey, 1995.

14 The South African Vitamin A Consultative Group. 1995.

15 Weyer K. Unpublished Report. Medical Research Council, 1995.

16 Institute for Futures Research, University of Stellenbosch. In, South African Institute of Race Relations. 1996/97 Survey, 1997.

17 Department of Health. Number of reported cases of notifiable diseases. In: South Africa Survey 1996/97, South African
Institute of Race Relations, 1997.

18 Department of Health. Information supplied by Ms Courtenay Singer, 27 Feb, 1997. In: South Africa Survey 1996/97, South
African Institute of Race Relations, 1997.

19 Department of Health. Annual Report 1996. Pretoria, 1997.

20 Department of Health (KwaZulu-Natal). Health Informatics Bulletin, April 1996 - March 1997.

21 Pham-Kanter GB, Steinberg MH, Ballard RC.  National AIDS Research Programme, Medical Research Council, Johannesburg.
Sexually transmitted diseases in South Africa.  Genitourinary Medicine.  72(3):160-71, 1996 June.

22 Department of National Health. Proceedings of the First Essential National Health Research Congress on Priority Setting.
Pretoria, November 1996.

23 South African Institute of Race Relations.  1996/97 Survey. Johannesburg, 1997.

24 Department of Health, Communicable Disease Control Section.  Malaria in South Africa During 1996 - July 1997. Pretoria,
21 August 1997.

25 Directorate of Traffic Safety. Provinces to accept traffic safety challenges. Nuusbrief 1994; December 1-2: 1. In, Butchart A
and Peden M. South African Health Review, Health Systems Trust, 1997.

26 Department of Health. Health Information, Evaluation and Research. Statistical Notes, February 1998. Pretoria.

27 Statistics South Africa. Census in brief. The people of  South Africa population census, 1996. Report No.1: 03-01-11 (1996).
Pretoria, 1998.

28 Ria Laubscher. Poster presented at the conference of the Statistical Association of South Africa, Dikhololo, Brits, November
1997.

29 Department of Health. Eighth annual national HIV sero-prevalence survey of women attending antenatal clinics in South
Africa 1997. Pretoria, June 1998.

30 National Cancer Registry. Cancer in South Africa, 1992. South African Institute of Medical Research, Johannesburg, 1997.

31 Rossouw J, Jordaan A. Infant mortality and child health in South Africa 1988/1992. Human Science Research Council.
Pretoria, 1997.

32 Department of health. TB talk June-August 1998. Pretoria, 1998.
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Health Service Provision by province

EXPENDITURE

Per capita public health
expenditure (rands) 1992/931 227.0 226.5 381.7 236.9 221.2 164.1 136.6 178.9 491.1 262.6

19942 - 242 - 410 - - - 246 - -

HUMAN RESOURCES

Doctors per 10 000 pop
Private and Public sector
19943 3 4.8 12.8 5.8 2.4 4.6 1.1 2.3 11.5 5.7

Public sector 19943 1.2 1.8 5.7 2.2 0.8 1.6 0.6 1.2 5 2.5

Public sector 19984 1.8 2.4 5.3 2.6 1.5 2 1.5 1.7 6.5 2.9

Nurses per 10 000 pop
Private and Public sector
19943 28.2 27.3 37.9 31.4 14.8 26.5 21.7 26.8 35.7 29.1

Public sector 19943 26.2 24.1 28.4 28.1 13.3 21.2 21.2 23.3 26.9 25.1

Public sector 19984 32.2 32.5 31.8 35.9 22.9 21.7 30.6 29.1 41.1 32.4

Pharmacists per 10 000 pop
Private and Public sector
19943 1.8 3.6 9.5 2.5 2.1 2.7 0.7 2.1 7.5 3.8

Public sector 19943 0.1 0.2 0.4 0.2 0.2 0.4 0.1 0.2 0.5 0.2

Public sector 19984 0.24 0.29 0.56 0.43 0.23 0.26 0.22 0.23 0.69 0.37

Dentists per 10 000 pop
Private and Public sector
19943 0.3 0.5 2.5 0.6 0.4 0.8 0.2 0.3 2.3 0.9

Public sector 19943 0.1 0.1 0.3 0.1 0.1 0.1 0.1 0.1 0.2 0.1

Public sector 19984 0.06 0.08 0.29 0.06 0.08 0.05 0.06 0.08 0.23 0.12

Occupational Therapists (Total)
per 10 000 pop 19984 0.03 0.16 0.38 0.07 0.07 0.07 0.07 0.08 0.29 0.14

Radiographers (Total)
per 10 000 pop 19984 0.51 1.11 1.82 0.7 0.21 0.43 0.1 0.21 1.73 0.79

Sources: 1 ReHMIS Survey in Health Expenditure Review. Durban, 1995.

2 Health (Care) (and Welfare) in: Eastern Cape; KwaZulu-Natal; Northern Cape; Northern Province; North West and Free
State: Implications for Planning, 1996. Durban, 1996.

3 ReHMIS 1994/95 Regional Health Management Information System.

4 PERSAL 1998 database (Department of State Expenditure and Department of Public Service Administrator’s Personnel and
Salary Establishment System database) as reported in Chapter 7 South African Health Review 1998.
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FACILITIES AND SERVICES

Hospital beds per 1000 pop
1992/934 3.5 4.1 6.0 3.8 4.0 2.5 2.1 3.3 5.4 4.0

Distribution of hospital beds
by type of hospital

Academic hospitals (%) 6.8 31.0 57.6 8.2 - - - - 37.5 18.5

Tertiary hospitals (%) 22.0 9.6 9.2 30.7 - 29.2 5.5 19.4 14.5 19.7

Secondary hospitals (%) 12.6 17.5 19.8 20.9 44.4 5.2 38.4 17.9 18.1 18.4

First level hospitals (%) 58.6 41.9 13.4 40.2 55.6 65.6 56.1 62.7 29.9 43.4

Acute beds per 1 000 pop 19942 2.2 2.3 2.6 1.6 1.9 2.7 2.4 1.6 - -

Chronic beds per 1 000 pop
19942 1.0 0.5 0.9 0.2 - 0.7 0.8 0.7 - -

Bed occupancy rate (%)19942 64.0 41 - 79.0 52.0 66.6 52.0 58.0 - -

Average length of stay (days)
19942 7.0 7.0 8.0 9.0 4.6 5.9 5.3 7.8 - -

Bed turnover rate 19942 34.0 - 34.0 32.0 - 44.5 24.4 27.2 - -

Theatre utilisation per day 19942 1.0 - 4.6 - - 1.04 1.97 1.4 - -

No. of hosp. deaths per 1 000
admissions 19942 25.0 19 36.6 36.0 30.8 33.8 32.4 19.0 - -

No. of hosp beds per profess.
nurse 19942 2.8 2.7 2.7 3.1 - 3.7 3.2 3.3 - -

No. of hosp beds per doctor
19942 - - 11.6 - - 25.2 44.1 25.7 - -

No. of admissions per doctor
19942 1 011 - 398 - - - - 1 154 - -

No. of admissions per profess.
nurse 19942 44 - 93 - - - - 150 - -

% of PHC facilities with
refrigerators 19942 83.4 61.0 - 80.6 72.0 72.3 79.0 42.0 - -

Immunisation (%) 19915

Measles5 - - - - - - - - - 85

DPT5 - - - - - - - - - 81

Polio5 - - - - - - - - - 82

BCG5 - - - - - - - - - 63

% of clinics and health centres
with basic amenities 19942

Adequate water supply 54 93 90 80 79 93 70 70 93 -

Grid electricity 48 91 80 89 91 88 77 58 91 -

Waterborne sewerage 45 73 87 59 - 43 51 42 73 -

Telephone 62 90 85 85 70 87 77 57 90 -

Sources: 1 ReHMIS Survey in Health Expenditure Review. Durban, 1995.

2 Health (Care) (and Welfare) in : Eastern Cape; KwaZulu-Natal; Northern Cape; Northern Province; North West and Free
State, Gauteng, Mpumalanga: Implications for Planning, 1996. Durban, 1996.

3 Development Bank of SA quoted in Health Expenditure Review. Durban, 1995.

4 Chetty in Health Expenditure Review, Durban, 1995.

5 Department of Health. Health Trends in South Africa. Pretoria, 1995.

6 Pick W, Kunene H, Jikwana S, and Ntishingila L. Planning Human Resources for Health Care in South Africa - A Document
for Discussion. Dept of Community Health, University of the Witwatersrand. December 1996.
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Population group as % of
total population 19941 12.8 8.5 2.6 76.1 100

19952 12.7 8.5 2.5 76.3 100

19966 12.4 8.4 2.5 76.7 100

19967 10.9 8.9 2.6 76.7 100

Average annual population
growth rate % 19941 0.7 1.5 1.5 2.5 2.1

19952 0.7 1.4 1.4 2.4 2.1

1991-19966 0.5 1.45 1.31 2.4 2.02

Crude birth rate 19941 13.7 21.7 18.1 25.3 23.4

19968 12.2 21.2 16.1 22.4 21.3

Crude death rate 19941 6.7 7.2 7.3 10.2 9.4

Total fertility rate 19901 1.8 2.7 2.3 3.7 3.3

19943 1.6 2.3 2.2 3.7-4.3 2.9

1991-19966 1.8 2.4 2.2 4.0 3.5

Contraceptive prevalence rate
19901 75.1 69.5 70.1 50.7 -

19941 80.0 74.0 77.0 66.0

% Teenagers commenced childbearing
19901 6.3 14.8 6.1 10.7 -

19931 - 8.5 - 15.2 -

Average household size 19901 3.0 4.7 4.4 4.8 4.5

19944 2.7 5.3 4.5 5.3 4.5

19955 2.9 4.6 4.2 4.7 4.3

19967 2.9 4.7 4.3 4.7 4.4

Sources: 1 Chimere-Dan. Demographic Patterns in South Africa in South African Health Review, 1995. Durban, 1995.

2 Central Statistics Services. RSA Statistics in brief. Pretoria, 1995.

3 Central Statistics Services. 1994 October Household Survey.  Pretoria, 1995.

4 CASE. A National Household Survey of Health Inequalities in South Africa. 1995

5 Central Statistics Services. 1995 October Household Survey.  Pretoria, 1996.

6 South African Institute of Race Relations. South Africa Survey 1996/97. Johannesburg, 1997.

7 Statistics South Africa. Census in brief: The People of  South Africa population census, 1996. Report No. 1: 03-
01-11 (1996). Pretoria, 1998.

8 Statistics South Africa. The people of South Africa population census, 1996. Age tables for South Africa and its
provinces. Report No. 1: 03-01-01 (1996). Pretoria, 1998.
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% Urbanised 19931 91.1 83.2 96.2 35.8 48.3

19969 90.6 83.4 97.3 43.3 53.7

% Literate 19932 99 66 84 54 -

19967 - - - - 71
B199610 - - - - 66

Unemployment rate 19943 6.4 23.3 17.1 41.1 33 (40)4

C199610 4.6 20.9 12.2 42.5 33.9

1996 (official)11 4.0 13.1 12.1 27.4 21.0

1997 (official) total 4.6 16.0 10.2 29.3 22.9

Male/female11 3.3/6.2 13.6/19 8.8/12.7 24.6/34.6 18.9/27.6

Age dependency ratio5 49.0 57.1 48.7 61.6 -

199610 46.6 58.5 45.9 68.6 64.3

Personal income per capita (R)8 7108 5727A 5727A 1252 2579

 % of Population with electricity
19943 98.2 75.7 98.5 30.5 36.66

D199610 97.2 75.5 97.7 30.4 47.1

Notes: A individual groups too small to report.
B people age 20 years or more with no schooling or some primary schooling are illiterate
C amongst those aged 15-65 years
D electricity as main source of energy for cooking

Sources: 1 Yach D, and Harrison D in Public Health in North-South Perspective 1994.

2 Development Bank of Southern Africa in Race Relations Survey, 1993/94. SAIRR, Johannesburg, 1994.

3 CSS October Household Survey 1994. Pretoria, 1995.

4 Lund F and Patel Z in South African Health Review, 1995.

5 Key Indicators of poverty in South Africa. 1995.

6 Medical Research Council. Electrification and Health. A South African perspective. Unpublished, 1994.

7 Joint Education Trust. A survey of Adult Basic Education in South Africa. In, South Africa Survey 1996/97.
SAIRR, Johannesburg, 1997.

8 South African Institute of Race Relations.  South Africa Survey 1996/97.  SAIRR, Johannesburg, 1997.

9 Statistics South Africa. The people of South Africa population census, 1996. Age tables for South Africa and its
provinces. Report No. 1: 03-01-01 (1996). Pretoria 1998.

10 Statistics South Africa. Census in brief: The People of South Africa population census, 1996. Report No. 1: 03-
01-11 (1996). Pretoria, 1998.

11 Central Statistical Services. Employment and Unemployment in South Africa October Household Survey 1994-
1997. Statistical release p0317.10. Pretoria, August 1998.
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Health Status by race

MORTALITY

Infant mortality rate 19901 7.4 28.6 15.9 48.3 40.2

19942 7.3 36.3 9.9 54.3 48.9

1991-9618 19.3 60.5 34.1 59.0 56.1

Perinatal mortality rate 1994 (%)16 - - - - 3.5

% of deaths < 5 years 19903 12 19 13 20 -

Maternal mortality rate 19904 3 30 15 23 32

19922 8 22 5 58 -

Trauma related deaths:

Motor vehicle accidents (no. of cases) 1993 - - - - 9445

Unintentional/Intentional Violence (%)17 - - - - 19.2

Life expectancy at birth 19901

Males 69 59 64 60 62

Females 76 65 70 67 68

1991-1996 73.0 62.5 68.8 63.2 64.4

1996-200118 73.6 64.4 70.2 64.5 65.6

% deaths due diarrhoea in children
<5 years 199021 1.7 17.8 7.5 22.0 20.8

% deaths due to upper respiratory
infection in children <5yrs 199021 4.2 10.7 2.8 9.5 9.4

MORBIDITY

Communicable Diseases

Incidence TB per 100 000
19935 18.8 712.5 50.8 206.6 224.9

199720 13.5 444.5 42.2 174.9 177.3

Incidence measles per 100 000
199720 1.7 6.2 1.4 2.6 2.8

Incidence malaria per 100 000
19936 15.3 0.3 0.9 32.8 27.5

Ave annual Incidence of typhoid
per 100 000 1985-19947 0.6 0.7 2.1 10.1 7.8

Incidence typhoid per100 000
199720 0.2 0.1 0.6 1.9 1.5

Incidence hepatitis per 100 000
199720 7.8 7.3 2.1 1.4 2.8

Incidence meningococcus per
100 000 199720 0.4 5 0.5 0.5 0.8

% HIV +ve (antenatal) 19948 0.4 1.3 7.0 7.3 7.6

Non communicable diseases

Prevalence of dental caries
% amongst 6 yr olds 19899 59.5 79.2 76.3 65.3 66.3

DMFT scores for 12yr olds 198910 1.8 2.1 1.3 1.7 -

Prevalence of ceasarian section
% 1988-199222 29.1 16 16 13 15

Cervical cancer (age standardised
incidence rate) per 100 000 199220 12.3 30.4 15.1 34.6 30.5
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DISABILITY

Prevalence sight % 199619 0.8 1 1.5 3.3 2.7

Prevalence hearing % 199619 0.7 0.4 0.5 1.1 1.0

Prevalence physical % 199619 0.6 0.9 0.9 1.6 1.4

Prevalence mental % 199619 0.3 0.4 0.4 0.5 0.5

Risk taking behaviour

% of adults who smoke 199511 35 59 36 31 34

% of men who smoke12 40 63 48 46 47

% of women who smoke12 34 49 8 6 13

NUTRITIONAL STATUSNUTRITIONAL STATUS

Wasting (%)

Children in  substandards 1 &2 199413 0.9 4.1 5.2 2.4 2.6

Under-weight (%)

Children in substandards 1&2 199413 1.1 16.9 6.2 8.7 9.0

Stunting (%)

Children <6 years 199414 4.9 19.1 6.1 28.3 -

Children in substandards 1&2 199413 1.8 18.2 4.1 14.6 13.2

% Prevalence of Obesity (BMI > 30)
adults aged 15-64 199415

Male 14.7 6.1 3.2 7.9 -

Female 18.0 25.9 21.6 34.4 -

Sources: 1 Chimere-Dan in Demographic patterns in South Africa, 1995.

2  Department of Health. Annual Report 1995. Pretoria, 1996.

3 Department of Health. Health Trends in South Africa, 1993. Pretoria, 1994.

4 Department of Health. Health Trends in South Africa, 1992. Pretoria, 1993.

5 Department of Health. Epidemiological Comments; Vol 22 (1). Pretoria, 1995.

6 Department of Health. Epidemiological Comments; Vol 21 (6). Pretoria, 1994.

7 Department of Health. Epidemiological Comments; Vol 22 (2). Pretoria, 1995.

8 Department of Health. Epidemiological Comments; Vol 22 (5). Pretoria, 1995.

9 National Survey Data, 1988/89 in Health Status Chapter. South African Health Review 1995. Durban, 1995.

10  Department of Health in Health Status Chapter, South African Health Review 1995. Durban, 1995.

11 Medical Research Council and Human Sciences Research Council Survey, 1995.

12 Community Agency for Social Enquiry. A National Household Survey Health Inequalities in South Africa. 1995.

13 Department of Health. Epidemiological  Comments; Vol 22 (4). Pretoria, 1995.

14 SALDRU/ World Bank Report 1993-1994. South Africa Rich and Poor: Baseline household statistics.

15 Walker ARP in Fourie J and Steyn K. (Eds) Chronic Diseases of Lifestyle in South Africa. MRC, 1995.

16 Department of Health. Annual Report 1996. Pretoria, 1997.

17 Department of Health. Annual Report 1996. Pretoria, 1997.

18 South African Institute of Race Relations. South African Survey 1996/97.  Johannesburg, 1997.

19 Statistics South Africa. Census in Brief: The People of South Africa Population Census, 1996. Report No. 1: 03-01-11 (1996).
Pretoria, 1998

20 National Cancer Registry. Cancer in South Africa, 1992. South African Institute of Medical Research, Johannesburg, 1997.

21 Ria Laubscher. Poster presented at the conference of the Statistical Association of  South Africa, Dikhololo, Brits, November
1997.

22 Rossouw J, Jordaan A. Infant mortality and child health in South Africa 1988/1992. Human Science Research Council.
Pretoria, 1997.
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Abortion 19

Access to health services 1, 2, 14, 15

Private sector 2

Public sector 2

Acts of Parliament 1996 17

Choice on Termination of Pregnancy Act 19

Acts of Parliament 1997

Dental Technicians Amendment Act 21

Medical Dental and Supplementary Health
Service Professions Amendment Act 17, 19, 20

Medicines and Related Substances
Control Amendment Act 17, 19, 20, 23, 112

Nursing Amendment Act 21

Pharmacy Amendment Act 17, 20, 112

Acts of Parliament 1998

Medical Schemes Act 22, 147

South African Medicines and Medical
Devices Regulatory Authority Act 22-23

Sterilisation Act 21

Tobacco Products Control
Amendment Act 21-22

Acts of Parliament Anticipated in 1999

National Health Bill 23

Social Health Insurance Bill 23, 24

AIDS/HIV 1, 3, 4, 5, 10, 11, 12, 15,
25, 123, 133, 167, 171, 181, 187, 188

Artificial insemination 21

Associated Academic Hospitals 73-79

AZT 25, 171

Commissioner for Gender Equality 19

Community Health Committees 179-183

Compulsory community service 20

Constitution 7, 18, 19, 21, 23, 36

Constitutional Court
(with regard to health services) 17-19

Demographic and Health Survey 120

Dentists 63, 65, 72

Department of Health 15, 21, 23 ,143

KwaZulu-Natal 18

Priority programs 133-140

District Financing Task Team 39

District Health Information Systems 113

Provincial Information Systems 114-118

Data Collection 119-126

Health Management Information Systems 86, 113

National Health Information Systems
of South Africa 118

Provincial Information Systems 114-118

District Health System 5,24,125,127,128,

District Systems Development 113, 127-140

Doctors 5,45-62,70,71

Academic support programs 48

Changes in racial proportions
in medical schools 47

Doctors in the public sector 63

Post-graduate studies 49

Practitioners registered 45

Racial Distribution of students 46, 47

Racial distribution of new students
vs. exclusions 49

Racial inequalities in student admissions 48

Science Outreach programs 48

Student attrition 48

Women in medicine 50

Education of Pharmacists 104

Student Registration by University 104

Student Registration by Race 104

Registration 105

Assistants 106

Distribution 106-110

Quality of Service 110

Equity in the Health System 1, 6, 7, 9, 15,
16, 29, 34, 36-40, 43, 45, 48, 50, 51, 61, 62,
63, 79, 81, 82, 103, 104, 105, 112, 141, 157

Essential Drugs Program 112

Essential National Health Research 15

Finance and expenditure in the public
health sector 29

Financial and Fiscal Commission 30

Foreign medical doctors 79

Function Committee 33, 36

Index
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Gender equality 61

Global targets 8

Global indicators 7,8

Growth, Employment and the Redistribution
of Macro Economic Strategy 30, 31, 42

Health Act 1977 23

Health Determinants 1,13,14

Health Expenditure and Budgets 2, 3, 18, 30, 31,
33-43, 51, 82, 111, 132

Health for all strategy 7, 9, 15

Health Information Systems 86, 175

Health Service Management Training 93-102

Need for Strategy 93

District Health Management Training 94

Management within Transformation 95

Review of Training (since 1994) 95-100

Recommendations 102

HIV see AIDS

Human Development Index 7

Human Resource Development for Group 94

Human Resources in South African 5, 6

Indicators

National 122

Provincial 122

Integrated Management of
Childhood Illnesses 85, 135

Integrated Nutrition Strategy 14

Interim National Medical and Dental
Council of  South Africa 20,45

Judiciary and Health Law/Policy 17-27

Life expectancy in South Africa 10

Local Government legislative developments 24

Local Government:Demarcation Act 1998 24

Local Government: Municipal
Structures Act 1998 24

Medicines Regulatory Authority
Transformation Task Team 22
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