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Preface

Preface

 

THE CONTEXT OF THIS REVIEW

Exactly fifty years ago this year, Henry Gluckman M.P. presented the Report of the National Health 
Services Commission to the Union Parliament. The Report was the culmination of two years' 
investigation into the state of health and health care in South Africa, and made far-reaching 
recommendations to bring about an equitable health service for all South Africans. Gluckman 
understood that piecemeal reform was inadequate, and that only an extensive process of restructuring 
which addressed the central flaws of the entire health system would achieve any substantive 
improvements in people's health. The recommendations of the Commission sought to merge policy 
changes at national and provincial level, with on-the-ground health service development. For the 
Commission's members, a functional system of primary health centres was the practical expression of 
successful policy implementation at national and provincial level. Without a supportive policy milieu, 
health care could not be rendered effectively or equitably. Conversely, without effective and equitable 
health care delivery, policy and planning remained without substance. Some of Gluckman's 
recommendations were stillborn; others smothered in infancy. The central policy proposals were 
subdued by prevailing constitutional arrangements and powerful political considerations. The 
development of health centres - the instrument of tangible change - was systematically opposed and 
undermined after 1948. Since then, there have been numerous government committees and 
commissions investigating health care in South Africa. But without exception, their recommendations 
were cast in an apartheid mould, in itself a cause of ill-health. Small wonder, then, that they failed to 
address the pressing health needs of all South Africans.

Half a century on from the Gluckman Commission, South African health care finds itself in a situation 
without precedent. Not only is there a commitment to health for all, but the constitutional arrangements 
are fluid enough to sculpt a system which promotes good health. Never before have the prospects for 
reorganising the system towards equity in health service provision been better. It is in this context that 
the Minister of Health, Nkosasana Zuma, initiated a process of analysis and planning at national and 
provincial levels aimed at restructuring the entire health system.

PURPOSE OF REVIEW

To a degree, this process has been constrained by a lack of information about health and health care 
in South Africa. Many provinces have had to integrate several administrations with varying levels and 
detail of information about their own services. Clearly, establishing a national information system is 
one of the priorities of the Department of Health. This Review is, in the first instance, a contribution 
towards that process. Information about health and health care from many sources is presented as 
systematically as possible. Where feasible, provincial comparison is provided. Particular effort has 
been made to document indicators which will serve as some of the key data elements within a national 
health information system. Second, this information, together with the description and critique of 
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significant health policy initiatives, will serve as one instrument whereby successful implementation 
can be gauged. It is hoped to publish this Review annually, so that progress over time may be 
monitored. Third, this Review helps to clarify and define a policy research agenda towards health in 
South Africa by highlighting the major policy thrusts over the next few years. The successful 
implementation of policies is dependent on careful analysis, planning and evaluation. The Health 
Systems Trust's Project for Health Information Dissemination provides a vehicle for sharing findings 
and promoting dialogue through a series of publications, of which the South African Health Review is 
one. 

PROCESS OF REVIEW

The South African Health Review is a joint publication of the Health Systems Trust and the Henry J. 
Kaiser Family Foundation, USA. An Editorial Board was appointed to refine and develop the initial 
concept, and to oversee the process. The secretariat of the Health Systems Trust commissioned 26 
different authors to contribute to specific chapters of this Review. Each contribution was critiqued by at 
least one independent reviewer, and revised by the individual or group contributors, prior to editing. 
The final draft was sent to ten selected reviewers for comment prior to publication.

REVIEW FRAMEWORK

The Review consists of three parts. Part I describes the imperatives for health systems reform by 
documenting demographic and socio-economic patterns and health status. It also provides an 
historical perspective to the health reforms currently underway. Part II is a description and critique of 
the crucial elements in the transformation of health care in South Africa. For each element, the current 
situation and key issues for reform are outlined. Part III highlights the areas which appear to be of 
greatest immediate priority for the Department of Health. Three of these are the basis for presidential 
lead projects of the Reconstruction and Development Programme, while the other three are stated 
priorities of the national Department of Health. The Review concludes with an agenda for health 
systems research which will support the critical thrusts of policy implementation. 
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Foreword

The publication of this Health Review forms an important milestone in health systems reform in South 
Africa and serves three important functions. First, it presents available information about health and 
health care in a systematic and comprehensive manner. In doing so, it provides an instrument 
whereby the implementation of new health policies can be evaluated periodically. Second, it critiques 
policy developments in the health sector in an attempt to document progress and identify resolved and 
unresolved policy questions. Third, it helps formulate a research agenda to address and clarify unclear 
policy issues.

This Review is a logical extension of the work of the Health Systems Trust, which has supported the 
process of health sector restructuring through policy-directed health systems research since 1993. Its 
joint publication with the Henry J. Kaiser Family Foundation is significant, because it was the Kaiser-
funded publication Changing Health Trends: Towards New Perspectives in Research which, two years 
earlier, had crystallised the need for research in support of the health sector changes which lay ahead.

On behalf of the Board of the Health Systems Trust, I wish to acknowledge with thanks the role of over 
twenty authors and thirty reviewers from across South Africa who participated in this Review. In 
addition, we are grateful to the Editorial Board for guiding this extensive process. Our particular thanks 
to Gcinile Buthelezi and Thokozile Nkabinde who spearheaded this initiative within the Trust's Project 
for Health Information Dissemination.

Independent, reliable documentation of health and health care is an important form of support for 
health systems reform. We trust that this Review will be published annually, and will serve as a 
barometer of effective change.

 
DR JAIRAM REDDY 
CHAIRPERSON: HEALTH SYSTEMS TRUST 
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Chapter 1

Chapter 1

Demographic Patterns

  

INTRODUCTION

This chapter presents a brief demographic profile of South Africa using as much information as is currently available. 
The demographic components examined include population size, structure, growth, fertility, mortality, migration, 
urbanisation and population policy. With the exception of marriage and contraceptive use, which are key proximate 
determinants, behavioural factors that affect demographic patterns, such as breast-feeding and abortion practices, are not 
reviewed. It is not within the scope of the chapter to engage in trend analysis and explanations of the demographic 
patterns described. Given the quality of the available data it is not easy to distinguish true trends from errors. Within the 
space allowed, this chapter narrows to a descriptive overview of empirically demonstrable aspects of current demographic 
characteristics.

There are at least four recurring themes in the current demographic patterns in South Africa. First is racial differences, 
which have important historical causes. South Africa has a complex demographic profile due to the fact that the population 
is not homogenous in composition and trends. Racial differences are by far the most distinctive source of heterogeneity in 
demographic patterns. This introduces problems with regard to the presentation of available information. Due to the racial 
structure of the population and the huge racial differences that exist, a national value for any demographic variable may 
not necessarily be a simple arithmetic average of the racial groups. There is currently little agreement among policy-
makers and researchers on whether demographic information should be presented by race. Second, to a large extent 
these racial differences were consolidated by historical policies of racial segregation and apartheid which have had 
noticeable effects on national and local area demo-graphy.1 Third, demography remains highly politicised in South Africa. 
Population numbers have been seen as a potential instrument for political opportunity and power. As in many other 
multiracial or multicultural societies where, despite heterogeneity, population size remains the basis for important policy 
decisions, and demography is drawn into the political arena. In the context of the extreme racial hostility that existed in the 
past, population number was tied to a sceptre of racial domination by whites and seen as a source of legitimate majority 
power by Africans. The fourth theme is the poor quality of existing demographic data due mainly to past political and racial 
factors. These themes are interconnected and constitute a basic framework for the explanation of South African 
demographic patterns and trends, which is not pursued in this chapter. 

SOURCES AND QUALITY OF DEMOGRAPHIC DATA

Traditionally, censuses, vital registration and periodic sample surveys are the main sources of demographic data. In South 
Africa censuses, and to a lesser extent vital registration, have a long history, although the quality of these sources has not 
necessarily improved with time. The last round of censuses in South Africa took place in the early 1990s. There are four 
principal sources of recent demographic information for South Africa. The first is a national census conducted in 1991 amid 
severe political turmoil and disagreements among important political parties regarding the timing and methodology and the 
potential reliability of the expected results. The second is a series of demographic surveys conducted by the Human 
Sciences Research Council (HSRC) from 1987 to 1989 for the Department of National Health and Population 
Development. Although the methodology used in and the quality of the data obtained from these surveys are the subject of 
debate in expert circles, the results have been used extensively by researchers and policy-makers, since they represent 
almost the only set of data available containing specialised demographic information for all geographic areas of the 
country.

Until 1991 the Central Statistical Services (CSS) conducted monthly surveys to monitor short-term changes in the labour 
force which included information on basic demographic characteristics. This Current Population Survey series was 
replaced in 1993 by a yearly October Household Survey. The 1993 and 1994 October Household Surveys collected more 
demographic information than the Current Population Surveys and the results obtained have been published and widely 
circulated.2, 3 An important feature of the 1994 October Household Survey is that it included households in the former 
independent homelands. The fourth source is the Project for Statistics on Living Standards and Development carried out in 
1993 with the sponsorship of the World Bank and implemented by the University of Cape Town. Analysis of the 
demographic data from this study is currently in progress in various institutions and is expected to contribute to knowledge 
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of the contemporary demography of South Africa. In addition to these, estimates and projections of various demographic 
indices have been produced by official sources and independent institutions. In particular, researchers from the 
Development Bank of Southern Africa, the University of Stellenbosch and the University of South Africa (UNISA) have 
produced secondary data based mainly on the censuses and related official statistics.4, 5, 6 

A detailed evaluation of these data is not within the scope of the present chapter. However, some cautionary comments 
are necessary with regard to the quality of the demographic data available. First, the general sociopolitical environment 
within which the existing data were produced was such that they could not have been comprehensive and reliable. 
Geopolitical fragmentation within the policy of racial segregation affected the quality of available demographic information. 
Fairly accurate statistics have been available for whites since as early as the beginning of the 20th century. In more recent 
decades, registration of vital events is fairly compre-hensive for the white, coloured and Indian population groups, but not 
for the African population. Due to a dearth of basic demographic statistics for the African population group, much of the 
available data on the levels and trends of vital events in South Africa which have any claim to comprehensiveness are, at 
best, estimates.

A major weakness of the data collected before the second half of 1993 is that they often excluded the former homelands of 
Transkei, Venda, Bophuthatswana and Ciskei, which together account for a substantial proportion of the South African 
population. The South African Demographic and Health Survey (SADHS) collected information from these former 
homelands, but field work took about three years (1987-1989) and in some instances was carried out by separate 
"governments". Thus it is quite difficult to separate period and trend effects in any pooled analysis of the data. The quality 
of national demographic data has not improved since the incorporation of the former independent homelands and self-
governing territories. Much of the most recent information for the former homelands and other parts of the country was 
collected between the late 1980s and 1991 by the SADHS and Population Development Programme (PDP) monitoring 
studies or the censuses of the early 1990s. The dramatic rate of political and constitutional changes since 1990 has 
profound demographic implications for which full data are yet to be collected. For instance, the demarcation of provisional 
boundaries and increased voluntary migration to some extent invalidate the available demographic profile produced on the 
basis of old boundaries and when the past formal and informal restrictions on mobility were still in place. 

There are no easy alternatives to the existing demographic data for planning and research. However their provisional 
nature cannot be overemphasised. Only when reliable and representative national demographic data become routinely 
available will the task of reconstruction, presentation and detailed explanation of South African demography proceed with a 
high level of scientific confidence. A national census is planned for 1996 and hopefully the results will provide the data for 
a better understanding of the basic demographic characteristics of the South African population. The poor state of the 
available data necessitated the purely descriptive and cross-sectional approach taken in this chapter.

POPULATION SIZE, STRUCTURE AND GROWTH

The official estimate of the 1994 national population is 40,4 million people,7 of which 76,1% are African, 8,5% coloured, 
3,6% Indian and 12,8% white. Table 1.1 shows that the national average annual rate of growth for 1991 to 1994 is 2,1% 
and varies from 0,7% for whites to as much as 2,5% for Africans. The crude birth and death rates from the 1994 October 
Household Survey indicate clear racial differences in the present population dynamics. The age and sex structures of the 
racial components of the population derived from the 1991 census are presented in table 1.2. It should be noted that these 
exclude the population of the former homelands of Transkei, Venda, Bophuthatswana and Ciskei. 

Table 1.1 - The racial composition of the South African population and growth rates, 1994

The data in table 1.2 are based on the 1991 census and show that for all age groups together, there are slightly more 
females than males. The African population is quite young, with over 25% of the population below the age of 15 and a 
median age of 22,4 years. In contrast, the white population is ageing, with as much as 9,4% of the population aged 65 
years or older. The percentage of the population in the economically active ages is smaller for the African and coloured 
than for the white and Indian groups. The detailed age and sex distributions of the population of each racial group 
calculated from the 1991 census are presented in table 1.3. It is likely that the quality of these data is negatively affected 
by the exclusion of the population of the former homelands. For instance, the slight reduction in the number of Africans 
aged 0 to 4 may not be entirely evidence of the changing shape of their population age structure. Possibly this feature, 
which is also evident in the 1985 census data, is a partial reflection of the migration and residential patterns of the African 
population within the constraints of apartheid regulations. Emerging data that include all Africans in South Africa do not 
display such a feature. Despite the potential errors, the data in table 1.2 show clearly the different stages of demographic 
changes among the racial groups.
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Table 1.2 - Basic structure of the South African population by race, 1991

The contribution of each of the nine provinces to the national population is shown in table 1.4.8 KwaZulu-Natal, Gauteng, 
Eastern Cape and Northern Province make the greatest numerical contribution to the national population size. Gauteng is 
by far the most densely populated province with a population density of 365,2 persons per square kilometre, while 
Northern Cape is the most sparsely populated (2,0 persons per square kilometre). The data in table 1.5 show that with the 
exception of the African population, the racial groups tend to cluster in specific provinces. The Western Cape and Northern 
Cape have a high proportion of the coloured population. Most South African Indians are in KwaZulu-Natal and most whites 
are in Gauteng, with a substantial number in the Western Cape. The three provinces where Africans constitute less than 
70% of the population are Gauteng (62,7%), Northern Cape (31%) and Western Cape (17%). These population distribution 
patterns are obviously related to historical labour, employment and demographic policies that were racially determined. 

Table 1.3 - Age and sex distribution (%) of the South African population by racial group, 1991 

Table 1.4 - Percentage of the South African population in each province, provincial population density and 
urbanisation status, 1994 

Table 1.5 - Racial distribution of the provincial population,1994 

Table 1.6 - Average household size by province and racial group, 1990 

HOUSEHOLD SIZE & FERTILITY

The provincial and racial differences in the average number of people per household revealed by the Living Standards 
Survey9 are shown in table 1.6. The national average household size is 4,5 persons. The average number of people per 
household ranges from 3,9 in the Western Cape to 5,7 in KwaZulu-Natal. The Western Cape, Free State, North West and 
Gauteng have average households of less than four persons. As expected, rural households are larger than urban 
households.

Table 1.7 - Average number of children per woman in the reproductive age, by age and racial group, 1993 

The average number of children per woman in the reproductive age group is shown by race in table 1.7. Africans have the 
largest and whites the smallest families. The average household size for whites is smaller than that for Indians. Coloureds 
have the second largest family size. A rough summary fertility measure is the average number of children for women who 
have completed their childbearing career (45 to 49 age group in table 1.7). Although it gives an indication of fertility level, 
this measure should be interpreted carefully. It is a cohort measure which does not capture the experiences of all women 
in the reproductive ages. Quite often it is affected by the small number of women used in the calculation. It is best used 
together with period fertility rates to assess trends in fertility. The values given in the last row of table 1.7 show completed 
family sizes for women aged 45 to 49 by race (5,0 for Africans, 4,2 for coloureds, 3,0 for Indians and 2,5 for whites). 

Table 1.8 -Total fertility rate by province and racial group, 1990 

In South Africa fertility is the most widely studied component of population dynamics. To the extent that it is reliable, the 
accumulated evidence shows that there has been a downward trend in national fertility over the past three decades. For 
whites fertility declined to a replacement level (2,1) by the beginning of the 1980s, a level from which the Indian population 
is currently not too far. A substantial change in fertility has occurred among the coloured group, with an observed decline 
from 6,4 in 1950 to the current level of 2,3. Estimates for Africans indicate a steady decline in total fertility rate since 1950 
notwithstanding the fact that their overall fertility level remains highest.10, 11, 12 The total fertility rates in table 1.8 were 
provided by the Department of National Health and Population Development in 1993.13 Exclusion of the former 
homelands introduces important problems in the data. For instance, the total fertility rate of 2,2 for Africans in KwaZulu-
Natal appears implausible in view of what is known about other socio-economic characteristics of the province, including 
its household size of 6,2. These reservations aside, the available data show an unexpectedly low national total fertility rate 
of 3,3 with the highest level (3,7) occurring among the African population. Further examination of the subregional total 
fertility rates using official data shows fertility rates of 5,4 for Transkei, 5,2 for Bophuthatswana, 6,0 for Venda and 4,3 for 
Ciskei.14 Lebowa and Gazankulu are high fertility areas with total fertility rates of 6,0 and 6,3 reported respectively for the 
two regions. A more recent study of the Transkei shows a total fertility rate of 4,7 for the subregion.15 The 1994 October 
Household Survey produced total fertility rates of 2,1, 2,3 and 1,7 for Indians, coloureds and whites, and a suspiciously low 
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level of 3,3 for Africans. Another official source for 1994 gives similar figures of Indians, coloureds and whites, but a higher 
figure of 4.3 for Africans.16 There is so much variability in reporting fertility rates for Africans that the only conclusive 
statement is that rates are declining.

Table 1.9 - Percentage distribution of the South African population by marital status and race, 1991 

MARRIAGE AND USE OF CONTRACEPTION

Official marriage data should be assessed in the context of potential problems raised for data collection by differences in 
the definition of marriage in various South African cultures. The distribution of the South African population by marital 
status as reported in the 1991 census17 is shown in table 1.9. These data are not controlled for age structure and 
therefore racial comparison could be misleading. Nevertheless, the data indicate a higher incidence of formal marriage 
among whites and Indians than among Africans and coloureds. More Africans and coloureds tend to cohabit than whites 
and Indians. The percentages of the white population that are widowed and divorced are the highest for all racial groups. 
Available data on marriage age11 do not show dramatic racial differences. Whites marry latest at an average age of 20,9 
while Africans marry youngest at an average age of 18,9 years. The rate of divorce is highest among whites and lowest 
among Indians. Considering the data in table 1.9 and more recent evidence,15, 18, 19 it appears that fundamental 
changes are in progress in the South African nuptiality. Many marriageable African adults are postponing marriage and the 
percentage of African people who have not married by the end of their reproductive lives appears fairly high. Recent 
studies in the former homelands of Bophu-thatswana and Transkei suggest that marriage is no longer universal. Both 
women and men delay first marriage and a substantial proportion of women remain unmarried at the end of their 
childbearing careers. 

Table 1.10 - Percentage of teenage women who have commenced childbearing by racial group, 1990 and 1993 

Timing of entry into motherhood shows significant variation by race. Using the proportion of teenage girls who are mothers 
as a measure of early childbearing (see table 1.10), it is observed that over 10% of African and coloured teenage girls are 
mothers. More recent data for 1993 shows that 15,2% of African and 8,5% of coloured teenage girls are mothers. 
Available data further indicate that the majority of African and coloured, but not Indian and white, teenagers who have 
children do so outside a recognised formal marital union. 

Table 1.11 - Contraceptive prevalence rates for provinces of the former Transvaal and all South Africa by racial 
group, 1990 and 1994 

The use of contraception is widespread among women in South Africa. Table 1.11 shows that in 1994 as many as 66% of 
all African women used a contraceptive method. Comparable figures for other races are 74% for coloureds, 77% for 
Indians and 80% for whites.16 These figures should be seen as rough indicators of the rate of contraceptive prevalence, 
since it is not clear from the source whether they refer to all, exposed or other categories of women. Studies have 
demonstrated that highly effective methods are used by most women. Injectable contraceptives are the most common 
method among Africans, while a fairly balanced mix of methods is used by women in the other racial groups, the oral pill 
being most widely used. 

MORTALITY

Two summary measures are used to describe mortality here. The first, which captures much of the impact of prevailing 
socio-economic conditions on health, is the infant mortality rate. The second measure is the expectation of life at birth, 
which summarises the cumulative effects of mortality at different age groups on longevity. As is the case with most 
demographic indicators, estimates of these two measures for the non-African population groups can be fairly reliable. 
Estimates of infant mortality vary considerably for the African population, for which there is no workable system of 
recording deaths. The levels tend to be under or overestimated, depending on the data base, assumptions and 
methodology used by researchers. In the absence of a comprehensive system of vital registration, demographic estimates 
of mortality at young or adult ages rely too heavily on mortality models. Given the scarcity of accurate and reliable 
demographic data for the African population group, the data shown and described here should be viewed with extreme 
caution. Mortality levels from various localised epidemiological and similar studies are discussed in other chapters in this 
review. Here, only estimates from large-scale nationwide demographic surveys13 are examined. Regrettably, the most 
recent official large-scale demographic study, namely the 1994 October House-hold Survey, collected information to permit 
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the estimation of infant mortality but did not include estimates in the distributed report. 

Table 1.12 - Infant mortality rates for province and racial group, 1990 

It should be pointed out that the data in tables 1.12 and 1.13 exclude the former TVBC homelands, where mortality rates 
are substantially higher. It would appear that African infant mortality rates are underestimates, while the expectations of life 
at birth are probably overestimates. Second, national data on infant mortality rates are susceptible to errors as they include 
estimates for the African population which are known to be deficient in several respects. Third, the data in tables 1.12 and 
1.13 were originally produced for the old development regions and are presented here for the new provinces only as an 
approximation.

Table 1.13 - Estimates of expectation of life at birth for provinces by race and sex 1990. 

The data show that the infant mortality rates for Africans in the Northern Province, Mpumalanga and Free State are 
highest of all. The highest level of infant mortality among the coloured population is in the Free State. Indians in Gauteng 
have a considerably lower infant mortality rate than their counterparts in KwaZulu-Natal. The Free State has the highest 
white infant mortality rate (10,7). Despite the weaknesses of the available information, the broad picture which emerges is 
that the infant mortality rates for Africans and coloureds are much higher than the rates for whites and Indians. The 
expectations of life at birth show less provincial variation than infant mortality rates, both within and across population 
groups. If this is indeed the real situation, studies are needed to explain how the wide differences in infant mortality are 
narrowed in the subsequent years of life in South African populations. 

Table 1.14 - Immigration and emigration, South Africa 1992-1994 

The demographic implications of sexually transmitted diseases and HIV/AIDS in particular have generated research 20, 21 
and considerable public interest in recent years. Unfortunately, there is no solid demographic data base for the rigorous 
study of this subject from a demographic perspective. Discussions of the demographic impacts of HIV/AIDS rely on 
insecure demographic statistics and projections. Although the Department of Health and other interested institutions collect 
data on HIV/AIDS, the information gathered can hardly be related to existing demographic data without heavy reliance on 
strong external models. Ideally, a comprehensive and reliable national census with extended health and mortality 
questions will provide good basic demographic data for contextualised modelling and discussion of the demographic 
impact of HIV/AIDS on the South African population.

MIGRATION AND URBANISATION

At the time of this review the most recent official statistics on international migration were the Central Statistical Services 
data for the period between 1992 and December 1994. These data are presented in table 1.14 and figures 1.1 and 1.2. 
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The immigration data refer only to people who have settled permanently in South Africa, excluding business visitors, 
students and tourists. It is observed that South Africa gained a total of 2 306 people in the period 1992 to 1994 (table 
1.14). Figure 1.1 shows that in this period as many as 45% of immigrants came from Europe. People from Asia constituted 
39,4% of all immigrants in the last three years. The contributions of Africa, the Americas and Oceania to the number of 
most recent immigrants are 18,4%, 4,0% and 1,1% respectively. Emigration statistics are not available by region of 
settlement for all three years. Considering the 1994 data in figure 1.2, Europe and Oceania are the most favoured target 
regions for emigration from South Africa. Only 17,1% of the 1994 emigrants settled in the Americas. Africa and Asia were 
the destinations of 9,2% and 5,2% respectively of the 1994 emigrants.

These and similar official statistics do not provide adequate information on all contemporary aspects of international 
migration that are high on the public agenda, including undocumented or illegal migrants, refugees and asylum seekers, 
whose numbers in South Africa appear to be increasing rapidly following the full integration of the country into the 
international community. Estimates of the number of these categories of migrants in South Africa are, in most cases, 
guesses. 

With regard to internal migration and urbanisation, rapid internal waves of movement are in progress which have not been 
adequately captured by the available demographic information. Until recently, volitional internal migration could not be 
properly studied with any available data. Although the Influx Control Act and the Group Areas Act were abolished in 1986 
and 1991 respectively, data on the impacts of the new democratic social environment have only just started being 
produced. Examination of the dynamic aspects of migration involving modelling of patterns and prospects require fairly 
accurate information which is currently not available. Despite the data limitations, available evidence suggests that white 
and Indian urbanisation have reached saturation point. Important studies by the Urban Foundation22, 23 and Human 
Sciences Research Council24, 25 researchers demonstrate rapid urbanisation as a result of movement from the rural and 
economically backward areas to the industrial and commercial centres. The official data on the rate of urbanisation by 
province are presented in the last column of table 1.4. The percentage of the population living in urban areas ranges from 
9,2 in the Northern Province to 96 in Gauteng. Gauteng and Western Cape are the most urbanised, while Northern 
Province and the Eastern Cape are the least urbanised provinces. Balancing rural and urban development strategies is 
likely to prove to be a tough and delicate process in national and provincial policies in the near future.
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POPULATION POLICY AND PROGRAMMES

Although no official policy on population exists in South Africa, the activities of the previous government in 
the area of population were targeted at reducing fertility and the rate of population growth. Since the mid-
1970s the National Family Planning Programme has been involved in the provision of contraceptive 
services, while since 1984 the Population Development Programme (PDP) has been active in creating 
public awareness of the need for fertility reduction, especially among the African population group. The past 
two years have witnessed important developments in population policy and activities in the country. The 
political transition since the beginning of the 1990s affected government's rationales and activities regarding 
population. In 1992 the Chief Directorate of Population Development in the PDP initiated a process of 

intensive consultations and a series of conferences aimed not only at placing the population issue on the transition 
agenda, but also at defining new directions for population programmes with full involvement of interested institutions. 
Following the reorganisation of government departments in 1994, the Population Development Programme was moved 
from the Department of Health to the Department of Welfare. 

Population policy and programmes remain very sensitive issues among politicians and policy-makers. Areas of agreement 
barely go beyond the recognition of the need to produce reliable demographic information and integrate or use these in 
national development planning. Presently the Government of National Unity does not appear to share the priorities of the 
past government in population activities. The Reconstruction and Development Programme document26 emphasised the 
structural and material basis of the population problem in South Africa while the National Health Plan27 favoured 
involvement in population activities with the aim of meeting the health and other basic needs of the population. However, 
the white paper on the Reconstruction and Development Programme did not specify any structures for the location and 
implementation of population programmes. The Department of Welfare and Population Development is currently engaged 
in a review of existing programmes and a search for new directions for population activities in South Africa. Internationally, 
for the first time in decades South Africa was officially represented at the International Population Conference held in 1994. 
In the past two years several international organisations with population interest have been engaged in an exchange of 
ideas with government departments involved in population activities. In 1994 the United Nations Population Fund, the main 
UN body responsible for population activities, resumed operations in South Africa. It remains to be seen whether the return 
of the international community in general and the United Nations Fund for Population Activities (UNFPA) in particular will 
facilitate communication among policy-makers who presently hold different views on population policy and programmes in 
the country. 

RECOMMENDATIONS

A major issue that arises from this brief review of South African demography is the need to improve the quality of 
demographic data in South Africa. Three recommendations are offered in this respect. First, in the short term there should 
be co-ordinated efforts by government departments to improve the quality of the demographic data available at national, 
provincial and local level. A task-force should be instituted jointly by the Central Statistical Services, the Department of 
Health and other relevant departments to review the state of demographic information and recommend a strategy for the 
future. This task should involve multidisciplinary teams of experts and policy-makers and senior administrators and 
research institutions.

The second recommendation relates to the institutional framework for the production and management of national 
demographic information. Presently, the Central Statistical Services is responsible for demographic statistics as part of its 
many other data collection, analysis and dissemination roles. It becomes apparent, especially during census exercises, 
that a single government institution need not and may not be able to handle the production of all national statistics, 
including demographic data, with maximum efficiency and speed. A possible practical step to improve the quality and 
expand the accessibility of demographic data would be to consider the creation of a specialised statutory body for 
gathering, analysing and disseminating demographic information in the country. Activities of this body would include the 
provision of general and specialised authenticated demographic data to government departments and the development of 
human resources for the production and integration of the demographic dimensions into national development policies and 
programmes. 

Third, although periodic censuses and demographic surveys are key sources of demographic data, other means of 
collecting information that can be used to update and supplement census data should be explored. In particular, the 
existing system of demographic record-keeping should be reviewed with a view to setting up a strong and comprehensive 
and decentralised vital registration system. The existing October Household Surveys programme in the Central Statistical 
Services could be reorganised and expanded to collect more demographic information at regular inter-censual intervals. 
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In the area of population activities, there is a need for a national policy that firmly integrates population structures and 
trends into a wider framework for national development. Such a policy should be proactive in the context of the obvious 
needs of the general South African population. Past activities in population concentrated attention too narrowly on fertility 
and how it can be reduced. The consistent downward trend in total fertility rate for all racial groups discourages the 
adoption of a policy that places exclusive and heavy emphasis on fertility reduction. The existing evidence on demographic 
development points to wider dimensions of the population issue that were ignored in the past. These include infant 
mortality, migration, rural and urban development, inequality in access to national resources, the social and legal position 
of women and aspects of reproductive health that have strong links to demographic processes. A national population 
policy should therefore be more broadly conceived and situated in the historical experiences and contemporary basic 
needs of the South African population. 

  

http://www.hst.org.za/sahr/chap1.htm (8 of 8)2004/05/05 11:59:39



Table 1

Table 1.1 

The racial composition of the South African population and 
growth rates, 1994

Racial group Number % of SA 
population

Crude birth 
rate 

Crude death 
rate

Average 
annual rate 
of growth % 

African 30 767 300 76,1 25,3 10,2 2,5 
Coloured 3 449 000 8,5 21,7 7,2 1,5 
Indian 1 035 000 2,6 18,1 7,3 1,5 
White 5 184 000 12,8 13,7 6,7 0,7 
South Africa 40 435 300 100 23,4 9,4 2,1

Source : Central Statistics Services. RSA statistics in brief. 1994 
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Table 1.2

Table 1.2 

Basic structure of the South African population by race, 1991

Characteristic Racial Group 
African Coloured Indian White

% female 51,2 51,6 50,7 50,9
% male 48,8 48,4 49,3 49,1
% aged 0-4 11,1 10,5 8,7 7,2
% aged 5-14 23,3 22,3 20,9 16,3
% aged 15-64 61,8 63,7 67,2 67,2
% aged 65 + 3,8 3,6 3,1 9,4
Sex ratio (M/F) 95,3 93,7 97,1 96,0 
Median age 22,4 23,0 24,8 30,9

Source : Central Statistics Services. RSA statistics in brief. 1994 
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Table 1.3

Table 1.3 

Age and sex distribution (%) of the South African population by 
racial group, 1991

Age 
Group Racial Group

African Coloured Indian White
M F M F M F M F 

0-4 11,3 10,9 10,8 10,2 9,0 8,4 7,4 6,9 
5-9 12,1 11,5 12,0 11,2 10,8 10,1 8,5 8,9 
10-14 11,5 11,3 11,2 10,3 10,8 10,2 8,5 7,7 
15-19 10,5 10,9 11,3 10,5 11,3 10,8 9,3 8,7 
20-24 9,8 10,4 10,5 10,4 9,7 9,5 8,5 8,3 
25-29 9,4 9,4 9,2 9,5 8,5 8,9 7,9 7,8 
30-34 8,9 8,2 8,1 8,4 8,0 8,3 8,1 7,9 
35-39 6,6 6,1 6,5 6,8 7,3 7,7 7,5 7,3 
40-44 5,5 5,1 5,3 5,6 6,8 7,0 7,2 7,0 
45-49 3,9 3,6 4,0 4,2 5,5 5,5 6,2 6,0 
50-54 3,2 3,2 3,5 3,6 4,2 4,4 5,3 5,2 
55-59 2,1 2,3 2,6 2,8 2,9 3,1 4,2 4,3 
60-64 1,8 2,6 1,9 2,3 2,2 2,6 3,7 4,1 
65-69 1,2 1,6 1,3 1,6 1,4 1,6 2,9 3,5 
70-74 1,1 1,4 0,9 1,1 0,8 0,9 2,2 2,9 
75-79 0,4 0,6 0,5 0,7 0,4 0,5 1,4 2,2 
80+ 0,5 0,7 0,4 0,7 0,3 0,4 1,1 2,4 

Source : Central Statistics Services. RSA statistics in brief. 1994 
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Table 1.4

Table 1.4 

Percentage of the South African population in each province, 
provincial population density and urbanisation status, 1994

Province
% of South 
African 
population 

Population 
density (per/km2) % Urban 

Western Cape 9,0 28,1 86,4
Eastern Cape 16,1 38,0 32,8
Northern Cape 1,9 2,0 73,1
Free State 6,9 21,1 54,1
KwaZulu-Natal 21,2 92,3 38,2
North West 8,3 28,0 32,2
Gauteng 17,0 365,2 96,0
Mpumalanga 7,2 37,3 31,6
Northern Province 12,4 42,2 9,2
South Africa 100 33,0 48,8

Source : Martins JH, et al. Social Profile of the Nine Provinces of South Africa. 1994 
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Table 1.5

Table 1.5 

Racial distribution of the provincial population, 1994

Province Racial Group 
African Coloured Indian White 

Western Cape 17,4 57,8 0,8 24,0
Eastern Cape 87,3 6,9 0,0 5,8
Northern Cape 31,7 51,9 0,0 16,2
Free State 84,0 2,7 0,0 13,3
KwaZulu-Natal 82,1 1,2 9,5 7,2
North West 90,7 1,4 0,0 7,9
Gauteng 62,7 4,1 2,2 31,1
Mpumalanga 88,9 0,5 0,4 10,2
Northern Province 97,0 0,1 0,1 2,8 

Source : Martins JH. et al. Social Profile of the Nine Provinces of South Arica. 1994 
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Table 1.6

Table 1.6 

Average household size by province and racial group, 1990

Province Racial Group 
African Coloured Indian White All 

Western Cape 3,9 4,8 - 3,0 3,9 
Eastern Cape 5,3 5,5 - 3,7 5,2 
Northern Cape 3,5 4,5 - - 4,3
Free State 4,0 3,5 - 3,1 3,9 
KwaZulu-Natal 6,2 4,4 4,5 2,6 5,7 
North West 3,9 - - 3,1 3,8 
Gauteng 3,8 4,4 4,4 3,0 3,5 
Mpumalanga 4,7 - - 3,5 4,6 
Northern Province 5,4 - - 2,5 5,2
Rural 5,1 4,8 - 3,2 5,1 
Urban 4,3 4,7 4,4 3,0 4,0 
South Africa 4,8 4,7 4,4 3,0 4,5 

Source : University of Cape Town. SALDRU Report. 1994 
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Table 1.7

Table 1.7 

Average number of children per woman in the reproductive 
age, by age and racial group, 1993

Age group Racial group 
African Coloured Indian White SA

15-19 0,2 0,1 0,0 0,0 0,1 
20-24 0,9 0,5 0,4 0,3 0,8 
25-29 1,8 1,5 1,2 1,0 1,7 
30-34 2,8 2,6 2,3 1,7 2,6 
35-39 3,7 3,1 2,5 2,4 3,4 
40-44 4,4 3,8 2,8 2,3 3,9 
45-49 5,0 4,2 3,0 2,5 4,3 

Source : University of Cape Town. SALDRU Report. 1994 
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Table 1.8

Table 1.8 

Total fertility rate by province and racial group, 1990

Province Racial Group 
African Coloured Indian White All

Western 
Cape 4,4 2,9 2,7 1,5 2,8 

Eastern Cape 4,4 3,1 2,4 1,6 4,1 
Northern 
Cape 4,1 3,1 2,8 2,0 3,6 

Free State 2,8 2,2 2,1 1,8 2,7 
KwaZulu-
Natal 2,2 2,8 2,3 1,5 2,2 

North West 3,5 2,0 1,8 1,9 3,3 
Gauteng 2,6 2,8 2,6 1,8 2,4 
Mpumalanga 3,7 2,4 2,1 2,1 3,5 
Northern 
Province 5,7 2,6 2,2 2,4 5,6

South Africa 
1990 3,7 2,7 2,3 1,8 3,3

Source : Department of National Health and Population Development. 1993 
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Table 1.9

Table 1.9 

Percentage distribution of the South African population by 
marital status and race, 1991

Marital Status Racial Group 
African Coloured Indian White 

Never married (< 18 yrs) 40,8 39,1 36,2 28,7 
Never married (18 + yrs) 24,9 22,8 15,3 13,7 
Currently married 24,6 28,7 41,7 46,4 
Cohabiting/living together 4,8 4,0 1,0 1,9 
Widowed 3,6 3,7 4,4 5,4
Divorced 1,3 1,7 1,3 3,9
All 100,0 100,0 100,0 100,0

Source : Central Statistics Services. Demographic Statistics. 1992 
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Table 1.10 

Percentage of teenage women who have commenced 
childbearing by racial group, 1990 and 1993

Racial group 1990 (%) 1993 (%)
African 10,7 15,2 
Coloured 14,8 8,5 
Indian 6,1 0,0 
White 6,3 0,0 

Note : Changes in percentages over time cannot be determined from these data, as they are 
derived from different sources. 

Source : DBSA for SALDRU. University of Cape Town. 1993 

Author's compilation for 1993 (African & coloured) 
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Table 1

Table 1.11 

Contraceptive prevalence rates for provinces of the former 
Transvaal and all South Africa by racial group, 1990 and 1994

Province Racial group 
African Coloured Indian White 

Gauteng (ever used 
contraception) 75,0 82,0 81,0 92,0 

Mpumalanga 51,7 48,9 74,6 69,2
Northern Province 30,2 54,1 61,4 68,7 
South Africa 1990 50,7 69,5 70,1 75,1 
South Africa 1994 66,0 74,0 77,0 80,01 

Source : National Social Development Report. RSA 1995 
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Table 1

Table 1.12 

Infant mortality rates for province and racial group, 1990

Province Racial Group 
African Coloured Indian White All 

Western 
Cape 42,8 25,9 21,3 6,8 24,4 

Eastern Cape 49,3 33,4 17,9 9,0 44,7 
Northern 
Cape 45,3 21,0 52,0 6,0 42,9 

Free State 51,1 44,9 13,0 10,7 45,8 
KwaZulu-
Natal 52,0 9,1 14,4 6,5 44,9 

North West 45,3 31,3 17,0 7,0 40,1 
Gauteng 42,6 15,9 7,6 7,2 32,3 
Mpumalanga 51,9 22,2 12,5 7,1 45,1 
Northern 
Province 54,3 23,0 18,0 6,2 52,9

South Africa 48,3 28,6 15,9 7,4 40,2 

Note : Small numbers of coloureds in KwaZulu-Natal, and Indians in the Northern Cape result in 
anomalous figures. 

Source : DBSA for SALDRU. University of Cape Town. 1993 
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Table 1

Table 1.13 

Estimates of expectation of life at birth for provinces by race 
and sex 1990.

Province Racial Group 
African Coloured Indian White All 
M F M F M F M F M F 

Western Cape 60 65 59 66 62 64 70 78 63 68
Eastern Cape 59 64 55 62 61 74 68 76 61 68
Northern Cape 60 65 57 61 56 59 69 76 60 65
Free State 60 65 69 61 - 69 75 61 66
KwaZulu-Natal 61 66 62 70 63 69 70 76 62 69
North West 63 68 63 65 65 70 68 76 64 70
Gauteng 64 69 59 66 67 72 69 75 63 69
Mpumalanga 61 66 62 70 63 69 68 77 63 69
Northern Province 59 64 62 70 62 69 70 77 62 68
South Africa 60 67 59 65 64 70 69 76 62 68

Source : DBSA for SALDRU. University of Cape Town. 1993 
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Table 1

Table 1.14 

Immigration and emigration, South Africa 1992-1994 

YEAR
1994 1993 1992

Immigrants 6398 9824 8686
Emigrants 10235 8078 4289
NET -3837 + 1746 + 4397

Source : CSS. Demographic Statistics 1992. HSRC South Africa's Demographic Future. 1990. 
Urban Foundation. Population Trends Urban Debate 2010. 1991 
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Chapter 2 

Chapter 2

Socio-economic Context of Health

INTRODUCTION

Health status is affected by domains outside of the health sector. This is especially true of marginalised groups such 
as the poor, in particular poor women and children. The health of all South Africans fundamentally depends on the 
combination of economic growth and political stability. The government has a role to play in fostering an economic 
environment that enables households to improve their own health. 

An important question to be examined, then, is how the non-health indicators of poverty and development are measured 
and understood. Until recently, there has been a lack of reliable South African data upon which to base the development of 
socio-economic indicators, and this has been a serious problem for researchers and planners. The fragmenting of South 
Africa into different administrations such as homelands, "independent states" and provinces resulted in fragmented and 
incomplete information systems; the national census had little political legitimacy; the Centre for Statistical Services' data, 
were questionable; and the Human Sciences Research Council had a reputation for supporting research which favoured 
the apartheid government. 

The transition towards a new South Africa initiated in 1990 conferred new urgency and legitimacy on the collection of 
accurate and comprehensive information, both for planning and monitoring the outcome of policy changes. In response, 
research institutions looked to restructure themselves in order to survive the transition. The Project for Statistics on Living 
Standards and Development 1993/94 ("the SALDRU survey") provided national information about the extent of poverty, 
and the census planned for 1996 provides an opportunity for all South Africans to "count" and "be counted". 

The Reconstruction and Development Programme (RDP) has sought to develop measures of equality in order to monitor 
the impact of its interventions. In this chapter the focus falls particularly on measures of human material development - 
income and employment, and access to basic material needs such as housing, water and electricity. Improvements in 
these areas will have a great impact on the health of the poor. The thrust in all sectors is to provide services for as many 
South Africans as possible in a short time period. The emphasis is on quantity rather than quality, or "width not depth". 
Another pervasive theme is "access". The lack of access, especially the lack of transport into rural areas, presents a 
barrier between people and all of the basic services.

In the past, measures of inequality and access were dominated by the variables of race and class and their combination. 
The transition to "the new South Africa" has made room for consideration of additional variables which provide greater 
analysis of social and economic development, namely gender, the environment and living space.

THE ECONOMY

South Africa is classified as a middle-income country by the World Bank, but there has been a severe decline in the 
economy over the past decade, with negative growth rates experienced in 1991 and 1992. In 1994, the growth rate 
increased to 2,5%, which is still far from an estimated 3,5% required to reduce unemployment.1 In the October 1994 
Household Survey the total fertility rate (TFR) was estimated at 2,9. 

Pervasive political instability and extended drought have contributed to the economic decline and have had adverse effect 
on the lives of poorer people. High inflation rates, bolstered by high food prices,2 have placed great burden on the poor 
(spending on food comprises a higher proportion of expenditure in poorer households). 

INCOME AND POVERTY
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All population groups experienced moderate growth in real income over the past five decades.3 However, South Africa has 
one of the highest levels of income inequality among all countries in the world in which such disparity has been measured 
(this excludes some of developing countries). Table 2.1 shows that some countries with lower income levels than South 
Africa have lower poverty rates.

The policy of racial capitalism ensured a high level of privilege for white people and far lower standards of living for others. 
In 1991, white per capita incomes were 12,3 times higher than per capita incomes for African people; the 13% of the 
population who were white earned 62% of total income, while the 75% who were African earned 27,6%.3 This shows a 
slight shift in the racial distribution of income, in that the white share of income has diminished by about 8% over two 
decades.

However, the inequality within population groups has grown and is greatest among Africans. In 1991, the poorest 40% of 
African households earned 6,4% of all African income and the richest 10% earned nearly half (46,6%), of all income by 
Africans. Inequality within population groups now contributes three quarters of overall inequality. Households in which one 
or more individuals are employed in the formal sector have experienced rising incomes, while households without formal 
sector incomes are becoming poorer - both through higher unemployment and lower rates of pay in the informal sector.3 

How many people and households live in poverty? One estimate is that in 1991, 17,3 million people, and about half 
(48,9%) of all households, lived below the minimum level of living (MML). Two thirds (67%) of African households, and 
38%, 18% and 6,7% of coloured, Indian, and white households respectively,3 were estimated to live in poverty.

Figure 2.15 illustrates the provincial distribution of poverty. The Eastern Cape, Northern Province and KwaZulu-Natal 
contain nearly two thirds of the poor, whereas only 6% live in Gauteng. There are further spatial and gender dimensions 
which determine the location of poverty. Whereas less than one third of urban households live below the MLL, almost 
three quarters of rural households do,3 and shack areas nearer cities are also very poor. In former KwaZulu in 1992, 
formal urban household incomes per capita were nearly three times higher, at R363 per month, than the R137 found in 
deep rural areas.6

In developed and developing countries, female headed households are usually found to be poorer than those headed by 
men. It appears to be more useful, when trying to understand inequality in South Africa, to disaggregate the variable 
"female headed household" by geographic area and age. In former KwaZulu in 1992, female headed households had 
slightly lower per capita incomes, at R210 per month, compared to all households in the 5 000 household sample, where 
the figure was R230. Households headed by younger women in urban areas had per capita incomes well above the 
sample mean, at R327 per month. It was in households headed by younger women in rural areas that the worst poverty 
was found. Here the per capita income was R126 per month, and families relied more on subsistence.7 Consequently, 
drought would have a severe impact on food security6 and on their ability to pay for transport to health and other services.

Table 2.1 - Poverty rates: South Africa and comparable countries 

There is a direct relationship between women and low income in the formal wage economy.8 The percentage of women 
earners drops as income rises, and male-oriented professions have higher starting salaries than female-oriented 
professions, regardless of the length of training time for the profession. 
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EMPLOYMENT AND UNEMPLOYMENT

Employment in the formal sector of the economy is an important guarantee of income and food security and access to 
other services. There has been a shift away from agriculture and manufacturing towards the service sector, with increasing 
participation of women in the labour force. A new form of differentiation, on insider-outsider lines rather than racial lines, 
has emerged. On one side stand urban-based people with access to professional, business or labour organisations, 
working under the umbrella of protective wage, health and safety legislation. The rest, on the periphery, are increasingly 
vulnerable.

Unemployment is at about 40% of the economically active population (EAP).2 While wages in the formal sector have 
improved, fewer people receive wages and South Africa has a low labour absorption capacity: in the period 1985 to 1990, 
only seven new jobs were created for every 100 new entrants to the labour market.2 In 1992, the International Labour 
Organisation predicted that by 2005, more than half of the EAP would be out of work or working in the informal sector. 
Unemployment figures, as conventionally measured, will become increasingly unreliable as economic indicators, as 
employment in the informal sector grows. Nevertheless, a National Household Survey of Health Needs9 found that more 
than half (54%) of unemployed Africans in the survey gave the inability to pay as the most important reason for not seeking 
health services when needed.

There has been a rapid increase in the number of women going to work; but they are disproportionately represented in 
domestic work and in the informal sector. Minimal health and safety regulations exist in this non-unionised part of the 
economy, and children may be drawn into the labour force. Networks monitoring child labour in urban industries claim that 
the incidence is increasing. The increase may be due to better monitoring, an actual increase, or both. More research is 
needed in this area.

SOCIAL SECURITY

Unemployment has severely strained the safety net provided by the work place, namely the Unemployment Insurance 
Fund (UIF), with tripartite contributions by worker, employer and government. It is an increasingly irrelevant security 
mechanism for more and more of the labour force; many workers have never had sustained formal employment which 
would allow them to qualify for UIF benefits. Though many more people now make their own provision for their retirement, 
thousands are not able to do so. The non-contributory social benefits provided by the government - in particular the old 
age pension (OAP) and the disability grant (DG) - have become an important source of income and food security to people 
in poverty. For members of the three-generational families in which the majority of South Africa's poorer elderly people live, 
they also provide a means of access to other social services, such as health and education.

Given the high number of elderly people who live in rural areas, a relatively large percentage (over 80%) of those eligible 
to receive old age pensions actually do. Among the African population, a quarter of all households have at least one 
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recipient of old age pensions. Pensions constitute a larger part of all household income in rural areas than in urban areas, 
in households headed by women, and in poorer households. Households in the lowest income bracket are there partly 
because they do not have an older person to receive an old age pension.7

Amendments to the Compensation for Industrial Injuries and Diseases Act 1944 have improved legislation regarding work-
related injury. It has not, however, solved the problem of social security for people whose disabilities are such that they fall 
between the private and the public social security systems. A new vulnerable group which is emerging comprises men in 
their fifties who are retrenched and whose unemployment or provident benefits run out, but who are too young to receive 
the state old age pension. They are often the heads of families and as such, their economic situation will affect many 
around them.

LAND

At the heart of the insecurity experienced by Africans is the lack of access to land. Apartheid policies along with capital-
intensive agricultural policies pushed millions of Africans off the land into overcrowded and impoverished reserves, 
homelands and townships. Yet as recently as 1993, R3,4 billion was allocated to an assistance programme for the white 
commercial farming sector in the name of drought relief, extending the tenure of unviable farms. (The R375 per hectare 
subsidy for white farmers was a figure similar to the 1994 value of all monthly old age pensions.)10

A national land reform programme has been launched in an attempt to ensure security of tenure for rural dwellers who 
were subject to forced removals.11 The Restitution of Land Rights Bill (1994) provides a legal framework by which 
dispossessed communities and individuals can regain their land or obtain compensation. About 95 rural communities and 
about 110 000 urban families made claims for restitution in 1994.9 The cost of restoring land to rural communities is 
estimated at between R95 million and R190 million.12 

The land reform programme recognises the specific difficulties women face in obtaining land. With the growing number of 
female headed households, security of tenure and access to services for women will improve the health status of the entire 
family. On the other hand, however, there are also negative implications of making more land available, particularly where 
schistosomiasis and malaria are endemic. 

EDUCATION

In 1993, it was estimated that in the whole of South Africa, including the bantustan areas, 30% of the population had not 
reached the Standard 9 level in their formal education.13 Racial imbalances exist in education at every level and black 
people have been most severely affected. While the numbers attending school have increased dramatically over the last 
two decades, the quality of African schooling remains poor due to years of prejudicial resource allocation. There is a high 
drop-out rate among African children after six years of schooling and unlike many other African countries, there is little 
difference in the levels of literacy of men and women. At present school, non-attendance figures are fairly evenly spread 
across the provinces, with the North West having the highest rate at 13%.14 

The 1995 education white paper provides for nine years of free compulsory education for all children. It stresses the 
importance of vocational education in schools and Adult Basic Education (ABE), which aims to provide education and 
training programmes for adults with the emphasis on literacy and numeracy.17 This forms part of the overall strategy 
aimed at redressing the past exclusion of people from educational opportunities, and recognising skills and experience 
which have not received formal recognition. The new policy directs attention to the development of new national 
qualifications and accreditation standards. 

The school environment and the school curriculum play an important role in influencing the health behaviour of children, 
adolescents and adults.11 A number of areas have been identified for intervention in schools, and as a result prevention 
programmes have been introduced regarding STDs and HIV/AIDS, alcohol, tobacco and drug abuse, and violence. There 
are also programmes aimed at improving nutrition.15 The intended benefits of such programmes include improved school 
performance, increased productivity at school and work, and a healthy and productive adulthood.11 They will be difficult to 
implement, however, without parallel reform of the school curriculum and the overall quality of schooling.
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Children in the 0 to 5 age group constitute 15,3% of the population and 89% of them have no access to educare 
facilities.16 The educare movement is campaigning for one year of compulsory preschool education. Educare facilities 
could become the focus of integrated community-based health and education programmes for women and children, a field 
which is insufficiently explored. 

The learning needs of children and adults with physical or other disabilities and impairments have been neglected, and the 
need for specialised facilities is particularly high in communities with a deficient primary health care system.18 A dearth of 
training and rehabilitation facilities for disabled people in South Africa has forced many to depend on disability grants as 
their sole source of income.

Because women play a greater role in parenting, the overall health and size of the family is influenced more by the 
educational status of women than of men. Expanded investment in the education of girls and women is held to have a 
significant impact on improving health outcomes.4 The lower educational levels of women in rural areas7 and the lack of 
access to employment and careers in those areas combine with other characteristics of rural living to depress health status.

Better education of women in South Africa is associated with fewer children.19 The development of an acceptable 
population policy has been retarded by the previous government's politicisation of the issue through its unpopular 
Population Development Programme. During 1994 the Department of National Welfare and Population Development 
initiated a review of its programme and, influenced by the Cairo Conference, is attempting to integrate population policy 
with broader development goals. Policies of the Reconstruction and Development Programme endorse this integration.

Changes in education policy and practice will lead to little improvement in life chances unless there is concomitant growth 
in opportunities for work, whether in formal or informal employment.

WELFARE SERVICES

The social security budget (pensions and grants) dominates welfare spending; it accounts for about 90% of the overall 
departmental budget and overshadows the inadequate spending on other services provided by social workers.

Social welfare services are provided by both the public and private welfare sector, the latter subsidised and regulated by 
government. The services have been characterised by over-provision in some areas, such as institutional care for elderly 
white people and child care services for white children in some cities, and a complete lack of provision in other areas, such 
as for disabled people in rural areas. Services and programmes for younger people, particularly those affected by violence, 
have been provided largely by non-government organisations. 

The former TBVC states and homeland areas are especially underserved by NGOs. In 1991 there were no subsidised 
social workers in these areas at all,20 while in the former provinces a wholly disproportionate part of the government 
subsidy went to (mostly Dutch Reformed) churches serving white people only.

The welfare sector has committed itself to move towards a more developmental approach as opposed to curative case 
work. However, much of the time of public and private sector social workers will continue to be spent on the statutory work 
required by courts - for example following up offenders, monitoring children in foster care, and protecting abused children.

Both the HIV/AIDS epidemic, and unaddressed mental health needs, necessitate greater collaboration between the health 
and welfare sectors. In some provinces, these sectors are the responsibility of a single government department, which 
should facilitate this collaboration.

The National Social Welfare, Social Services and Development Forum, formed in 1994, cuts across the numerous 
separate social work associations. It is represented on government committees working on the welfare policy white paper, 
and this represents an important break from past patterns of decision-making.
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HOUSING

Housing as a factor that influences the quality of life is clearly affected by a number of variables ranging from the function 
of housing, to the actual structure, and the spatial locality. Socio-economic status has a large bearing on housing, and 
hence well-being.

In most lower income groups a "house" is not solely where people live. A fixed, functional abode often serves also as a 
place of production from which informal economic activities emanate. The lack of such a space can serve to further lock 
lower income communities into poverty, as they have limited access to the formal economy and hence health services.

Integrating health planning with development planning 

South Africa "lacks a policy for informal settlements ... The policy should be based on an approach which squarely 
addresses the needs-sustainability dilemma in such a way that short term relief measures and investment in longer term 
projects are correlated and contribute to sustainable development in the long term". These represent the major findings 
and recommendations in a report released by a small committee established in 1992 to investigate and analyse 
conditions in informal settlements and inform policy formulation for the development of these settlements. Further the 
report recommends the establishment of a public works programme through which health, recreational and welfare 
facilities could be provided. Concern is expressed that health policy development and planning is usually left to the last 
stages of development, which is problematic.

Informal settlements are inhabited by approximately 26% of the population in the province of KwaZulu-Natal. Most of 
these settlements are concentrated within the Durban Functional Region (DFR), growing inwards towards the core city. 
Within these settlements population growth is a staggering 4%, which is higher than that of formal and rural areas. There 
are more females than males, hence the majority of the households are female headed.

Contrary to the common perception that all informal settlements are homogeneous, the investigation revealed variations 
in socio-economic characteristics between and within different informal settlements. Informal settlements in the core city 
were found to be poorer than the longer-standing peripheral settlements. The most reliable form of water supply is 
standpipes (there are no home taps), which are available to 15% of the population in these settlements. The remainder 
of the population use mainly springs and streams. 

Formal local government and administrative structures were never established or have virtually disintegrated where they 
existed. In their place there is intensified conflict and competition among political organisations to control the various 
localised centres of power, and this has resulted in development coming to a standstill in most of the settlements.

Facilities for health, welfare and recreational services are inadequate - those that existed before have become non-
functional due to lack of maintenance. The bulk of health services are provided through mobile clinics. The settlements 
are prone to infectious and parasitic illnesses, hunger and poor nutrition, especially among women and children. 
Rampant poverty exacerbates the situation. To deal with this situation, the report recommends that safe drinking water 
and sanitation facilities should be provided as a matter of urgency. In the long term a broad policy framework in the form 
of primary health care ought to be developed. This will link development, community participation and health. Community 
involvement is necessary for planning, executing and evaluating development and health programmes. It is through this 
kind of a framework that health, nutrition, education, agricultural and environmental programmes can be integrated.

Urbanisation has been identified as a central consideration in assessing the environmental factors affecting health.21 By 
1985, some 57% of the population of South Africa was urbanised,22 with growth concentrated in the major metropolitan 
regions. The population of South African cities is predicted to double by the year 2010,23 and the overall population of the 
metropolitan areas (which embrace larger areas than the cities) is expected to increase almost threefold during the period 
1980-2000. This will pose an enormous challenge to policy-makers charged with providing adequate access to health 
care, employment, housing and other social services.
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The demand for housing is currently between 1,3 million and 3 million housing units.15 In response to the apartheid 
government's lack of provision of urban housing for the black population, informal settlements grew, often on the outskirts 
of cities. There is a growing move towards the establishment of informal settlements in inner city areas, increasing access 
to services and other infrastructure. The 1991 census showed that 9% of the population, some 2,8 million people, were 
living in shack settlements.24 It is estimated that meeting the housing backlog would cost R10 billion at current prices.19 
The ANC recommends that state spending for housing should rise to R3 billion by 1995. This would constitute 5% of the 
GDP, compared with 2,1% in 1994.15

The greatest urban explosion is occurring among the poorest people, who are unable to afford even basic formal housing. 
Some of the unplanned informal settlements have been established on unstable land, on land prone to flooding or along 
river courses which become polluted. Such situations have a high potential for physical and mental insecurity. The lack of 
basic services such as piped water, sanitation and energy combine to ensure that squatter settlements are characterised 
by poor health, including a high level of chronic malnutrition, stunting, vitamin A deficiency and anaemia among black 
children.25 

The materials used in the construction of informal housing may cause health problems. Houses are constructed out of 
whatever is available and substances such as asbestos, if not correctly treated, can be hazardous. The materials used 
influence the degree to which the house is insulated against the elements. Informal housing is particularly vulnerable in 
this regard, especially in the colder, wetter regions of the country.

The number of people living in a house, as well as the proximity and density of the houses, determines the degree of 
overcrowding in an area. A national sample survey on health needs found that overcrowding was more likely to affect the 
black population: 63% of Africans living in one-room dwellings reported that three or more persons lived there.13 
Overcrowding contributes to the spread of disease and has a negative effect on mental well-being. The quality of life is 
also influenced by the locality of the home. In the past, zoning was not carried out in consultation with health authorities. If 
a home is situated close to a sewer works or directly below a flight path, for example, the quality of life of its inhabitants is 
affected. 

The thrust of the new housing policy is to provide large numbers of houses at a fairly basic level and then encourage 
residents to upgrade. In order to prevent "ghetto-isation", new housing schemes for low income communities will need to 
pay more attention to the social environment than has been done in some of the massive housing schemes of the past.11

A National Housing Finance Corporation (NHFC), which will be in place during 1996, will have the capacity to allow 
wholesale finance mobilisation to the 65% of the population who have no access to end-user finance for housing.26 To 
enable lower income communities to afford housing presently, a short-term interim measure might be the introduction of 
another subsidy tier at the lowest end of the income scale. The National Housing Board (NHB), a structure of the previous 
government, and the National Housing Forum (NHF), which was established as a transitional body preceding the 
elections, have been undergoing restructuring since the Housing Summit of October 1994. The NHB now has the fiscal 
resources to deliver new housing opportunities, while the NHF will represent civil society in the policy process. The NHB, 
with a consolidated and stronger role as adviser to the government on housing policy,27 should also be more active in 
intersectoral collaboration with health.

WATER AND SANITATION

The provision of sufficient and safe water and sanitation services is associated with dramatic decreases in death from 
diarrhoeal diseases and in skin and other infectious diseases.11,13 Investments in water and sanitation are essential to 
public health. An estimated 12 million people are without access to clean drinking water, and over 20 million are without 
adequate water-borne sanitation.28 South Africa's population is growing at an estimated low rate of 2,3% and a high rate 
of 3,6%, which translates into a current annual water demand of between 25 888 kilolitres and 49 000 kilolitres by the year 
201026 (1kl = 1 000l).

At the same time, South Africa is facing a severe water crisis. Most of its water comes from rivers which are fed by less 
than 470mm of rain per year, compared with the world average of 857mm. Without the sustainable utilisation of present 
water resources, it has been predicted that present supplies will be depleted within the next 15 years. Evaporation rates 
over most of the country are well in excess of the annual rainfall (1 100mm - 3 500mm a year),28 which results in an 
increase in pollution levels in the storage dams.

The unsanitary conditions and poor environmental hygiene associated with limited and polluted sources of water are a 
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serious threat to the health of both urban and rural communities, health risks being the greatest in informal settlements. 
Some "site and service" areas are provided with outside taps and flush toilets. These are used by several households and 
are likely to be badly maintained. Overcrowding and high densities make the removal of wastes from serviced shanty 
towns difficult, as suitable access roads are lacking. The infrequent removal of wastes results in an increase in the spread 
of infectious diseases. Unserviced informal settlements face the greatest health risks, and one of the main causes of infant 
death in these areas is gastroenteritis.29

A fundamental principle of the water resources policy is the right to clean water - "water security for all".17 Water Affairs 
Minister Kader Asmal has estimated that an affordable basic water service of 25 litres per day to most people can be 
delivered within seven years. This plan provides that nobody should have to carry water more than 200 metres to his or 
her dwelling, that the water supply should be of a good quality, reliable and regular, and that the equipment should be well 
maintained.30 In order to improve overall quality of life, the provision of safe drinking water must occur simultaneously with 
improved hygiene education11 as the supplies will not be sustainable without local management and maintenance.

A differentiated tariff structure has been proposed which aims at making water services self-financing at regional and local 
level. The lowest level "lifeline" tariff, which will cover only operating and maintenance costs, will be paid for the basic 
service of 25 litres per person per day. The "normal tariff", which will be applicable to consumption of up to 250 litres a day, 
will cover costs and subsidise the lifeline services. Finally the "marginal tariff", which will be applicable to consumption in 
excess of 250 litres per person per day, will cover costs and supply the capital for major new water schemes.30 This 
differentiated service is a good example of building flexible options into planning and provision.

ELECTRICITY

South Africa produces the world's cheapest electricity, yet this is available to only 36% of the population.17,32 Wood, 
paraffin and coal are the most commonly used fuels in areas that are not served by the electricity grid. The burning of 
these fuels is inefficient and unhealthy, resulting in respiratory problems, especially among the young and elderly. The 
collection of wood is the duty of women, who spend hours collecting wood and making fires. Poorer households spend 
proportionally more income to satisfy their energy requirements than richer households; households with an average 
monthly income of less than R400 spend between 15% and 40% of their total household income on energy.13 The fact 
that such poor households spend so much on energy indicates that there is a certain basic energy consumption required 
for survival. Outside of the home, schools and clinics, especially in rural areas, have limited access to electricity.32

South Africa is presently engaged in an accelerated national electrification process, which is designed to ensure access to 
electricity for 2,5 million homes by the end of the century. It is estimated that this process will accrue a saving of over R800 
million within the health sector, mainly due to reductions in respiratory disease, burns and paraffin poisoning.32 The 
provision of electricity to 2,5 million homes by the end of the century is hoped to have knock-on effects on the promotion of 
small business, appliance purchases, and an overall improved quality of life. However, with an increase in electrification 
and the use of refrigeration, and in the absence of health education, there is likely to be a change in diet to a more high fat 
low fibre diet, with resultant increases in non-communicable and chronic diseases (see chapters 3 and 13).

Thus far, little attention has been given to utilising sustainable energy sources such as wind and solar energy. In the 
meantime, electrification is a viable option only if the services are regular, reliable and affordable by those who are poor.31 
Due to increased coal-based electricity generation, Eskom will have to give close attention to controlling pollution. This will 
require a massive injection of capital and the costs will be met only if supplementary funds are made available by the 
government and the private sector. 

TELECOMMUNICATIONS AND THE PUBLIC MEDIA

Telecommunications networks are necessary for people in poorer areas to have access to family members, information 
and services coming in from the core. When telephones are installed in rural areas, the pattern of use is initially dominated 
by calls to towns and cities and not to other telephones in rural areas. The provision of telecommunications has also been 
racially distorted. It is estimated that less than one telephone line per 100 people is in place for African people, compared 
with about 60 lines per 100 white people.17 Rural areas are the least served by telecommunications and this hampers 
effective health service management for procurement of supplies, transfer of patients and gathering of essential data.11 In 
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1993, deep rural areas, accounting for 17% of the population, were served by only 2% of the telephone lines.13 One 
interesting experiment in provision has publicly owned and regulated cellular phones in densely settled peri-urban areas in 
which it is impossible to service more conventional telephone lines. This and other moves to the provision of community 
agency telephones provide an interesting illustration of two policy points: high technology can be "appropriate" in 
conditions of deep poverty; and access to a public service is more appropriate for more people than increasing the level of 
private ownership would be.

In the past radio and television broadcasting have been strictly controlled and unresponsive to public pressure. However, 
the fact that the Independent Broadcasting Authority could become a more open and appropriate authority in conjunction 
with a change in censorship rules provides an opportunity for more effective use of the media for educational purposes, 
including public health education. An example of such edu-entertainment is the recently screened TV soap opera "Soul 
City", developed by the Institute of Urban Primary Health Care, which used strong health themes in the context of a 
popular story set in a shanty area.11 The print media has also become involved in health education: the Daily News and 
Sowetan, amongst others, ran an effective health supplement on primary health care practices in late 1994.

Radios are found in more than 90% of urban and rural households, and radio coverage is far more extensive than print or 
television. The challenge facing public broadcasting is to reach as wide an audience as possible in all 11 official 
languages. The community radio initiative offers the possibility of using local community radio channels, with community 
participation and control, to address local interests and information needs.

CONCLUSION

In all the major sectors, progress has been made in developing policies which provide the framework for government 
policy papers in line with the goals of the Reconstruction and Development Programme. There is a commitment to 
intersectoral collaboration - a key to better health. Such collaboration requires the joint energy of and synergy between 
government and non-government agencies. In the four years prior to the election a variety of mostly sector-specific forums 
(transport, health, welfare, youth and housing, for example) brought together divergent parties (government, labour, private 
sector and civil society) on platforms regarded as legitimate. Many of these were extremely influential in the policy process 
and helped to democratise policy-making. It is not yet clear what the framework for public policy-making will be in future. 
Will this joint participation continue, or will the new governors move inexorably towards pursuing narrow sectorally-based 
policies to secure their budget and their staff? 

Will the gap between principles and commitments, and the actual delivery of jobs and of infrastructure to meet basic 
needs, be overcome? The need for economic growth is clear; much of the rest of the responsibility for implementation is in 
the domain of governance, at local, provincial and national levels. Currently local governments are being installed and 
boundaries delineated. There is evidence that such delineation will not take into account the boundaries which are needed 
to set up district health systems. Nowhere is this clearer than in the case of the Primary School Nutrition Programme in 
Gauteng, where education and health districts do not coincide. It will require very careful planning and the building of 
capacity at district level to manage this lack of congruence, which constitutes a real barrier to intersectoral collaboration 
and delivery of services. In parts of the country, in particular KwaZulu-Natal, there is a risk that it will not be possible to 
hold elections for local government scheduled for November 1995. The accompanying violence may also have a critical 
effect on economic development. 

The allocation of functions, powers and resources between provincial and central government is broadly outlined in the 
Constitution, but is continuously contested in the process of setting up the amalgamated provinces and the national white 
papers for policy in, for example, welfare, education and transport. The provinces are unevenly developed19 and the 
mechanisms and formulae for the allocation of central government resources to provinces will influence the provinces' 
ability to implement policies which have equity as their goals.

While the levels of autonomy of the provinces are being debated, less debate is being heard about the autonomy of South 
Africa in the context of the international financial institutions such as the World Bank and the International Monetary Fund. 
There is increasing acceptance that the structural adjustment programmes in African countries have had negative social 
and health consequences, especially for women. Will South Africa have more freedom, because of her economic size in 
Africa, to negotiate the terms of her indebtedness?

In the 1930s, the South African government embarked on programmes of social development for the protection and 
development of the Afrikaner volk. There is a haunting similarity between these programmes and those being designed at 
present. The need to anchor programmes in security - of land, employment, income, family life - was understood then. It is 
to be hoped that the modern society, inclusive of all South Africans, will heed the lessons, good and bad, to be learned 
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from those earlier interventions. 
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Chapter 3

Health Status

 

Ten important health indicators for South Africa

INTRODUCTION

Policy-making should, in the first instance, be underpinned by information about the present and predicted future health 
status of a population. This information should at least include measurements of mortality, morbidity and disability. In many 
developing countries, however, the quality and availability of information are too inadequate to permit its use for rational 
health planning. But in South Africa, quality and availability has improved markedly over the past decade, to the extent that 
there is now sufficient information to inform broad decision-making about priority-setting and resource allocation. However, 
the quality of much of our information remains poor, and a better system of vital registration is crucial for detailed planning, 
monitoring and evaluation. 

Table 3.1 - Basic demographic composition of the South African population and projections

Countrywide, researchers are presently defining the "total burden of disease" for South Africa, using new approaches 
adopted by the World Health Organisation (WHO) and the World Bank. These approaches integrate mortality, morbidity 
and disability data into a single index (Disability Adjusted Life Years) which serves as a broad measure of the total burden 
of disease for the country. This index can then be used to identify priority areas, diseases and interventions.1,2 The 
relevance of this approach to South Africa requires further discussion; its strengths weighed against its shortcomings.

The purpose of this chapter is to present available information about the health status of South Africans in a systematic 
manner which demonstrates racial, provincial and rural-urban inequities in health status. This information is derived from 
numerous primary sources of collated data, supplemented by research studies. It is important to recognise the limitations 
and probable inaccuracy, particularly of routinely collected data. This is reflected in numerous inconsistencies among 
different data sources for indicators, even as important as the infant mortality rate for instance. 

Table 3.2 - Index of the quality of mortality data in South Africa, 1990

Documentation of present provincial inequities is crucial if government is to redress past policies which have favoured 
predominantly urban provinces. Particular focus should be placed on rural-urban and intra-urban differentials, because 
strategies for improving the quality of life differ within rural, peri-urban and urban areas. By the year 2000, nearly 80% of 
the population will be urbanised (table 3.1). An estimated 9,5 million people will remain in rural areas, and will comprise 
some of the most vulnerable, deprived and underserved groups in South Africa. They will include poor subsistence farmers 
and their families, black tenants on white-owned farms, migrant workers in early retirement with occupational injuries and 
disabilities, and communities in which the prevalence of HIV/AIDS is very high. The first systematic review of the health 
status of South Africans living in rural areas has demonstrated that the quality of mortality data, extent of premature 
mortality, nutritional status, infectious diseases (malaria, diarrhoea, pneumonia and parasitic infections), trauma and 
access to basic environmental facilities are all worse than for urbanised people.3

MORTALITY DATA

Mortality data forms the basis for assessing the health status of populations.4 If mortality data is to be usable, total deaths 
need to be counted accurately, the cause of death should be assessed by a health professional, and data should be 
disaggregated according to cause and age. In South Africa, the poor quality of census data remains an impediment to 
calculating rates; mortality data are not complete and the cause of death is unknown in almost a quarter of cases ("ill-

http://www.hst.org.za/sahr/chap3.htm (1 of 14)2004/05/05 11:59:48



Chapter 3

defined"). Table 3.2. illustrates these points. The very low percentage of deaths amongst children younger than five years 
of age in the Northern Province probably reflects significant under-reporting of childhood deaths, and not better survival. 
Unknown cause of death is the predominant category in the Northern Province, while it accounts for over a third of deaths 
in Mpumalanga. The above figures reflect the poor access to health care in these largely rural provinces. Improved 
information on the fact and cause of death will help rational planning for future health sector interventions. 

But despite these limitations, useful information can be obtained from an analysis of nearly 200 000 deaths recorded 
during 1990 (table 3.3). It is clear that deaths due to pneumonia, diarrhoea and nutritional deficiency, all highly preventable 
using inexpensive interventions, still constitute a significant proportion of national mortality. AIDS-related deaths are likely 
to alter this mortality profile in the near future, as the impact of HIV infection in nearly 2 million South Africans becomes 
apparent (see chapter 15). 

INFANT MORTALITY RATE

The infant mortality rate (IMR) is considered an accurate indicator of access to essential child health and environmental 
health services.5 

Table 3.3 - 1990 Mortality in SA

Table 3.4. demonstrates marked racial and regional variations in the IMR in South Africa.6 The fact that variability by race 
exceeds variability by region has important policy implications: in order to reduce racial inequalities, interventions must 
give priority to Africans (and to a lesser extent coloureds) within each province. Table 3.5 shows that IMRs in rural areas 
are substantially worse than IMRs in urban areas, the difference being most marked for coloured and African groups.7

Table 3.4 - Race and regional variability in the infant mortality rate, 1990

Table 3.5 - Infant mortality rates (per 1000 births) in South Africa 1981 - 1985 (1990)

Studies in Cape Town have shown that, within the metropolitan area, the IMR and its components are also related to socio-
economic status, regardless of race.8 Table 3.6 indicates that that the post-neonatal mortality rate is most sensitive to 
socio-economic influences, while variability in neonatal mortality rate is more strongly influenced by the level of provision of 
antenatal services and delivery care. For infants surviving the neonatal period, the risk of dying is determined by a range of 
factors associated, either directly or indirectly, with socio-economic status.

Table 3.6 - Variability of the infant mortality rate and its components in metropolitan Cape Town (Relative risk for 
socio-economic status)

The precise role of physical environmental factors in reducing the IMR - as opposed to other components of social class 
including education, income and occupation - is difficult to define. A national survey that examined variability in African 
IMRs provided some indication of the relative influences of these factors.9 Table 3.7 indicates that the post-neonatal 
mortality rate is determined by maternal education, physical characteristics of dwellings, type of water supply and 
sanitation services, in addition to residential status. For example, the role of maternal education is well-known - there is a 
more than four fold variation in the post-neonatal mortality rate in relation to varying levels of mothers' education. 

Table 3.7 - African infant mortality rates (per 1000 births) by socio-economic, sociocultural and environmental 
variables, South Africa, 1987 - 1989

UNDER 5 MORTALITY

Presently, race seems to be a strong determinant of the distribution of causes of death in this age group. Whereas deaths 
of children under 5 years account for at least 19,8% of total deaths among Africans, this figure is as low as 2,7% among 
whites.10 Available data indicates that the major causes of death among African and coloured children aged 1 to 4 years 
are infectious diseases. Gastroenteritis and respiratory infections account for a significant proportion of deaths in this age 
group. Among whites and to some extent Indians, trauma is the major cause of under 5 mortality (table 3.8).

Table 3.8 - Number of deaths and the four leading causes by race in South Africa, 1988

The statistics reflected in table 3.8 indicate that 14% of deaths among Africans in the 1 to 4 years age category were 
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classified as ill-defined. This is but one indication of poor data quality and availability that constrains accurate 
measurement of ill-health. 

ADOLESCENT MORTALITY 

Across the world, adolescence is a period associated with the lowest mortality rates and incidence of disease. In South 
Africa between 1984 and 1986, 56,8% of adolescent deaths were attributable to traumatic causes, mainly related to traffic, 
assault and suicide.11 There was a significantly greater proportion of trauma among boys than among girls but the overall 
proportion of adolescent deaths caused by trauma did not vary significantly by race. The major specific causes of trauma, 
however, did vary by both race and age (table 3.9). Striking differences by race are particularly apparent with regard to 
deaths related to assault and drowning. The overall mortality rate due to trauma for white South African adolescents is 
higher than for adolescents in the developed world. 

Table 3.9 - Proportional external cause mortality (PM) and mortality rates (MR) for each age group / population 
group for various external causes in South Africa, 1984 - 1986

Adolescents are particularly prone to health-damaging behaviour, with both longer term and more immediate 
consequences. A major cross-sectional study of 7 340 scholars from all schools in the greater Cape Town area indicated 
that a high percentage of adolescents smoke, drink alcohol, use drugs, engage in unprotected sexual intercourse and are 
both the perpetrators and the victims of violence. Important variations among gender and language groups were shown. 
Particularly noticeable are the lower rates of health-damaging behaviour among Xhosa-speaking girls and the high rates of 
health-damaging behaviour among all boys12.

ADULT MORTALITY 

There is increasing recognition of the need to give a higher priority to adult mortality, especially when childhood death 
rates decline and life expectancy exceeds 60 years at birth. Non-communicable diseases commonly regarded as diseases 
of the rich actually cause higher rates of death in poor countries and among poorer people within countries. China and 
Brazil are cases in point. A similar situation now exists amongst the coloured population in South Africa. By 1990, life 
expectancy had exceeded 60 years for all race and both gender groups except coloured and African men (table 3.1). Over 
the next decade it is likely that these groups, too, will achieve life expectancies exceeding 60 years.

Adult mortality rates reflect the cumulative impact of early childhood and inter-generational risks. These are strongly 
related to social class, physical environmental factors, access to health care and risk-taking behaviour. In South Africa, 
strong race and gender inequities in adult mortality are apparent. Table 3.10 for example, shows that adult mortality rates 
for all groups are higher than in countries of western Europe.13 At roughly 40% for men and nearly 30% for women, the 
adult mortality rates for Africans and coloureds are double those for whites and comparable with those of sub-Saharan 
Africa.

Table 3.8 indicates the main causes of death within age and gender groups in South Africa. For Africans and coloureds, 
much of the excess death amongst 15 to 64 year olds is explained by extremely high trauma rates. Among whites, 
coloureds and Indians the risk factors for ischaemic heart disease, lung cancer and chronic obstructive airways disease 
are extremely high, which explains the high proportion of circulatory, neoplasm and respiratory deaths. Further, 
tuberculosis (TB) accounts for a significant proportion of all deaths among Africans and coloureds between 15 and 64 
years of age. In 1980 it was estimated that 7% of all deaths in this age group were attributable to tuberculosis.14

Table 3.10 - Adult mortality as a percentage for South African population groups and selected countries in 1985

The fact that few deaths amongst Africans are attributable to chronic heart and respiratory disease masks the presence of 
risk factors for chronic disease amongst a substantial proportion of the South African population (table 3.11).15 Rapid 
urbanisation and concomitant exposure to the harsh marketing strategies of the food and tobacco industries, rising rates of 
hypertension and changing levels of physical activity all increase the probability of chronic diseases early in the next 
century.

PROVINCIAL VARIABILITY IN MORTALITY 

The main causes of death vary by province: TB is a major problem in all three Cape provinces; chronic diseases are more 
apparent in the Western Cape and Gauteng; homicide is a critical problem in KwaZulu-Natal, Gauteng and the Western 
Cape; and diarrhoea and pneumonia are particularly important causes of PYLL in the Western Cape, the North West, the 
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Free State, Northern Province and Mpumalanga. Nutritional deficiency emerges as a pressing cause of death in the 
Northern Cape, North West, the Free State, Eastern Cape and Mpumalanga.

Table 3.11 - Estimated percentage of South Africans (15 - 64 years) with major risk factors for ischaemic heart 
disease, lung cancer and chronic destructive lung disease, 1985

Overall, mortality analyses clearly indicate that the most urbanised provinces (Gauteng and Western Cape) have mortality 
profiles typical of countries like Brazil and Mexico, that is, trauma and chronic disease predominate as causes of death. 
The predominantly rural provinces of Mpumalanga, Northern Province, Free State, North West and Eastern Cape have 
mortality profiles similar to those of several lower- to middle-income countries in Africa. KwaZulu-Natal shows a complex 
pattern of violence and poverty-related causes of death. Significant age-specific variations in the causes of death by 
province mirror the above findings. Specifically, the predominantly rural areas illustrate the following patterns: 

the complex of pneumonia, acute respiratory infection, diarrhoeal diseases and nutritional deficiencies in children under 5 
years; 

trauma (both motor vehicle and pedestrian injury as well as domestic injuries) in children between the ages of 5 and 14; 

tuberculosis, trauma and pregnancy-related conditions in young adults; and 

digestive cancers, cervical cancer, pneumonia and cerebral vascular disease in adults over the age of 50 years. 

Table 3.12 - Comparison of causes of death by age (till 65 years) between the Western Cape and the Northern 
Province, 1990 

Table 3.12 compares the causes of death in one of the most urbanised provinces, the Western Cape, with those in the 
most rural province, Northern Province. Recent studies have indicated that access to water, sanitation, adequate housing 
and waste disposal are major problems in Northern Province, but not as significant in the Western Cape, with the 
exception of large peri-urban communities. Poor categorisation of cause of death, demonstrated by the preponderant 
classification of deaths as "ill-defined", reflects poor access to health care in the Northern Province. Significantly, diarrhoea 
and pneumonia feature as important causes of childhood mortality in both provinces, with trauma becoming a predominant 
cause of death in the Western Cape among children between the ages of 5 and 14 years and young adults between the 
ages of 15 and 24 years. It is not clear whether tuberculosis as a cause of mortality is peculiar to the Western Cape, or 
whether it could emerge as a significant cause among the currently ill-defined causes in the Northern Province. Chronic 
diseases have emerged as the dominant cause of death in adulthood in the Western Cape. This is particularly due to 
extremely high smoking rates, alcohol abuse and the move away from traditional diets to high animal fat diets.

Table 3.13 - Age standardised lung cancer death rates' for race and gender for 1968 and 1988 (ages 45-74 years).

Further evidence of the impact of tobacco on mortality, particularly in the Western Cape, has emerged from research by 
Ehrlich and Bourne. They have shown that over the period 1968 to 1988, age-adjusted lung cancer mortality rates have 
increased by 300% among coloured women, by 105% among coloured men and by 96% among white women (table 3.13). 
These figures reflect smoking rates over the last 20 to 30 years. If tobacco control programmes do not target black 
communities as a matter of urgency, it is likely that they will show similar increases, not only in lung cancer but in other 
tobacco-related causes of death, early in the next century.

PREVENTABILITY OF MORTALITY 

Potential years of life lost (PYLL) reflect the impact of deaths at younger ages. Table 3.14 indicates that at least 31,4% of 
all PYLL would be preventable if existing interventions were implemented. It should be noted that interventions are 
required within the health sector itself (nutrition, case management) and within other development sectors (water affairs, 
housing, education).

Table 3.14 - Major contributors to potential years of life lost (PYLL) in South Africa (1990) and their determinants 
(n=4,4 million PYLL)

MORBIDITY
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COMMUNICABLE DISEASES

Infectious diseases constitute a major component of the total burden of disease in South Africa. It is clear from the 
mortality data that acute respiratory infections/pneumonia and diarrhoeal disease are still important determinants of both 
mortality and morbidity. In this section particular attention is given to infectious diseases that are notifiable as well as to 
sexually transmitted diseases and HIV infection. With most notifiable diseases, undernotification is a major shortcoming. 
Thus absolute levels may be erroneous, but trends are likely to reflect real changes over time. The two main sources of 
information regarding notifiable diseases are the Directorate responsible for Epidemiology in the Department of Health in 
Pretoria, and from medical officer of health reports for major metropolitan areas. Trends over the last five years are 
presented by race, age and province.

Tuberculosis

Tuberculosis is the most frequently notified disease in South Africa and a serious public health problem, with over 70 000 
new cases reported each year.16 Tables 3.15(A and B) illustrate trends in the notification rates over the last five years by 
population group. Despite a decline observed after 1970, a sharp and steady increase has been observed among the 
coloured population. In 1993 among the coloured population the rate was 670 per 100 000 compared with 548 per 100 000 
in 1989. Notification rates are also high among Africans, but do not show a significant increase over the last five years.

Table 3.15 (A) - Tuberculosis notification rate (per 100 000) by race

Table 3.15 (B) - Tuberculosis notification rate (per 100 000) by age

Tuberculosis is a major problem in the former Cape Province, especially the Western Cape. High notification rates have 
also been recorded in the Free State and Eastern Cape. Urbanisation and its associated overcrowding, and lifestyle 
(increased alcohol and tobacco consumption) are some of the social factors that are conducive to the spread of the TB 
pathogen in urban and peri-urban areas. TB is also a major problem among the poor, who are exposed to unhygienic living 
conditions and malnutrition. Exposure to mine dust is a further environmental risk factor for a significant sector of the South 
African workforce.17

The impact of HIV/AIDS, though not yet fully apparent, is of grave concern. The weakened immune systems of AIDS 
patients provide particularly fertile ground for the multiplication of the TB pathogen, which is otherwise usually present but 
dormant. In late 1993 HIV sero-prevalence in male and female TB patients in Johannesburg hospitals was over 30%.18

While treatment of TB has been successful in the past, conventional antibiotics have become less effective. The fact that 
most patients discontinue treatment has led to the emergence of drug resistant strains. Tuberculosis drug resistance is 
emerging as a global threat to the effective control of TB. The following are 1993 tuberculosis drug-resistance results from 
the Western Cape hospital-based programme, which tends to overestimate resistance, are:

Isoniazid 7,8% initial 14,9% acquired
Rifampicin 1,6% initial 4,4% acquired
Ethambutol 0,7% initial 1,2% acquired
Multi-drug resistance 1,5% initial 4,4% acquired

In the presence of rising HIV sero-prevalence rates drug resistance is reversing global gains in TB control achieved in the 
1980s. In South Africa a national surveillance system was implemented during 1994. While the results (above) indicate 
that drug resistance is not yet a major problem, constant vigilance is essential.16 Improved compliance with treatment is 
the key to reducing acquired resistance.

Complicating all of the above is the fact that misclassification (in some cases over-notification) has been identified as an 
additional problem, with different diagnostic criteria being used in various provinces. Recent research has indicated that 
tuberculosis case finding and surveillance should focus on sputum positive cases. On the whole, the re-emergence of TB 
presents a major challenge to the health sector. There is an urgent need for alternative antibiotics and more diligent 
interventions.

Measles

Notification data for the period 1989 to 1993 is presented in tables 3.16(A and B). Although the incidence of measles is 
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highest among Africans, followed by coloureds, a general decrease in the number of cases up to 1991 is observed across 
all population groups.19 In 1992 the country experienced an epidemic of measles, the highest notification rate being 
among whites (88,2 per 100 000), followed by coloureds (66,0 per 100 000). The high incidence among the white 
population group was an unusual feature. The epidemic phase also showed higher attack rates in older children (older 
than 4 years) than in previous instances (table 3.16(B)).

Table 3.16 (A) - Measles notification rate (per 100 000) by race

Table 3.16 (B) - Measles notification rate (per 100 000) by age

The Department of Health's Epidemiology Unit attributed the epidemic to insufficient herd immunity among older children, 
as this group had not been the primary target of the Department's immunisation campaign strategies. This led to the 
conclusion that there are two epidemiological patterns of measles in South Africa and to advocacy of the administration of 
four doses of the measles vaccine - at 6, 9 and 18 months and at school entry.19 Measles is entirely preventable through 
effective immunisation.

Malaria

Malaria continues to be a problem in KwaZulu-Natal, Mpumalanga and Northern Province. These provinces border the 
rural areas of Mozambique and to a lesser extent Zimbabwe, where there have also been marked increases in the 
incidence of this disease. Factors such as planned irrigation schemes in the rural parts of Mpumalanga, continued 
movement of migrants between Mozambique and South Africa, increasing drug resistance to chloroquine and concern 
about the use of DDT (currently used for spraying) all mean that malaria control will become increasingly complex over the 
next decades. Regional strategies for control are being considered in collaboration with neighbouring countries. A shift 
away from DDT is likely because of environmental concerns.

Malaria has been on the upsurge in South Africa in recent years and is emerging as a major problem and contributor to 
morbidity. Since 1990 malaria has been third in order of importance of all notifiable diseases, following tuberculosis and 
measles. Over 10 000 cases were notified in 1993 alone, with northern KwaZulu-Natal, Northern Province and 
Mpumalanga, accounting for 89,7% of all malaria notifications (incidence rates of 45,1, 42,7 and 131,0 per 100 000 
respectively (see table 3.17(B)).

Besides being endemic in defined pockets of South Africa, malaria is a seasonal disease. Heavy rains following spells of 
drought are characteristic of the areas in which malaria is now emerging as a serious threat. These areas are also 
predominantly rural and consequently characterised by poor sanitary conditions, thus providing ideal breeding places for 
the malaria vector - the anopheles mosquito. Consequently, the incidence is highest among Africans (estimated to be 33 
per 100 000 in 1993 (see table 3.17(A)), the major population group residing in the rural areas where malaria is endemic. 
Research has shown that Plasmodium falciparum is the principal causative agent of malaria in the affected regions. 

Table 3.17 (A) - Malaria notification rate (per 100 000) by race

Table 3.17 (B) - Malaria notification rate (per 100 000) by health region

Tourism to and from countries in which malaria is endemic is also a risk factor and accounts for the relatively high 
incidence of malaria among whites, estimated to be about 15 per 100 000 in 1993 (second highest after Africans). Thus 
indigenous cases should be distinguished from imported infections and cases. 

The development of resistance to chloroquine is becoming a serious problem in combating malaria in a number of tropical 
countries in Africa. In 1993, the Department of Health estimated resistance to chloroquine to be between 4,5% and 9% in 
Barberton (in Mpumalanga), while resistance to Fansidar (Sulphadoxine-Pyrimethamine) among patients for whom 
chloroquine treatment failed was estimated to be 9,4%. 

Typhoid

Largely a preventable disease, typhoid remains endemic in areas where there is poor sanitation and an inadequate water 
supply, particularly in the former homeland components of the Northern Province (Gazankulu, KaNgwane, Lebowa and 
Venda).19 Typically, the notification rate is highest among Africans, but a steady decrease has been evident over the 
years (tables 3.18(A and B)). In 1993 a slight increase in the number of cases notified was observed, mostly in the 
endemic areas, suggesting a possible outbreak of typhoid in the country. Over 1 000 cases were recorded countrywide, 
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emphasising the need for continued vigilance and control.

Table 3.18 (A) - Typhoid notification rate (per 100 000) by race

Table 3.18 (B) - Typhoid notification rate (per 100 000) by age

Viral hepatitis

Viral hepatitis A is the most common type, and high rates have been consistently notified in the Western Cape and 
KwaZulu-Natal (7,1 and 5,5 per 100 000 cases in 1993). Despite a gradual decline over the years, higher rates have been 
recorded among whites over at least the last five years, reaching a peak in 1991. The rates for coloureds and Indians are 
also conspicuously high compared with rates for Africans. 

Hift and Simjee describe two epidemiological patterns of hepatitis A prevalence based on the notification data. The first 
pattern is characteristic of developed countries, and in South Africa, of the more privileged sector of the population. 
Infection with the virus occurs late in life and is much more likely to be symptomatic. The other pattern of prevalence of 
hepatitis A virus is characteristic of developing countries with poor sanitation. In South Africa, this is the typical pattern 
amongst disadvantaged communities. In such situations, serological responses indicate prior infection within the first few 
years of life. Such infection are subclinical and clinical hepatitis A is rare in this group. Thus in South Africa, the less 
privileged community constitutes a vast reservoir of infection of hepatitis A virus, while the brunt of the illness is borne by 
those more favoured in terms of clean drinking water and adequate sewage disposal, who have not developed 
immunity.20 

Fewer cases of hepatitis B (HBV) are notified. However, this is not a particularly good measure of the prevalence of 
hepatitis B infection, because notifications rely on clinical diagnosis of HBV infection in patients presenting at health 
facilities, and do not reflect the significant population of asymptomatic carriers of the virus. Several sero-prevalence 
studies conducted in South Africa have estimated that about 60% of South African adults have been infected with the 
hepatitis B virus and between 1% and 10% are infectious carriers of this virus.21 Higher notification rates have been 
recorded consistently for the coloured population, but overall a gradual decrease is evident. In areas where the virus is 
endemic, infection in early childhood is common. Congenital transmission, which poses a risk to unborn infants of infected 
mothers, is uncommon in South Africa.

Current recommendations by the World Health Organization and the Centres for Disease Control and Prevention are for 
the universal immunisation of infants, regardless of endemicity. Hepatitis B vaccination was incorporated into the South 
African immunisation schedule on 1 April 1995.

Other communicable diseases

The meningococcal infection rate has been declining among the coloured population, which previously had substantially 
higher rates than the other population groups. High infection rates are seen in the Western Cape, with children less than 
14 years of age most affected (tables 3.19(A) and (B)).

Table 3.19 (A) - Meningococcal infection notification rates (per 100 000) by race

Table 3.19 (B) - Meningococcal infection notification rates (per 100 000) by age

Incidence rates for tetanus are declining in all four racial groups, although tetanus continues to be more common amongst 
Africans. As early as 1989, tetanus cases were reported mainly in African, and to a lesser extent, coloured infants.

Confirmed cases of poliomyelitis have not been notified in South Africa since 1991. Prospects for eradication now seem 
good.19 

Sexually transmitted diseases (STDs)

The epidemic nature of HIV/AIDS is discussed fully in <a href="chap15.htm">Chapter 15</a>. The consequence of a more 
rapidly increasing infection rate and the maintenance of a doubling rate of approximately one year has grave implications. 
Whereas the Doyle model predicted an eventual endemic rate of between 16 and 25%, it is more likely that this rate will be 
in the region of 30% amongst the sexually active population. Such endemic rates currently exist in Zimbabwe and 
Zambia.19
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The role of STDs in HIV transmission cannot be overstated. It is now common knowledge that both ulcerative and non-
ulcerative STDs act as co-factors. A prospective study of men who had acquired an STD from a group of prostitutes 
suggests that newly-acquired HIV infection is 4,7 times more likely to occur in the presence of genital ulcer disease, 
irrespective of other factors.22 An updated examination of the prevalence of STDs in South Africa, based on published 
local STD literature since 1980, confirms once again that South Africa is in the middle of an STD epidemic.23 Ulcerative 
infections, caused primarily by syphilis and chancroid, are present in at least 10% of the general population and the 
median prevalence rate of gonorrhoea is 8%, while that of chlamydia is 11%. Table 3.20 provides more detailed 
information on syphilis sero-positivity in the general population.

Finally, the National Institute of Virology has been conducting sentinel surveillance among clinic attenders for STD, TB and 
antenatal care, and blue-collar workers since January 1991. These surveys clearly demonstrate the association between 
STD and TB and HIV. During the period January to June 1994, 19% of African male STD patients were HIV positive, while 
25,5% of African female STD patients were positive. Even higher rates of infection were recorded among African male and 
female hospitalised TB patients.19

Parasite and worm infestation

Parasite and worm infestation are common in rural and peri-urban settings. High levels of infestation limit the growth of 
children and have been shown to impair scholastic performance.24 Deworming children is a cost-effective means of 
improving nutritional status and improving school performance. Intervention studies to document the impact of deworming 
are underway in KwaZulu-Natal and rural parts of the Eastern Cape. Multiple sites of study are required as the spectrum of 
parasitic infection varies considerably. 

An important cause of infestation in northern KwaZulu-Natal, Mpumalanga and Northern Province is schistosomiasis. 
School-based studies show that Schistosoma haematobium is confined mainly to Mpumalanga and Northern Province; but 
that Schistosoma mansoni is more widespread, extending (in addition to the former Transvaal) through most of KwaZulu-
Natal and the coastal areas of the Eastern Cape. In these areas over 60% of children between the ages of 10 and 15 
years are infected. Long-term impacts of schistosomiasis include high rates of bladder cancer, documented in the 
hospitals of the rural parts of the Mpumalanga. Effective chemotherapeutic agents that could dramatically reduce 
prevalence are available, and could have significant impact if properly incorporated into the Primary School Nutrition 
Programme..

Studies underway in KwaZulu-Natal have already revealed that roundworms, tapeworms, flukes, protozoons, flagellates 
and ciliates are prevalent in this region, even though prevalence varies by altitude and other environmental variables. 
Roundworm rates vary from 0% to in excess of 90% in different settings. The variable prevalence rates for Entamoeba coli 
(17 to 44%) and Entamoeba histolytica (3 to 18%) illustrate that amoebiasis remains a major problem.25 

The extent of tapeworm activity was shown in a recent study in the rural areas of the Transkei. Anticysticercus antibody 
titre levels in school children averaged 5,5%. It is not surprising that neurocysticercosis is a major cause of epilepsy in the 
Transkei area and Mpumalanga. 

NON-COMMUNICABLE DISEASES

Cervical cancer

Particular focus is given here to the problem of cervical cancer.26 At a meeting convened in late 1993 in order to develop 
a National Cancer Control Programme for the country, it was accepted that cervical cancer would be given priority in terms 
of screening and treatment. Screening programmes for other cancers (with the exception of skin cancer among whites) 
were not considered to be cost-effective at this stage. Primary prevention programmes were felt to be most successful for 
tobacco-related cancers (particularly lung, laryngeal and oesophageal cancers) and skin cancer. Where screening 
measures are not considered appropriate or cost-effective, attention should be focused on developing cost-effective 
diagnostic and treatment regimens which include a greater emphasis on palliative support of terminally ill patients. 

Table 3.20 - Percentage sero-positivity of syphillis in general population groups

Mortality

http://www.hst.org.za/sahr/chap3.htm (8 of 14)2004/05/05 11:59:48



Chapter 3

The cervical cancer mortality rate among whites is in the low part of the international range. However, the rates reported 
for coloureds and blacks are well in excess of any other published countrywide rates (table 3.21). In the late 1980s, 
cervical cancer accounted for 24,7% of recorded cancer deaths among African women, 16,3% of cancer deaths among 
coloured women, 9,4% among Indian women and 3,3% among white women.

Table 3.21 - Standardised mortality rates for cervical cancer in South Africa (per 100 000) 1984 - 1986

Analyses of trends in age-specific mortality rates between 1949 and 1990 showed a clear downward trend among whites 
in the 35 to 49 and 50 to 64 year age groups. This trend is more marked in both age groups after the mid-1960s. For 
whites in the 65 to 79 year age group the trend is constant before tending slightly downwards after the mid-1970s. For the 
20 to 34 year age group there is a slight downward trend. Among coloureds there is a slightly rising trend in the age-
specific mortality rates for the 35 to 49 and 50 to 64 year age groups. In the 50 to 64 year age group the increase occurs 
largely in the first ten years of the period of observation. The increase for the 35 to 49 year age group extends across the 
full period of observation. In the 20 to 34 year age group there is a small peak in the mid-1960s followed by a trough that 
extends to the mid to late 1970s before returning to lower levels. Trend analysis for Africans was not possible due to the 
lack of data.

Screening

Cervical cancer mortality is recognised as being preventable through appropriately timed screening backed by effective 
treatment. It is thus of concern to note a recent review which concluded that "the age distribution at which women are 
screened contrasts with the age distribution for the detection of abnormal smears".26 

The writer's findings showed clearly that in the primary care services in the Western Cape there is an overemphasis on 
screening young women, while older women are relatively neglected. This is consistent with research in Soweto, which 
pinpointed women in the 40 to 60 year age range as the primary target for expanded screening, and in the Free State, 
where it has been recommended that women of 30 or older should be targeted. In addition to inappropriate age targeting 
(which wastes scarce resources and reduces the overall cost-effectiveness of cervical cancer screening), there is a 
marked inequity in screening practices between metropolitan and non-metropolitan areas. This inequity is also likely to 
extend to provinces, with, for example, the Northern Province and Mpumalanga being worse off than Gauteng.

Oral health status

Health and oral health

The oral health status of South Africans is that of a mixed developing-industrialised community and improvements will 
follow redirection of oral health care and delivery resources to primary preventive measures. Dental caries and periodontal 
diseases remain the most common ailments affecting the South African population. More than 93% of adults in South 
Africa suffer from dental caries and more than 93% of the population suffer from periodontal diseases.27

The majority of investigations into the oral health status of the nation have been descriptive epidemiological surveys 
conducted according to the research guidelines of the WHO and reported along the WHO's global oral health goals for the 
year 2000. Therefore it is possible (especially since the 1988/89 national Oral Health Survey with a stratified sample of 
more than 21 000 individuals) to collate data and to construct an overall picture of the oral health of the nation. The 
following is a synopsis of the oral health status of the total population.28,29 

Prevalence of dental caries

By the age of 6 years, 66% of all children in South Africa have experienced dental caries in at least one tooth in the mouth 
(primary dentition). The differences per population group are illustrated in figure 3.1. None of the groups at this stage had 
achieved the WHO target of 50% caries free for the year 2000. By the age of 12 years, 58,7% of all South African children 
have experienced dental caries (permanent dentition). In terms of disease severity, each child in this age group has on 
average nearly two teeth (DMFT = 1,72) which are under active decay, extracted due to pain or sepsis, or restored by 
means of dental restorations (figure 3.2). More important than the differences in caries profiles between population groups 
are the distinct differences between urban and rural communities (the latter experiencing higher levels of disease). 

Edentulousness

10,4% (weighed mean) of the adult population (20 years and older) are totally without any teeth. The prevalence of 
edentulousness per adult population group is as follows: blacks 2%, Indians 2,3%, whites 17,1% and coloureds 50,5%. 
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Periodontal diseases and other oral lesions

The hard and soft tissues supporting the teeth (periodontium) are often the target of destructive infectious agents 
responsible for periodontal diseases which can cause irreversible breakdown of the periodontium and ultimately, tooth 
loss. Periodontal diseases are the major cause of tooth loss after the age of 25 years. Around 23% of the total adult 
population (20 years and older) suffer from some form of periodontal disease which has already progressed to pocketing - 
often to the irreversible stage. In the 25 to 44 year age group the prevalence of periodontal diseases is 36%. According to 
the CPITN scoring index (Community Periodontal Index for Treatment Needs, WHO, 1984), an average of just over four 
teeth per South African adult are affected by periodontal diseases. Data from a number of sources indicate that around 
70% of AIDS patients (predominantly adults) show oral lesions.

Oral cancer and pre-cancer

Oral cancer represents about 5% of all cancers. In the oral cavity, the tongue is most commonly affected. Present data 
indicate that cancer in the oral cavity is more prevalent among men than women (2,5:1 for whites and 4,7:1 for Africans) 
and differs between population groups (Indian 9 - 20, Africans 3,4 - 5,3, coloureds 9,7 and whites 29,6 per 100 000 of each 
population group respectively).30 Comprehensive data on pre-cancerous lesions, caused mainly by smoking, are not 
available.

Injury and trauma

Trauma is a major contributor to potential years of life lost. Recent studies provide compelling evidence of the need for 
national and provincial health departments to regard trauma prevention, early treatment and rehabilitation as priority areas. 
Although these studies focus on the Western Cape, it is likely that both the urban and rural components are relatively 
generalisable to many other parts of the country.31,32

Globally, trauma as a public health problem in rural areas has been neglected. The reason for this neglect is partly a lack 
of data. The recent MRC Rural Injury Surveillance Study (RISS) (tables 3.22 and 3.23) showed that the overall injury rate, 
the percentage of trauma due to violence and the percentage of alcohol-related trauma were all higher in rural areas than 
in urban areas of the Western Cape.

A comparison of the major causes of injury in metropolitan and rural areas (tables 3.22 and 3.23) shows a similar pattern. 
Important differences are the relatively high proportion of violence-related injuries in rural areas and occupational causes 
in urban areas. Traffic accidents are an important cause of injury in both rural and urban areas, but are a significant cause 
of death in urban areas. However the mortality data, available only for the urban study at this stage, indicate that over half 
of total injury mortality is due to violence. 

Table 3.22 - Major causes of injury in metropolitan and rural areas
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Table 3.23 - Urban and rural trauma differences

South African data indicate that in 1992, interpersonal violence death rates reached 59,2 per 100 000 population. In the 
USA the statistic was 9,6 violent deaths per 100 000 population. Van der Spuy (MRC Trauma Research Programme) 
estimates that of the 23 011 interpersonal violent deaths that occurred in 1993, 14,3% were attributable to political causes 
and 85,7% to many other causes. Domestic violence is rife and although not quantified, accounts for a significant 
proportion of interpersonal violence experienced in the country.33 

 

The role of alcohol as a major contributor to trauma has also been shown in several recent South African studies. The data 
in table 3.24 clearly indicate that alcohol abuse plays an important role in vehicle trauma. Blood alcohol levels of injured 
and dead pedestrians are higher than those of drivers. It is a cause for concern that only minimal attention is given to strict 
enforcement of relevant laws and education to reduce driver alcohol levels, and to the problem of the highly intoxicated 
pedestrian.

Table 3.24 - The role of alcohol in trauma: selected recent findings

Disability

Past studies on the extent of disability indicate that between 5 and 8% of rural and urban populations suffer from some 
form of muscular skeletal, neurological and other disabilities. Routine data on the extent of national disability is not 
available; only a few research surveys have been carried out. The most recent was a survey on the prevalence of 
blindness and low vision conducted in the Ingwavuma district of KwaZulu-Natal to assess the effectiveness of existing eye 
care facilities in the prevention and treatment of impaired vision and blindness.34

One hundred subjects from each of 60 randomly selected clusters (n = 6 090) were screened. The prevalence of blindness 
was 1,0% (95% confidence interval 0,7 - 1,2%) and the prevalence of impaired vision was 1,4%. Age-related cataract 
(59%) and chronic glaucoma (22,9%) were the two main causes of blindness. Age-related cataract (75,3%), refractive 
error (10%) and chronic glaucoma (4,7%) were the main causes of impaired vision. Existing eye care services in the 
region have reduced the prevalence of blindness by only 7%. Extrapolating from this study to the rural population of 19 
million South Africans, Cook and Stulting estimate that there is a backlog of 113 000 unoperated cataract-blind people. 
Nurses must be trained in ophthalmology and a sight-saver clinic must be established in the area in order to reduce the 
prevalence of rural low vision and blindness.35
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Several other disability studies have been carried out in KwaZulu-Natal. They show that muscular skeletal disabilities 
relate particularly to Mseleni hip disease, a problem specific to northern KwaZulu-Natal. 

Mental Health

In 1992, the Department of National Health and Population Development's Mental Health Directorate provided a 
"conservative" estimate of a 1% incidence of serious mental health disease in South Africa. Further, it was estimated that 
at least 10% of the total population will experience mental health problems during some stage of their lives. The majority of 
hospitalised patients are classified as psychotic (70% in 1991), and relatively few are classified as mentally handicapped 
(3% in 1991).

The number of in-patients at state psychiatric hospitals has been decreasing for more than two decades since the 
replacement of legislation that advocated detention and treatment of mentally ill persons by the Mental Disorders Act. This 
made legal the provision of community psychiatric services. Consequently, in 1989 and 1990 only 8 742 and 7 955 
patients respectively were admitted to South African psychiatric hospitals or units (excluding TBVC states). Many more 
patients were seen at out-patient care units (556 171 in 1989 and 642 995 in 1991).36 A high number of patients were 
readmitted to psychiatric hospitals or units, the possible implications being that community care has not been developed 
adequately or that the relapse rate is high.

Although no large scale surveys have been undertaken in the country to determine the prevalence of psychiatric disorders 
among children, isolated studies have established that there is a connection between child mental health problems and 
psychiatric disorders and/or psychosocial dysfunction in adult life.36

SYNOPSIS

This review illustrates that preventable causes of mortality, morbidity and disability form a large component of the total 
burden of disease in South Africa. Trend analyses indicate that several contributors to the overall disease burden in 
childhood (acute respiratory infections, pneumonia, diarrhoeal diseases, immunisable diseases and nutritional deficiency) 
are steadily declining, and that interventions within the health sector and within the areas of water and sanitation could 
reduce the burden of these diseases rapidly. In contrast, data clearly indicate that HIV seroprevalence rates are rising 
rapidly; almost 2 million people are now infected. Therefore HIV/AIDS will be a major contributor to mortality well into the 
next decade, and will place increasing burden on health services and the economy.

Further, tobacco and alcohol-related diseases are increasing and in the absence of significantly improved comprehensive 
control programmes, will contribute increasingly to young adult and adult mortality, morbidity and disability (figure 3.3). 
With regard to other infectious diseases, it is likely that tuberculosis rates will continue to be high and increase more 
rapidly with the spread of HIV infection. The malaria position is unclear. If effective controls can be introduced, particularly 
in the border areas, malaria may well be controlled. However, the combination of high levels of migration in the border 
regions, the growth of eco-tourism, the spread of drug-resistant forms of malaria and the increasing focus on developing 
irrigation schemes and dams in endemic malaria areas means that malaria may become a major impediment to 
development. 
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Trauma, mainly as a result of motor vehicle accidents and homicides, appears set to continue as a significant cause of 
death.

Smoking 

The latest MRC/HSRC survey (February 1995) of 2 200 adults indicated that 34% of adult South Africans or a total of 7 
million smoke. Importantly, 52% of men (5.3 million) 17% of women (1.7 million) smoke. The provinces with the highest 
smoking rates being the Northern Cape (55%). Western Cape (48%) and the North West (46%). 

This overall figure has increased by 1% per year since 1992. However, the increase has been most rapid (>2% per year) 
among the Coloured population resulting in their having the highest overall smoking rate (59%); followed by Indians 
(36%); Whites (35%) and Africans (31%). Gender differences in smoking rates are greatest for Indians (48% for men, 
6% for women) and Africans (53% for men and 10% for women); and least for Coloureds (58% for men, 59% for 
women). 

In the surevey, sixty percent of smokers indicated they have tried to quit at least once. Half of them having tried at least 
twice. When they tried to quit, 58% found there was no help available. With increasing awareness of the health effects of 
tobacco and rising costs, smokers want to quit but do not know how. PRimary health care clinics and employees need to 
provide advice and support to smokers wanting to quit. 

The Tobacco Products Control Act bans, sales of cigarettes to children under 16 years. Evidence that existence of this 
law is still widely unknown and not implemented ha emerged from a recent Johannesburg Metropolitan survey (March 
1995), which found that 9 out of 10 children between the ages of 10 and 12 years were able to buy cigarettes. 

These new studies emphasize the need to reduce childhood exposure to tobacco smoke and for the existing legislation 
aimed at stopping sales to children to be extensively advertised in the media and fully implemented by local authorities. 
Model approaches to prevent sales to children are being developed in the greater Johannesburg area and will include 
messages in the mass media, backed by Environmental Health Officers and retailer education programmers. 

The MRC/HSRC survey indicated that levels of public support for a wide range of control measures are high even in the 
absence of a nationwide media campaign and aimed at increasing awareness. For example, 6.1% of adults support a 
total ban on tobacco advertising on radio; 78% of adults support local health authorities regulating smoking in public 
places; over half of all adults (53%) believe government should support farmerrs to replace tobacco with other crops; and 
finally, while 19% of adults supported increases in general sales tax 30% increases in excise tax on tobacco; half (50%) 
would support an increase in tobacco excise tax if the money was used for health. 

With the government looking for extra revenue to finance health promotion and primary health care, information that 
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earmarked use of excise tobacco tax has public support should be seen as an opportunity to act. 

POLICY IMPLICATIONS

Gwatkin has shown that the epidemiological transition has strategic implications for public health policy.37 Based on an 
analysis of data from 14 countries, he demonstrated that disparities in health between rich and poor are more marked in 
infants and children than in older age groups. These findings are substantiated by South African data, where African and 
white mortality rates were used as proxies for the least and healthiest sectors of the population, respectively. The ratio of 
under 5 mortality rates for Africans divided by that for whites is 8, but this ratio decreases rapidly for older age groups. 
Significantly, the overall ratio is substantially higher for girls under 5 years and women aged between 15 and 45 years. The 
latter is probably due to a high incidence of septic abortions resulting in death - superimposed on high rates of trauma and 
tuberculosis. In contrast, the difference amongst white and African men is due almost solely to extremely high rates of 
homicide and, to a lesser extent, tuberculosis.

Table 3.1 demonstrates that in 1988, over 20% of African deaths occurred under the age of 5 years and only 24% over the 
age of 65 years. While there has been progress over the last 40 years, data for coloureds and Africans indicate the 
significant potential for preventing most childhood deaths. The implications of these data strengthen Gwatkin's concern 
that a general shift in health resources towards problems caused by chronic diseases among adults and the elderly will 
increase inequity. Recommendations that the least healthy can be best served by national policies which given highest 
priority to diseases of the young apply to South Africa as well. However, the triad of trauma, mounting risk for chronic 
disease amongst all sectors of the population, and intensive marketing ploys by industries such as tobacco, dictates 
greater focus on primary and secondary prevention strategies for these problems as well. But the strategies should not 
diminish investments in effective services for children. In addition, improved efficiency and less use of marginally effective 
treatment for adults could release public funds for greater prevention and promotion. 
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Ten important health indicators for South Africa

Notification data 225,8 (1993)
Sputum positive 
incidence - -

Nutritional status ( < 6 years):   
% underweight 9,0 (1993)
% stunting 13,2 (1993)
% wasting 2,6 (1993)

Low birth weight
(% of all births) 

-  

Immunisation coverage 
(% of children up to date) 

CASE Survey 
1995 (> 2 yrs 
old) 

Dept of Health 
1991 (< 1 yrs 
old) 

Measles 73,1 85 
DPT 28,7 81 
Polio 30,5 82 
BCG 73,9 63 

Proportion of adults who 
smoke (%) 

34 (1995)

Total trauma attendances at 
public and private health 
facilities 
(per 100 000 population) 

-  

Motor Vehicle 
Accidents -  

Assaults -   
Infant Mortality Rate 40,2 (1990)
Deaths < 5 years 
(as a percentage of total deaths) 

16,3 (1990)

Teenage pregnancy 
(% of all pregnancies) 14,6 (1991)

HIV incidence amongst pregnant 
women (%) 7,5 (1994)

Incidence of Tuberculosis (per 100 000):   

These data are based on estimates currently available. Note that the data may be markedly 
inaccurate but are presented because of the significance of each of the indicators. Improvements in 
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these indicators over time should reflect:

1 greater accuracy in data collection

2 greater specificity of indicators e.g. sputum positive incidence for TB rather than incidence based 
on notifications data only

3 true improvements in health status, reflected by a decrease in the burden of disease over time
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Table 3.1 

Basic demographic composition of the South African 
population and projections

Year Whites Indians Coloureds Africans Total 
population 

1980 4 526 000 818 400 2 686 700 21 078 
000 29 109 700

1990 5 052 100 978 300 3 244 400 28 258 
300 37 533 100

2000 5 427 100 1 122 
100 3 782 400 37 259 

900 47 591 500

Annual growth rates (%)
1990 0,7 1,6 1,8 3,1 2,5

Percentage urbanised
1980 88,3 90,6 76,3 32,6 46,9
19931 91,1 96,2 83,2 35,8 48,3
2000 95,0 93,0 91,0 75,0 79,0

Percentage < 15 years (>/- 65 years)
1985 25,2(8,5) 34,1(2,8) 37,0(3,3) 42,9(3,0) -
19932 22,1(9,4) 30,5(3,4) 33,5(3,4) 40,4(3,8) 37,2(4,5)
2005 22,4(10,3) 25,5(5,5) 28,6(4,3) 39,7(3,5) - 

Percentage deaths < 5 years (>/- 65 years)
1988 2,9(62,8) 7,4(37,3) 20,4(29,2)   21,6(24,4)

Life expectancy at birth (in years: women/men)
1985-1990 74,9/67,2 70,7/63,7 64,8/56,9   64,0/56,9
1995-2000 75,1/68,1 72,5/65,0 67,6/60,2   67,7/60,9

Level of literacy (% > 13 years with more than 6 years schooling)
1980 96,8 79,3 63,1  40,8
1988 100,0 88,7 74,4   52,2

1. Official urbanisation calculated from DBSA., SA's Nine provinces: A human development profile. 
1994 
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2. Calculated from DBSA, SA's Nine provinces: A human development profile. 1994

Source : Yach D and Harrison D in Public Health in North - South Perspective. 1994 
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Table 3.2 

Index of the quality of mortality data in South Africa, 1990

Province
% Deaths

< 5 years

% All deaths ill-defined 

(rank as cause of death)
Northern Province 8,3 57,4 (1)
Northern Cape 19,6 8,4 (3) 
Gauteng 13,1 26,1 (1) 
North West 24,7 13,1 (1) 
Free State 23,3 18,8 (1) 
Eastern Cape 19,4 21,9 (1) 
KwaZulu-Natal 14,3 25,6 (1) 
Mpumalanga 14,8 37,7 (1) 
Western Cape 12,3 9,5 (4) 
SOUTH AFRICA 16,3 23,3 (1) 

Note : Northern Province data reflects significant underreporting 

Source : Bradshaw D et al unpublished report. MRC. 1990 
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Table 3.3 

1990 Mortality in SA

Major causes of Death %
Ill defined 23,3
Pneumonia/ARI 9,6
Cerebrovascular 7,4
Perinatal 6,2
Ischaemic heart disease 4,9 
Pulmonary circulation 4,8 
TB 4,6
Digestive cancer 4,0
Diarrhoea 3,9
Violence (unspecified) 3,8 
Digestive 2,9
Endocrine/Metabolic 2,9
Respiratory cancer 2,0
Genital cancer 1,8
Nervous system 1,8
Other bacterial (septicemia, tetanus, etc.) 1,7
Urinary system 1,5
Hypertensive 1,5
Homicide 1,5
Nutritional deficiency 1,2 
TOTAL DEATHS 199 537 

Source : Bradshaw D et al unpublished report. MRC 1990 
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Table 3.4 

Race and regional variability in the infant mortality rate, 1990

Race IMR

Range 
across 

9 Regions 1 

RATIO: 

Highest/Lowest 

White 7,3 3,9 - 10,9 2,8
Indian 9,9 4,3 - 31,6 7,3
Coloured 36,3 15,2 - 83,4 5,5
African 54,7 37,2 - 74,5 2,0

1 DBSA Regions 

Source : Yach D and Harrison D in Public Health in North - South Perspective 1994 
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Table 3.5 

Infant mortality rates (per 1 000 births) in South Africa 1981 - 
1985 (1990)

Race National 10 Major Urban 
1 

Rural/peri-urban

White 12,3 ( 7,4) 12,3 12,3
Indian 17,9 (15,9) 17,1 19,8
Coloured 15,9 (28,6) 25,9 66,0
African 94-124 (48,3) 36,6 100-135

1 Excludes large peri-urban areas. 

Source : Yach D Infant mortality rates in urban areas of South Africa. 1988 

Chimere-Dan in Demographic patterns in SA. 1995 
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Table 3.6 

Variability of the infant mortality rate and its components in 
metropolitan Cape Town (Relative risk for socio-economic 
status)

Socio-economic status Neonatal 
mortality rate 

Post-neonatal 
mortality rate

Infant 

mortality rate 
High/Middle 5,9 (1,0) 3,0 (1,0) 8,9 (1,0) 
Low 11,7 (2,0) 7,3 (2,4) 19,0 (2,1) 
Very low 19,0 (3,2) 20,5 (6,8) 39,5 (4,4) 

Source : Adapted from Rip MR and Woods DL. 1987 
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Table 3.7 

African infant mortality rates (per 1 000 births) by socio-
economic, sociocultural and environmental variables, South 
Africa, 1987 - 1989

Variable NMR rate ratio PNMR rate ratio IMR rate ratio
RESIDENCE         
Metropolitan 16 1 17 1 33 1
Other urban 18 1,1 26 1.5 44 1,3 
Rural 20 1.3 32 1,8 53 1,6
MOTHER'S EDUCATION         
None 31 2,6 35 4,4 65 3,3
Stds 1 - 5 22 1,8 26 3,3 57 2,9
STDS 6 - 9 16 1,3 23 2,9 39 2,0
Std 10+ 12 1 8 1 20 1
DWELLING        
Shack 33 2,1 49 2,7 81 5,8
Traditional 21 1,3 36 2,0 57 4,1
Western 16 1 18 1 14 1
WATER SUPPLY POINT       
Closed 19 1 22 1 40 1
Open 19 1 42 1,9 60 1,5
TOILETS         
Flush 16 1 14 1 30 1
Bucket, pit 20 1,2 32 2,3 52 1,7
None 24 1,5 44 3,1 67 2,2

NMR (Neonatal Mortality Rate) 

PNMR (Post-neonatal Mortality Rate) 

IMR (Infant Mortality Rate)

Source : Adapted from Rossouw JPH, 1990 
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Table 3.8 

Number of deaths and the four leading causes by race in 
South Africa, 1988

Age (years) African White Coloured Indian

< 1 Yr

17 250 

Perinatal (50%) 

Infectious (25%) 

Respiratory 
(11%) 

Endocrine (3%) 

725 

Perinatal (59%) 

Congenital 
(15%) 

Respiratory 
(6%) 

Infectious (6%) 

3 387 

Perinatal (46%) 

Infectious (26%) 

Respiratory 
(14%) 

Congenital (5%) 

257 

Perinatal (71%) 

Congenital 
(11%) 

Respiratory 
(7%) 

Infectious (7%) 

1 - 4

6 647 

Infectious (36%) 

Respiratory 
(16%) 

Ill-defined (14%) 

Endocrine (14%) 

257 

Trauma (54%) 

Respiratory 
(10%) 

Congenital (8%) 

Infectious (6%) 

1 035 

Infectious (39%) 

Trauma (16%) 

Respiratory 
(17%) 

Endocrine (14%) 

65 

Trauma (29%) 

Infectious (18%) 

Congenital 
(12%) 

Respiratory 
(9%) 

5 - 14

2 984 

Trauma (42%) 

Ill-defined (14%) 

Infectious (13%) 

Respiratory 
(8%) 

250 

Trauma (51%) 

Neoplasm (14%) 

Respiratory 
(9%) 

Nervous (8%) 

458 

Trauma (56%) 

Infectious (10%) 

Nervous (7%) 

Respiratory 
(5%) 

73 

Trauma (53%) 

Infectious (8%) 

Nervous (7%) 

Circulatory (7%) 
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15 - 64

60 723 

Trauma (23%) 

Ill-defined (18%) 

Circulatory 
(14%) 

Neoplasm (10%) 

13 423 

Circulatory 
(32%) 

Trauma (23%) 

Neoplasm (21%) 

Respiratory 
(8%) 

13 144 

Trauma (28%) 

Circulatory 
(22%) 

Neoplasm (15%) 

Infectious (9%) 

2 920 

Circulatory 
(33%) 

Trauma (19%) 

Neoplasm (11%) 

Endocrine (10%) 

65 - 84

25 480 

Ill-defined (36%) 

Circulatory 
(23%) 

Neoplasm (11%) 

Respiratory 
(14%) 

20 693 

Circulatory 
(45%) 

Neoplasm (20%) 

Respiratory 
(14%) 

Ill-defined (6%) 

6 705 

Circulatory 
(38%) 

Neoplasm (17%) 

Respiratory 
(16%) 

Ill-defined (12%) 

1 857 

Circulatory 
(45%) 

Neoplasm (15%) 

Respiratory 
(12%) 

Ill-defined (11%) 

Source : Bradshaw. 1992 
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Table 3.9 

Proportional external cause mortality1 (PM) and mortality rates 
(MR)2 for each age group / population group for various external 
causes in South Africa, 1984 - 1986

10 - 14 years

Cause of death
Whites 

(n = 318) 

Coloureds 

(n = 461) 

Indians 

(n = 79) 

Africans 

(n = 1 633)
nbsp; PM MR PM MR PM MR PM 
All road-related 52,2 12,3 39,5 16,9 41,8 11,1 28,7 
Drowning 6,3 1,5 25,2 10,8 12,7 3,4 24,2 
Undetermined 11,6 2,7 11,1 4,7 26,6 7,1 15,6 
Assault 7,5 1,8 9,3 4,0 6,3 1,7 11,3 
Suicide 9,1 2,1 2,0 0,8 5,1 1,3 1,3 
Fire 2,2 0,5 3,3 1,4 5,1 1,3 5,9 
Poisoning 1,3 0,3 0,7 0,3 2,5 0,7 10,9 
Other 9,7 2,3 9,1 3,9 0,0 0,0 10,9 

15 - 19 years

 
Whites 

(n = 1 128) 

Coloureds 

(n = 1 356) 

Indians 

(n = 208) 

Africans 

(n = 4 105)
  PM MR PM MR PM MR PM 
All road-related 55,9 48,6 22,0 29,0 31,3 24,0 16,2
Drowning 4,1 3,6 9,7 12,8 12,5 9,6 6,3
Undetermined 13,4 11,7 11,0 14,5 16,8 12,6 17,4
Assault 5,9 5,2 47,1 62,2 14,4 11,1 44,1
Suicide 13,1 11,4 2,6 3,4 16,3 12,5 3,1
Fire 0,9 0,8 1,1 1,5 3,4 2,6 3,1
Poisoning 1,5 1,3 0,7 1,0 0,5 0,4 0,9
Other 5,1 4,5 5,8 7,7 4,8 3,7 8,6

1 Expressed as a percentage 
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2 Per 100 000 population 

Source : Flisher A et al SAMJ. 1992 
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Table 3.10

Table 3.10 

Adult mortality as a percentage for South African population 
groups and selected countries in 1985

Country Males Females
SOUTH AFRICA (ALL) 38,4 25,4
African 42,8 29,4 
Whites 21,8 11,5 
Coloureds 40,0 25,3
Indian 31,8 17,5
JAPAN 12 6
SUB-SAHARAN AFRICA 38 32
LATIN AMERICA 23 15
FINLAND, UK, SPAIN 15 - 18 5 - 8 

Source : Bradshaw, 1992 
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Table 3.11

Table 3.11 

Estimated percentage of South Africans (15 - 64 years) with 
major risk factors for ischaemic heart disease, lung cancer 
and chronic destructive lung disease, 1985

Risk factor African Coloured White Indian Total (n)1 
All smokers 21,0 47,7 30,9 30,0 28,4 (4,880) 
Hypertension 

>/-160/95mmHG
13,1 18,3 18,5 7,8 14,5 (2,688)

High-risk total 
choleserol2 0,5 15,3 13,0 10,1 4,8 (886)

1 In thousands 

2 Based on age-specific cut-off points

Source : Adapted from Steyn, 1992 
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Table 3.12

Table 3.12 

Comparison of causes of death by age (till 65 years) between 
the Western Cape and the Northern Province, 1990 

 Western Cape Northern Province
Age (years) (% deaths in group)

< 1 IIl-defined (5,0)

Perinatal (40) 

Ill-defined (30,5) 

Diarrhoea/Pneumonia (15,1) 

1 - 4

Diarrhoea/Pneumonia (30) 

IIl-defined (11,8) 

Trauma (11,7) 

Ill-defined (49,2) 

Diarrhoea/Pneumonia/Nutrition 
(18,1) 

Trauma (12,2) 

5 - 14
Trauma (25,3) 

(all else each < 10%) 

IIl-defined (58,1) 

Trauma (15,8) 1 

15 - 24
Trauma (40,7) 2 

TB (10) 

IIl-defined (49,3) 

Trauma (23,2)

25 - 64
Chronic diseases (40,1) 3 

TB (9) 

Il-defined (48,2) 

Trauma (7,5)

1 Unlike the Western Cape, 36% of trauma deaths were due to poisoning or fire. 

2 For the Western Cape, 54% of trauma was due to homicide, compared with 65% in 
Northern Province. 

3 Of the chronic diseases deaths, 27,9% were due to ischaemic heart disease, 24,1% to 
chronic respiratory diseases, 23,3% to cardio-vascular disease and 14,7% to lung/laryngeal 
cancer.

Source : Bradshaw. 1992 
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Table 3.13

Table 3.13 

Age standardised lung cancer death rates* for race and 
gender for 1968 and 1988 (ages 45 - 74 years) 1 

Race/gender 1968 1988 % Change 
Coloured male 136 279 105,0
Coloured female 16 67 315,5
White male 137 146 6,6
White female 27 53 96,3

1 Per 100 000 population

Source : Adapted from Ehrlich R, Bourne DE. 1994 
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Table 3.14

Table 3.14 

Major contributors to potential years of life lost (PYLL) in 
South Africa (1990) and their determinants (n = 4,4 million 
PYLL)

Cause % PYLL < 65 1 yrs Determinants % Preventable 2 

Perinatal 20,3 Nutrition, health 
services 20

Trauma/violence 10,9 Alcohol, jobs, stability 20 - 85 

Diarrhoea 10,8 Water, sanitation, case 
Mx 85

Pneumonia/ARI 8,7 Domestic fuel, case 
Mx 40

Tuberculosis 4,3 Overcrowding, case 
Mx 65

Nutrition deficiency 3,4 Insufficient/inadequate 
food 75 - 95 

Chronic disease 7,3 Hypertension, tobacco, 
diet 45 

TOTAL 65,7   31,4

1 Percentage potential years of life lost before 65 years. The upper limit of life 

expectancy is increasing worldwide. 

The cut-off of 65 is therefore conservative. 

2 Percentage of PYLL preventable by applying currently available multi-sectoral 

interventions.

Note that case management (for diarrhoea,pneumonia, TB) requirements here are met at clinic or 
community level.

Source : Bradshaw D, Laubscher R and Schneider M, MRC. 1995 
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Table 3.15 (a)

Table 3.15 (A) 

Tuberculosis notification rate (per 100 000) by race

Year Indian African Coloured White Total 
1989 68 198 548 13 211 
1990 61 213 609 17 231 
1991 57 191 652 15 237 
1992 55 198 662 19 196 
1993 45 178 670 17 198
1994 43 180 726 17 205

Source : DNHPD Health Trends in South Africa, 1992 

Epidemiological Comments, Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2) 
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Table 3.15 (b)

Table 3.15 (B) 

Tuberculosis notification rate (Per 100 000) by age

Year < 1 yr 1 - 4 yrs 5 - 14 
yrs 15 + yrs Average 

1989 144 1378 56 200 159 
1990 192 166 82 236 193 
1991 194 198 91 242 204 
1992 206 212 90 224 196 
1993 282 2356 99 219 198 
1994 176 248 119 223 205 

Source : DNHPD Health Trends in South Africa, 1992 

Epidemiological Comments, Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2) 
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Table 3.16 (a)

Table 3.16(A) 

Measles notification rate (per 100 000) by race 

Year Indian African Coloured White Total 
1989 5,3 43,3 14,9 3,8 32,6 
1990 3,4 22,8 9,3 9,3 18,7 
1991 2,6 9,3 4,2 2,7 12,6 
1992 39,0 60,0 66,0 88,2 49,7 
1993 3,8 31,9 32,6 18,2 29,6 
1994 5,7 7,2 11,1 9,6 7,9 

Source : DNHPD Health Trends in South Africa. 1992 

Epidemiological Comments, Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2). 

 

http://www.hst.org.za/sahr/tab316a.htm2004/05/05 11:59:55



Table 3

Table 3.16 (B) 

Measles notification rate (per 100 000) by age. 

Year < 1 yr 1 - 4 yrs 15 - 14 
yrs 15 + yrs Average 

1989 337,8 146,6 57,9 1,9 41,1 
1990 267,5 100,3 33,7 0,8 27,5 
1991 122,6 52,1 16,9 0,3 12,6 
1992 196,4 139,5 110,1 6,7 49,7 
1993 152,1 86,1 58,5 5,3 29,6 
1994 37,1 26,1 14,5 1,2 7,9 

Source : DNHPD Health Trends in South Africa. 1992 

Epidemiological Comments, Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2). 
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Table 3

Table 3.17 (A) 

Malaria notification rate (per 100 000) by race 

 1989 1990 1991 1992 1993 1994
Indian 0,5 0,2 0,0 0,2 0,9 0,4
African 24,5 21,0 15,7 8,8 32,6 16,8
Coloured 0,6 0,2 0,2 0,2 0,3 0,3
White 3,9 4,5 15,1 3,5 15,1 8,2
TOTAL 18,9 16,3 12,3 7,3 27,3 13,4

Source : Epidemiological Comments, Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), 
Vol 22 (2) 

DNHPD Health Trends in South Africa, 1992. 
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Table 3

Table 3.17(B) 

Malaria notification rate (per 100 000) by health region

Region 1989 1990 1991 1992 1993
E. Cape 0,5 0,4 0,2 0,3 0,4 
W. Cape 0,3 0,2 0,3 1,5 1,4 
N. Cape 0,8 2,4 0,5 0,5 3,6 
Natal 15,5 14,6 6,9 1,4 3,4 
Orange Free State 1,3 1,1 1,7 0,4 2,6
S. Transvaal 2,6 3,7 2,9 - - 
N. Transvaal 159,1 132,1 86,5 17,1 118,0 
Gazankulu 111,4 132,6 64,4 20,2 79,4 
KaNgwane 47,4 108,5 124,9 117,6 86,5 
KwaNdebele 0,3 0,0 0,0 0,0 0,2 
KwaZulu 48,6 31,4 30,7 4,7 63,8 
Lebowa 5,5 4,9 1,9 1,3 6,6 
Qwa-Qwa 0,0 0,0 0,0 0,0 0,0 
Bophuthatswana 0,0 0,0 0,0 0,0 0,0 
Ciskei 0,0 0,0 0,0 0,0 0,0 
Transkei 0,0 0,0 0,0 0,0 0,0 
Venda 128,5 65,1 26,6 15,6 105,0 

Source : Epidemiological Comments, Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2,) Vol 21 (1), 
Vol 22 (2) 

DNHPD Health Trends in South Africa, 1992. 
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Table 3

Table 3.18 (A) 

Typhoid notification rate (per 100 000) by race 

Year Indian African Coloured White Total 
1989 2,0 9,7 0,5 0,6 2,3 
1990 1,1 7,3 0,8 0,4 2,4 
1991 1,8 5,1 1,1 0,7 4,3 
1992 0,8 4,8 0,2 0,7 3,1 
1993 0,7 4,6 0,3 0,4 3,6 
1994 0,2 2,6 0,3 0,3 2,1 

Source : Epi Comments Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2). 

DNHPD Health Trends in South Africa. 1992 
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Table 3

Table 3.18 (B) 

Typhoid notification rate (per 100 000) by age 

Year < 1 yr 1 - 4 yrs 5 - 14 yrs 15 + yrs Average 
1989 3,0 4,0 12,8 4,8 6,5 
1990 4,7 3,1 10,2 4,0 5,4 
1991 3,5 2,2 7,4 3,5 4,3 
1992 1,4 2,1 6,1 2,2 3,1 
1993 2,4 2,1 6,4 2,8 3,6 
1994 2,5 1,5 4,0 1,4 2,1 

Source : Epi Comments Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2). 

DNHPD Health Trends in South Africa. 1992 
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Table 3

Table 3.19 (A) 

Meningococcal infection notification rates (per 100 000) by 
race

Year Indian African Coloured White Total 
1989 2,3 1,7 13,2 1,5 - 
1990 0,4 2,0 11,0 1,1 - 
1991 0,4 1,8 9,4 0,7 2,1 
1992 0,3 0,9 7,9 0,6 1,3 
1993 0,4 0,6 7,2 0,5 1,1 
1994 0,2 0,3 6,1 0,4 0,8 

Source : DNHPD Health Trends in South Africa. 1993 

DNHPD Epidemiological Comments Vol 17 (1), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 22 (2). 
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Table 3

Table 3.19(B) 

Meningococcal infection notification rates (per 100 000) by 
age

Year < 1 yr 1 - 4 yrs 5 - 14 
yrs 15 + yrs Average 

1989 16,6 6,9 2,5 0,7 2,3 
1990 18,8 6,2 2,8 0,8 2,4 
1991 17,0 6,4 2,4 0,8 2,1 
1992 10,5 4,1 1,4 0,4 1,3 
1993 9,9 3,8 1,2 0,3 1,1 
1994 6,9 3,1 0,9 0,2 0,8 

Source : DNHPD Health Trends in South Africa. 1993 

DNHPD Epidemiological Comments Vol 17 (1), Vol 18 (2), Vol 19 (2), Vol 20 (2), Vol 21 (1), Vol 
22 (2). 
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Table 3

Table 3.20 

Percentage sero-positivity of syphilis in general population 
groups

Population studied and region Year 1 Sero-positivity 
(sample size)

Diagnostic test
(s) 

Women attending antenatal clinics :    
Bloemfontein 1981 20,8% (104) TPHA or FTA
Pretoria 1982 - 83 15,0% (5 177) RPR + FTA
Cape Town 1982 - 83 7,6% (18 163) VDRL + TPHA
Durban 1983 30,4% (500) FTA

Durban 1983 5,5% (2 767) RPR + (FTA or 
TPHA)

KwaZulu 1987 11,9% (193) RPR + TPHA
Cape Town 1985 - 92 10,8% (9 950) VDRL + FTA
Cape Town 1990 - 92 5,2% (1 973) VDRL + FTA

Durban 1992 7,6% (170) RPR + (FTA or 
TPHA)

Women attending FP clinics :    
Johannesburg 1984 25,0% (104) RPR + FTA

Durban 1986 - 87 8,0% (50) RPR + FTA + 
TPHA

Women presenting at hospital/clinic:    
Johannesburg 1989 - 90 5,2% (7 212) RPR
Women presenting for delivery : 

b = booked u = unbooked: 
   

b = Johannesburg 1985 - 86 5,9% (6 287) RPR
u = Johannesburg 1985 - 86 16,2% (1 625) RPR
b = Cape Town 1990 11,6% (576) VDRL + TPHA
u = Cape Town 1990 32,3% (31) VDRL + TPHA

u = Durban 1990 - 91 30,7% (114) RPR + (FTA or 
TPHA) 

Women attending colposcopy clinics :    
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Durban 1990 15,5% (97) RPR + TPHA 
Women living in rural areas :    
Free State 1994 12,3% (465) RPR + TPHA
Women living in urban areas :    
Bloemfontein 1994 15,6% (403) RPR + TPHA
Women living in hostels :    
Cape Town 1987 10,4% (154) VDRL
Men living in hostels :    
Cape Town 1987 6,9% (131) VDRL

1 date of survey, or if no survey date available, date of publication 

FP : family planning RPR : rapid plasma reagin 

VDRL : Veneral Disease Research Laboratory FTA : Fluorescent treponemal antibody absorption 

TPHA : T pallidum haemagglutination 

Source : Pham-Kanter G B T, Steinberg M H, Ballard R C. Sexually transmitted diseases in 
South African. (Submitted 1995) 
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Table 3

Table 3.21 

Standardised mortality rates for cervical cancer in South 
Africa (per 100 000) 1984 -1986

Metropolitan Non-metropolitan
Whites 3,6 3,7 
Coloureds 20,6 30,2 
Africans 25,7 N/A 

Source : Adapted from Bailie R. 1994. 
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Table 3

Table 3.22 

Major causes of injury in metropolitan and rural areas

Cause of injury
CMS 1

Cases (%) 3
Deaths (%) 4

RISS 2

Cases (%)
Traffic 10,8 38,5 10,6
Violence 34,3 53,2 54,7
"Domestic" 40,0 7,5 28,2
Occupational 9,2 0,8 3,3
Sport 5,7 0,0 3,2

1 Cape Metropolitan Study 

2 Rural Injury Surveillance Study 

3 Domestic includes all other events not covered by the other 4 categories. 

4 Road traffic deaths have steadily declined from 11 157 in 1990, to 9 443 in 1993 (5 % per year).

Source : MRC Trauma Research Programme. 1993 
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Table 3

Table 3.23 

Urban and rural trauma differences

 RURAL (RISS) 1 URBAN (CMS) 2

Annual injury rate>3 6 180 5 392

Percentage due to violence 53,5 42,4
Percentage alcohol-related 49,1 38,0

1 Cape Metropolitan Study 

2 Rural Injury Surveillance Study (RISS) 

3 Per 100 000 population

Source : MRC Trauma Research Programme. 1993 
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Table 3

Table 3.24 

The role of alcohol in trauma : selected recent findings1

Blood alcohol levels in selected groups (%)
 < 0,08g/100 ml 0,08 - 0,19 >/- 0,20 
Injured drivers 70,9 29,1 28,0
Injured pedestrians 41,1 30,6 28,0
Driver deaths 52,8 23,7 23,7
Pedestrian deaths 27,5 14,2 58,3
Injured drivers 70,9 29,1 28,0
Injured pedestrians 41,1 30,6 28,0
Driver deaths 52,8 23,7 23,7
Pedestrian deaths 27,5 14,2 58,3

1 >/- 0,08g/100ml 

2 Van der Spuy J. Alcohol, drivers and pedestrians. Trauma Research 1993; 1 (3); 1 - 2 

Source : MRC Trauma Research Programme. 1994 
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Chapter 4

History of Health Policy

  

 

AN APPROACH TO THE HISTORY OF HEALTH POLICY

This chapter reviews the evolution of health policy in South Africa in terms of several analytic themes. 
Six distinct phases can be identified and each is discussed briefly below.

PHASE 1: PRIOR TO 1919

The first phase, roughly the century prior to 1919, was characterised by increasing organisation, 
institutionalisation and professionalisation of health care, due to profound and widespread British 
influence. Before 1807 the structure of health care was amorphous, control non-existent, and health 
policy coincidental. British influence manifested particularly in the construction of numerous military 
and civilian hospitals, and in a series of health-related legislative acts and ordinances aimed at 
regulating the practice of health care and containing the spread of epidemics. Despite these 
developments, neither uniformity nor synchronisation was achieved. The political unification of the four 
colonies in 1910 did little in the way of consolidation; the discordant health laws and ordinances of the 
erstwhile colonies and republics remained on the statute books of the Union until 1919.1-4 Much later 
HS Gear5 reflected that "confusion, inefficiency, inertia and extravagance are all to be laid at the door 
of this illogical division of public health duties".

PHASE II: 1919 TO 1940

A second phase of health policy development, the period 1919 to 1940, began with the proclamation of 
the Public Health Act of 1919 which, inter alia, established the first Department of Public Health in an 
attempt to co-ordinate health care more effectively at national level. The subsequent two decades 
were characterised by intensive debate, investigation and review of existing health services, and even 
promising initiatives. However, this period saw little substantive and positive evolution in health policy; 
developments favoured exclusion and segregation of sectors of the population and there was a 
reluctance to take active steps to solve the increasing health problems of the time.

PHASE III: 1940 TO 1950

The third phase, the years 1940 to 1950, heralded an exciting period in health care in South Africa. 
Attempts were made to redirect health policy entirely, to rid the prevailing system of its numerous 
structural deficiencies and thus to restructure and reform it in every important respect. During this 

http://www.hst.org.za/sahr/chap4.htm (1 of 24)2004/05/05 12:00:03



Chapter 4

period, the vision of a unified, comprehensive and state-funded national health service, based on 
primary care in the form of a network of comprehensive health centres was cultivated and even began 
to be realised. However, these progressive visions of reform were stifled even before the decade drew 
to an end. Central to this momentous phase of health policy development in South Africa was the work 
of the National Health Services Commission6 and the initiatives which inspired and flowed from its 
recommendations.

PHASE IV: 1950 TO 1990

The fourth phase, spanning roughly the period 1950 to 1990, commenced with the victory of the 
National Party in the elections of 1948. This phase was characterised by legislated racial 
discrimination and segregation which would affect not only the way in which health services were 
organised, but also the very health of the people. Health policy development closely mirrored the 
ideology and social engineering of the white minority government,7-10 as the systematic racial 
fragmentation of South African society and its health care system during the era of Grand Apartheid 
gave perverse substance to the intention of creating a "Native Health and Medical Service".11 
Increasing militancy and mobilisation on the part of the African majority placed the regime under 
constant pressure. Its reaction was to adopt more sophisticated strategies to maintain white privilege 
and supremacy, such as an unfettered enthusiasm for privatisation and the Tricameral Constitution of 
1983.8, 12 

PHASE V: 1990 TO 1994

The period 1990 to 1994 may be distinguished as the fifth phase because it heralded the first serious 
attempts to effect a significant break with the past. These were initiated under increasing pressure 
from a progressive health sector demanding fundamental reform of the health sector and beyond. This 
phase was marked by efforts to bring about defragmentation and deracialisation of government 
structures and health care facilities; by attempts to swing the emphasis in health care increasingly in 
the direction of primary health care; by a more sober and guarded approach to privatisation; and, with 
mounting intensity towards the end, by jockeying for position in the future health service by health 
authorities, institutions and individuals alike.4, 13 - 16 The fact is, however, that the steps towards 
reform originated and were taken within the framework of a still racially segmented and overtly 
undemocratic societal context, which meant that reforms were cosmetic rather than fundamental. 

PHASE VI: AFTER 1994

Recently South African health policy entered a sixth and purposively new and different historical phase 
which commenced on 27 April 1994, the date of the country's first democratic elections. The first ever 
democratic government came into power, an ANC - led Government of National Unity was 
inaugurated, a new Department of Health was instituted, and the first African Minister of Health, Dr 
Nkosasana Dlamini Zuma, was appointed - tasked with bringing about a unitary and equitable health 
service for South Africans. The efforts of her ministry constitute much of this Review. This chapter 
seeks to chronicle the legacy of health policy which the new government has inherited.

The substantive aspects of South African health policy focused on in this chapter include the themes 
of a unitary health service, hospital-based curative care, primary health care, human resources 
development, financing of health care, and public participation in health sector management. These 
are analysed in greater depth in the remainder of this chapter.
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A UNITARY HEALTH SERVICE: THE ELUSIVE DREAM

CONSOLIDATING THE COLONIAL FRAGMENTS: PRIOR TO 1919

Shortly after the British occupation of the Cape in 1806 an enquiry was launched into the state of the 
health services at the Cape. This gave rise to the first health legislation in South Africa in 1807, one of 
the results of which was the establishment of a Supreme Medical Committee to oversee all health 
matters. This law was replaced by Ordinance 82 of 1830 which henceforth regulated all health 
practices in the Cape Colony. The Public Health Act 4 of 1883, promulgated in direct response to the 
prevailing smallpox epidemic, made the notification of infectious diseases and inoculation against 
smallpox compulsory; it also provided for emergency powers for local authorities in times of epidemic. 
This Act was amended in 1897 to establish a Colonial Public Health Department headed by a medical 
officer of health.1-4

To a large extent the legislative process in the Cape Colony was copied in Natal, as well as in the Boer 
Republics, Transvaal and the Orange Free State. The lack of co-ordination between Colonies and 
Boer Republics constrained a national response to the sporadic epidemics throughout the 19th 
century.1 Even Unification in 1910 contributed little towards consolidating the fragments into a national 
health service. The influenza epidemic of 1918 gave impetus to the call for uniform control of 
preventive health services and co-ordination at national level, achieved to some extent through the 
Public Health Act 36 of 1919.17 Had the Public Health Act of 1919 been passed "without material 
mutilation", public health would have become, "from A to Z, a Union responsibility". The original draft of 
the Act indeed provided for Union control of virtually all health service functions, with delegation of 
power to provinces and local authorities.18 However, the eventual outcome was very different, 
although at least one Department of Public Health was instituted for the entire South Africa.

ORIGINS OF THE IDEAL OF A NATIONAL HEALTH SERVICE

In Great Britain prior to the outbreak of the Great War, the question of a national medical service 
received wide publicity and elements of the debate filtered through to local medical journals.19 In 
1920, George Hills proposed to the British Parliament the appointment of a select committee to 
consider establishing a comprehensive and free state medical service, but in South Africa the proposal 
was indifferently received by an Assembly preoccupied with the control of contagious diseases.20 
Nevertheless, public health officials continued to agitate for a state health system that would bring 
"preventative and curative medicine ... together and practised in harmony".21, 22

The cause received a significant boost in 1931 when Napier, president of the Medical Association of 
South Africa (MASA) made an impassioned plea for a unitary medical service administered by the 
state. He argued that it would "meet the needs of the whole population, rich and poor", and allow for 
the co-ordination of preventive and curative services under one control.23 While declaring themselves 
"radically opposed to the views enunciated", the editors of the Journal of the Medical Association of 
South Africa (BMA) nevertheless acknowledged that Napier represented a small but growing section of 
the population.24 In 1935, EP Baumann moved in the House of Assembly that the government should 
consider the advisability of appointing a commission to enquire into the "urgent necessity of 
establishing a whole-time salaried State Medical Service", arguing that "entirely fresh machinery is 
necessary to provide for the health of the country as a whole, urban and rural, rich and poor, employed 
and unemployed, without distinction of race or colour by the State Medical Service". Furthermore, "an 
efficient service is only possible if it provides for complete co-ordination of all medical activities without 
overlapping and with continuity, and without intervening gaps."25 Once again, the motion was "fobbed 
off on financial grounds".26

http://www.hst.org.za/sahr/chap4.htm (3 of 24)2004/05/05 12:00:03



Chapter 4

STRIDES TOWARDS A RACIALLY SEGREGATED "NATIVE HEALTH SERVICE" 

Despite the calls for a national medical service, most prominent advocates of public health regarded 
health care for African people as a separate issue, envisaging a separate component of state medical 
service admin-istered by either the Department of Public Health or Native Affairs.27 The Report of the 
Committee of Inquiry re Public Hospitals and Kindred Institutions (Vos Committee) typified an attitude 
prevalent among whites at the time towards health care for African people by stating that "it cannot be 
denied that at present there are hordes of natives in many centres who have little chance of medical 
treatment, and [that] the untreated sick become a menace to the rest of the community".28 Others 
argued that the future welfare of the subcontinent necessitated the maintenance of a "healthy and virile 
Native element", and that this could best be attained through a state health service for Africans similar 
to that in neighbouring Basutoland and Bechuanaland.29 

 

The Gluckman Commission 1942-1944: Abiding Value 

This year marks the fiftieth anniversary of the tabling of the recommendations of the National Health 
Services Commission before the Union Parliament of South Africa. Had they been implemented, 
these recommendations would have created a national health service based on many of the tenets 
which underpin contemporary policy recommendations. Instead, the work of the Commission was 
substantially undermined by the Smuts government, and then systematically destroyed by the 
Nationalist government. Fifty years on, many of the elements which characterised the health system 
then, persist, and this country is confronted with the rare opportunity to address its fundamental 
flaws. 

The essential proposal contained in the Gluckman Report was that a unitary national health service 
(NHS) should be established in South Africa to ensure free health care to all people of the Union. 
The NHS would be financed by a national health tax. The Report also envisaged the creation of a 
separate ministry of Health, the functions of which would be carried out by a department with strong 
regional powers. The basis of the NHS would be health centres providing complete primary health 
care to the communities they served. Democratic interests would be protected by representation of 
the community and non-government organisations in health service management at the local, 
regional and national level. Similarly, health personnel would be represented at all three levels of 
policy-making. Local authorities would be responsible for non-personal health services, but would 
answer to provincial authorities. 

On 6 February 1945 the Minister of Welfare and Demobilisation accepted the Report's 
recommendations with the reservation that the government would work within the limits imposed by 
the Constitution. The implication was that administrative and functional fragmentation of health 
services would continue - a fact which in the eyes of one Commissioner meant that "no organised 
national scheme was possible". Gluckman's appointment as Minister of Health later that year 
allowed him to give effect to a fundamental element of this scheme, namely the development of 
community-based health centres. Less that two years later over 44 health centres were in operation 
- only to be scuttled within a decade by the Nationalist government. 

Sidney Kark, pioneer of the health centre concept, described Gluckman as a "man who knew 
everybody's corns and how to avoid them". But Gluckman recognised the need for fundamental 
reform of the health sector and found it necessary to tackle critical issues head on. Anything less, 
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he reasoned, would be idle tampering, unlikely to bring about any real change in the lives of those in 
greatest need of health care. 

  

  

There were notable exceptions to this trend in thought.23, 25, 30 George Gale31 expressed his 
frustration at the lack of progress in meeting the health care needs of Africans, despite eloquent and 
often circular debate: "The great question is how we are to meet a very pressing need of an 
exceptional nature. It seems that nothing can be worse than the existing conditions ... And yet every 
proposal towards a solution is met with objections, so that we get no nearer to the actual tackling of a 
problem which grows more serious the longer we wait". Later recognised as a visionary, Gale32 
assented at the time to the concept of a separate health service for Africans. One of the major factors 
constraining progress was confusion regarding the form that such health care should take. Laidler33 
reflected that "top-heavy expensive [health] services" were pointless in a country which denied African 
people access to economic power. He emphasised environmental upliftment and economic reform, 
with gradual extension of rural health services.

Eventually the Public Health Amendment Act 57 of 1935 provided for the extension of health services 
to "native territories". In 1936 the government proposed the formation of a "native medical service", 
and the expansion of training of "native medical aids" at Fort Hare. In accordance with the government 
policy of segregation articulated in the Native Land and Trust Acts, in 1938 the Department of Public 
Health decided to push for the establishment of a completely segregated health service for Africans, 
administered jointly by itself and the Department of Native Affairs. By 1940 an embryo "native health 
and medical service" had been created.

THE NATIONAL HEALTH SERVICES COMMISSION: THE DREAM COMES TRUE 

The publication of an anonymous pamphlet, 

Co-operative Medicine, caused a flurry of responses in the early 1940s. In the pamphlet the authors 
analysed South African health services and concluded that medical education was oriented towards 
curative rather than preventive care, thus encouraging competitive private practice; doctors were 
maldistributed throughout the Union; and the public health service was hamstrung by inadequate 
financing. Moreover, they argued that health and health care was a right to which all people were 
entitled; that there should be no direct fee-for-service; that the cost of health services should be met 
from the general revenue of the state; that a medical co-operative should be contracted to provide 
health services and execute health policy; and that the formulation of health policy should be in the 
hands of a democratically elected advisory committee.26,34 The pamphlet was severely criticised by 
many on the grounds of its communist sentiments, while others acknowledged its democratic, if 
nebulous, approach which encouraged teamwork among health workers.35,36 Cluver, at the time 
president of the Medical Association of South Africa (MASA), later admitted to being part of the "Co-
operative Medicine" group, to which he credited the appointment of the National Health Services 
Commission which followed shortly thereafter.37

Three other proposals for health service reorganisation, described respectively in the Gluckman 
Report6 as the "bureaucratic", "technocratic" and "insurance" types of national health authority, 
attracted support. The first evolved from the proposal to convert the military medical service to a civil 
service after the Second World War. The second, emanating from the Planning Committee of MASA, 
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proposed a "health supply commission" similar to that for electricity, and visualised the formation of a 
separate ministry of Health which would delegate power to the "health supply commission", 
administered by superintendents and commissioners of various health departments;38, 39 while the 
third proposal was rooted in the recommendations of the Second Report of the Commission on Old 
Age Pensions and National Insurance40 of 1928 and, among other things, called for the extension of 
district surgeon services in rural areas and the creation of a separate medical service for Africans. 

It was against this background of numerous and contradictory suggestions regarding the organisation 
of a national health authority that Henry Gluckman called on the government to appoint a health 
services commission to investigate and recommend the best measures to be adopted for ensuring 
adequate health services for all sections of the population of the Union of South Africa. Unlike previous 
motions in this regard, the government accepted the proposal and appointed Gluckman to chair the 
two-year commission.

The National Health Services Commission was to become an important milestone in the development 
of health policy in South Africa. Its guiding philosophy was that health services should be planned in 
such a way that each person had access to the best possible care according to need. At the outset its 
aim was to establish a national health service which would be in a position "to bring these services 
within reach of all sections of the population, according to their need, and without regard to race, 
colour, means or station in life".6 After a thorough investigation spanning two years, the Commission 
isolated four main problems: a lack of co-ordination; shortages of services; the problem of private 
practice; and inappropriate emphasis and priorities. The Commission's conclusions were that the 
services were not organised on a national basis; they were not in conformity with the modern 
conception of health; and they were not available to all sections of the people of the Union.4, 6, 7, 41 
Undoubtedly, the Commission's most significant leap in thinking was its commitment to a unitary health 
service in which all personal health services, including services for Africans, would be the 
responsibility of a single health authority.41

The medical profession proved far more receptive to the Commission's far-reaching proposals than 
was the case at the time of the previous parliamentary motions in 1920 and 1935. In a lead editorial in 
1945 the South African Medical Journal concluded that "the report is welcomed and is commended to 
the profession as a workman-like, feasible scheme which it may safely accept".42 On the 
government's part, the Commission's recommendation regarding a separate health ministry was 
accepted in 1945, and later that year Gluckman became Minister of Health and Housing.

CRUMBLING HOPES FOR A NATIONAL HEALTH SERVICE

It appears that Smuts had always had an "obsession" with provincial control of public health.43 Before 
the Gluckman Commission's recommendations had been released to the public, Smuts issued a 
statement reassuring the provinces that the government would not disturb provincial control of general 
hospitals. In 1945, the Minister of Welfare and Demobilisation accepted the Commission's 
recommendations, but with the reservation that the government would work within the limits imposed 
by the Constitution.44 Ever the politician, Gluckman sought ways to implement as much of the report 
as possible within the confines of prevailing legislation, but remarked that "the decision to leave 
hospitals with the provinces has increased the formidable task of achieving an effective plan for 
meeting our national health needs".45 Luke, a member of the Commission, was less diplomatic, noting 
that "it is regrettable if the Government is finally committed on the provincial issue; if that is so, no 
organized national scheme is possible".46 

The Smuts government further neutralised the far-reaching implications of the Gluckman Report by 
stating that the proposals would be introduced "in a series of measures rather than in a single step".45 

http://www.hst.org.za/sahr/chap4.htm (6 of 24)2004/05/05 12:00:03



Chapter 4

However, it was to reckon with the tenacity of George Gale, Secretary for Health and Chief Health 
Officer of the Union. He was determined that the recommendations of the Commission should be 
introduced as soon as possible and set to the task at a frenetic pace. Through the National Health 
Council, he endeavoured to co-ordinate health services for whites (Department of Health) and Africans 
(Department of Native Affairs). The defeat of the Smuts government in 1948 heightened his frustration 
and increasingly he had to counter the jibes of those who perceived "social medicine" as "red 
danger".47 The government's antagonism toward the recommendations of the Gluckman Commission 
intensified with the death of the then Minister of Health, Stals, in 1951. Disillusioned, Gale resigned in 
1952.

RE-ENFORCING A RACIALLY SEGREGATED AND FRAGMENTED HEALTH SERVICE 

In the period after 1948 health policy and planning was highly autocratic, fragmented and directed 
primarily by political rather than health criteria.48 For all practical purposes it was an exclusively 
"white" enterprise. The Tomlinson Report of 1954, which entrenched a separate "Bantu Health 
Service",49 signalled the end of attempts by the Department of Health to create a unitary health 
service. Regarding health care in the ensuing period, De Beer later lamented: "The choice of 
repression rather than tentative reform heralded a period when little new thinking or action was taken 
to improve the health services available to the majority of the population".7 Grand Apartheid in the 
form of "independent" and "self-governing" homelands for Africans was systematically erected. The 
subsequent deployment of the "homelands policy" eventually resulted in ten additional state 
departments of health at the first tier of government - indeed a bewildering fragmentation of health 
services and authority structures, apart from the dismal health conditions the dispensation harboured 
for the affected populations.4, 7, 8, 10, 50, 51, 59 The establishment of the Regional Health 
Organisation of Southern Africa (RHOSA) in 1979 was one attempt to co-ordinate the activities and 
planning of health services in the bantustans. 

The Health Act 63 of 1977 delineated anew the responsibilities of the Department of Health, the 
provincial administrations and local authorities.4, 52-55 However, despite its firm intentions to 
rationalise health care organisation by means of clearer definitions of the duties, powers and 
responsibilities of the respective authorities; to effect greater co-ordination between the various tiers of 
authority; and to move closer to a nationally co-ordinated health policy, the Act had no real effect on 
the fragmentation embodied in the three tiers of authority and services. In fact, it perpetuated the 
functional and administrative fragmentation embodied in the 1919 legislation.4. 7, 12, 56, 57 
Essentially the provinces remained responsible for curative (hospital) services, local authorities were 
charged with responsibility for preventive and promotive health care, and the central department was 
responsible for overall co-ordination. In addition, the Act created two new bodies directly relevant to 
health policy, the Health Matters Advisory Committee and the National Health Policy Council, to bring 
about greater co-ordination of health services between the various tiers of authority, and to move 
closer to a nationally co-ordinated health policy. In spite of these measures genuine co-ordination was 
greatly nullified by the fact that the existing sociopolitical dispensation of white dominance and 
apartheid was retained.

The National Health Service Facilities Plan of 198058 was an attempt at greater synchronisation and 
co-ordination. Six levels of health care provision were distinguished and the executive responsibility 
associated with each level was formally allocated to a particular level of government. However, this 
very distinction kept health functions and control structures separate and thus fragmented. It should 
also be borne in mind that the homelands were not part of the Plan, a fact which serves to show how 
far short of the unitary ideal the system fell.

DEEPENING FRAGMENTATION AND THE TRAP OF APARTHEID
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Fragmentation was aggravated in 1983 by the creation of the Tricameral Government and the 
subsequent establishment of three "own affairs" departments of Health Services and Welfare, for 
whites, coloureds and Indians respectively. The "political development" of African people was intended 
to continue in the African homelands, although provision was made for African local authorities.4, 8, 59-
61 Once again it was no surprise when the Commission of Inquiry into Health Services (the Browne 
Commission appointed in 1980) concluded in 1986 that there was excessive fragmentation of control 
over health services and a lack of policy direction, resulting in misallocation of resources, duplication of 
services and poor communication between the administrative tiers.4, 62

As a result of the recommendations of this Commission, and in order to accommodate the 1983 
constitutional arrangements, an attempt was made to clarify the blurred distinction between "own" and 
"general" affairs in the National Health Plan of 1986.63 The newly created Department of National 
Health and Population Development (formerly the Department of Health and Welfare) was responsible 
for overall national policy formulation and central control of health services at the first tier of 
government, while provision was made for the delegation of executive functions to provincial and local 
authorities on an agency basis. Responsibility for basic subsistence, health education and primary 
health care would rest with the three "own affairs" departments of Health Services and Welfare, with 
the Department of National Health and Population Development being responsible for the provision of 
these services in African areas of "white South Africa". Executive authority for service provision in 
African areas was delegated to the provincial administrations, while hospitals were controlled by either 
the Department of National Health and Population Development or the various "own affairs" 
departments. In the former, management authority was delegated to the provincial administrations.

To promote and facilitate co-ordination among these multiple policy and authority structures, both the 
National Health Policy Council and the Health Matters Advisory Committee were retained, but their 
composition and representation were significantly altered, particularly to accommodate the "own 
affairs" ministries. However, at the same time the provinces were deprived of their previously 
prominent position in policy formulation. The Co-ordinating Board of Provincial Administrators was 
instituted to deal with the overall management of hospitals and preventive services. Although the 1983 
constitutional arrangements had envisaged the gradual dissipation of the provincial administrations as 
the provincial councils were phased out, in reality the following decade saw a consolidation of their 
control over health services. Since April 1988, there has been a systematic transfer of virtually all 
executive health functions from the Department of National Health and Population Development to the 
provincial admin-istrations. Over the last few years, this trend has been strongly resisted by the 
national Department. 4,8,50,59-61,64,65

In retrospect, both the National Health Service Facilities Plan (1980) and the National Health Plan 
(1986) harboured significant potential to effect the shifts in emphasis needed in South African health 
policy, inter alia to rectify the inadequate provision to certain sectors of the population and the 
fragmentation of control and service structures. However, these initiatives were too firmly trapped in 
the wider sociopolitical structure of the apartheid society to bring about any fundamental redirection in 
health policy. The result remained a system reflecting par excellence "a bureaucratic entanglement of 
racially and ethnically fragmented services; wasteful, inefficient and neglectful of the health of more 
than two thirds of the population".48

NEW HOPES FOR A UNITARY HEALTH SYSTEM

The National Policy for Health Act 116 of 199066 repealed the sections of the Health Act related to 
policy-making structures. It made provision for the Minister of National Health and Population 
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Development to determine which policy was to be pursued to promote the health of the population. To 
assist in this three new bodies were established, namely the Health Policy Council, the Administrators 
Health Council, and the Health Matters Committee. The Act was a significant attempt to co-ordinate 
health services in South Africa by centralising national policy formulation in the hands of the national 
Minister and diminishing the role of provincial authorities. However, its effectiveness has been 
constrained by two realities: on one hand, continued provincial control of, and resources committed to, 
capital stock limited the feasibility of policy changes; and on the other, the areas of greatest need, 
namely the bantustans, remained outside the immediate control of central government.

In the years immediately preceding the first democratic elections in 1994, recognition that effective co-
ordination could be achieved only through integration of the fragmented health system resulted in the 
reincorporation of the "own affairs" health departments. Initiatives towards more substantive 
integration and fuller consolidation of the diversity of health authorities, structures and functions, that is 
the commencement of the realisation of the long elusive dream of a unitary health system, were to 
stand over until the Government of National Unity came into being. Prior to this event, the ANC set the 
agenda and guidelines for this reformation in two historic documents - The Reconstruction and 
Development Programme67 and The National Health Plan for South Africa.68 

HOSPITAL-BASED CURATIVE CARE: THE DOMINANT POLICY 

THE RISE OF THE HOSPITAL INDUSTRY

The foundations of a hospital-centred health care system in South Africa were laid soon after the 
arrival of the European settlers at the Cape in the mid-1600s. The system was expanded 
systematically through the next centuries, peaking from the mid-1800s as hospitals were erected in 
most major settlements.1-4, 6, 69 Three developments were central to the rise of the hospital 
enterprise to its pivotal position in this early period: first, the intention of the British colonial rulers, 
particularly Sir George Grey, who sought to implement a policy of "conquest by civilisation" through a 
system of large hospitals serving several satellite hospitals, which in turn supported several district 
surgeoncies; second, the discovery of diamonds and gold in the later part of the 1800s spawned 
several mining communities - such as Kimberley and Johannesburg - and numerous mining hospitals; 
and third, missionary societies established a network of smaller mission hospitals, serving a 
predominantly African population in rural areas.

What is striking about the early history of hospital institutions in South Africa is the unco-ordinated and 
unsystematic manner in which the establishment, management and control of these services evolved. 
In the late 1880s the Cape colonial government instituted a separate Hospital Services Branch which 
served to consolidate control over hospitals under a single body. At the same time policy, 
management and the financing of hospitals were encompassed and standardised under colonial 
management. However, the development of the larger health services system was clearly steered in 
the direction of fragmentation. The Public Health Amendment Act 23 of 1897 differentiated and 
separated curative and preventive health care from each other. The provision and maintenance of 
hospitals remained the responsibility of the colonial government, while responsibility for primary and 
preventive health care devolved upon local authorities. Subsequently, a similar pattern of divided 
managerial control was instituted in Natal, the Republic of the Orange Free State and the Zuid-
Afrikaansche Republiek (Transvaal). 

During the colonial era the availability of hospital services served as a general indicator of the standard 
of civilisation; later it became the main criterion against which the standard of development of health 
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services was measured. It should be noted, too, that the division between curative and preventive care 
within the broader context of health services was already firmly established by the late 1800s. 
Furthermore, from inception the development of the South African hospital system took a dual course: 
private hospitals developed alongside public hospitals and the division would become increasingly 
pronounced. The systematic entrenchment of the colour bar in the hospital sector originated at this 
time. In later years all these characteristics were to adopt ever starker proportions, contributing 
cumbersome dimensions to the fragmented South African health care system.

THE STRUGGLE FOR ADMINISTRATIVE CONTROL OF HOSPITALS

At the time of Union administrative control of hospitals was a minor political matter, mainly because 
hospitals were still seen as institutions for the indigent.70 The pattern of divided responsibility for and 
control of curative and preventive services was merely perpetuated. The South Africa Act of 1909 
placed the "establishment, maintenance and management of hospitals and charitable institutions" 
under the control of provincial councils.71 Leprosy institutions, mental hospitals and the district 
surgeoncy system were administered by central government through the Department of the Interior. 
The promotive and preventive emphasis of the Public Health Act 36 of 1919 overshadowed the issue 
of curative health services and left the prevailing system of hospital control intact. This functional 
fragmentation of health care, together with fragmentation of administrative control, has persisted up to 
the present, with negative implications for resource allocation among regions and between levels of 
care, and for service delivery itself.

By 1922 there was growing dissatisfaction with provincial control of hospitals. It appeared that the 
provincial administration of hospitals had "proved an expensive and calamitous failure"72 and in 1923 
a strong argument was put forward for unitary control of all public health services.73 However, the 
Transvaal was "a big Province, which all Ministers fear very much indeed, and some love with an 
affection passing the love of a woman. What that province wants, provided it puts its back into the 
effort, it gets inscribed on the Union Statute Book with unfailing regularity". This caustic remark by the 
editor of the South African Medical Record epitomised much of the struggle for control of hospitals in 
South Africa. In 1924 a motion calling for the appointment of a commission to report on the best 
hospital policy for the Union was unanimously supported by the House of Assembly.74

The Report of the Committee of Inquiry re Public Hospitals and Kindred Institutions (Vos Committee) 
was published in 1925. Couched among its vague recommendations was the unambiguous statement 
that all large hospitals should be transferred to Union control.28 The Minister of Public Health, DF 
Malan, declined to give effect to the recommendation.75 Later it became clear that Malan had 
favoured the acceptance of the Committee's recommendation, but had been overruled by the Treasury 
and overwhelmed by the "strength of the spirit of Provincialism".76 Because Union control had been 
so central to the recommendations of the Vos Committee, a further committee was appointed in 1927 
with a similar brief, but with the distinct understanding that provincial control of hospitals was non-
negotiable. Understandably, this committee found its hands tied by this directive and concluded that 
there was no alternative to unitary, central control of all curative services.77

The squabble over the administrative control of hospitals erupted again in 1942 with the appointment 
of a one-person commission of inquiry into the feasibility of free hospitalisation in the Transvaal. The 
Federal Council of the Medical Association of South Africa (BMA) refused to co-operate on the 
grounds that at the time the Gluckman Commission was considering the national reorganisation of 
health services and the Pentz Report was "not only inopportune but likely to prejudice and vitiate the 
object of such a Commission".78 

Despite the National Health Services Commission's damning criticism of the "disjointed and 
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haphazard, provincial and parochial" organisation of the existing health services and the "inordinate 
emphasis on cure, curative services and institutional care", and its pleas for a single, central health 
authority,6 its recom-mendations made little impact. Before the recommendations had even been 
released, Smuts issued a statement reassuring the provinces that provincial control of general 
hospitals would not be disturbed. The recommendations were accepted, but with the clear proviso that 
the government would work within the limits imposed by the Constitution.44 Although Gluckman still 
sought ways to implement as much of the Report as possible within the confines of the prevailing legal 
framework, he realised that "the decision to leave hospitals with the provinces has increased the 
formidable task of achieving an effective plan for meeting our national health needs".45

THE NEXT DECADES: A SITUATION UNCHANGED

The hospital-based health policy persisted undisturbed for the next two decades. The Health Act of 
1977 sought to direct South African health care away from its curative, hospital-based emphasis 
towards a more comprehensive, preventive and promotive emphasis. There was also a clear intention 
to rationalise the organisation of health care by the different health authorities: the central department 
was charged with ensuring that services were co-ordinated and provided in a manner which 
established a comprehensive health service for the South African population; local authorities were 
delegated responsibility for preventive, promotive and rehabilitative services; and the provincial 
administrations were made responsible for curative care and all personal services in areas not served 
by local authorities ("section 30 areas").52-55 In reality, however, the Act did little to effect the change 
from hospital to community-based care. Furthermore, hospitals remained firmly the responsibility of the 
provinces.

The National Health Service Facilities Plan of 198058 was another attempt to shift policy away from its 
hospital-based preference. This Plan introduced the concept of echelons of health provision and 
strongly promoted primary health care. The National Health Plan of 1986 (Browne Commission) made 
provision for the delegation of executive functions to provincial and local authorities on an agency 
basis. With regard to public hospitals, these would be controlled by either the national Department (if 
fewer than 80% of patients were either white, coloured or Indian, and all hospitals for Africans), or 
"own affairs" departments. In the case of the former, management authority was delegated to the 
provincial administrations.4, 8, 50, 59, 60, 61, 64, 65 Ultimately provincial authorities were left with 
more autonomy, as the devolution of executive responsibility for hospital services gave provincial 
authorities the mandate for a greater claim to financial resources.79 

The late 1980s and early 1990s saw the systematic dismantling of apartheid in hospital institutions, but 
also growth in the private, for-profit hospital industry. This latter development reinforced the hospital-
based, curative emphasis in health policy, but now with a different 

slant - it was driven by the profit motive.

PRIMARY HEALTH CARE: A NEGLECTED POLICY

THE CINDERELLA OF SOUTH AFRICAN HEALTH CARE

Throughout the history of health care and health policy in South Africa, primary health care occupied a 
rather neglected position due to the strong emphasis on curative and hospital-based care. In the early 
stages of Western health care in South Africa there were numerous activities signalling an emerging 
primary, preventive and promotive service, encompassing inter alia the implementation of periodic 
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quarantine and isolation measures, large-scale immunisation and inoculation campaigns, notification 
of certain diseases, environmental control and interventions, and community health work of a varied 
nature.

The discovery of gold on the Witwatersrand and the appalling conditions at the mines necessitated 
special health measures, examples of which are the establishment in 1887 of Johannesburg's first 
Sanitary Committee along with the appointment of a sanitary inspector and 11 "health police" and the 
appointment of the first municipal medical officer after an outbreak of smallpox in 1893. In the Cape 
Colony, the Public Health Amendment Act of 1897 created a Colonial Public Health Department and 
the post of medical officer of health and introduced a series of sanitary and preventive measures. As 
has already been mentioned, this Act also established a division between curative and preventive 
health care, placing primary and preventive services under local authorities. This arrangement was 
subsequently duplicated in other parts of the emerging South Africa.1-4, 6

In particular, it was the influenza epidemic of 1918 which alerted the Union government to the 
inadequate state of its primary and preventive health services provided by an unco-ordinated network 
of local authorities. The Public Health Act of 1919 ensured more definitive structuring, including the 
institution of a national department which in future would co-ordinate and subsidise the activities of 
local authorities to enable them to fulfil their primary and preventive care functions properly. However, 
the distinction between hospital services and primary care, and thus between provincial and local 
authorities, was perpetuated by this Act. 

PROMISING SIGNS OF REORIENTATION

Developments in the United Kingdom at this time were of significant relevance to primary health care 
in South Africa. In 1920 a government-appointed consultative council on medical and allied services 
issued a report with startling and revolutionary recommendations for health care in Britain. The 
proposed scheme encompassed a system based on "primary health centres" which would provide 
comprehensive health care. A group of such primary health centres would be associated with a 
"secondary health centre" staffed mainly by consultants. In turn, each secondary health centre would 
be attached to a teaching hospital.

Also relevant was Secretary for Health Edward Thornton's81 experience in French West Africa and his 
proposal of a system of health centres for African areas. His concept was rather piecemeal and was 
concerned primarily with establishing an extensive and cheap service for Africans which would pose 
no threat to white practitioners. Despite some ill-conceived ideas, questionable motivation, and his 
failure to motivate for a comprehensive primary care service, Thornton nevertheless provided a 
framework for the development of the South African health centre concept. Shortly thereafter the 
Loram Committee (1928) supported Thornton's proposal of health centres as the basis for an 
envisaged "native medical service". The Committee failed to articulate the precise scope and function 
of these village health centres, although apparently they would have resembled medical outstations 
rather than a comprehensive health service.82 In opposition to this line of thought, leading medical 
practitioners of the time83, 84 were proposing the establishment of one or two experimental 
comprehensive health centres in rural areas, similar to those tabled by the British consultative 
committee a decade before. Other notable developments in this field followed. In 1934 an 
Interdepartmental Committee highlighted the poor social conditions in the George-Knysna forest area 
and proposed the establishment of a combined health and social centre. Such a centre did indeed 
come into operation, but only in 1944.

THE 1940S: GOLDEN ERA OF PRIMARY HEALTH CARE IN SOUTH AFRICA 
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Harry Gear, returning from China and India, was particularly impressed by the comprehensive health 
services developed for rural populations in these countries. As the new Assistant Health Officer of the 
Union, he committed the Health Department of the Union to a system of "health units" intended to form 
the basis of the "native medical service" and to provide comprehensive health care for rural African 
people.11, 85 The first such comprehensive health centre in South Africa was established by Sidney 
and Emily Kark in 1940 at Pholela in the Natal midlands under the directive of the Union Health 
Department. Prior to 1942 two further demonstration health centres were established, at 
Bushbuckridge and Umtata. 

Through its multidisciplinary teams and compre-hensive, community-based intent,86 the Pholela 
health centre sought to prevent and treat illness, to provide health education, particularly with regard to 
maternal and child health, and to encourage local co-operation and community responsibility for 
health. Initially the intended function of the centre was mainly curative, however the pressing realities 
of poverty and malnutrition soon altered the nature of the project. The centre's practice consisted of a 
general service and a more defined family health programme. The former was available to all, 
regardless of place of residence, and included out-patient care and epidemic control, while the latter 
targeted residents in an "intensive area", with the aim of providing comprehensive care and socio-
economic upliftment. 

Statistics kept by the centre made it possible to document the laudable improvements in the health of 
the particular population over the first decade: the crude mortality rate decreased from 38,3/1 000 in 
1942 to 13,6/1 000 in 1950; infant mortality dropped from 275/1 000 to 100/1 000; and the incidence of 
severe malnutrition declined sharply. These improvements were accompanied by increasing interest 
and active co-operation on the part of the people served by the project.87-89 Due to these 
achievements the health centre was described in the Gluckman Report as "the foundation of the 
National Health Service" and "the practical expression of two of the most important, and universally 
accepted, conclusions of modern thinkers", the first being that the most effective functioning of health 
care providers could be achieved through team or group practice, and the second that the primary 
purpose of medical practice is the promotion and preservation of health.6 

In the end the Gluckman Commission recommended the establishment of about 400 comprehensive 
health centres (i.e. 1 per 25 000 people at that time) based on the Pholela model. A Health Centre 
Advisory Committee was subsequently set up, with Gluckman as chairperson, Gale as a key member 
and Kark as technical adviser. While general guidelines were laid down for the running of these 
centres, it was proposed that the model should be flexible enough to respond to differing rural and 
urban needs. Furthermore, the immediate management of each centre would be the responsibility of a 
proposed health centre council. The appointment of Gluckman as Minister of Health and Gale as Chief 
Health Officer and Secretary of Health in 1945 and 1946 respectively ensured tremendous enthusiasm 
and government support for the project, and by June 1946 six additional centres were operational.90 
By the time of the United Party's defeat in 1948, the number of centres in operation had grown to forty. 

THE DEMISE OF THE HEALTH CENTRE PROGRAMME

The next ten years saw the systematic dismantling of the health centre initiative, for various reasons. 
The programme was sabotaged by the Nationalist government's policies of outright discrimination and 
by Smuts' refusal to accept the key recommendations of the Gluckman Report. In turn, MASA 
underwent a remarkable regression of thought. Whereas Gluckman had been under the impression 
that most of South African medical practitioners were behind the concept of a national health service, 
by 1952 MASA had dismissed the "drastic revolutionary national health service" as "impractical and 
undesirable".91 The reasons for the about-face are vague, but it occurred at a time when every 
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initiative was carefully scrutinised for socialist tendencies. Other factors which contributed to the 
collapse of the scheme were a growing resistance from private doctors,92, 93 inadequate training of 
health personnel in the management of primary health care,94 and growing isolation of health 
personnel in rural areas, particularly after the change of government. Philip Druift, for many years 
medical officer in charge of Karatara health centre, later recounted his experience thus: "After the 
change in government we were seen as very suspect, and it was thought that we must be dangerous 
liberals ... The Government change didn't knock us down, but the provincial attitude was completely 
different. They were unsympathetic and couldn't see what the hell we were doing. I got chucked out 
practically".95 

By 1960 most of the peripheral health centres had been forced to close and were handed over to the 
provincial administrations for conversion into detached out-patient departments. A few of the medical 
officers in the outlying areas persisted for a few years, but by the mid-1960s all health centres had 
closed. The demise of the health centre programme brought to an end attempts to shift the emphasis 
away from hospital-based care and to develop an extensive primary health care infrastructure. Note, 
however, that the contribution of this way of thinking about and tackling health problems would prove 
more lasting and significantly influence those concerned with community health in other parts of the 
world.86 

SUBSEQUENT ATTEMPTS TO REGENERATE PRIMARY HEALTH CARE

The Health Act of 1977 was an attempt to shift the emphasis in South African health care back to 
comprehensive and preventive care, with reasonable access for the entire population and emphasis 
on the role of local clinics, community health centres, health teams, and the training of 
paraprofessional health workers destined for service in the homelands.52-55 However, these noble 
intentions did not materialise. In the ensuing period the emphasis remained on curative services, as 
reflected in the budget, services rendered, training of health personnel and other dimensions of health 
care.4 

The National Health Service Facilities Plan of 198058 was another strategy to ensure the provision of 
adequate health services underpinned by primary health care. More specifically it was intended to co-
ordinate health care provision nationally, recognise the role of environmental determinants in health 
care, expand primary health care by means of a network of community health centres, and encourage 
self-care and community responsibility for illness and health. The Plan differentiated six levels of 
service provision, encompassing provision of basic subsistence needs (I), health education (II), 
primary health care (III), and hospitalisation at the community (IV), regional (V) and academic (VI) 
levels. The idea was that health priorities would focus first on the provision of basic needs, and once 
minimum requirements had been fulfilled, priority would shift to the next level. The Plan was stillborn, 
mainly because the fulfilment of basic level criteria also required fundamental restructuring of the 
existing social and economic systems. The attempt to accommodate the 1983 tricameral 
arrangements in the execution of the National Health Service Facilities Plan, as embodied in the 
National Health Plan of 1986, rendered the chances of success even more remote. 

In the late 1980s and early 1990s declared government policy revealed increasing openness and 
receptiveness towards preventive and primary health care.15, 16, 96-98 Eventually the National 
Health Service Delivery Plan of 1991 incorporated the principles of accessibility, effectiveness, 
affordability, equity and acceptability in health care. In addition, it sought to develop co-ordinated and 
streamlined referral systems and systematic regional plans for health service development.99 To 
facilitate the Plan, funds were obtained from the Independent Development Trust for primary health 
care clinics. Also, a strategy for primary health care was adopted for implementation by local 
authorities.100 Constraints on the implementation of the Plan were reluctance on the part of provincial 
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authorities to relinquish control over primary care services and uncertainty concerning the level of 
financial support which local authorities could expect to receive for assuming these additional 
responsibilities. 

Despite systematic neglect and overt attempts at suffocation, the ideal of comprehensive primary 
health care was kept burning by many idealists and realists alike, to be rekindled with new vigour with 
the dawning of the new South Africa. Clearly, the development of appropriate primary health care 
facilities accompanied by accessibility and appropriate utilisation of health services is fundamental to 
the reform of the health sector. In later chapters of this Review it will be shown that effective change 
implies substantive restructuring of the public health service.

HUMAN RESOURCE POLICIES : OF NEGLECT AND EXCLUSION 

HEALTH PROFESSIONALS AND PERSONNEL IN THE EARLY DAYS

Much of South African health legislation prior to 1919 related to the registration and professionalisation 
of health personnel. Following an inquiry into the state of health services at the Cape, the first health 
legislation was promulgated in 1807 and the Supreme Medical Committee was established in the 
Cape Colony, inter alia for the purpose of licensing medical practitioners in order to reduce quackery. 
In the same year the first list of approved practitioners was published after the scrutiny of certificates 
by the Committee. Later, Searle3 described the introduction of this initial statutory control as the "most 
important formative event in the history of medicine in South Africa".

In 1830 this legislation and its subsequent amendments were replaced by Ordinance 82 of 1930, 
which served to reaffirm and refine the legal control of health providers. At the same time the Colonial 
Medical Committee replaced the erstwhile Supreme Medical Committee as the controlling body of the 
healing professions. The Medical and Pharmacy Act 34 of 1891 revised all previous health legislation 
and established two professional bodies, the Colonial Medical Council and the Pharmacy Board. 
Together these organisations registered the five categories of health professional of the time, namely 
doctors, surgeons and accoucheurs; apothecaries, chemists and druggists; dentists; midwives; and 
registered nurses. In time, parallel developments occurred in the other regions of the emerging South 
Africa, and by 1904 similar legislation and statutory professional councils had been established in each 
of the four colonies. However, these merged to form a single South African Medical and Dental 
Council only in 1928.1-4

NEGLIGENCE AND SEGREGATION IN MEDICAL TRAINING

During the 19th century, Western health care for African people was provided primarily by missionaries 
and a few private practitioners in rural areas. Apparently their motivation was more a desire to 
undermine the authority of traditional healers than altruism. At times, obsession with the eradication of 
traditional health systems subjugated concern for the health status of African people.101 

Recognition of the "pressing problem of Native medical needs" grew systematically. In this regard the 
so-called Native Health Society, based in Lovedale, tried to raise the consciousness of medical 
practitioners to provide health care for Africans.102 McCord, doyen of medical missionary work in 
Natal, perpetuated the derisive view of traditional healers, but at the same time advanced the debate 
by calling for the appointment of a government commission to investigate the "medical needs of the 
Natives of South Africa". His central argument was that "the native doctor ... is an evil, but the great 
evil is the lack of something better. The people that the native doctor kills is a small thing compared 
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with the number of people who die for want of the proper attention . . . ".103

In 1926 Edward Thornton,81 then Secretary for Public Health, revived this debate by proposing a 
health service similar to that in French West Africa. Essentially the scheme consisted of African 
medical auxiliaries under the authority of a white medical officer, operating in approved geographic 
areas. These auxiliaries would be trained at a "Medical School for Natives", and after ten years of 
practice could qualify as full medical practitioners. Thornton's publication seems to have been an 
attempt to pre-empt the findings of the Loram Committee. Although the findings were only published in 
1928, it was already clear to Thornton that the Committee would recommend identical medical training 
for African and white people. He argued that his proposal would provide health care for Africans while 
obviating the "menace" of competition for white practitioners.

Against the backdrop of deteriorating health conditions for the African population, the Loram 
Committee was appointed by the Department of Native Affairs in 1926 to inquire into the training of 
natives in medicine and public health. The publication of the report was delayed for over a year 
following its completion and although the reason for the delay was never officially explained, it is clear 
that Thornton was strongly opposed to its proposals.104 Among the recommendations of the 
Committee were the establishment of a government medical service for Africans which incorporated all 
mission hospitals and state-subsidised training of fully qualified African practitioners as well as health 
assistants and nurses.82 These proposals were rejected, as was the offer by the Rockefeller 
Foundation to establish a medical school for African doctors. 

The issue of the training of African medical doctors appeared to assume a new urgency during the first 
few years of the 1930s, but continued to be clouded by a circular debate about the level of medical 
training for Africans.83, 84, 105 AB Xuma, later Secretary-General of the African National Congress, 
regarded this delicate to-and-fro exchange of viewpoints as an accommodation of prejudice, arguing 
that "skill and ability of a practitioner should be the only basis of differentiation, and not the colour of 
his skin".106 Eventually, and as part of the formation of a "native medical service", in 1936 the 
government proposed the expansion of the training of "native medical aids" at Fort Hare.107 

Up to the 1950s, policy relating to the training and employment of medical personnel was for all 
practical purposes an all-whites and only-whites affair, excluding and marginalising Africans in many 
and different ways. The establishment in 1952 of a segregated medical school for black students in 
Durban was a significant development in this context. Although motivated in part by the government's 
policies of apartheid, and indeed part and parcel of the apartheid system, the school nevertheless 
provided a medical school at which substantial numbers of African doctors could be trained. Similar 
racially segregated patterns also evolved with regard to the training of African dentists, pharmacists 
and nurses. 10, 108-110

The policy of racial exclusion in tertiary education persisted until the early 1980s and for doctors 
resulted in five predominantly white medical schools and three black medical schools, the racial 
segregation being in terms of both staff and student composition.111 Also, one school each for the 
training of black dentists and pharmacists was established, as were numerous racially segregated 
colleges for the training of black nurses and paraprofessionals. Conspicuous results were a unilateral 
"white" generation and recruitment of health personnel, and thus the overwhelmingly "white" 
structuring of these professions during these years.

NURSES AND THE NURSING PROFESSION

In comparison with doctors and pharmacists, nurses were relative late-comers to South African health 
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care. It was the mining industry which stimulated the initial rise and growth of the nursing profession in 
South Africa.3, 4, 69 The first professionally trained nurses arrived in the country in 1874. However, by 
1877 local training courses for nurses had been instituted at Kimberley under the management of Sr 
Henrietta Stockdale, to be followed soon afterwards by a remarkable proliferation of local training for 
nurses. Furthermore, the Medical and Pharmacy Act of 1891 placed South Africa at the vanguard of 
the professionalisation of nursing, with the institution of statutory control and state registration of 
nurses putting trained nurses on a par with other health professionals. Despite this rapid development 
and expansion, the first black professional nurse was registered only in 1908.

Another important milestone was reached in 1928 when nurses were granted formal representation on 
the South African Medical and Dental Council. After an abortive attempt to obtain statutory autonomy 
in 1938, the "trade union crisis" in nursing in 1942 precipitated the promulgation of the Nursing Act 45 
of 1944. This Act secured fully-fledged professional status for South African nurses, and the South 
African Nursing Council and the South African Nursing Association - with compulsory membership for 
registered nurses, midwives and student nurses - were established. The authorities viewed the 
creation of a separate nursing council as an effective way of countering the threat of trade unionism in 
nursing.109, 112

As in other dimensions of the health sector, discriminatory policies also wormed their way into the 
nursing services. The Nursing Act 69 of 1957 restricted participation in the South African Nursing 
Council to whites only, created separate registers for nurses of different "population groups", and 
legislated for segregated training facilities. This led to further discriminatory practices such as marked 
disparities in nurses' salaries. In 1978 a new Nursing Act reinstated representation of black nurses on 
the South African Nursing Council, but on condition that a white majority was maintained. 
Nevertheless, this representation gave nurses the opportunity to address discriminatory matters such 
as disparities in remuneration. However, strike action by nurses had been declared a statutory 
offence.109, 110, 112 The mentioned disparities in remuneration were finally removed in 1986. At the 
time of the election of a democratic government in 1994, separate nursing councils still existed in the 
homelands of Transkei, Ciskei and Bophuthatswana.

PRIMARY HEALTH CARE PERSONNEL/AUXILIARY HEALTH WORKERS

With the publication of the Gluckman Report in 1944, the Department of Health quickly recognised that 
the success of the health centre scheme depended heavily on the training of practitioners in 
community medicine and primary health care. In the mid-1940s Sidney Kark, first medical officer at 
Pholela health centre, was transferred to Durban to head up a training scheme aimed at preparing 
health workers for service in health centres. This training scheme evolved into the Institute of Family 
and Community Health, which sought to develop demonstration projects with regard to health care 
practice in different communities. The Institute consisted of several divisions relevant to community 
health practice, including epidemiology, data collection and record keeping, health administration, 
community nursing, health education, environmental sanitation, laboratory services and nutrition. The 
40 health centres established during these years were staffed largely by personnel trained at the 
Institute.86 

The rapid expansion of the health centre service between 1946 and 1948 stretched the training 
capacity of the Institute to its limits and it was soon acknowledged that because of the immediate 
need, some medical officers were sent to health centres with inadequate training and orientation.113 
Much later Kark alleged that during the latter part of the 1950s, the Department deliberately obstructed 
the efficient functioning of health centres by bypassing the Institute and by appointing poorly selected 
and untrained medical officers.114 By 1958 all functioning health centres had either closed down or 
been handed over to the provincial administrations, and in 1960 the Institute was closed.86
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During many years of promoting as a priority hospital-based, curative health care - accompanied by an 
increasing emphasis on training for sophisticated, hi-tech medicine - the development of human 
resources for primary health care remained neglected and marginalised. Although a chequered 
reservoir of human resources has developed in the health sector, and although significant strides have 
been made in the direction of comprehensive, primary health care - especially in the deprived rural and 
homeland areas - the overall picture is nevertheless distorted, not conducive to the promotion of 
primary health care.

FINANCING OF HEALTH CARE: PLURALIST POLICIES

PLURALISM IN HEALTH CARE FINANCING

From its earliest history onwards, the financing of South African health care was characterised by an 
evolving pluralism: throughout public financing was juxtaposed with private financing. In time this 
dualistic pattern itself became increasingly subdivided and complicated. During the 19th and early 20th 
centuries, private general practitioners generally subserved the health of the white middle class, 
mostly on a fee-for-service basis, although many offered their services part-time to pauper institutions 
or hospitals. Simultaneously, an extensive network of mission hospitals developed in many of the 
"Native Reserve" and "Trust" areas. This network was later to form the backbone of service provision 
in the bantustans. Mine hospitals were first established during the latter part of the 1800s to serve a 
growing sector of the South African population. Thus the early private sector comprised both for-profit 
and not-for-profit or charity elements. 

The emerging public health sector in the early South Africa comprised largely public hospitals, district 
surgeon services, and rudimentary public health services especially in urban areas, with financing 
generated and allocated at different levels of government. The period 1919 to 1940 saw new and 
important developments in the financing of health care. Pluralism in the public sector continued, 
although in modified shapes, under the Union government. The 1919 Public Health Act provided for 
the establishment of a national Department of Public Health funded by the Treasury. As in-patient 
hospital care expanded, provision was made for larger allocations through the provincial budgets, 
while financing of the health care provided by local authorities was either generated within their own 
jurisdictions or subsidised by central government.

THE CASE FOR A NATIONAL HEALTH SERVICE

The period 1920 to 1940 saw a new way of thinking concerning health care financing. In 1928 the 
Commission on Old Age Pensions and National Insurance called for the introduction of a health 
insurance scheme, applicable to all employed people in urban areas in South Africa whose incomes 
did not exceed œ400 per annum, which would provide medical, maternity and funeral benefits out of 
funds contributed by both employers and employees.40 However, according to Gluckman115 this 
report "got no further than some departmental pigeon-hole".

In 1935 the Departmental Committee of Enquiry into National Health Insurance (the Collie Committee) 
was appointed, and it eventually submitted recommendations similar to those of the 1928 
Commission.116 The response of the Medical Association to this development was support for a 
national health insurance scheme if it was introduced by the government.117, 118 Initially even 
Gluckman himself gave support to the findings of the enquiry, provided that adequate state provision 
was made for health services for African people. However, three years later he described the initiative 
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as an "obsolete scheme of the past".45 This trend in thought regarding policies of health care 
financing was carried over to the next decade. In 1940 an anonymous pamphlet, Co-operative 
Medicine, propagated that there should be no direct fee-for-service; rather, the cost of health services 
should be met from general revenue of the state. Although these proposals were slated as communist 
by some, they nevertheless gave impetus to the call for a national commission of enquiry into health 
services.

Among the key finance-related recommendations of the subsequent National Health Services 
Commission led by Gluckman were the phasing-out of private practice and the appointment of doctors 
by the state and the establishment of a national health service which would ensure (through a national 
network of health centres) the rendering of all personal health services free of charge, financed 
through a dedicated national health tax.6 Although the Smuts government accepted these 
recommendations (with the modifications mentioned earlier), its incremental approach to the 
Gluckman Commission's strategy meant that the proposals were never implemented. "What was 
lacking was the political will to enforce the redistribution of power and resources which alone could 
have made this vision a reality."56

TRENDS AND PATTERNS IN PUBLIC FUNDING OF HEALTH

The years following the demise of the health centre experiment were characterised by the systematic 
consolidation of the power of for-profit private practitioners. MASA became increasingly dominant in 
protecting the interests of the medical profession, particularly practitioners in private practice. In 
contrast, the role of not-for-profit private care was eroded. In the early 1970s the care provided by 
mission hospitals was forcibly assimilated into the Department of Health (acting as an agent of the 
Department of Bantu Administration and Development). Ostensibly, this takeover or nationalisation 
was intended to bring mission hospitals into the overall health care planning arena. The subsequent 
transfer of this control from the Department of Health to the respective bantustan governments soon 
exposed the ploy of further realising the homelands policy, with detrimental outcomes for heath in the 
bantustans.8, 57, 60, 119-121

The early years of National Party rule maintained the pattern of differential public funding of health 
care instituted in 1919, hospital-based services in white metropolitan areas being the main 
beneficiaries. Increasingly fragmented provision of public health care also implied increasingly 
convoluted flows of public sector funding. This pattern was greatly reinforced and expanded by the 
homelands policy, and again by the tricameral arrangements of 1983. By 1990, funds for the provision 
of public health services were channelled through at least eight different national departments and 14 
regional or provincial departments.4, 122

STRIDES TOWARDS INCREASING PRIVATISATION - AND OPPOSITION

The rise of monetarism on the international economic scene during the 1970s resulted everywhere in 
significant curbing of state intervention and accelerated momentum towards privatisation. This was 
also the case in health care. In South Africa, apart from slotting into the international movement 
towards monetarism, privatisation in the health sector was also part of the government's strategy for 
dealing with the wave of political and labour unrest, and accompanying demands for sociopolitical 
reform. However, there were numerous unfavourable side-effects on many levels for many.12, 123-
132 The Health Act of 1977 set forth the original framework for privatisation, in particular encouraging 
the private sector to provide its services freely and without impediment as part of the national effort, 
and shifting the burden of health care increasingly onto the individual user.
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During the 1980s the government provided concerted support to the privatisation drive through a 
series of facilitating initiatives and policy measures.62, 133-143 Health authorities were mandated to 
emphasise individual responsibility and private financing for health care, and to scale down public 
provision and financing progressively, a principle later re-emphasised in the National Policy for Health 
Act of 1990.66 In the private sector a number of private think-tanks and working groups - most notably 
SYNCOM and the Health Strategy Group - strongly encouraged the privatisation cause, while most 
professional medical, dental, nursing and pharmaceutical associations, as well as associated medical 
schemes and private hospital bodies, collaborated with the government in the development of 
strategies for privatisation.144-146

In contrast, various progressive civic and professional associations formed a so-called Patriotic Health 
Front and emerged strongly in favour of a publicly-funded national health service. Included in this Front 
were the National Medical and Dental Association (NAMDA), the National Progressive Primary Health 
Care Network (NPPHCN), the National Education, Health and Allied Workers' Union (NEHAWU), the 
South African Health Workers' Congress (SAHWCO), and others, and most (excluding NPPHCN and 
the unions) later formed the South African Social Services and Health Organisation (SAHSSO). This 
progressive sector maintained that private, for-profit care promotes unequal care, undermines the 
public sector, and renders care market-driven.4, 48, 64, 147, 148

Other noteworthy developments are that the Medical Schemes Act 72 of 1967, which already exerted 
a degree of control over the health insurance industry, introduced a negotiation process between 
medical schemes and private providers. A notable amendment in 1993 permitted "managed health 
care", in which health care insurers and providers operate within a single organisation. This is 
expected to result in significant realignment of health insurers and private providers over the next few 
years. 

NEW POLICY DIRECTIONS IN HEALTH FINANCING

The government's unbridled pro-privatisation enthusiasm of the 1980s eventually gave way to a more 
temperate acknowledgment that privatisation "had been placed on the backburner" in 1991.13 This 
significantly modified policy implied that "privatization should occur with due regard for the regional 
organization and planning of health services, the provision of a mixed system of services (public and 
private), optimal utilization of government facilities and the provision of a basic package of services 
accessible for all".149 However, privatisation of hospitals has continued, first, through the granting of 
licenses for the erection of new hospitals, and second, through the privatisation of existing public 
facilities. The latter has occurred through the sale of public facilities to private enterprises, the 
contracting out of certain services, and the authorisation of limited private practice in public 
hospitals.150

As regards the public sector, while theoretical allocative criteria were outlined by the Department of 
National Health and Population Development in the early 1990s, in practice the historical patterns of 
public funding have prevailed.151 A retreat from the foregoing fragmented patterns of public funding 
was signalled by the National Policy for Health Act of 1990,66 which, among other things, sought to 
achieve greater centralisation over public funding allocations by vesting greater allocative 
responsibility in the Minister. Another significant development relates to the funding of academic health 
institutions. In 1991 a statutory National Policy Advisory Council was appointed to divide the gross 
allocation for academic health services among the seven complexes, funding for the University of 
Transkei being directed through the Department of Foreign Affairs. As medical training is regarded as 
a national function, funding for academic health services was first separated from the pool of public 
funding to which regional allocation formulae were applied.150 
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Nonetheless, the fundamental problem of overcomplicated financing machinery has persisted. The 
installation of the Government of National Unity in 1994 inevitably and of necessity introduced new 
directions in public health funding in order to facilitate and support its reform initiatives.

PUBLIC PARTICIPATION IN HEALTH MANAGEMENT

PUBLIC PARTICIPATION PRIOR TO THE 1940S

In both practice and literature, public participation in health sector management has always been a 
neglected theme in South Africa. Generally the history of health care in this country attests to either a 
minimum or a complete absence of public say and participation in matters pertaining to health policy 
and decision-making processes in the field. This situation is perhaps best explained by the long 
undemocratic history of the country, which commenced during the colonial era and reached 
suffocating proportions in the four decades following the National Party's rise to power in 1948. In fact, 
given South Africa's authoritarian and bureaucratic history, genuine community participation and 
consultation became alien concepts to most.48 This era stands in sharp contrast with developments in 
more recent times, when public participation and consultation received growing attention, especially as 
society and its institutions became increasingly democratised. 

Health care in South Africa was always characterised by pluralism, and this applies equally to 
management structures. Particularly during the 19th century, and even earlier, civilian and military 
hospitals, as well as private and charity institutions, retained a high degree of autonomy and 
independence in determining their own policies and priorities. Many of these facilities had active 
committees or management boards which functioned independently of each other. At higher policy and 
decision-making levels, public participation in health matters was normally limited to an indirect say in 
different sorts of elected councils, if and where these existed.

Unification in 1910 did little to undermine the autonomy and independence of health facilities, although 
the role of the provincial administrations in directing health matters would become progressively 
stronger over the next few decades. The Public Health Act of 1919 brought some direction to an 
overtly haphazard and divided health sector. Under this Act, the establishment, maintenance and 
management of general hospitals and charitable institutions were assigned to the provincial 
administrations, while local authorities - as agents of the national public health department - assumed 
responsibility for the control of contagious diseases and environmental health in their areas of 
jurisdiction.17 Within this dispensation the public was indeed allowed to participate in public health 
policy and decision-making processes, but only to a very limited and very indirect extent, that is 
through elected provincial and local/town councils, or nominated boards of health facilities. However, 
as a rule these were almost exclusively whites-only representative bodies.

Apart from this, the entrenchment of democracy, participation and consultation outside of the health 
sector had been given scant regard throughout the three decades of Union up to the appointment of 
the Gluckman Commission in 1942. In fact, the election preceding the appointment of the Commission 
was the first in which white women could exercise their political franchise. With the notable exception 
of Helen Moffat, women had not voiced their opinions concerning a future health service in the medical 
journals. Democratic representation and participation of Africans in public bodies were virtually non-
existent. Even the proposals for the "health service for natives" had been debated and eventually 
decided upon without consulting those affected, although a few African medical practitioners had 
expressed their resistance.106, 152 Note, however, that in proposing a health centre service for 
Africans in 1930, the assistant health officer of the Union, Park Ross, called for the community to be 
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given a share in the management and financial control of each centre.84

TOWARDS EXPANDED PUBLIC PARTICIPATION: THE GLUCKMAN ERA

The first real call by members of the medical profession for the democratisation of the health service 
was in 1940, encapsulated in the pamphlet Co-operative Medicine. The authors argued that the 
formulation of health policy should be in the hands of a democratically elected Advisory Committee, 
with tripartite control of health services by representatives of the central government, the medical 
profession and the national public. Policy formulated by the Committee would be executed by officials 
of the Department of Health. However, there was no further exposition of the details of such a scheme, 
and without further embodiment, the skeletal proposals made little impact. One author mused that "the 
bones [were] too dry even to make soup".36

For Gluckman, democratic control of the national health service was fundamental. The Report of the 
National Health Services Commission emphasised that "even where `the people' are not given full 
power of immediate control over health services, it will be advisable to secure their interest and active 
co-operation by allowing them to take their place in advising and assisting in the conduct of the service 
at every level".6 Gluckman envisaged two mechanisms for the democratisation of health services. The 
first was the accountability of public representatives elected by all South Africans. Of relevance here is 
that the Report successfully argued for the separation of the Health portfolio from that of the Interior 
and the establishment of a Ministry of Health. In addition, local government would have responsibility 
for non-personal health services. The second mechanism was committees representative of the views 
of the community, non-government organisations, local authorities and service providers at facility, 
provincial and national levels of the health service, to facilitate democratic management and public 
participation.

The first National Health Council, established by the National Health Service Act 51 of 1946, convened 
in August 1947. It comprised over 50 members representing government departments, the professions 
and various voluntary organisations. The creation of mechanisms for democratic control of the health 
services represented a giant leap beyond the thinking of most of the medical profession. Admittedly, 
the National Health Council was cumbersome and proved to be poorly constituted, but it was a 
monument to the Commission's progressive and holistic understanding of health. For the first time 
public representatives had a direct say in the formulation of health policy.153 Even among personnel 
of the public health sector itself, Gluckman envisaged a far greater participative management style. 
The Commission's plan for technical advisory committees at local, regional and national level satisfied 
the Medical Association, which applauded the fact that a Personnel Commission would be appointed 
independent of the Public Service Commission. However, this proposal did not materialise. Instead, 
the Central Health Services and Hospitals Co-ordinating Council, which sought to co-ordinate central 
and provincial functions, was established. In 1952 the composition and functions of the National Health 
Council were modified by an amendment of the original Act, and the reconstituted Council was never 
called together.

AFTER 1950: AUTOCRATIC AND REPRESSIVE STYLES

The repeal of the Public Health Act of 1919 by promulgation of the Health Act in 1977 abolished the 
Central Health Services and Hospitals Co-ordinating Council and replaced it with the Health Matters 
Advisory Committee and the National Health Policy Council. The combined functions of these bodies 
were to provide the Minister with technical advice, to ensure greater co-ordination of services between 
the various tiers of authority in the health sector, and to move closer to a nationally co-ordinated health 
policy. Provisions of the subsequent National Health Plan of 198663 retained the National Health 
Policy Council and the Health Matters Advisory Committee respectively as the ultimate policy 
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determinant and the main technical advisory body to the Minister. However, the composition and 
representation of both bodies were significantly altered, particularly to accommodate the "own affairs" 
ministries, but at the same time depriving the provinces of their previously prominent position in policy 
formulation. In order to deal with the overall management of hospitals and preventive services, the Co-
ordinating Board of Provincial Administrators was instituted. Still later, and according to the provisions 
of the National Policy for Health Act of 1990,66 all three bodies were re-named, becoming the Health 
Policy Council, the Health Matters Committee, and the Administrators Health Council respectively. 
However, there were no significant deviations from their previous composition and functions. It must 
be conceded that this Act did succeed in giving statutory force to government emphasis on public 
health care, and in rearranging authority structures and functions in a way that enabled the state to 
determine and carry through national health policy.4

Looking back critically on the consecutive structures in this particular context, the only conclusion that 
can be drawn is that nothing whatsoever was achieved in terms of participation and consultation of the 
public in health management at the higher levels. The structures were mere extensions of a 
bewildering state bureaucracy, representing sections of the complicated state machinery, with no real 
or direct participation of the public. It should also be borne in mind that the participation of all 
communities in decision-making at a national level was never possible within the existing political 
framework. Furthermore, during this period the ability of communities to express their needs in an 
informed way, or to participate in local decision-making on health services, was often severely limited 
by state suppression of political and community organisations.154

PUBLIC PARTICIPATION MOVES TO CENTRE STAGE

In many respects, events of 2 February 1990 appear to be the starting point of fundamental 
sociopolitical reform in South Africa. More important for the topic under discussion is that these events 
paved the way for long-awaited democracy. The numerous laws that upheld apartheid and 
undemocratic institutions were scrapped, and negotiations for a new political and constitutional 
dispensation commenced. Progressive health organisations have played a major role in these 
developments, particularly in challenging existing health policy, championing the values of equity in 
health, combating the impact of apartheid on health services, and demonstrating the viability of 
community-based approaches to health delivery.48, 147, 148 

These developments also jolted the rigid framework of prevailing health policy and health structures. In 
the two years preceding the 1994 elections, the role of the above-described Councils and Committee 
was increasingly subsumed by consultative forums of wide representation, including the National 
Health Forum, as well as forums at provincial and even local level. These forums consisted on one 
hand of representatives of the government, and on the other, of various "progressive" health 
organisations - collectively the Patriotic Health Front - charged with preventing "unilateral restructuring" 
by government departments.

As for society at large, the first democratic election in South Africa on 27 April 1994 constituted the 
fundamental step towards democratisation of the South African health services. Exclusive political 
decision-making was removed from the white minority and the way was paved for the establishment of 
genuine democratic structures and real public participation in health sector management at national, 
provincial and community levels.

SUMMARISING THE EVOLUTION OF HEALTH POLICY
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In reviewing the evolution of health policy in South Africa from its beginnings in the colonial era up to 
the 1990s, it is possible to trace several clear and persistent trends. These include the systematic 
structuring, expansion, differentiation and specialisation of health care, with health policy permeating 
ever-enlarging spheres. However, accompanying these trends was increasing fragmentation of health 
services according to pronounced structural, functional and geographic lines; a gradual importation of 
race and colour segregation or apartheid in the health sphere; an unobstructed rise of the curative 
emphasis to a dominant position in health policy and practice; and deepening rural-urban 
discrepancies and inequalities in health and health care.4, 14

Despite the constant dynamics and many changes in South African health care, most changes were 
mainly cosmetic and indicative of a drift in the same direction. The result was the sedimentation of 
several problematic structural features, rigid and resistant to reform. Amid sporadic restructuring and 
isolated attempts at real reform, changes were never fundamental. Crucial deficiencies in health policy 
thus remained and solidified, steering health care in specific avenues with distortive effects on both the 
organisation and the financing of the system, and with discriminatory effects on both the provision and 
the distribution of health care.4, 14 Savage and Benatar's observation captures the essence of these 
outcomes most appropriately: "The development of a Western model of health care in an initially 
colonial and subsequently apartheid South Africa has, in meeting the needs of the most advantaged 
section of the population, failed to be creative in meeting many of the needs of the oppressed and 
disadvantaged and has contributed to entrenching disparities in health and access to health care 
facilities".154

Especially after 1950 these developments initiated a clear polarisation, which gradually built up to a 
sharp divide, even to confrontational politics in health policy matters. On one hand, for many years the 
Nationalist government, along with its powerful allies in the private sector and in state bureaucracies, 
pursued the explicit policies of apartheid and privatisation in health care, based primarily on the 
principles of racial segregation, liberalism, entrepreneurship and health care as a privilege. In direct 
opposition to this dispensation, however, a multifaceted progressive or patriotic health front evolved 
which, over decades - in fact since the early 1940s - positioned itself ever more strongly against the 
prevailing policies and structures in the health sphere, agitating for a unitary, democratic, non-racial 
and non-sexist health system, preferably in the form of a national health service, undeniably leaning on 
the socialist principles of collectivism, statism and equalitarianism, vehemently furthering the primary 
health care approach and propagating health care as a basic human right.4, 14, 124

In recent times, and seemingly in accordance with the greater processes of negotiation and 
reconciliation, the health sphere has shown a greater pragmatism. Although as yet it cannot be 
predicted exactly what direction health policy will take, a clear and genuine commitment towards public 
health, primary health care and health care as a basic human right has already taken firm root.67, 68 
In combination these tenets indeed harbour the potential to bend future health policy and health care 
in South Africa towards greater equity, greater affordability, greater justice and less fragmentation. 

  

 

http://www.hst.org.za/sahr/chap4.htm (24 of 24)2004/05/05 12:00:03



Chapter 1

Chapter 5

Organisation, Planning & Management 

INTRODUCTION

South Africa has launched major health care reform as part of the national effort to effect social transformation. In 
essence, this seeks to align available resources with social needs, which imparts an exceptional fluidity and dynamism to 
the planning and organisational processes underway.1 

Evidence from the Mexican and Philippine health reforms of the 1980s suggests that the coincidence of health reform with 
major social and political reform produces a unique environment in which to implement far-reaching change.2 At the same 
time, it has been argued that reform in the health sector is more difficult than in other sectors.3 

In South Africa, the intention is that far-reaching changes in the organisation of health services should be accompanied by 
major personnel changes to address the distorted and restricted appointment policies of the past, to introduce new talent 
and to make the Department of Health more representative of the general population. The transition now underway will last 
for many years. However, the dominant influence on its character will be exerted by the processes and actions initiated 
now. These will profoundly influence the future, including the ultimate success of the health reform programme.

This chapter addresses these organisational changes, commenting on their being both a consequence of the Department 
of Health's new vision as well as a prerequisite for future planning. First a brief description of planning and organisation 
prior to May 1994 is given. This is followed by a review of initiatives taken in the period up until April 1995 in the light of the 
stated vision for health of the Government of National Unity. The third section comments on public-private sector 
interactions, while the fourth section addresses issues relating to the development of physical facilities. The chapter 
concludes with remarks on the management processes and requirements necessary to support change in the health 
sector. 

PLANNING AND ORGANISATION PRIOR TO MAY 1994

Health services in the apartheid era 

The organisation of health services during the apartheid era has been described by a number of authors4 and an historical 
perspective is provided in Chapter 4 of this Review. The inequity in expenditure between provinces can be gauged from 
recent figures on per capita health expenditure on a regional basis for the 1993/94 fiscal year. Spending amounted to R 
583 per person in the Western Cape, compared with R 121 in the Northern Province.5 These figures point to the sustained 
and unequal investments of human, material and financial resources that have systematically favoured the metropolitan 
areas and discriminated against rural and especially homeland areas.

Particular features of apartheid health services that are relevant to the future organisation of services are the following:

The fragmentation of health planning, with the former Department of National Health and Population Development 
having no authority over homeland health services responsible for some 45% of the population. Services within the 
ten homelands operated independently of each other, notwithstanding the introduction of consultative forums such 
as the Regional Health Organisation of Southern Africa (RHOSA). 

  

Highly centralised planning systems, both nationally and in the homelands. Therefore decision-making was 
concentrated in a highly select group favoured by the prevailing political system. The large and relatively 
independent metropolitan local authorities were an exception, but their control did not extend to hospital services. 
The latter were managed by, and remained accountable to, the old provincial administrations. 
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Deliberate and long-standing inequity in health investments that, for the most part, favoured urban areas over rural 
areas, suburbs over townships, whites over Africans, and the wealthy over the poor. Such discriminatory policies, 
not restricted to health, are reflected in extremes of health status. 

  

A large private sector, accounting for almost three fifths of total health care expenditure, used by only 23% of the 
population on a regular basis.6 This sector employed highly skilled medical and nursing personnel, trained in the 
public sector, while employers enjoyed tax rebates on their medical scheme contributions.7 The sector therefore 
benefited from a major state subsidy. 

  

Thus health planning and organisation during the apartheid era overwhelmingly supported the interests of those who held 
political power or could pay for services. Health services for the African and rural majority were systematically and 
deliberately underdeveloped and underinvested. 

HEALTH PLANNING IN THE PRE-ELECTION PERIOD: PREPARING THE GROUND 

Following the watershed of February 1990 there was an attempt to shift the seat of health policy formulation back towards 
the centre.8 The National Policy for Health Act 116 of 1990 attempted to strengthen the influence of the Minister.9

Although the health departments of the bantustans remained outside the control of central government. However, for the 
first time the health departments of the "non-independent" homelands were financed directly through the national Health 
Department. 

In her Budget Speech of May 1991, the Minister of Health stated that "local authorities must have the powers to develop 
primary health care services and a primary health care model geared to the needs of a particular community".10 This 
decentralising intention was detailed in the National Health Service Delivery Plan of 1991. By this time, though, little could 
be achieved in practice. 

Around the same time the Department funded a series of national forums on themes such as primary health care, the 
training of health personnel and appropriate health research. These were ineffectual as far as changes within the 
Department of Health were concerned. However, they served the purpose of drawing diverse people and opposing groups 
together and fostered a process of interaction and dialogue. The forums allowed frustrations to be aired publicly, and 
contributed to future-oriented thinking.

In September 1992 the Steinmetz Committee was set up; its brief being to make recommendations regarding the 
rationalisation of South Africa's health services. The Commission's main recommendation was that the health departments 
of the six "self-governing" (i.e. bantustan) territories should be reintegrated to create a single health department based on 
a three-tier system of administration at central, regional and local government level.11 Changes in the nature of funding for 
hospitals and an overhaul of pharmaceuticals policy, with an emphasis on generic medicines, were further important 
recommendations.

The Steinmetz Committee was criticised, however, for its narrow composition, its lack of involvement of major stakeholders 
in health care (the ANC, professional groups, health workers and the public were all excluded) and its rather superficial 
approach to the relationship between the public and private sectors.12 Ultimately though, the Committee played little role 
in informing government thinking, and exercised minimal influence on outside circles. 

Thus, despite stated government commitment to the principle of primary health care, the early 1990s saw little 
implementation of policy proposals. De Beer has argued that among the reasons for this inertia were the enormity of 
bureaucratic structures, resistance by conservatives within existing health authorities and the difficulty of dismantling 
apartheid structures without simultaneously relinquishing control of the political process.13 

By 1992 the ANC had formally established a Health Desk and the PAC followed suit. Both desks became increasingly 
prominent on public platforms and provided a rhetorical counterbalance to the National Party government in the years 
leading up to the election. Important developments in the ANC Health Department included the establishment of a 
dedicated post for health policy analysis and formulation, and the setting up of various commissions to address such 
priority areas as women's health, health care financing, and the restructuring of health services.
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During early 1993, these health desks, supported by a range of NGOs such as the South African Health and Social 
Services Organisation (SAHSSO) and the National Progressive Primary Health Care Network (NPPHCN), accused the 
government of embarking on a deliberate strategy of "unilateral restructuring". The implicit charge was that the government 
was undertaking actions calculated to strengthen its hand in negotiations and/or restrict the new health ministry to certain 
prescribed directions.

While the charge was publicly denied, it had some substance and was responsible, for example, for the Academic Health 
Centres Act, recently passed, not being promulgated. The Act intended to grant managerial autonomy and an annual 
global budget to the country's seven medical schools. 

In response to the unilateral restructuring charge, a National Health Forum was established later in 1993, comprising 
senior representatives of government, the Patriotic Health Front,a and other formal sector representative organisations. 
Financed by the government, the Forum was largely responsible for placing a moratorium on the construction of new 
academic hospitals. Other issues debated included the structure and functions of the various levels of government and 
thus the Forum served to draw erstwhile adversaries together.

However, arguably the most significant initiative pre-May 1994 was the drafting and publication of the ANC Health Plan.14 
This broke fundamentally with past health policy and planning, enunciated a completely new policy direction and 
organisational framework, and was made widely available for public debate. 

Although criticised for being devised by a small group and unduly influenced by consultants from the World Health 
Organisation (WHO) and UNICEF, the document articulated much of the popular rhetoric concerning health and 
established the primary health care approach as the central tenet of future health practice. Henceforth the Plan would 
serve as the bench-mark against which all policy and planning would be measured. 

The Plan provides the basis for the health section of the RDP and is a reference for much of the activity of the new health 
ministry since its inception in May 1994.

AFTER MAY 1994: HEALTH REFORM IN EARNEST

The Government of National Unity's vision for health is articulated in the Reconstruction and Development Programme 
(RDP).1, 14 By emphasising the "democratising" of the state and society, with central roles for both civil society and local 
government, the RDP contains a decentralist theme.1 

The district health authority (DHA), coincident with the third tier of government, is presented as "the main body responsible 
for ensuring access to and delivery of health services" and needing to have ". . . as much control over the budget as 
possible, within national and provincial guidelines". In support of this, the provincial health authority is intended to 
encourage "high quality, efficient services through decentralised management and local accountability".1, 14

This vision is the yardstick against which planning, organisation and management in the new Department of Health should 
be assessed. Their current status is described and discussed in this section. 

RECENT DEVELOPMENTS: JULY 1994 TO APRIL 1995

The period July 1994 to April 1995 was a period of unprecedented energy and creativity within the Health ministry. A major 
restructuring process was embarked on, specifically at national and provincial levels, to serve the objectives of a single, 
national Department of Health oriented to the primary health care approach, and with district health systems as the major 
vehicle of service delivery. (See Chapter 17)

Revised organisational structures to support the streamlined national health department and the newly constituted 
provincial health departments are being put in place. In anticipation of the 1995/96 financial year, it was envisaged that all 
senior appointments in both the national and provincial ministries would be confirmed by the end of April 1995. (Perhaps 
inevitably, however, the process encountered repeated delays and was almost completed by August 1995.)

Health organisation at district level appears more complex given the absence, in most urban and rural areas, of racially 
integrated and viable local government administrations. Local government elections are scheduled for November 1995 and 
thus 1996/97 will be a critical time for the evolving relationship between local government and district health systems. 
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A central issue, not yet fully resolved, has been defining the distribution of powers between the national and provincial 
health departments. This will await resolution of the constitutional debates that are currently informing the writing of the 
country's final constitution. Given the provisions of Schedule 6 of the interim constitution, provinces have full responsibility 
for service provision;15 thus the framework for implementing a district health system nationwide has been established.

PLANNING AND ORGANISATION IN THE NATIONAL DEPARTMENT OF HEALTH 

Two key devices were introduced to inform planning and policy development within the ministry. The first was a system of 
special advisors (utilised in all government ministries), and the second the establishment of ministerial commissions. 

Special advisors

Two special advisors were appointed. They enjoyed considerable status and authority by virtue of their special relationship 
to the Minister. Removed from the hurly-burly of day-to-day administration, they applied themselves to rapidly reshaping 
the Ministry in three main areas: restructuring the Department of Health at national and provincial level; infusing new policy 
content into the Ministry's thinking; and planning the implementation of the national policy in district health systems. 

This process was supported by the transitonal Director-General, Coen Slabber. Dr Olive Shisana was subsequently 
appointed as his successor.

The primary functions of the new national Department of Health are described as:16 

providing leadership in policy development, including the formulation of national norms and standards; 
building capacity of provinces to ensure effective provision of health services; 
ensuring equity in the allocation of resources to provincial health departments; 
strategically managing national resources for health; 
providing health services that cannot be delivered cost-effectively at subnational levels; and 
legislating appropriately to provide mandates for policies. 

Prior to May 1994 the previous Department of Health operated through a large head office in Pretoria and several regional 
offices, with a total staff complement of about 6 500. The establishment of nine provincial health departments, and the 
introduction of district health services point the way towards a major slimming down of the national department. Almost all 
of the national department staff at the regional offices have been transferred to provincial health offices. 

Simultaneously, a major restructuring of the national Department of Health has taken place. The most notable feature is a 
flatter head office management structure designed to achieve more responsive and rapid decision-making. By forming 
"task teams" to grapple with key problems, the intention is to encourage functional linkages between directorates.16 

But, for health in South Africa, the single most notable feature in the restructuring process is the creation of a single, 
national, Department of Health, accountable to and serving all citizens. Such has never before existed.

Ministerial commissions

In the second half of 1994, Minister of Health Nkosazana Zuma appointed several technical committees to inform policy 
and planning approaches in the Ministry. Involving highly experienced and able people drawn from the ranks of academia, 
health services and the NGO community, the commission reports generated considerable interest. 

The extent to which they will influence policy and practice is uncertain at this point. At national level they will certainly 
inform the work of the Minister and her most senior civil servants. But from the perspective of the provincial health 
departments, whose involvement has been limited, the reports may well be seen as primarily advisory. In addition, welding 
the reports together to form an integrated whole has still to be done. 

The formulation process has been criticised in that, for the most part, committee deliberations were conducted in private 
with very little public participation. Partly in response to this criticism, in January 1995 the draft reports were released at a 
press conference where it was emphasised that they should be viewed as discussion documents only. In addition, and in 
response to considerable pressure from health professionals and the public, the deliberations of the second finance 
committee, the Committee of Inquiry into a National Health Insurance System, have been characterised by extensive 
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consultation involving public hearings, written submissions, and discussions with key interest groups.

The challenge that policy formulation has been distant from the sites of planning and delivery is a valid one. It is essential 
that national leaders devise strategies to ensure that evolving policy directly informs provincial and subprovincial strategic 
planning. The national office will need insight into the inevitable problems that the provinces will face, and will have to seek 
ways of supporting them in their primary task of health care delivery. The aim should be a process that blends top-down 
expertise with bottom-up experience and understanding. As attention shifts towards implementation, this will be critical to 
ensuring that the health reform process maintains its momentum. 

PROVINCIAL HEALTH DEPARTMENTS: PLANNING AND ORGANISATION

In parallel with and supported by that in the national Ministry, wholesale reorganisation and restructuring is underway in 
the nine provincial health departments. It is crucial to appreciate the extent and significance of this - as well as integrating 
previously separate and independently functioning administrations, a new organisational structure has had to be devised. 
To achieve this presupposes sufficient clarity about the purpose of these new departments. The departments then have to 
be made operational, with capacity to address, in the short term, people's expectations of rapid improvements in the 
availability and quality of services. 

The "strategic management team" (SMT) was the device introduced to tackle this task. SMTs, comprising ten to 15 people, 
were constituted in each province to lead the process of provincial health department development and to create an 
appropriate organisational structure for these new departments. Membership was by appointment to reflect a mix of likely 
new leadership, and members were drawn from the ranks of once banned organisations as well as NGOs. Also included 
were existing senior health service management, whose experience of the workings of the public sector was considered 
essential. 

The extent of the challenge of integration can be gauged by considering the Northern Province, which is working to create 
a single health department out of five previous administrations. These include the former Department of National Health 
and Population Development, the previous Transvaal Provincial Administration, and the homeland health departments of 
Lebowa and Gazankulu and the once "independent" homeland of Venda. Each of these five administrations has a highly 
centralised management system operating out of head offices hundreds of kilometres apart. Most of the other provinces 
must resolve similar challenges.

A potentially serious shortcoming lies in the fact that many of the senior managerial positions in the new health 
departments are held by the same people who held such positions in the old departments. They were responsible for 
implementing the fragmented, centralised and discriminatory policies of the past. Only time will tell whether they will be 
able to rise above themselves and their history and boldly implement badly needed reforms. It is critical that these 
managers internalise the implications of new health policy if they are to play a constructive role. Hopefully the strongly 
consensus mode of operation created in the SMTs will have contributed to progress in this respect.

A different issue is the habit, long ingrained, of district and provincial staff seeing their primary accountability as being 
upwards to the next bureaucratic level. Such behaviour is generally according to professional disciplinary lines and so 
results in parallel vertical hierarchies. This has several negative consequences, among them a perceived lack of authority 
by all those not in the most senior managerial positions, great difficulty in building health teams that cross professional 
boundaries, and a deep lack of responsiveness to and accountability for community concerns. 

It will take a while for these behavioural patterns to change and they will affect the ability of the new provincial health 
departments to operate innovatively and effectively. The consequence of achieving a transition that blends the old with the 
new is to place a very high imperative on the new senior provincial leadership. Given the politically charged environment in 
which provincial health restructuring has taken place, it is an achievement of some significance that, as of June 1995, 
these new departments were in place and taking on responsibility for health service delivery.17 Major changes in most of 
the provincial structures are the creation of senior positions for human resources development, policy and planning, and 
information and research. These reflect the emphases that will be placed on these previously neglected areas. 

PROVINCES AND DISTRICT HEALTH DEVELOPMENT

As noted, the organisational structure of provincial health departments should reflect their intended function. In essence, 
the provinces are responsible for the delivery of all health services. Given that district health systems are intended as the 
primary vehicle for achieving this, the ability of the provinces to support and enable health districts will be a critical 
measure of the functionality of their new organisational structure. 
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Key questions include the following: Does the new provincial structure foster district health team development? Will it 
support the senior district management? Can it provide district staff with much-needed managerial and clinical expertise? 
Does it introduce an audit of public sector functioning? Can it address inequality between districts? Answers to such 
questions lie largely in the future. Importantly, and irrespective of the configuration of the organograms, it is essential that 
there are simple and effective authority relationships between province and district.

In the short term, the Department of Health notes that "consensus" has been achieved on specifying provincial health 
priorities.16 Aside from the restructuring of health services, these include "developing a provincial health information 
system ... upgrading health facilities and building new clinics, providing training to personnel in primary health care and 
management ... providing emergency health services ... and ensuring provision of services in maternal and child health, 
nutrition, AIDS and sexually transmitted diseases, substance abuse and TB". However, the ability of provincial health 
services "to deliver", remains to be tested.

Other issues will arise in future years. Given that the former bantustan areas are generally far poorer and under-resourced 
than other parts of a province, will provincial health departments (and provincial government) prove able to address such 
significant inequality within their borders?

An issue which gives rise to much debate is the approach to adopt in introducing health districts. The problem arises 
because of the weakness of local government structures throughout most of the country, concerns about the inadequacy 
of local managerial capacity, and the need to adopt a uniform approach. The national department is proposing a phased 
introduction of district systems, over several years, through a process that will be managed by the provincial departments 
(as opposed to responsibility for the development of health districts vesting in local government or existing local health 
authorities). 

This approach has been questioned on two main grounds: concern that the process may stall in the course of 
implementation, with the result that the control of districts will remain too centralised at a provincial level; and frustration on 
the part of well-established metropolitan and other urban local authorities, given their history of often well-developed local 
health administrations that are seemingly bypassed. These concerns are reinforced by the fact that the tradition in all 
previous health departments has been towards extreme over-centralisation. 

There is a real danger that preoccupation with organising and developing the provincial health office, by managers and 
administrators whose experience lies in the office and not in the field, will obstruct rather than facilitate a desperately 
needed, planned and sustained process of empowerment at district level. 

A major difficulty is the transfer of staff, and attendant problems in obtaining parity in conditions of service, between the 
national, provincial and local levels of the health department. While some 83% of public sector health personnel are 
employed at provincial and national level, the salaries of local authority staff are considerably higher. Given the need to 
staff health districts adequately, many staff currently employed by the province will have to be transferred to local 
government level. The cost of immediate large-scale personnel transfers to local level would be exorbitant and various 
alternative approaches are being considered. This problem is the major part of a larger issue - the need for an overall 
review of health sector remuneration and conditions of service for all personnel working within the department of health.18

HEALTH DISTRICTS AND LOCAL GOVERNMENT 

Constituting a viable local government tier, constitutionally the third tier of government, is a major element of the 1995/96 
political calendar. As the major providers of social services, local governments will be central to the successful 
implementation of the RDP. They will also be critically important to the development of district health systems. At issue is 
whether district health services will be part of the organisation of local government or linked primarily to the provincial 
health system. 

This question remains unresolved at the time of writing. Undoubtedly, the much-touted benefits of district health systems, 
including their proximity to local people and responsiveness to local needs,19 will be much attenuated if accountability of 
district health managers is to provincial health departments rather than to elected local government (see Chapter 17).20

It is accepted that district health systems should be accountable to local government, and that if district health systems do 
need to be organised, in the interim, by the provincial health authorities, then it would be highly desirable to have a clear 
timetable for subsequent devolution to local government.21

DELIVERING HEALTH CARE
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Apart from certain key experimental projects, local health service development in South Africa has been neglected, evident 
in the widespread separation between primary level preventive and curative services in the former provincesand poor 
infrastructure in rural areas.

For this reason it is not clear that the Department of Health should continue with a linear process of reform that proceeds 
sequentially from the national, to the provincial, to the local level. The extent of dysfunction at local level, certainly in rural 
and many peri-urban areas, makes the problem a serious issue for the entire health ministry. An unintended consequence 
of "leaving local to last" could be that the reform process loses steam precisely when some of the most intractable delivery, 
support and personnel problems are encountered.

The strength of the district health approach lies in the organisational and management framework it provides for local 
health service delivery, and for linking the primary care level to the secondary and tertiary levels. The district framework 
does not, in itself, deliver health services. This occurs at subdistrict level, principally through health posts, clinics and larger 
health centres. A programme to revitalise health centre functioning is urgently required and will prove central to successful 
implementation of the Department of Health's primary health care priorities - including the "free care for mothers and 
children under six" policy. A national focus on health centre development would be consistent with similar efforts in several 
industrialised and developing countries, strongly supported by the WHO's Division of Strengthening of Health Services.22 
It would also draw from the principal recommendations of the Gluckman Commission, namely the establishment of a 
network of health centres, linked to hospitals, as a basis for the South African national health service.23

THE PRIVATE SECTOR AND PUBLIC-PRIVATE INTERACTIONS 

The emphasis in this chapter is on the reorganisation of the public health sector. However, the future South African health 
care system will continue to comprise a private sector with a major share of the nation's health care resources. Of 
fundamental importance, therefore, is the need for creative efforts to fashion a productive interface between these two 
sectors.

FEATURES OF THE PRIVATE HEALTH SECTOR

Plainly put, South Africa today has two parallel health systems - a public sector system providing care for the poor 
majority, and a private system taking care of an affluent and/or employed minority. Interactions between the two are 
extremely limited. Some 23% of the population use the private sector on a regular basis, yet almost 60% of total health 
expenditure is on private sector services. In addition, with the exception of nurses, the majority of health professionals 
practise in the private sector.24 

The private health sector system is characterised by a rapid rise in costs that far exceeds the country's inflation rate. Van 
den Heever notes that while public sector health expenditure, on a real per capita basis, has remained relatively stable 
over the decade 1982 to 1992, expenditure in the private sector has more than doubled.25 The first documented fall in 
membership of private sector schemes occurred between 1991 and 1992.6 Now, for the first time, there is the prospect of 
fewer people being able to afford private health care.

Reasons for the rise in private health sector costs, not a uniquely South African phenomenon, are discussed by a number 
of analysts.26 Over and above the consequences of rapidly rising drug costs, advanced technology, increased chronic 
illness and an ageing population, all point to the major effects of over-servicing by providers (technically referred to as 
"supply-induced demand") that is facilitated by the fee-for-service third party payment system. 

RESPONSES TO THE HIGH COST OF MEDICAL CARE IN THE PRIVATE SECTOR 

In the months preceding the election two initiatives sponsored by the previous Department of Health came to fruition, 
namely the passing of the Medical Schemes Amendment Act No 23 of 1993 and the report of the Melamet Commission of 
Inquiry into the Manner of Providing for Medical Expenses.27, 28

The Medical Schemes Amendment Act, which followed years of repeated amendments to the Medical Schemes Act of 
1967, effectively deregulated the market for private health care as of January 1994. It aimed to introduce "... radical 
changes ... [which] were intended to introduce a degree of flexibility into what had hitherto been an inflexible Act".27

From the clients' perspective, this "flexibility" removed their minimum benefits guarantee and guaranteed payments for 
claims.25 The Act also enabled medical schemes to exclude or limit cover for certain procedures, assess and reject 
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claims, and risk-rate to a greater extent. In addition, schemes were now empowered to own hospitals and clinics, employ 
health professionals, and supply health care services.

It is too early to make an overall assessment. However, the net effect will be more likely to reduce costs through limiting 
coverage than creating incentives for more efficient delivery of health care services.25, 28 Clearly, the consequences will 
be perverse if a greater demand for medical care is imposed on public sector services.

The Melamet Commission presented its report in April 1994.28 With narrow terms of reference focused largely on the 
future viability of medical schemes, the Commission produced detailed recommendations to address the regulation, 
financial accountability and managerial controls governing medical schemes and the health insurance industry.24 The two 
industries are clearly demarcated and the recommendations underline a series of still unresolved questions regarding the 
structure and adequacy of statutory supervision and control over private health care funding and delivery.

Both these initiatives fail to take an integrated view of the South African health care system and derive from a perspective 
that sees the private and public sectors as two essentially separate health systems. It is critical that private sector 
resources become more available to the community at large, and a major issue on the future health agenda in South Africa 
will be the means of achieving this. According to Price, "the debates around the public/private mix in health care turn on 
whether one can counter the trend of decreasing equity and access to health care by drawing on financial resources 
currently being spent by the private sector through a national health insurance scheme, and by integrating private 
providers into the publicly financed health system".6, 7

MANAGED HEALTH CARE OPTIONS

With an emphasis on reducing the costs incurred by medical schemes, the Medical Schemes Amendment Act begins to 
address the oversupply of services by health providers. The Act allows medical schemes to contract directly with providers 
of services (doctors, nurses, physiotherapists, pharmacists), thus creating scope for the introduction of managed health 
care.27

Directly linking provider services with the costs of providing care, and thus countering the strict separation between 
provider and payer, "managed care" emerged in the United States during the late 1970s as a direct response to steeply 
rising costs in a system that is characterised by third party payment.29 Over the next few years South Africa can expect 
the range of managed health care options, from health maintenance organisations (HMOs) to preferred provider 
organisations (PPOs), to develop. This may well prove positive and contribute to cost savings, expanded consumer choice 
of health insurance plan, and extension of coverage by the private sector. Further, the experience is likely to suggest new 
organisational forms relevant to cost-effective provision of care in the public sector.

At the same time it is as well to be sober about the requirements for, and the potential benefits of, managed care. An 
essential prerequisite is a well-regulated environment that encourages competition between medical schemes. The 
tendency in managed care schemes to undertreat should be circumscribed, while incentives to incorporate preventive and 
promotive programmes should be fostered. Finally, the administrative and managerial capacity needed to run managed 
care programmes effectively should not be underestimated. In this regard Magennis comments on the growing use of 
electronic data interchange in the development and application of health care management information.30

Following an extensive review, Kinghorn concludes that managed care is likely to be an evolutionary process as funders 
and providers establish what is necessary and feasible in the South African context. At the same time, it is "... unlikely to 
be the long term solution to the private health care sector's financial problems".29

THE PUBLIC-PRIVATE INTERFACE

In coming years South Africa will be a contributor to the growing international endeavour to explore innovative public-
private partnerships. Generally this is because of the benefits and opportunities that can flow from such interaction. 
However, an overriding concern with equity is likely to be the major influence behind this effort. It is imperative that private 
sector resources are made more available and accessible to the population as a whole.

The Committee of Inquiry into a National Health Insurance System for South Africa

The Committee of Inquiry into a National Health Insurance System, was appointed by the Minister in January 1995. The 
Committee drew its strength from a brief that was concerned with both the private and public sectors. The policy 
framework for its deliberations was to design a system which:
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offers universal and non-discriminatory access to quality primary health care for all South Africans; 

  

is affordable and sustainable; 

  

is efficient and controls costs; and 

  

is consistent with the objectives of the Reconstruction and Development Programme.31 

  

Presented as a discussion document during Minister Zuma's parliamentary budget vote on 19 June 1995, the Committee's 
report has far-reaching consequences for the financing of health care, the relationship between public and private sectors, 
and the cost and provision of medicines.

Key elements of this restructuring include: 

accelerated development of a district-based health system; 

  

a core package of services available to all at primary care level; 

  

increased autonomy and efficiency of public primary health care providers; 

  

rapid provision of competent clinical nurse practitioners as the mainstay of human resources provision for the public 
sector; 

  

free consultation services with public providers at primary level, with possible payment for prescribed medicines; 

  

the implementation of an Essential Drugs Programme; 

  

contracts with accredited private practitioner groups to provide primary care services to public sector users; and 

  

the introduction of mandatory health insurance coverage for a defined hospital benefit package for all employees. 

  

Mechanisms for private provider contributions: general practitioners 

General practitioners, the majority of whom are in private practice (62%)32 and therefore accessible only to those with the 
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ability to pay, offer a prime resource to extend primary level care to the community at large. 

The NHI Committee Report envisages substantial expansion of the role of the private provider in the provision of primary 
health care, primarily through contracts with private practitioner groups. Less substantive options such as greater use of 
private providers in sessional arrangements, and greater clarity on the funtions of district surgeons, are recognised as 
alternatives, but regarded as less likely to achieve the desired result of an integrated health system. This report was open 
to public scrutiny for 2 months and comments were welcomed.

Other opportunities for public-private interactions

The Department of Health, the Representative Association of Medical Schemes, the South African Chamber of Business 
and the Medical Research Council have all been involved in recent initiatives to foster productive interaction between the 
public and private sectors.33

Considerable technical capability is vested in the private sector in areas such as hospital management systems, including 
financial management, and other information technology. Such systems could be adapted to the public sector at either 
district or provincial level, and at hospital and/or health centre level. 

In addition, the private sector offers a concentration of hi-tech medical and laboratory equipment. The public sector could 
negotiate the use of such services and promote private purchase of public sector services such as rehabilitation and 
psychometric evaluation.34 

Public health authorities, whether at provincial or district level, should not be compelled to accept inefficient or inferior 
services from the public sector. Rather, they should have the authority (subject to audit) to purchase the most cost-
effective services available, such as laundry, vehicle maintenance and repair, drug distribution, or security services, from 
the public or the private sector.

Other possibilities may lie in joint training and research initiatives, innovative collaborations to deliver health services at 
district level, and partnerships to strengthen public and private sector health promotion efforts. In looking for an adequate 
interface between the two sectors the medical scheme concept can be useful, provided this is regulated by the Department 
of Health. Appropriate regulation can align private funding of health care with the goals of national health policy.

PHYSICAL FACILITIES

Currently, the major thrusts are aimed at reducing and rationalising the academic hospital sector and extending primary 
care services through the national clinic building programme. Chetty notes that there is inadequate information on clinic 
distribution in all provinces.35 It is imperative that physical planning efforts acknowledge the interconnections between the 
primary, secondary and tertiary levels.

ACADEMIC HOSPITALS AND THE HOSPITAL SECTOR

Chetty's analysis of hospitals and clinics relative to population in each of South Africa's nine provinces concludes that, 
overall, the total number of acute hospital beds in each province should be maintained, while recognising that a clear 
deficit exists in Mpumalanga. In Gauteng and the Western Cape (and the Free State to a much lesser extent), the ratio of 
referral to general hospital beds (i.e. tertiary to secondary level) shows a marked imbalance. This reflects the presence of 
several academic hospitals in these provinces, and adjustment of the balance in favour of the secondary level is called 
for.35 Table 5.1 shows the differences between provinces in the availability and utilisation of public sector hospitals; whilst 
the mix of public sector care hospitals is shown on table 5.2. 

Academic hospitals will be under pressure for some time, given that they account for 30% of public health expenditure.6 
Although the hospitals are the major sites of medical training, their cost is considered excessive.36 Then there is the view - 
strongly expressed by those advocating the need for training sites at all levels of the health system - that current training, 
with its emphasis on tertiary level hospital-oriented skills, is producing graduates who lack the expertise necessary to cope 
with the spectrum of health care problems in the country. 

The report of the Technical Committee on Academic Health Service Complexes (AHSCs)37 recommends that each 
complex should take responsibility for geographically defined catchment areas, ensuring that no province lacks access to 
their services, and that the complexes should become "tighter and leaner [and thus] reduced in size". Desirably, this 
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should be accompanied by expansion of the range of primary and secondary teaching sites.38

Recent experience in the Western Cape, which is radically reorganising its tertiary care level in response to a major cut in 
the provincial health budget, is bound to influence the other provinces. As Ncayiyana put it: "The control of the academic 
hospitals will henceforth revert to the province."39

Table 5.1 - Indicators of availability and utilisation of public sector hospitals between provinces (1992/93)

Gauteng faces a situation similar to that in the Western Cape. In contrast, it is possible that the proposed new academic 
health centre complex near Durban will break with outdated models and opt for an approach and set of institutions far 
better linked to the public sector and community health needs.

THE NATIONAL CLINIC UPGRADING AND BUILDING PROGRAMME

If this presidential programme is to be successful, it is essential that clinic building is closely linked to detailed district and 
provincial planning exercises. These must incorporate assessments of the relative roles to be played by hospital out-
patient departments, general practitioner services, and public sector clinics,6 and give attention to the appropriate referral 
patterns between the primary, secondary and tertiary levels.

Evidence suggests a significant clinic backlog, particularly in the poorest 40% of magisterial districts.6, 35 Table 5.3 
demonstrates the geographic distribution of health facilities in magisterial districts sorted by income per capita.

The Independent Development Trust and the Central Economic Advisory Services have played a major role in funding the 
clinic building programme. By 1994 they had approved construction of some 270 clinics.35 According to the Department of 
Health, a plan was prepared to build 140 clinics during the 1994/95 fiscal year to provide services to rural and peri-urban 
dwellers who have no health facility within a 5 km radius.40 The plan is to be funded partly from the RDP office and partly 
by international donors. Running costs will come from a 5% cut in the budget of all academic health centres, which will 
yield some R175 million in the 

1995/96 financial year.

MANAGING THE HEALTH SYSTEM

General expectations are that the new national health service will combine the goals of efficiency and effectiveness with 
those of accountability and transparency. Given the country's past, this will be a major undertaking. The public sector is 
characterised by a "culture of entitlement" that is disconnected from the desperate need existing in many parts of the 
country. By and large the new Department of Health has inherited a public sector unresponsive to community needs, 
wasteful in its use of human and material resources, and unused to operating openly, accountably and with a respectable 
work ethic. Despite some exceptions, the problem is particularly daunting in the former homelands.

Table 5.2 - Percentage of beds in the different categories of acute care hospitals in each province (1992/93)

In tackling this it is critically important to "unshackle" managers from the many constraints they face, reward initiative and 
resourcefulness, and provide - from senior levels - much-needed training and support. Qualities that managers will need in 
order to function effectively include the ability to support and lead interdisciplinary health teams, innovative and "self-
starting" organisational behaviour, and negotiation and conflict resolution skills. Until now these have been stifled by an 
inflexible and hierarchical public sector system.

Thus the process of managing the change is likely to prove particularly difficult and will depend at least as much on a 
national and provincial leadership with a clear vision and shared goals as it will on senior managerial and administrative 
capacity.

Many senior health service managers responsible for implementing new policies are the same persons who were charged 
with implementing the old. This is a consequence of bringing together and integrating previously fragmented health 
authorities and preserving the job security of senior civil servants, and balancing the need for administrative experience 
against the need for dramatic changes in leadership. It is difficult to predict the extent to which it could pose a threat to the 
successful implementation of a new health dispensation.
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Beyond this, as is heavily underlined in the draft report of the Human Resources Committee,41 there is a critical need for 
managerial expertise at all levels of the public health service. This is also applicable to mid-level managers at district and 
subdistrict level, who play a central role in the functioning of the delivery system. For district health services to act as 
engines of delivery, strategies to accelerate the development of local capacity and local systems are urgently required. 
This is the challenge facing the provincial and national health departments.

An integrated health and management information system (HMIS) based on the district and extending through to national 
level, is sorely needed. The HMIS should address such key activities as the monitoring and evaluation of programmes and 
expenditure at district level, the allocation of provincial and national resources to address inequity, changes in health 
status, and the extent to which RDP goals for health are being met. The private sector needs to be appropriately 
incorporated into the HMIS. In addition, experience elsewhere highlights the value of developing indicators for assessing 
the progress of health reform and the effectiveness of primary health care strategies. 

CONCLUSION

To date the shape of South Africa's new national health system has only partially emerged. Some blurring will clear as 
provincial health authorities are constituted and assume responsibility for implementation. However, the process of 
developing the building blocks, the district health service, and strengthening the health centre system within it, has barely 
begun. In addition, ways must be found to productively access the technical, managerial and personnel resources of the 
private sector and to exploit the interface between the public and private sectors in an innovative way.

Table 5.3 - Public sector health care facilities in magisterial districts sorted by income per capita (1992/93)

These challenges emphasise once again the importance of a health leadership that functions in terms of clearly articulated 
goals, with explicit time-frames, in support of a national health vision. 

There remains an unresolved tension between the provincial and national level and it is likely that as the provinces take 
control, they will increasingly assert their authority against the centre. Correspondingly, the centre is right now reasserting 
its pre-eminent position,42 calling for "co-operative governance" between the national and provincial levels. Similarly, once 
local governments (and district health authorities) are in position, they too can be expected to assert their interests against 
those of the provinces. 

Although the Department of Health appears to be the most explicitly decentralising of all government ministries, it is not yet 
clear where the balance in decision-making and control of monies will fall. The anticipated new Health Act should clarify 
this and give legislative sanction to the planning for decentralisation that is currently underway.

Van Zyl Slabbert describes the Government of National Unity as facing a "crisis of delivery".43 It bears repeating that, 
based on widespread international experience, policy change does not, as a matter of course, result in effective 
implementation.44 The ANC-led government is tackling a deeply dysfunctional public sector system embedded in a 
damaged social fabric. The task of transforming the public sector is formidable, and successfully meeting the challenge of 
imple-mentation cannot be taken for granted. 

Given the trials of the future, yet recognising the achievements of the past year, it is clear that sustained and effective 
leadership, clarity regarding the task at hand, and a willingness to evaluate the process and strategy of reform continually, 
are among the vital elements for securing success in the South African health reform. 
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Table 5.1 

Indicators of availability and utilisation of public sector 
hospitals between provinces (1992/93)

Province
Acute 

beds/1000 
population

Chronic 
beds/1000 
population

Acute 
inpatient 

days/1,000 
population

Acute 
admissions/1000 

population

Average 
length of 

stay (acute)

Eastern Cape 2,29 0,68 647 70 9,5 
Mpumalanga 1,73 0,05 404 73 5,7 
Gauteng 2,48 0,29 664 111 6,1 
KwaZulu-
Natal 2,92 0,54 748 89 8,8 

Northern 
Cape 3,21 0,79 672 140 5,0 

Northern 
Province 2,22 0,42 462 78 6,7

North-West 2,14 0,35 480 64 8,8 
Free State 2,22 0,45 550 96 5,8 
Western Cape 2,59 1,30 855 115 6,5 
TOTAL 2,43 0,52 628 88 7,3

Source : ReHMIS survey. 1992/3 
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Table 5.2 

Percentage of beds in the different categories of acute care 
hospitals in each province (1992/93)

Province Academic 
hospitals (%) 

Tertiary 
hospitals (%)

Secondary 
hospitals (%) 

Community 
hospitals (%)

Eastern Cape 6,8 22,0 12,6 58,6
Mpumalanga - 5,5 38,4 56,1
Gauteng 57,6 9,2 19,8 13,4
KwaZulu-Natal 8,2 30,7 20,9 40,2
Northern Cape - - 44,4 55,6
Northern Province - 29,2 5,2 65,6
North-West - 19,4 17,9 62,7
Free State 31,0 9,6 17,5 41,9
Western Cape 37,5 14,5 18,1 29,9
Total 18,5 19,7 18,4 43,4

Source : ReHMIS survey. 1992/3 

 

http://www.hst.org.za/sahr/tab52.htm2004/05/05 12:00:06



Table 5

Table 5.3 

Public sector health care facilities in magisterial districts 
sorted by income per capita (1992/93)

Quintiles of magisterial 
districts sorted by income 
per capita 

Acute hospital 
beds/ 1,000 
population

All public 
hospital beds/ 

1,000 population

Population fixed 
clinic (thousand)

Q1 (lowest income) 1,8 2,1 16,3
Q2 2,2 2,5 16,3
Q3 2,4 2,8 9,6
Q4 2,8 3,6 7,2
Q5 (highest income) 3,0 3,8 12,4
TOTAL 2,4 3,0 13,0

Source : ReHMIS survey. 1992/3 
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Chapter 6

Financing and Expenditure

 

OVERVIEW

SOURCES OF FINANCE

A recent publication estimated that approximately R30 billion was spent on health care in South Africa in 1992/93.1 This 
was equivalent to 8,5% of gross domestic product (GDP) in that financial year. Table 6.1 shows the distribution of this 
expenditure in terms of the source of finance.

Approximately 38,7% of total health care expenditure in 1992/93 was funded from general tax revenue and local 
authorities' rates, taxes and utility sales revenue. This total included expenditure by: 

the former Department of National Health and Population Development (DNHPD); 

the health departments of the former provincial administrations (less user fees collected at provincial health 
services); 

the health departments of all the former "homelands", including the former TBVC countries (less user fee revenue); 

health-related expenditure of other government departments such as the police, prisons and defence force; 

local government contributions to their health services; and 

other government departments, such as the Department of Education, on medical research and the training of 
health personnel. 

Private financing sources accounted for 60,8% of total health expenditure in the form of: 

contributions to medical schemes, both those that report to the Registrar of Medical Schemes and those that are not 
required to report to the Registrar; 

contributions to health insurance policies sold by life and short-term insurers; 

expenditure by industry on the provision of health services at the workplace, ranging from basic occupational health 
services to comprehensive care provided by the mining industry, as well as expenditure on health research (mainly 
by the pharmaceuticals industry); and 

out-of-pocket payments by users of health services, including the estimated "schemes gap" (i.e. the difference 
between the fees charged by private health service providers and the amount reimbursed by medical schemes), 
payment by non-scheme members for consultations with private general practitioners (i.e. GPs' cash practice) and 
for the purchase of prescribed drugs, user fees at public sector hospitals, and spending on over-the-counter 
medicines by all categories of patients. This is an underestimate of direct household expenditure, as cash payments 
on services such as those provided by medical specialists, dental practitioners, homeopaths, chiropractors, 
psychologists, physiotherapists and traditional healers have not been documented.2 

Table 6.1 - Sources of finance for the health sector (1992/93) 
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A small proportion of health care finance was attributable to donors in 1992/93. Funding from this source is likely to have 
increased quite significantly since the April 1994 election.

HEALTH CARE EXPENDITURE

Figure 6.1 shows how the health sector allocated its expenditure in 1992/93. While table 6.1 addresses the question where 
the money for health care comes from, figure 6.1 indicates on what activities health care funds are spent. These 
alternative methods of presenting financing and expenditure data account for differences in estimates of the public/private 
mix.

 

Capital projects funded from public sector and donor sources accounted for 1,3% of total health expenditure in 1992/93, 
health personnel training for 0,8%, and research for 1%. Expenditure on training is likely to be underestimated. The 
remainder of total health sector expenditure was divided between public and private health service providers. Public health 
services spent R11,6 billion, or 38,6% of the total.

The private health sector accounted for 58,2% of total health expenditure in 1992/93. This included expenditure on 
services provided by private sector providers during that year and the costs of administering medical schemes and health 
insurance organisations, as well as the contributions received by these financial intermediaries in 1992/93 which were 
retained as surpluses, either in the form of profits or investments for future health service expense claims. 

DISTRIBUTION OF HEALTH CARE RESOURCES

As indicated earlier, South Africa devoted 8,5% of GDP to health care in 1992/93. The health sector thus represents one 
twelfth of the South African economy. This is significantly higher than is the case in other developing countries and higher 
than in many developed countries. However, it should be noted that these estimates are based on a more extensive 
review of health expenditure than has been undertaken in most other countries, which makes international comparisons 
problematic.

Despite these difficulties it can be stated that South Africa has a high level of health care expenditure by international 
standards. However, South Africa also has high levels of preventable morbidity and mortality (see Chapter 3). Part of the 
explanation for this apparent anomaly is that health care resources are maldistributed between the public and private 
sectors, on a geographic basis and between levels of care.

THE PUBLIC/PRIVATE MIX IN THE HEALTH SECTOR

As indicated in the section "Sources of finance", the majority of South African health care financial resources are derived 
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from private funding sources, and the majority of expenditure is attributable to the services of private sector providers and 
the costs associated with private health sector financial intermediaries. 

A higher proportion of the most highly trained health workers work in the private sector, with the exception of nurses. For 
example 59% of doctors, 93% of dentists and 89% of pharmacists work in the private sector.3 Table 6.2 indicates that a 
little under one third of hospital beds are in private facilities.

Table 6.2 - Distribution of hospital beds in South Africa according to sector and type (1993)

Thus there are substantial resources within the private health sector in South Africa, particularly financial and human 
resources. However, table 6.3 indicates that only 23% of South Africans have some degree of access to private sector 
health care on a regular basis.

Approximately 17% of the South African population is covered by a medical scheme. However, the benefit packages of 
medical schemes vary substantially, with some beneficiaries having access to relatively comprehensive private sector 
health services including private hospitals, while others have access to only basic primary care services within the private 
sector. There is similar variability in access to on-site health services at the workplace, which range from basic 
occupational health services in some enterprises to comprehensive care within the mining industry.

Certain health insurance policy-holders are medical scheme members who view the policy as "top-up" insurance for major 
medical expenses unlikely to be fully covered by schemes. For others, health insurance is a substitute for medical scheme 
membership. Thus there is an element of double-counting in the estimates provided in table 6.3. The extent of this dual 
medical cover is unknown. 

An unknown proportion of the population utilises private practitioners on a direct, cash payment basis, but this access is 
variable and depends on the availability of financial resources when care is needed.

Table 6.3 - Total beneficiaries of medical schemes and health insurance, or employees in industry with access to 
on-site health services (1992)

In summary, approximately 23% of South Africans have some degree of access to private sector health services on a 
regular basis, while an unknown additional section of the population has more variable access to such care. In relation to 
the population served by private sector providers, substantial resources are located in the private health sector.

GEOGRAPHIC DISTRIBUTION OF HEALTH CARE RESOURCES

Very little information is available regarding the geographic distribution of private sector health care resources. However, 
certain sources have highlighted the relative concentration of resources (private hospital beds and private health care 
practitioners) in the large metropolitan areas. In addition, it is likely that the majority of medical scheme members are 
located in these areas. 
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The historical maldistribution of public sector health care resources on a geographic basis has been highlighted by a 
number of researchers.4,5,6 These studies focused particularly on the maldistribution of resources between the former 
homelands and provinces. A more recent study indicated that even with the reincorporation of the homelands into the nine 
new provinces, inequities in the allocation of public sector health care resources remain.7 The 1995/96 provincial 
budgetary allocations are shown in table 6.4.

Table 6.4 - 1995/96 Provincial health care budgets

While attention is usually focused on the distribution of resources between provinces, a recent study also highlighted the 
significant intra-provincial disparities in public sector resources allocation.1 The unit of analysis selected for determining 
these differences was the magisterial district. Districts were ranked in terms of their per capita incomes and the poorest 
quintile (fifth) of magisterial districts, which tended to be in rural areas and included large parts of the former "homelands" 
areas, were compared with the richest quintile of districts, which tended to be in the larger metropolitan areas. In the 
richest magisterial districts the public sector employs 4,5 times more general doctors, 2,4 times more registered nurses, 
and 6,1 times more health inspectors than in the poorest districts. Average public expenditure per person on health 
services in the richest districts is 3,6 times more than in the poorest districts.1 These data understate the differences, since 
a significant proportion of the residents of rich districts depend upon private sector providers.

DISTRIBUTION OF HEALTH CARE RESOURCES BETWEEN LEVELS OF CARE 

A major challenge currently facing public health services is to address the relative concentration of resources within the 
hospital sector. Figure 6.2 indicates that 76% of total public sector health care expenditure was attributable to acute 
hospitals in 1992/93, with academic and other tertiary hospitals alone accounting for 44%. In contrast, 11% was spent on 
non-hospital primary care services, which included clinics, community health centres, environmental health services, 
school health services, community nursing and district surgeon services.
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While certain hospitals provide quite substantial primary care services (eg. deliveries and ambulatory care at community 
hospital out-patient departments), there is growing consensus that a redistribution of resources among levels of care is 
required if the government is to significantly improve access to community-based primary care services for those who do 
not have such access.

FUTURE CHALLENGES FOR THE HEALTH SECTOR

On the basis of an evaluation of current expenditure patterns within the public and private sectors, the major challenges 
facing each sector can be highlighted.

CHALLENGES FACING THE PRIVATE HEALTH SECTOR

A major problem when evaluating expenditure patterns within the private health sector is the lack of reliable data. The only 
source of routine data is the South African Reserve Bank's (SARB) estimate of private consumption expenditure on 
medical goods and services.8 However, a recent study indicated that the SARB underestimated total expenditure by 70% 
in 1992/93.2 This emphasises the need to improve the quality of routine data collection regarding private sector health 
care expenditure.

The majority of medical schemes are legally required to submit information to the Registrar of Medical Schemes on an 
annual basis. Seeing that they account for the vast majority of total private sector health care expenditure (see table 6.1), 
medical schemes data are analysed below to demonstrate likely trends in overall private sector health care expenditure.

Medical schemes that reported to the Registrar increased their spending from R1,1 billion in 1983/84 to R9,3 billion in 
1992/93 (note that this figure differs from that presented in table 6.1, as certain medical schemes for private sector 
employees and for civil servants do not report to the Registrar of Medical Schemes). Figure 6.3 illustrates that spending on 
each of the major items of expenditure by these schemes rose by more than the rate of inflation during that period. 
Expenditure on medicines and private hospitals has increased particularly rapidly over the past decade. 

The distribution of medical schemes expenditure by category of health service provider in 1992/93 is presented in table 
6.5. Although only 11,5% of total scheme expenditure is attributable to fees for consultations and minor procedures 
performed by general practitioners, some of the expenditure on medicine is received by those general practitioners who 
dispense medicine.

Table 6.5 - Expenditure by medical schemes reporting to the Registrar of Medical Schemes by service category 
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(1992/93)

The rise in expenditure on benefits is due to increases in both unit costs and utilisation levels. The fee-for-service method 
of payment of hospitals and private practitioners has contributed to the rise in utilisation, since earnings are directly related 
to volume of work. The fact that doctors have a stake in the financial performance of some hospitals through share 
ownership or another form of relationship, such as rent-free or subsidised consulting rooms within hospitals, may also 
have encouraged higher levels of hospitalisation and/or longer periods of admission. Many health service providers benefit 
financially from selling medicines. This is clearly the case for hospitals which sell medicines at retail prices. It also applies 
to the 8 316 general and specialist medical practitioners who were registered to dispense medicines in 1992.9 The number 
of dispensing practitioners has almost doubled since 1988, when 

4 400 doctors were registered for dispensing purposes.10 At the beginning of 1994 the Representative Association of 
Medical Schemes (RAMS) offered medical practitioners increased consultation fees in return for reducing expenditure on 
doctor and pharmacy dispensed medicines, as well as on hospitalisation. This project resulted in savings on pharmacy 
dispensed medicines, but there was little apparent impact on doctor dispensed medicines or hospital costs.11 

An increase in the proportion of elderly scheme members has also contributed to the increase in the value of claims.12 
The percentage of medical scheme beneficiaries who are pensioners or widows increased from 5,3% to 7,2% between 
1986 and 1992.2 The young and healthy members of schemes have to support the rising number of people whose 
contributions are low, but whose average claims are high. The recent Medical Schemes Amendment Act (1993) has 
reduced this cross-subsidisation burden in that medical schemes are now permitted to charge high risk members higher 
contributions, based on their previous medical claims or on pre-existing conditions. As a result, certain schemes may 
become increasingly unaffordable to the elderly and chronically ill, who will rely more heavily on public sector health 
services.

As medical schemes operate on a cash-flow basis, that is, benefit payments are largely from contributions received during 
that year, contributions to medical schemes have also risen rapidly. Medical scheme contributions were equivalent to 7,1% 
of average formal sector salaries in 1982. Ten years later, in 1992, they amounted to 15,2% of average salaries. The rapid 
increase in costs has prompted some members to seek alternatives, such as risk-rated medical insurance, which is 
relatively inexpensive for the young and healthy. These trends coupled with increasing unemployment may explain why 
medical scheme membership declined by nearly 4% between 1991 and 1992.14

However, contribution increases have not kept up with increases in expenditure on benefits,13 and many medical 
schemes face serious financial problems. The Melamet Commission highlighted solvency difficulties within medical 
schemes.14 For example, of the 240 medical schemes in existence in 1990, nine were declared insolvent and a further 88 
schemes traded at a loss.15

In summary, the rapid cost spiral within medical schemes is of concern to a number of health sector stakeholders. Medical 
scheme membership is becoming increasingly unaffordable to many South Africans. In the absence of a substantial cost-
containment effort, scheme membership is likely to continue to decline and expansion of the medical scheme market to 
low income earners is unlikely to occur. While increasing expenditure is partially attributable to the changing demographic 
profile of scheme members, general increases in utilisation rates and unit costs are also contributing factors. There is 
scope for more proactive interventions on the part of schemes, with the active involvement of other stakeholders such as 
employer and employee groups, to control the cost spiral. 

CHALLENGES FACING THE PUBLIC HEALTH SECTOR

As indicated in table 6.1, public sector health services are heavily reliant on a single source of finance, namely general tax 
revenue. As budgetary allocations are subject to the political decision-making process, resources availability for public 
sector health services is uncertain from year to year. This particularly affects planning for the expansion of service 
provision.

Table 6.6 shows that there has been very little real increase in public sector health care expenditure, particularly on a per 
capita basis, over the past decade. Thus investigating the potential for diversifying funding sources is one challenge facing 
public sector health services.

Table 6.6 - Changes inpublic recurrent health expenditure (1983/84 - 1992/93)

A second major challenge facing the public health sector is redressing the geographic maldistribution of health care 
resources. An explicit process of resources reallocation among the nine provinces has been implemented with effect from 
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the 1995/96 financial year. This is based on an allocation "formula" developed by the national Department of Health in 
consultation with the provincial health departments. The "formula" can be summarised as follows:16

The baseline proportional allocations to the national and nine provincial health departments were based on 
projected actual expenditure for the 1994/95 financial year. 

In the provinces containing academic hospitals, 25% of their respective anticipated expenditure was excluded from 
the interprovincial reallocation process on the basis that such hospitals serve a national rather than a provincial 
function. 

The central health department's projected expenditure was also excluded from this reallocation process for a similar 
reason. 

The expenditure remaining after these exclusions was assumed to represent the funds available for redistribution. 

Target allocations for each province were calculated based on a weighted proportional population distribution 
(population within each province weighted by the inverse of the provincial per capita income; income is given a 0,25 
weight). 

Budgets are to reach target proportional distributions calculated in this way within five years, and 

of the shift towards these target allocations is to occur within the 1995/96 financial year (see table 6.4 for 1995/96 
provincial budgets). 

A number of concerns have been raised about the formula and the reallocation process in general.1 First, given the 
significant existing disparities in per capita public sector health care expenditure and the goal of achieving equity in per 
capita allocations within five years, substantial changes in provincial budgets will be required on an annual basis. For 
example, the budgets of certain provinces could change by as much as 20%, in real terms, between 1994/95 and 
1995/96.17 In other countries the rate of change has been slower. The British Resource Allocation Working Party (RAWP) 
recommended a ceiling of 5% real growth over the previous year's allocation and a floor of 2,5% reduction in real 
budgets.18

Policy-makers in South Africa are faced with the difficult task of balancing the need to take bold steps to break the inertia 
inherent in historical budgeting mechanisms, with the need to minimise the potentially detrimental effects to existing health 
services of sudden, large budgetary cuts. This must be accomplished within the context of a constrained global health 
budget. Thus detailed provincial planning is essential. Provinces which will gain from the reallocation process must have 
sufficient time to develop additional health service infrastructure before increased recurrent budgets can be adequately 
absorbed. Conversely, provinces faced with budgetary cuts require time to plan for the downscaling of health services. In 
recognition of the latter problem, a special allowance (over and above the global health budget) has been negotiated for 
the Western Cape, Gauteng and the Free State for 1995/96. While these provinces will still receive an overall budgetary 
cut, it will not be as great as that determined by the resources allocation formula. This allowance will not become part of 
future health budget calculations, but has been specifically provided to assist these provinces in managing the 
downscaling of services provision.

Once the reallocation process has been initiated, it will be necessary to refine the formula to determine the relative need 
for public sector health care funding more accurately. This will be facilitated by improvements in the quality of routinely 
available data. Issues relating to the current resources allocation formula that require further investigation and possible 
refinement include the following: 

While per capita income reflects socio-economic differences between provinces, it would be preferable to use 
indicators of health status (morbidity and/or mortality) to weight provincial populations. Socio-economic differences 
do not translate directly into differences in need for health services. For example, an area with relatively better socio-
economic status may have a greater need for health services because of endemic conditions (eg. malaria). Another 
example is KwaZulu-Natal, which has higher per capita income than certain other provinces, but the highest 
incidence of HIV/AIDS. The indicators selected to weight provincial populations should reflect differential need for 
health services as closely as possible. This refinement is clearly dependent on data availability. 
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The effect of the global assumption that 25% of expenditure in provinces which have academic hospitals should be 
deducted from the baseline provincial expenditure to account for expenditure on training of health personnel and the 
provision of highly specialised services to residents of other provinces, requires further investigation. At present in 
certain provinces a considerably higher proportion of the provincial health budget is devoted to academic hospitals. 
In particular, this aspect of the formula seriously disadvantages provinces like Gauteng, which contains three 
academic complexes, and the Western Cape, which has two academic complexes, and favours provinces like 
KwaZulu-Natal and the Eastern Cape, which have a relatively low concentration of resources in academic hospitals. 
The provision for the deduction reflects a conscious attempt to redistribute academic hospital resources between 
provinces containing academic complexes, but the degree to which 25% of provincial expenditure adequately 
compensates provinces for providing a national resource in terms of health personnel training as well as highly 
specialised services to patients from other provinces, requires detailed evaluation. 

The formula does not take into account likely future migration patterns between provinces.7 In view of the fact that 
South Africa is undergoing a process of rapid urbanisation, population migration patterns and differential birth and 
death rates should be considered. The Urban Foundation has estimated that the metropolitan areas in the Western 
Cape, Gauteng, Eastern Cape and KwaZulu-Natal will be most significantly affected by inward urban migration,19 
as these four provinces face large budgetary decreases in terms of the current formula. While the target allocations 
will be calculated on an annual basis, the population figures used in the formula are based on census data which 
are not updated on an annual basis. As resources disparities between provinces are reduced it will be particularly 
important to have a longer time perspective in the formula in relation to population size. This is necessary to ensure 
that resources are not shifted from a province with associated decreases in service provision only to be required in 
that same province for service expansion a few years later. 

The substantial differences in population density do not appear to have been adequately taken into account.7 For 
example the Northern Cape, which has a population density of 2,1 people per km2, will require more resources to 
ensure adequate access to health services for the resident population than a province such as Gauteng, which has 
a population density of 365 people per km2. The Department of Health has indicated that this factor was taken into 
account in determining the Northern Cape's budget. However, the relationship between costs of service provision 
and population density require further investigation and this factor should be applied consistently to all provinces 
with relatively low population densities. 

Interprovincial differences in access to and utilisation of private sector health services should also be taken into 
account in the formula. In particular, beneficiaries of medical aid schemes are almost entirely catered for by private 
sector providers. It would be preferable to exclude medical aid beneficiaries from the provincial population so that 
public sector health care expenditure is more equitably distributed among the population dependent on public 
services.7 Unfortunately, the provincial distribution of medical aid members is not known at present. It is feasible 
that schemes could be required to include such information in their annual reports which are submitted to the 
Registrar of Medical Schemes. 

In summary, there is an urgent need to redistribute public sector health care resources on a geographic basis in order to 
redress historical disparities. It has been demonstrated internationally that the use of a reallocation formula is an effective 
mechanism for overcoming the inertia inherent in historical budgeting. However, as resources disparities are reduced, it 
will be necessary to refine the current formula to include a range of factors which will influence the differential need for 
health care resources among provinces and to improve the quality of the data used in calculating target budgetary 
allocations. Most importantly, there is an urgent need to improve health sector planning and to integrate the planning and 
budgeting processes. This is particularly critical at a time when the public health sector is faced with an overall real 
budgetary decrease. If attempts to redistribute financial resources occur in conjunction with careful planning, especially in 
relation to infrastructure development, the potential problem of replacing inequity with inefficiency will not arise in the South 
African context.

The third major challenge for public sector health services is to address the relative maldistribution of resources among 
levels of care, in particular the relative concentration of public resources in hospitals. International evidence indicates that 
the burden of excess suffering and premature death in South Africa could be substantially reduced at relatively low cost 
through ensuring adequate access to basic preventive and curative health services.20 There is growing consensus that 
more public sector health care resources should be directed to the provision of community-based primary care services 
which should be based on careful, district-level planning exercises to ensure the identification of areas of greatest need.

A detailed investigation of the number of academic and other tertiary hospital beds required in South Africa is necessary. A 
recent study indicated that while South Africa has an adequate hospital bed to population ratio, there are too many referral 
beds and too few general hospital beds.21 This suggests that some tertiary hospitals should be downgraded to community 
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hospitals. There is particular concern in current health policy debates about the need to rationalise academic hospitals.

Another recent study highlighted the relatively low bed occupancy of some public sector hospitals.1 Given that there is a 
need to reduce the relative expenditure on hospitals funded by general tax revenue in order to provide resources for the 
expansion of primary care services, a number of options can be considered for low occupancy hospitals: wards and/or 
entire hospitals can be closed; wards and/or hospitals can be leased or sold to the private sector; or an increasing number 
of private patients (i.e. patients exceeding a predetermined income level and/or those medical scheme members who have 
hospital benefits) can be admitted to these hospitals at fee levels exceeding cost recovery rates.

In addition, there is scope for improved efficiency within public sector hospitals.1 Addressing disparities in the distribution 
of resources among levels of care will require improving patterns of referral and encouraging the use of services at 
appropriate levels.

While the reallocation of resources from other levels of care through efficiency savings and other mechanisms will facilitate 
the expansion of primary care services, it is likely that additional funding will be required. This will be particularly important 
if the government is to substantially improve access to primary care services in the short term.

ALTERNATIVE SOURCES OF FINANCE FOR HEALTH SERVICES 

The discussion of challenges to the health sector presented above highlights a number of factors that should be taken into 
account when considering changes to the current health care financing mechanisms in South Africa. Any substantial 
financing changes should attempt to: 

make resources currently located in the private sector accessible to a broader section of the population; 

promote cost-containment efforts within the private sector; 

improve the access of South Africans to health services, particularly at the primary care level and in areas which are 
currently under-resourced; and 

promote the redistribution of resources among levels of care within the public sector. 

A number of the alternative sources of finance for health services could be considered in the South African context. For 
example, some role-players have suggested a national lottery for health. However, there are already a number of lotteries 
in South Africa, they tend to have low net revenue yields (after collection costs and prize money have been deducted) and 
are an unpredictable financing source. Health would have to compete with other sectors for funds generated by lotteries.

Public health lobby groups have called for significant increases in excise on alcohol and especially on tobacco products, 
and for such revenue to be dedicated to health services. Revenue from excise duties on these products is expected to 
total approximately R4,1 billion in 1995/96 (R2,7 billion on alcohol products and R1,4 billion on tobacco products).22 While 
this is potentially a substantial revenue source (it amounts to more than a quarter of the 1995/96 health budget), dedicating 
this excise revenue to the health sector is likely to result in a similar amount being displaced from current health sector 
allocations from general tax revenue.

Another potential source of finance that is likely to be considered as greater community participation in the health sector 
develops, is community financing. However, it is unlikely to be a major source of revenue, particularly in the short term.

The two major alternative sources of health care finance currently under consideration in South Africa are increased user 
fees at public sector hospitals and social or national health insurance (SHI/NHI). These two financing mechanisms have 
the potential to address many of the challenges currently facing the South African health sector, as described above.

USER FEES AT PUBLIC SECTOR HOSPITALS

There is potential for increasing the number of private patients admitted to public sector hospitals, and for increasing fee 
levels, particularly to improve cost recovery for diagnostic tests and for dispensed medicines. If the Department of Finance 
permits the health sector to retain the fee revenue it generates, public hospitals can increase total user fee revenue 
through the above mechanisms. Thus public hospitals will be less dependent on general tax revenue and some of these 
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resources can be diverted to community-based primary care services (see Chapter 14 for a more extensive discussion of 
user fees).

Social or national health insurance

In recent months there has been extensive debate about the possibility of implementing a social or national health 
insurance (SHI/NHI) system in South Africa. The essential characteristic of an SHI or NHI that distinguishes it from private 
health insurance is that contributions are compulsory. An NHI refers to an insurance system where universal cover is 
achieved, while an SHI usually covers only those in formal sector employment and their dependants in the first instance. 
An SHI is usually seen as an interim step in the development of an NHI, as coverage can be extended gradually to other 
groups.

Two major questions must be addressed when considering the implementation of an SHI or NHI in South Africa, namely 
the extent of population coverage and the definition of the benefits package. Given the high levels of unemployment in 
South Africa, some argue that theextent of cross-subsidisation required for universal cover, that is to achieve an NHI, 
would place too heavy a burden on contributors. Because the major contributors to an NHI would be formal sector 
employers and employees, the cost of labour would increase and this could raise unemployment levels.

Therefore it is argued that an SHI should be the preferred option, that is, a compulsory health insurance should cover only 
those in formal sector employment and their dependants. A major benefit of an SHI is that a higher proportion of the 
population would be covered than are presently beneficiaries of medical schemes. As a result a greater proportion of the 
population would have access to the resources currently located in the private sector, particularly to private sector health 
care providers. At the primary care level the utilisation of public sector facilities would be reduced, as most SHI members 
would use general practitioners. If the SHI benefits package included cover for hospital care, SHI members using public 
hospital services would pay for such care. Essentially, an SHI would reduce the proportion of the population dependent on 
public sector health services and enable limited state resources to be directed to those with the greatest need for state-
subsidised and publicly provided care. The major disadvantage of an SHI is that it entrenches a two-tier health care 
system, as there is differential access to health services on the basis of contributor status.

Others argue that an NHI is feasible in South Africa if the benefits package is limited to the primary care level. Formal 
sector employees and employers and, if possible, informal sector workers, would contribute to the NHI, but all South 
Africans would have access to the primary care benefits package. It is likely that the state would have to make a 
contribution on behalf of the unemployed and indigent. Those wanting additional cover to purchase specialist and hospital 
care or other health services not included in the NHI package could buy private "top-up" insurance. The major advantage 
of such a system is that it achieves "equity" within the health system, at least at the primary care level. The economic 
feasibility of such an option, and the mechanisms for providing primary care within an NHI system, require further 
investigation.

The potential role of medical schemes and scheme administrators within an SHI or NHI also requires careful consideration. 
Some countries have opted for a single, central administration for their SHI/NHI. Others, such as Germany, allowed 
existing "sick funds" to act as the financial intermediaries for the NHI. Where such organisations are the financial 
intermediaries for an SHI/NHI, the following legislative framework is usually required: 

compulsory membership for all formal sector employees of an approved medical scheme; 

exclusion of "high risk" members is illegal; 

specification of the minimum service package that each scheme must cover; 

contribution rates for the basic package of services must be identical for all schemes, based on community risk 
profiles and income levels; and 

provision for the pooling of contributions to individual schemes and redistribution in terms of relative risk profiles of 
scheme members. 

Overall, an SHI or NHI holds a number of advantages and disadvantages for South Africa. Both options would promote 
greater cross-subsidisation than currently exists in medical schemes, in that lower income earners would be covered. This 
would result in access to resources currently located in the private sector being extended to a greater section of the 
population. Another advantage is that there would be greater potential for cost-containment in terms of health service 
provision. Given that there would be greater monopsony power in the purchase of health services (even with multiple 
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schemes being the financial intermediaries for an SHI or NHI, there could be a centralised bargaining mechanism with 
providers), the unit costs of services could be controlled more effectively. In addition, there would be greater potential for 
monitoring and controlling utilisation through centralised or co-ordinated information systems. The major disadvantage is 
the high administrative costs generally associated with an SHI and NHI. The capacity within South Africa to administer an 
SHI or NHI requires further investigation.

The Report of the Committee of Inquiry into a National Health Insurance System for South Africa has proposed 
compulsory insurance for all employees - but restricted to a defined package of hospital services only. Mandatory 
insurance for primary care is specifically excluded from these recommendations (see Chapter 5).

SUMMARY

South Africa currently devotes a relatively high proportion of its economic resources to the financing of health care. 
However, there is a maldistribution of these resources between the public and private sectors (relative to the population 
served by the respective sectors), on a geographic basis, and among levels of care. This has resulted in a situation where 
many South Africans do not have access to basic health care, despite the fact that the health sector accounts for at least 
one twelfth of our economy. As health care costs, particularly in the private sector, are increasing at a rate far in excess of 
overall price increases, the proportion of economic resources directed to the health sector is increasing.

We now have the opportunity of re-examining the mechanisms for financing health services in South Africa. Changes to 
these funding mechanisms should be evaluated carefully in order to assess the extent to which such changes will assist us 
in addressing the challenges facing our health services. 
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Table 6.1 

Sources of finance for the health sector (1992/93) 

Source of finance
Expenditure

(million rands)

Percentage

contribution

(%)
General tax revenue1 11 447 38,0
Local authorities revenue 225 0,7
Total public sector sources 11 672 38,7
Medical schemes2 12 064 40,0
Medical insurance 923 3,1
Industry 1 162 3,8 
Out-of-pocket 4 184 13,9 
Total private sector sources 18 333 60,8
Donor funding 145 0,5
TOTAL3 30 150 100,00 

1 Net of revenue from fees 

2 Includes the government contribution to the civil servants' medical scheme (if these payments are 
classified as public funding, 45,2% of total health care expenditure came from public sources) 

3 This figure is an underestimate, as expenditure on the education and training of health personnel, 
donor-funded health sector expenditure, and out-of-pocket expenditure on the services of private 
practitioners is known to be underreported 

Source : McIntyre D, Bloom G, Doherty J, Brijlal P, Health Expenditure and Finance in 
South Africa. Durban; Health Systems Trust and the World Bank. 1995 
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Table 6.2 

Distribution of hospital beds in South Africa according to 
sector and type (1993)

Type of hospital and sector Number of beds 
Academic 18 340
Other referral 18 718
General 54 319
Special (Psychiatric and communicable 
diseases) 19 031

Public 110 408 
Private-for-profit 18 432 
Province-aided 3 910
Industrial 7 091
Contractors 14 272
SANTA 5 287
Other 1 529
Private 50 521 
Military 1 020 
TOTAL 161 949 

Source : Chetty. 1994 
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Table 6.3 

Total beneficiaries of medical schemes and health insurance, 
or employees in industry with access to on-site health 
services (1992)

Type of cover Total beneficiaries Percentage of total
Medical schemes 6 906 628 76,4
* Medical aid 4 764 732 52,7
* Medical benefit 757 655 8,4
* "Exempted" schemes 531 580 5,9
* Schemes not reporting to the 

Registrar of Medical Schemes 
852 661 9,4

Insurance 1 1 100 000 12,1
Industry 1 041 110 11,5 
* Mines 450 000 5,0 
* Other 591 110 6,5 
TOTAL 9 047 738 100,0 
Percentage of population covered (%) 22,8  

1 As certain health insurance policy-holders are also members of medical schemes, there is an 
element of double-counting in these data.

Source : Valentine N and McIntyre D. 1994 
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Table 6

Table 6.4 

1995/96 Provincial health care budgets

Province Budget (rands) Population (1993) Per capita 
budget 

Eastern Cape 1 882 638 503 6 665 363 282,45
Mpumalanga 570 485 612 2 838 466 200,98
Gauteng 3 469 807 175 6 846 969 506,77
KwaZulu-Natal 2 801 160 930 8 548 972 327,66
Northern Cape 251 881 981 763 855 329,75
Northern Province 1 354 369 074 5 120 560 264,50
North West 873 377 101 3 506 770 249,05
Free State 1 059 196 595 2 804 599 377,66
Western Cape 2 043 652 029 3 620 150 564,52
TOTAL 14 306 569 000 40 715 704 351,38

Source : Dept of Health. 1995 
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Table 6

Table 6.5 

Expenditure by medical schemes reporting to the Registrar of 
Medical Schemes by service category (1992/93) 

Service category
Expenditure 

(rands) 

% of total 

expenditure 

Expenditure per 

beneficiary (rands) 
General practitioners 1 073 387 11,5 177,30
Medical specialists 1 661 417 17,8 274,43
Dentists 905 378 9,7 149,55
Provincial hospitals 401 354 4,3 66,30
Private hospitals 1 633 416 17,5 269,81
Medicine 2 968 159 31,8 490,28
Other benefits 653 366 7,0 107,92
Ex-gratia payments 28 001 0,3 4,63
TOTAL 9 324 478 100,0 1 540,22

Source : Valentine and McIntyre. 1994 
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Table 6

Table 6.6 

Changes in public recurrent health expenditure (1983/84 - 
1992/93)

Indicator 1983/84 1992/93 Average annual 
increase

Nominal expenditure 

(rands)
2 453 585 129 11 114 894 737 18,3%

Real expenditure (1983/84 
prices) 1 

(rands) 

2 453 585 129 3 199 870 686 3,0%

Nominal expenditure per capita 2 

(rands) 
76 273 15,4% 

Real expenditure per capita 

(rands)
76 79 0,5% 

Expenditure as % GDP 2,6% 3,3% 2,9%

1 The consumer price index (CPI) was used as a deflator 

2 Medical scheme members have been removed from the base population to reflect the population 
who are largely dependent on public sector health services 

Source : McIntyre, 1993 and ReHMIS survey 
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Chapter 7

Human Resources Development

 

INTRODUCTION 

In South Africa, human resources for health care have developed in an ad hoc and fragmented manner. The ideology of 
apartheid not only compounded the inherent inequality in the provision of health care along race, gender and class lines, 
but also entrenched the development of human resources along these lines. 

This has resulted in an inequitable distribution of human resources in South Africa. The only way in which these historical 
inequities can be addressed is through deliberate, goal-directed human resources policy and planning.

HISTORICAL PERSPECTIVE

The colonisation of the Cape of Good Hope in 1652 at the behest of the merchants of the Dutch East India Company led to 
the establishment of a hospital for sick sailors at the Cape by Jan Van Riebeeck, the barber-surgeon leader of the Dutch 
colonists.1 Thus, emphasis on hospital-oriented health care had its beginnings with the earliest settlers. Indigenous 
healers, who practised scarification, cupping, blood-letting and herbalism, existed side by side with the "official" hospital-
oriented Western health care system.2 The emergence of a powerful private health care sector had its beginnings in 1657, 
when Jan Vettemans was given permission to commence private practice.2 

A series of epidemics, which had a profound influence on the organisation of health services at the time, also shaped the 
development of human resources for health care. For example, the second smallpox epidemic in 1755 led to the 
establishment of two large hospitals - one for poor Europeans and another for slaves, while wealthy Europeans were 
treated privately in their own homes.2 Thus the foundations of the present two-tier system of health care were laid.2 The 
colonisation of the Eastern Cape led to the establishment of a number of hospitals and South Africa's first medical school 
in this region in 1858.2

The discovery of diamonds and the concomitant explosive growth of squalid, overcrowded tent towns during the latter part 
of the 19th century necessitated the establishment of the first nursing school in South Africa, while the discovery of gold on 
the Witwatersrand in the Transvaal gave further impetus to the development of the South African health care system. (see 
Chapter 4)

In 1944 the Gluckman Commission noted that a "national health service cannot be planned still less can it be carried into 
effect - without taking into account the numbers of medical and other necessary personnel available now and in the near 
future. Availability of personnel, not finance, is the absolute limiting factor."3 

THE RECONSTRUCTION AND DEVELOPMENT PROGRAMME

The RDP refers to the legacy of racial oppression and colonialism in South Africa, which includes a fragmented education 
and training system with vast inequities between different segments of the population. It comments on the "racist and 
sexist ideology" and lack of democracy within the education and training system and notes that its Eurocentric bias favours 
certain groups in society. It urges that a "new national human resources development strategy must be based on the 
principles of democracy, non-racism, non-sexism, equity and redress to avoid the pitfalls of the past" and calls for a drastic 
revision of the outmoded, apartheid-distorted and undemocratic governance structures and funding arrangements at the 
tertiary level of education.4

The development of human resources for health (HRH) in South Africa needs to be seen more broadly in the context of the 
development of the human resources capacity of the nation. Inequality in the human resources situation in South Africa is 
extreme. For example, alongside 307 000 vacancies in white schools, two million Africans are without places in school; 
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there are 180 000 whites in managerial, technical and professional positions, with fewer than 3 000 Africans occupying 
similar positions; there has been only one African mine manager in more than 77 years of mining in South Africa; and 
there is not a single African actuary. The elimination of race, class and gender inequalities in occupations, education and 
training requires a long-term programme (it is unlikely to be achieved in the short term) and there is a need for interim 
strategies which will contribute towards the achievement of this long-term vision.

The development of human resources for health care should occur in the context of the RDP and should be premised on a 
balance between need, on one hand, and resources, on the other. The different activities that are part of human resources 
development (HRD) are located in the areas of human resources planning, education and training, and deployment within 
a managed and monitored health service. 

It is important to remember that HRD involves both the public and private sectors of the health care system, and that both 
of these require transformation. 

THE CURRENT SITUATION

In South Africa the health sector is subject to an imbalance between primary care providers and specialists, a 
concentration of health personnel in urban areas, and a relative neglect of training in public health, health policy, health 
management and rehabilitation. It is not uncommon for the state to spend vast sums of money on producing health 
personnel who then migrate to the private sector. (tables 7.1 and 7.2)

Table 7.1 - Distribution of health personnel (public and private) between provinces (1992/93)

By 1992 South Africa had 25 833 doctors, of whom 7 485 were specialists; 4 041 dentists, of whom 336 were specialists; 9 
583 pharmacists; and approximately 27 000 supplementary health professionals registered with the various statutory 
councils. At present there are approximately 175 810 nurses on the registers of the nursing councils. There are also 
considerable numbers of community health workers (CHWs) working mainly in underserved populations. Similarly, there 
are large numbers of traditional practitioners who often form the first corps of practitioners consulted by communities. The 
doctor:population ratio is approximately 6,4:10 000, while the nurse : population ratio is 46:10 000. South Africa is 
comparatively well endowed with nurses and doctors compared with other developing countries. 

Table 7.2 - Health personnel practising in the private sector (1989/90)

The division between the private and public sectors of the South African health care system is partly responsible for the 
relative shortage of doctors serving the poor, rural, mainly African population. More than half of South Africa's doctors are 
in the private sector which serves the insured and affluent 20% of the general population.5 The constant migration of 
doctors from the public to the private sector has resulted in a decline in the proportion of doctors working in the public 
sector from 53% in 1979 to 41% in 1990.6 

In addition, increasing specialisation and super-specialisation has led to an aggravation of the existing geographic, racial 
and public-private sector inequalities. This specialisation is marked by a predominance of older, high-technology 
specialities, with a comparative scarcity of the newer specialities in preventive medicine and community health. Table 7.3 
provides an overview of the distribution of health personnel between levels of care in the public sector.

Table 7.3 - Distribution of public sector health care personnel by level of care (1992/93)

Apart from migration to the private sector, there has also been a migration of doctors from South Africa mainly to 
developed countries. In 1986, the number of doctors registered with the South African Medical and Dental Council dropped 
from 20 477 to 20 229 largely as a result of emigration.

South African doctors tend to congregate in cities, a tendency reflected in the 1980 doctor : population ratio which was 1:1 
237 in urban areas and 1:5 396 in rural areas. The ratio in the then "homelands", which were predominantly rural, was 1:13 
000, and in some instances the ratio was in excess of 1:30 000. (See later for a discussion of maldistribution.) Table 7.4 
further summarises the distribution of public health personnel in magisterial districts sorted by per capita income.

Table 7.4 - Health workers per 100,000 population in the magisterial districts sorted by per capita income (1992/93)
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By 1985, women constituted 17% of non-specialists and 6% of specialists registered in South Africa7 and in 1994 women 
accounted for 20% of all doctors on the register.

Nurses comprise more than 60% of the health professionals in South Africa and form the backbone of the health services. 
Currently South Africa has an estimated nurse : population ratio of 46:10 000, which is more than twice that recommended 
for developing countries by the World Health Organisation. This is offset by unequal geographic, racial and private-public 
sector distribution. In addition, a substantial proportion of trained nurses are not practising their profession, while up to 
46% of nurses' time is spent on activities other than nursing. About two thirds of all nurses work in the public sector. Most 
of those in the private sector work in private hospitals, while very few practise on a fee-for-service basis (0,3%).8 

In 1990, the last year for which figures were made available in "racial" categories, 148 558 nurses were registered with the 
South African Nursing Council (SANC), the total figure including 76 277 Africans, 3 122 Indians, 21 192 coloureds and 47 
967 whites. Between 1977 and 1990 the total number of nurses increased by 49% (the largest increase - 57% - occurred 
in the African group), but the levels and qualifications differed racially so that in 1990, 68% of white nurses were in the 
Registered Nurse (RN) category, while only 40% of African, 30% of coloured and 53% of Indian nurses were in this 
category. These ratios are different in the former "homelands". For the Republic of South Africa the nursing assistant : 
population ratio was better than the national norm (1:541), but in the rural areas it often exceeded 1:1 082. There is an 
undersupply of nursing assistants mainly in the largely rural former "homeland" areas.9 Urban bias in the distribution of 
nurses is less marked than in other categories of health personnel.

Dental care in South Africa is provided by a team of dentists, oral hygienists, dental therapists, dental technicians and 
dental assistants. In 1994 South Africa had 4 041 registered dentists, 757 oral hygienists, 166 dental therapists and 1 003 
dental technicians. The past decade has seen an increase in the number of dentists by between 2,5% and 8,9% per year, 
with an increase in the dentist : population ratio from 1:12 073 in 1960 to 1:8 271 (1,2:10 000) in 1988. In some parts of the 
country the ratio is much poorer than this. The dentist : population ratio in South Africa is low in comparison with that of 
many middle-income countries.10 There is considerable inequity in the provision of dental care in South Africa, with 
sophisticated care provided for the upper socio-economic group while the lower socio-economic group has poor access to 
basic dental services. Dentists are abundant in the private sector (80% of all dentists), with a ratio of 4,87 dentists : 10 000 
people, while there is a comparative scarcity in the public sector (ratio 0,44 : 10 000). 

Racial inequity in the provision of dental services is reflected by the fact that in 1990, 90% of the dentists were white and 
only 0,6% of the more than 3 000 practising dentists were African. Even though there is an urban-rural maldistribution of 
dentists in South Africa, the African urban areas remain undersupplied, and despite the overall shortage of dentists in 
South Africa, the white population, which has declining numbers and caries prevalence, has an oversupply. 

In recent years there has been a concerted effort to re-professionalise pharmacy, with an increasing emphasis on clinical 
pharmacy. Of the 8 649 pharmacists registered in 1992, 47% were female. The ratio of pharmacists to population is 2,4:10 
000, while the ratio of private pharmacists to population is 3,7:10 000, a figure which compares favourably with those of 
Sweden (4,2:10 000) and West Germany (4,4:10 000). A large proportion of pharmacists (84% between 1989 and 1991) 
practise in the private retail sector. There is an imbalance between the private and public sectors, with only 3,2% of the 
country's pharmacists working in the public sector where they are responsible for 80% of the medicines dispensed in the 
health services. Retail pharmacists tend to congregate in white urban areas. Uncertainty experienced in the profession 
resulted in a 20% decrease in the number of pharmacy students between 1980 and 1989. 

In 1994, 33 517 supplementary health professionals were registered with the statutory councils. Supplementary health 
professionals, like nurses, were mainly women (over 90%) and were involved primarily in preventive, promotive and 
rehabilitative work. There were approximately 3 200 physiotherapists, 1 700 occupational therapists, 1 000 speech and 
hearing therapists, and just over 300 medical orthotists. These numbers include technician and assistant categories. The 
supplementary health professionals are maldistributed, as is the case with so many professional categories of health 
worker. They are over-represented in the urban areas, in institutions in the private sector, and the composition of the 
category reveals gross inequities in terms of gender and race. 

Such is the current situation with regard to human resources for health care in South Africa.

THE ISSUES

The major issues to be considered in developing a coherent plan for the provision of human resources to meet the health 
care needs of South Africans include correcting the maldistribution of health personnel, integrating the fragmented health 
care system, improving the efficiency and effectiveness of the health services, providing compassionate care for all South 
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Africans, developing institutional capacity for the planning and management of human resources for health care, 
reorienting the education and training system for health science students, and corrective action. 

MALDISTRIBUTION 

The optimal utilisation and distribution of human resources for health care should be addressed comprehensively and 
should focus on certain key issues, including planning, selection, training, supply, distribution, mix, regulation and 
licensure, remuneration, quality assurance and support. 

Table 7.5 - Public sector health personnel 1 per 100 000 population by province (1992/93)

Table 7.5 compares the situation in the provinces at the extremes of relative over- and undersupply of public sector 
personnel. As the most critical immediate need in rural areas is for clinically skilled health care practitioners, it seems 
prudent to train the health professionals that are most numerous in the rural areas in order to develop the clinical capacity 
to meet this need. The training of nurse clinicians offers one way of addressing the curative health care needs of under-
served populations, particularly in rural areas. Doctors will have to assume a changed role in such populations; they will 
have to be the trainers of nurse clinicians and provide support to the frontline workers. By the same token, the skills 
required of doctors will be those of a generalist skilled in inter alia surgery, obstetrics and anaesthesia. It would be 
foolhardy to ignore the skills required for pharmaceutical practice when the recommendation is that in the absence of 
pharmacists, nurses or other frontline workers should fulfil this role. Therefore it is necessary for nurses to be trained so 
that they can fulfil this role safely.

The role of General Practitioners in a future National Health System: lessons from the District Surgeon System

The part-time district surgeon system in South Africa is an improtant example of the public sector contracting with 
private providers for the provision of clinical services. In this system general practitioners (GPs) provide primary care 
services to certa\in public sector patients and are reimbursed on a modified fee-for-service basis. A sutdy was 
undertaken to identify strengths and weaknesses of the district surgeon system to inform policy proposals for future 
involvement of private practitioners in the national health system. 

Based on questionnaires given to all nine provincial authorities and GP groups, the study concluded that while a district 
surgeon system may be required for the foreseeable future in order to retain access to primary care doctors in rural 
areas, there is considerable room for improvement within the existing system. Key changes should include increased 
competition for public patients by increasing the number of practitioners who participate in the system, revision of the 
payment system to reduce undesirable incentives, improved information and monitoring systems to increase quality and 
reduce the possibility of fraud, and the implementation of a system of referral from primary health care nurses rather 
than from magistrates. 

INTEGRATION OF THE HEALTH SERVICES 

The integration of the fragments of the old health care system (the Department of National Health and Population 
Development (DNHPD), the provinces, "own affairs" administrations, self-governing national states, independent states 
and local authorities) poses major challenges - challenges faced by the public sector in South Africa as a whole. 
Differential salaries and conditions of service make such integration problematic. An important aspect of the integration of 
the health services is the integration of the public and private sectors. It would be foolish to ignore the very real ideological 
differences between the sectors. However, in a political system based on a mixed economy it is conceivable that greater 
collaboration between the public sector and both the not-for-profit and for-profit private sectors can be configured in a way 
which will not jeopardise the principles of primary health care (PHC). This collaboration could take the form of regulation 
and voluntary co-operation. With regard to human resources for health care, for example, the private sector could 
contribute to the training costs of health personnel who are employed in the private sector. Also, the training of public 
sector health personnel in specific skills, for example managerial skills, could take place in the private sector.

The meaningful integration of public sector health services cannot take place without action to correct the effects of past 
injustices in the national health system. A strategic change management programme should be developed to facilitate the 
process of institutional change and administrative restructuring to create a democratic climate for change. In addition, the 
need to integrate the provision of promotive, preventive, curative and rehabilitative health care into a comprehensive 
health care system continues to confront all health personnel.

INCREASING EFFICIENCY AND EFFECTIVENESS 
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There is ample evidence to show that the delivery of health services in South Africa is not optimally efficient. In addition 
low staff morale, among other things, has resulted in a health service that does not respond to people's needs in an 
efficient manner. The issue of efficiency can be tackled in a number of different ways. 

Lack of managerial autonomy has been identified as one of the factors that leads to inefficiency. However, decentralisation 
can occur only to the extent that managerial capacity exists at local level. Therefore it is necessary that the capacity to 
manage the health care system is strengthened at all levels, especially the peripheral level, in order to make 
decentralisation possible. One mechanism for decentralised management that has been employed successfully is the 
health management team (HMT). An HMT is composed of health services managers, senior nursing, medical and allied 
personnel and members of employee organisations and makes decisions on staffing, salaries and the composition of the 
health care team. 

A COMPASSIONATE AND CARING SERVICE 

An important objective of any human resources plan should be the production of compassionate and caring health 
workers. Many factors influence the prevalence of compassion and caring in the health services, and some of these are 
discussed below. 

WORKING CONDITIONS 

The perceived lack of compassion and caring has its roots in working conditions that are unsatisfactory both physically and 
socially. Health personnel often work long hours and see large numbers of patients; therefore provision should be made to 
improve their physical working environment. The issue of compassion and caring is so important that dedicated funds 
should be provided for improving the physical structures in which health care is provided. Health personnel in remote 
areas should be provided with efficient and effective support systems. These should include communications systems as a 
matter of high priority so that continuing education of health personnel in the most isolated areas can be instituted. 

A culture of caring 

A campaign to inculcate the culture of caring in the health services should be launched from the ministerial level and 
involve the most senior members of the health services at national, provincial and local level.

Revision of methods of evaluation 

Much of the dissatisfaction prevalent in the public sector centres on the issue of evaluation or performance appraisal. The 
personnel evaluation instruments currently in use in the health services should be reviewed and revised by the Directorate 
of Human Resources in the Ministry of Health, in collaboration with the Public Service Commission and provincial and local/
district health authorities. Such a review should be conducted by a committee composed of representatives of the Public 
Service Commission, the Department of Health, and provincial and district/local authorities. This committee should be 
multidisciplinary and inputs from labour relations experts and the community are critical. 

Career guidance and incentives 

Arguably, the lack of efficiency, compassion and caring has its origins partly in ineffective career guidance counselling 
which results in young persons pursuing careers to which they are not suited. This problem is compounded by a dearth of 
caring and compassionate role models. Career guidance should be provided at schools and the Ministries of Education 
and Health should be involved in planning such counselling. 

Efforts to provide a compassionate and caring health service should be rewarded by awards which should be publicised. 
Public opinion surveys could form the basis for the selection of health delivery points that provide compassionate and 
caring health care, giving individuals and groups of health carers added incentive to provide a compassionate and caring 
health service. It is also important that courses on the ethics of health care are given prominence in training programmes. 
Trainers should serve as role models and behaviour that could undermine the empathic ethos in the health services should 
be censured by both peers and seniors. A further mechanism by means of which the qualities of compassion and care can 
be entrenched is the evaluation of students' attitudes as part of their examinations.

Communication 

http://www.hst.org.za/sahr/chap7.htm (5 of 9)2004/05/05 12:00:12



Chapter 7

It is very difficult to provide an empathic, supportive health service without efficient communication. Hence it is advisable 
that rather than being an optional extra, an African language should be a requirement for qualification in the health 
sciences. It is inconceivable that mental health care and speech and hearing therapy can be provided adequately without 
such language competence. If the perception of a lack of caring in the health services is to be corrected, the glaring lack of 
language competence among a large proportion of health practitioners must be remedied as a matter of urgency. The 
media have an important role to play both in disseminating information to the public and as a sounding board for problems 
that members of the public experience with the health services. 

The needs of employees 

The morale of staff influences the manner in which health personnel interact with patients and thus directly affects the 
quality of care. Managerial skills in conflict resolution can have an important effect on the morale of the staff. Thus it is 
imperative that senior health care personnel receive training in conflict resolution. This can be introduced into existing 
training programmes with minimal cost and effort. It is also important that structures for negotiation between the health 
authority and employee organisations are set in place at all levels of the health service. In addition to the bargaining 
councils already in existence, committees should be established across the nation at the level of the health facility. 

A charter of patients' rights 

Another mechanism that would facilitate the establishment of a compassionate and caring health care system is a 
nationally accepted charter of patient and community rights. Such a charter would be symbolic of a shift in the ethos of the 
health care delivery system to taking into account the rights of those who use the services. The charter should be drawn 
up by the consumers of the health services in consultation with health service providers. In order to ensure that the rights 
of patients are not infringed and that a compassionate, caring and efficient public sector health service responds to the 
needs of communities, a health care ombudsperson, preferably fully salaried by the clinic committee or equivalent 
community authority in the health service, should be appointed. The ombud should be a respected and credible member of 
the community. 

THE ROLE OF COMMUNITIES

Communities have an important role and responsibility in making the health services more responsive to their needs. 
Communities have a role to play in the optimal utilisation of the health services and their participation can occur through 
women's groups, non-government organisations, private voluntary organisations and other community-based 
organisations. Communities should be partners in the service to the extent that they are part of policy-making and 
implementation, and should be the judges of the quality of care and have a right to contribute to their own health care. It is 
likely that the methods of obtaining "ownership" will be intensely local, and that this depends on the common bonds 
between the community and the health services. Clinic committees and their hospital-related equivalents are an important 
mechanism for community involvement in the health services provided that these committees receive training to help them 
fulfil their roles meaningfully. By the same token, communities must be educated in matters concerning their health and the 
health care system. Participation by communities should extend to their representation on committees responsible for the 
selection of health personnel. A further mechanism for fostering community participation and community control that 
should be investigated is the structuring of mechanisms of financing of health services in such a way that local 
communities can choose their own providers of health care such that a compassionate and caring health care system is 
driven by enlightened self-interest. This matter will depend ultimately on the arrangement of health care financing for the 
nation. 

CORRECTIVE/AFFIRMATIVE ACTION

A commitment to equity in the health services of the country implies a commitment to correcting the historical gender, 
class and racial imbalances in the development of human resources for health care. Of necessity, a compassionate and 
caring health service will address the issue of corrective action. The need for training in managerial skills could give 
impetus to the training of those most disadvantaged by apartheid to fill managerial positions in the health sector. In order 
to give substance to the implementation of a policy of corrective action, a standing committee should be established and a 
special budget provided for the implementation of corrective strategies.

DEVELOPING INSTITUTIONAL CAPACITY

At present the capacity to plan, manage and monitor human resources development is lacking at all levels in the health 
system. The successful and optimal deployment of human resources is contingent upon developing this capacity 
throughout the health care system. However, there is also a need to develop clinical capacity, training capacity and 
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research capacity.

Clinical capacity of the frontline health workers 

The development of the clinical capacity of frontline health professionals should be guided by needs and the priorities 
determined within the RDP, namely health care for women, children and the elderly. 

Management capacity with special focus on senior and middle-level 

A change in health care policy and service delivery requires capacity-building in management from national to local level. 
Globally, the most significant obstacle to the implementation of primary health care has been the lack of managerial 
expertise. Therefore it is necessary to introduce new health management programmes which will promote efficient and 
effective management at all levels of health care service delivery. Current health managers need to be reoriented from the 
predominantly bureaucratic, rule-based approach towards a participative approach with a primary health care focus. The 
development of managerial capacity in areas such as participative and change management, leadership development, 
community participation, financial management, strategic planning, programme management and evaluation, and policy 
development and implementation, is crucial.

Research capacity 

The development of human resources for health care depends upon good research. The capacity for such research is 
lacking at all levels in the South African health care system. In order to address this deficiency, intersectoral research units 
at district, provincial and national levels, which will prioritise action-oriented research, should be established. The Medical 
Research Council, together with other research councils, should facilitate the building of such research capacity in 
institutions across the country. At national level a Human Resources Development Unit should co-ordinate all human 
resources development activities in the provinces and districts.

Assessing the feasibility of greater state support for community-based health programmes 

Concern over the future of community-based health programmes (CBHPs), particularly community health worker (CHW) 
programmes, led to a feasibility study on greater state support for CBHPs to strengthen their effectiveness and 
sustainability. A report based on this study highlights a number of important elements of CBHPs and recommends 
corrective measures to be taken to strengthen these kinds of programmes. 

The strategic role of a CHW is to function at community household level as an agent of change, advocating for and 
assisting the community to be better served. However, without linkages to and support from external organisations with 
an interest in health and development, it will be difficult for CHWs to fully carry out this function. Also, without a 
meaningful participatory process which ensures that communities do take responsibility for their own well-being, the 
sustainability of these programmes is doubtful. The ability of CHWs to carry out their functions depends on the 
supervision they receive as much as on their training. A difficult balance to maintain is in making training consistant 
while keeping it as relevant as possible to local situations and needs. Although it is difficult to measure the impact of 
CBHPs on the health of communities using quantifiable measures, existing indicators have demonstrated some 
relationship. 

Management of these programmes has often been inadequate. The development of models for organisation, 
management and implementation is essential and should occur at national, provincial and district level. Financial 
planning of these programmes must take into account not only initial costs (capital costs), but also the envisaged 
recurrent costs, including supervision, support, administration and transport. A nationwide programme of CBHPs with 
60% coverage would cost an affordable 5% of the national health budget. 

The report recommends that a nationwide CBHP be considered for implementation by the national government. In the 
first phase of implementation the government should give financial, political and structural support. Progress to the 
second phase should be subject to the outcome of evaluations to measure the effectiveness of participating 
programmes. A national core curriculum, accreditation and career paths should be initiated and supported by the 
government. Training should be co-ordinated by provincial training and resources centres. Mechanisms to support 
CBHPs should be built into the district-based system of health care. 

Legislative implications 
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Institutional capacity for human resources development will require certain legislative changes. Some of the legislation that 
should be reviewed is listed below : 

The Medical, Dental and Supplementary Health Service Professions Act 56 of 1974. 

ethical rule 9(ii), which prohibits collaboration between medical practitioners and health professionals not 
registered in terms of the above Act, should be amended. 
the scope of practice of optometrists, which does not empower them to treat children under the age of eight 
years, use diagnostic and therapeutic eye medication, or do minor eye surgical procedures, should be 
reviewed. 
The restrictions on the prescribing of certain medication by psychologists should be lifted. 

The Medicine and Related Substances Control Amendment Act 

The Nursing Act 50 of 1978. Section 38A of the Act restricts the optimal functioning of registered nurses working in 
primary health care as they are allowed to prescribe only under the supervision of a doctor - a situation which is 
often impossible at the frontline. 

Therefore it should be amended.

PLANNING OF HUMAN RESOURCES

In order to facilitate effective planning, a database of all the posts in the public (health) sector should be created as a 
matter of urgency. Information systems should be available to facilitate planning even at facility level. A process involving 
all stakeholders, including the national, provincial and local health authorities, educational institutions, statutory councils, 
community-based organisations and non-government organisations, should be initiated as a matter of urgency. The 
categories and numbers of health and health-related personnel, as well as training programmes for health science 
students and others, should be planned with projections for the next five to ten years. The plan should be reviewed 
annually and adjusted in the light of changing circumstances.

IDENTIFYING PRIORITY EDUCATION AND TRAINING NEEDS

The production of human resources for health care in South Africa occurs at education and training institutions renowned 
for their high academic standards. However, although the quality of health sciences education and training is excellent, 
their relevance and appropriateness require serious examination. The only way in which the health sciences training 
programmes can be harnessed to produce the human resources appropriate to the needs of the nation is through the 
establishment of a national Co-ordinating Education Committee. This Committee should consist of representatives from 
technikons, universities, nursing colleges, the Ministry of Education, the Ministry of Health, health service providers, 
community organisations, health sciences students and non-government organisations. The responsibilities carried out at 
this level should be the planning, implementation, monitoring, evaluation, reviewing and co-ordination of all health 
personnel education programmes offered, both structured and non-structured. Such a function presupposes the 
construction of an inventory of all training programmes on offer throughout the country. In view of the guiding PHC 
philosophy, one of the functions of the Committee will be to ensure that health personnel are trained in both an 
intradisciplinary and a transdisciplinary fashion for a significant part of curricular time, thus socialising health workers in the 
team approach to health care early in their training programmes.

The Co-ordinating Education Committee (CEC) should address issues such as competencies expected from each 
category of health personnel, needs and opportunities for the acquisition of such competencies through formal and 
informal education and training, and the requirements for the initial registration and the re-registration of health personnel.

The tenets of participatory education and training with a multidisciplinary and interdisciplinary teaching approach, a 
community-oriented education system, experiential and transformational training and small group, participatory, problem-
based learning methods, should guide the activities of health sciences training institutions. 

In order to ensure that decisions taken by the CEC will indeed be implemented, individual educational institutions need to 
establish committees with community representation to review all health sciences curricula regularly to see that they are in 
keeping with recommendations of the CEC.

The lack of managerial skills in the health services necessitates that training in health systems management receives 
priority attention. To this end a health management training committee composed of representatives of, inter alia, 
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educational and training institutions, health services and student organisations should be constituted. One of the first tasks 
of the committee would be to compile an inventory of all health service management training. The committee would then 
have to recommend ways in which management training can be optimised within the training institutions that exist 
nationally. It is particularly important that both formal and in-service courses in health systems management are developed 
and offered by appropriate trainers from the health services and academic institutions, amongst others, in order to assist in 
the reorientation of existing health personnel.

Health sciences education and training programmes should be evaluated in terms of their consonance with the broad aims 
of the health care system. It is also essential that racial, gender and geographic inclusivity of health personnel education 
and training programmes are ensured.

Through the introduction of effective career guidance programmes at the secondary school level information about career 
options and accompanying subject combinations can be made available at an early stage. Selection criteria for admission 
to health sciences training should be reviewed so as to create greater access for those sections of the community formerly 
actively excluded. However, this should be accompanied by the creation of learning environments that facilitate 
achievement by persons who historically have been oppressed. The current subsidy system for educational institutions, 
which encourages academic activities which are not necessarily consonant with national need, should be reviewed by the 
ministries of Education and Health. 

Re-certification for competency and safe practice should be the responsibility of the new interim professional councils, as 
should be quality assurance regarding education and training programmes, based on a redefined meaning of excellence 
and relevance - health science education should be excellently relevant.

OTHER CATEGORIES OF HEALTH WORKER

There has been considerable discussion of newer, and in some instances more appropriate, categories of health worker. 
Among these categories are the community health worker (CHW) or village health worker (VHW). It is clear that CHWs 
have an important role to play, particularly in communities with very few health care resources. The outstanding feature of 
CHWs is their unique relationship with local communities. Ideally, they are members of the communities they serve and 
are selected and supported by and accountable to them. CHWs fulfil a valuable role in providing information, education 
and communication regarding health and health-related issues in communities. It would be unfortunate if they were to lose 
these outstanding characteristics and become merely one more category of health worker in the public service. It would be 
far better if they retained their very specific community orientation, but obtained support, material and financial, from the 
formal health care sector. The role and function of CHWs should be community-specific and, while some minimum level of 
training may be desirable at national level, their skills should be dictated by local needs. It is desirable, however, that 
CHWs should have access to the formal health services. The "ladder" curriculum of the Philippines could well be emulated 
in South Africa.

CONCLUSION

The development of human resources for health care requires explicit policy and South Africa needs a plan for the 
development of human resources for health care. Such a plan should include projections of the numbers and categories of 
health personnel that will be required over the next five to ten years. The plan will have to be revised annually. At the same 
time, the historical imbalances along class, geographic, gender, racial and sectoral lines should be redressed. Imaginative 
strategies will be necessary to ensure the implementation of the plan and a political process involving all the stakeholders 
will have to precede the formulation of the plan. It must be done, and, with the commitment of all those concerned with the 
provision of an equitable, appropriate, responsive health care system for the people of South Africa, it can be done. 
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Table 7

Table 7.1 

Distribution of health personnel (public and private) between 
provinces (1992/93)

Province

Doctors 
per 100 
000 
population 

Nurses 
per 100 
000 
population

Pharmacists 
per 100 
000 
population 

Eastern Cape 30,7 321,3 20,1
Mpumalanga 28,3 265,8 23,1
Gauteng 127,4 618,4 109,8
KwaZulu-Natal 53,5 431,9 28,7
Northern Cape 37,6 432,3 28,5
Northern Province 15,5 293,2 7,8
North-West 22,7 273,5 22,8
Free State 46,5 382,3 38,8
Western Cape 143,8 686,3 79,8
TOTAL 60,2 421,5 42,6

Sources : Chetty (1994) and Development Bank of Southern Africa (1994) 
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Table 7.2 

Health personnel practising in the private sector (1989/90) 

Category of personnel Number of personnel
Proportion of each 
category of health 

personnel in private sector
General doctors 7,947 62% 1

Specialist doctors 3,703 66% 1

Dentists 2,883 93%
Pharmacists 7,350 89%
Supplementary health 
professions 6,374 60%

Nurses 22,940 21%

1 In total, 59 percent of doctors work in the private sector. The reason for this proportion being 
lower than the proportion of general and specialist doctors in private practice is that there are 1,252 
doctors working in the public sector who are categorised as superintendents and interns, in addition 
to the 4,942 general doctors and 1,891 specialists employed in the public sector.

Source : Rispel and Behr (1992) 
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Table 7

Table 7.3 

Distribution of public sector health care personnel by level of 
care (1992/93)

 General 
doctors

Specialist 
doctors Nurses Pharmacists

Facility type No. (%) No. (%) No. (%) No. (%)
Academic hospitals 2 164 38,0 1 367 63,1 21 288 19,5 289 28,2
Tertiary hospitals 1 287 22,6 419 19,3 17 694 16,2 233 22,7
Secondary hospitals 404 7,1 122 5,6 13 733 12,6 132 12,9
Community hospitals 1 146 20,2 89 4,1 29 049 26,7 220 21,5
Chronic hospitals 114 2,0 91 4,2 8 665 7,9 44 4,3
Primary care services1 575 10,1 80 3,7 18 627 17,0 108 10,5
All acute hospitals 5 001 87,9 1 997 92,1 81 764 75,0 874 85,2

TOTAL 5 690 100,0 2 168 100,0 109 
056 100,0 1 026 100,0

1 Includes staff working at clinics, district surgeons, and personnel providing other primary care 
services such as school health services. As some health personnel work on a part-time basis, the 
"full-time equivalent" value is used, with the exception of district surgeons where "full-time 
equivalent" data were not available.

Source : ReHMIS survey. 1992/3 
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Table 7.4 

Health workers per 100 000 population in the magisterial 
districts sorted by per capita income (1992/93)

Quintiles of 
magisterial 
districts sorted 
by income per 
capita 

General 
doctors

Specialist 
doctors

Registered 
nurses

Other 
nurses

Health 
inspectors Pharmacists

Q1 (lowest 
income) 5,1 0,4 78,7 109,4 1,1 0,5

Q2 9,4 1,8 90,9 119,2 2,2 1,1
Q3 15,8 3,2 128,4 137,1 4,3 2,5
Q4 13,5 1,8 128,2 131,5 7,6 4,0
Q5 (highest 
income) 23,3 12,3 189,9 185,4 6,7 5,4

TOTAL 14,1 5,4 129,5 143,1 4,1 2,8

Source : ReHMIS survey. 1992/3 
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Table 7

Table 7.5 

Public sector health personnel 1 per 100 000 population by 
province (1992/93)

 General 
doctors

Specialist 
doctors

Registered 
nurses

Other 
nurses

Health 
inspectors Pharmacists

Lowest ratio
Province w/usaids Mpumalanga Mpumalanga Mpumalanga E.Cape N.Province
Ratio 6,48 0,48 67,63 87,57 1,74 1,36
Highest ratio
Province W.Cape W.Cape W.Cape W.Cape W.Cape W.Cape
Ratio 30,63 23,71 200,46 224,54 8,06 6,69

1 Includes personnel working in local authority health departments. 

Source : ReHMIS survey. 1992/3 
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Chapter 8

Chapter 8

Drug Policy

 INTRODUCTION

The historical waste, inefficiencies, distortions and inequities in the South African health system are plainly reflected in the 
pharmaceuticals sector. According to the rather stringent norms set by the World Bank for essential pharmaceuticals 
expenditure, South Africa needs approximately R220 million for the provision of essential medicines each year (based on 
1,5 United States dollars per capita per annum, assuming a population of 40 million people). This is exceeded in South 
Africa by a factor of 30 (table 8.1). Even in the public sector, the excess is more than sevenfold. It can be assumed that 
there are cumulative losses in procurement and distribution, and due to irrational prescribing, lack of compliance, fraud 
and theft that have been described elsewhere.1, 2

These issues are reflected in South Africa in a number of special ways: overcapacity of the pharmaceuticals industry;3 
high mark-ups at the levels of wholesalers and pharmacies; uncontrolled buying and sale of pharmaceuticals by 
dispensing doctors, and massive discrepancies between them;4 unquantified transfer pricing of products and raw 
materials imported from elsewhere; high taxation on medicines, including essential medicines; and a government list of 
medicines for use in the public sector that exceeds 3 600 items5.

THE PHARMACEUTICALS SECTOR IN SOUTH AFRICA

Tables 8.1 to 8.5 present information concerning expenditure on medicines in South Africa, including the rand value of 
total spending on medicines, the proportions of total spending contributed by the private and public sectors, a description 
of the major dispensers of medicine in the private sector and the expenditure they account for, and the percentage of 
private sector medical scheme expenditure accounted for by medicines.

It is clear from the information provided that the private sector accounts for the larger portion of expenditure, measured in 
rands (nearly 80%), although the volumes consumed in the public sector are greater (estimated at 50% of the total 
pharmaceutical consumption in the country);6 that about 32% of private sector medical scheme expenditure is accounted 
for by medicines; that pharmacies dispense the highest proportion of drugs in rand terms, followed by private general 
practices and private hospitals; and that the high level of expenditure can be explained in part by a lack of control over 
funds disbursed by medical schemes, the distribution system and (unquantified and presently unquantifiable) transfer 
pricing by multinational pharmaceuticals companies.

The lack of vigilant control by medical schemes over funds in their possession has attracted national attention. Measures 
that address this, a clearer and more equitable national system of medicines procurement and distribution, and the 
rendering of a clear account of transfer pricing as raw materials and finished and semi-finished products move into the 
country, should bring about substantial improvement in this sector.

There are stark differences between expenditure on pharmaceuticals in South Africa and in the rest of sub-Saharan Africa 
(table 8.5). 

A FIVE-POINT PROGRAMME

A drug policy committee, appointed in 1994 by the Minister of Health to examine the costs of medicines in South Africa 
and the programmes necessary to address the need for a new and equitable system for providing medicines in the public 
sector, has submitted its findings.7 The following were considered within the brief of the committee:

a cost structure for medicines in the public sector; 
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an essential drugs list for the public health sector and the supporting programme necessary for its implementation 
and continuation;
encouragement of the use of generic medicines; 
a critical examination of the processes and procedures of the Medicines Control Council (MCC), and linkage of the 
decisions of the Council with control of costs of medicines and with epidemiological data; and 
the incorporation of traditional medicines in the formal health sector, ensuring that the issues of quality and safety 
(and, where applicable, efficacy) are addressed with regard to this category of medicines. 

Table 8.1 - Total expenditure on health care and medicines in South Africa by the private and public sectors 
(1992/93). End user prices.

ESSENTIAL DRUGS

The World Health Organisation (WHO) defines essential drugs as "those drugs that satisfy the health care needs of the 
majority of the population; they should therefore be available at all times in adequate amounts and in the appropriate 
dosage forms". 

A provisional essential drugs list comprising approximately 240 entities has been compiled.7 It is important that the list is 
supported by a comprehensive programme, referred to in the report of the drug policy committee as the essential drugs 
programme. Essential medicines were defined for the purpose of the report as those that are critically required in the 
public sector, at every level of health care, for the prevention and management of 90 to 95% of the common and important 
conditions in the country. These medicines must satisfy high standards of safety, quality and efficacy and they include 
vaccines and contraceptives. It was recognised that regional differences in demography and epidemiology would influence 
the ongoing implementation of the essential drugs programme.

Table 8.2 - Breakdown of expenditure in the private sector for different dispensers of medicines (1992)

The essential drugs list was compiled for the following prescriber levels:

level 1: self-medication 
level 2: paramedical (includes nurses, community health workers and pharmacists) 
level 3: registered medical doctors, dentists and veterinarians 
level 4: medical specialists, up to the district hospital 

It is intended that the list should serve as a basis for the national system of medicines procurement, distribution, utilisation, 
review, training of health personnel at all levels, pricing, tax policy and support for the national pharmaceuticals industry. 
The essential drugs list should support comprehensive treatment guidelines at every level of health care.

A national co-ordinating arrangement is envisaged for the ongoing support and promotion of the essential drugs 
programme. This will address the provision of drug information, training (including in-service training) in drug information 
and the rational use of medicines by professionals at every level of health care, and support and encouragement for 
teachers of pharmacy and pharmacology at tertiary health educational institutions to adopt World Health Organisation 
guidelines and essential drugs concepts in teaching their students. The Medicines Control Council should be included in 
the programme.

It is envisaged that the essential drugs list will also be applied to tertiary referral hospitals for those services that are strictly 
at primary and secondary levels, on the understanding that an additional, complementary list for special needs will be 
compiled by an appointed group of experts, ideally from within the hospital, and will be used according to a system of full 
consultation. The complementary lists, consolidated from the tertiary institutions, could be used for national tendering. 
Each tertiary hospital would draw up its own formulary, appropriate to its special needs and subject to its own 
pharmaceuticals budget.

A short list of proscribed drugs, with reasons for the decision in each case, would strengthen the recommended essential 
drugs list.

DATABASE AND DRUG INFORMATION

An infrastructure of information technology is required to support the essential drugs programme. It is envisaged that the 
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details of this will be decided together with the National Health Information System of South Africa (NHIS/SA).

A set of national indicators, based on the World Health Organisation report (WHO/DAP/92.6), might serve as the basis for 
the pharmaceuticals database. The NHIS/SA is expected to have the capacity to link the following: national indicators; 
drug information and treatment protocols at every level of health care; outcomes of training relevant to the essential drugs 
list; maintenance of the list and motivations for further inclusions and exclusions; changes in the list and justification 
thereof; drug utilisation and cost reviews; and support for a system of appeal.

It is envisaged that the database should serve as a tool for use by health professionals and hospital and clinic 
administrators with access to a personal computer, to enable them to obtain all the relevant information pertaining to the 
essential drugs list that is decided upon. It would need to be a relational database, with an interface that makes it 
accessible to people with minimum computer skills.

The national drug policy committee felt that drug information services, both proactive and reactive, should be linked with 
poisons information services, supporting national needs and financed by the Ministry of Health. These information services 
should be at least partly hospital-based, actively involved in training (including the training of other trainers in drug 
information), and responsible for producing a national drug information bulletin. In-service training in drug information, 
particularly for nurses and others working in the professions allied to medicine, with special attention being given to 
training the trainers and seeding of expertise, is likely to raise the standards of drug information in the country substantially.

GENERIC MEDICINES

Prescription of interchangeable multisource pharmaceutical products (IMPP), that is generic medicines, by generic name 
was strongly encouraged by the drug policy committee in both the public and private sectors, and substitution of generic 
medicines was recommended provided that this is in favour of the substantially cheaper product and that no substitution is 
allowed of any IMPP that appears in the negative list of the Medicines Control Council. 

Whether the generic medicines available in South Africa are dependable, safe and equivalent to the original brand name 
products that are produced by the research-based companies has already been addressed.8 Questions raised in this 
regard included whether medicines should be retested so that efficacy, safety and quality are demonstrably equivalent to 
the originator's product; what the Medicines Control Council does to ensure that these standards are met; whether there 
are indeed cost savings to the public if generic medicines do not perform at the required standard; and what is done to 
guarantee ongoing maintenance of the quality of the generic medicines established at the time of registration.

Table 8.3 - Breakdown of Expenditure by Private Medical Schemes (1992/93) Retail Prices

The World Health Organisation has shown that the use of generic medicines results in a considerable reduction in the cost 
of medicines. For this reason it can be predicted that the use of generic medicines will continue to increase worldwide, in 
developed as well as developing countries.

Pharmaceuticals technology has advanced to the state that the generic equivalence, generic substitution, bio-availability 
and bio-equivalence can be judged by simple and standardised testing procedures. High standards of manufacturing 
practice, laboratory practice and quality assurance are applied universally by manufacturers and tested by regulatory 
authorities (the Medicines Control Council in South Africa) so that production of a uniform and reproducible dosage form 
can be relied upon.9

Active ingredients which are known to have presented bio-equivalence problems in the past are well recognised in the 
pharmaceutical literature. They have been identified in a special list by the Medicines Control Council and it is generally 
accepted that these generic medicines should not be interchanged in a particular patient unless the patient is properly 
informed and carefully monitored during the changeover phase. For medicines with a narrow therapeutic range and for 
those for which it is required that a particular blood level is achieved (such as anti-epileptic agents and certain antibiotics, 
antihypertensive and antidiabetic agents), bio-availability testing in human subjects is required before registration is 
approved by the MCC. Approximately 70 000 quality assurance tests are conducted each year on medicines that are 
available on the South African market, and every complaint against a medicine is tested in the laboratory of the Medicines 
Control Council, which is dedicated for this purpose. 

COSTS REVIEW AND CONTROL

The drug policy committee suggested the establishment of a pricing committee within the Ministry of Health to address the 
cost of medicines. It was to:
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decide on the value of medicine relative to other available comparable medicines, and to other non-medicinal 
therapies, and using this: 
decide on the price of the drug at the point of manufacture, after thorough economic evaluation of cost-effectiveness 
and cost per clinically significant outcome. Pricing policies pertaining to medicines were to be entirely transparent 
and open to public scrutiny at all times; 
implement and supervise a system of reimbursement control, reinforced by actions that support the rational use of 
drugs, based on elimination of the profit motive from the sale of medicines by health professionals; and, 
ensure that pricing control and reimbursement linked with the national essential drugs list and supporting essential 
drugs programme should take place at all stages after consultation with those who have an interest in the cost of 
medicines. 

Thus the pricing committee would engage with all interested parties, with the aim of replacing trading in drugs by 
professionals with professional and capitation fees. The pricing committee would act after registration decisions by the 
Medicines Control Council, which would continue to be made without reference to financial considerations.

This would be linked with a system of centralised tenders for the public sector, conducted and supported by a single tender 
facility equipped with centralised, computerised and cross-linked logistics information management and codification in 
order to contain costs and ensure efficiency. The implementation of training programmes is necessary to ensure 
competent administration. The effectiveness of procurement and distribution systems would be monitored continually 
according to indicators and linked to recognised measurements of drug utilisation and costs. The information that is 
presented by the South African pharmaceuticals companies listed on the Johannesburg stock exchange and that is readily 
available captures 36% of the market in rand value and 46% in dose units (table 8.4). 

Table 8.4 - Market share of listed South African pharmaceutical companies (1994)

TRADITIONAL MEDICINES

The challenge that traditional (indigenous) medicines pose for the formal health sector are considerable, and it is part of 
the government's health manifesto that they should be met. The ultimate objective is that traditional medical practices and 
the use of traditional medicines should be integrated into a comprehensive primary health care approach that encourages 
full participation by the community. The emphasis should be on self-care, and a critical evaluation of how traditional 
practitioners might support health education activities (for example, immunisation programmes, STDs and AIDS 
awareness). It is felt that there should be a national policy for traditional medical practice that incorporates evaluation and 
quality control of medicines used by traditional healers.10 

A plan has been developed for the scientific investigation of medicinal plants, linked with the development of a national 
pharmacopoeia and formulary, in close collaboration with traditional healers (the TRAMED programme).11 TRAMED 
proposes to link with a system of evaluation and control of "essential traditional medicines" (corresponding with the idea 
and definition of essential conventional medicines).

In due course the formation of a national institute for traditional medicine, which should serve as a reference centre and 
intellectual base to provide the infrastructure for the evaluation, development, promotion and protection of traditional 
medicines, is envisaged. 

Table 8.5 - Expenditure on pharmaceuticals in sub-Saharan Africa 1993

RESEARCH

A key challenge for the development of new policy is that it should be linked with data collection, output analysis and 
research. It could be a vital link in strengthening public health research in South Africa and in supporting the efforts of the 
National Health Information System. Some of the obvious areas for research development in pharmaceuticals are:

Medicines information. Drug information systems should be developed to retrieve, interpret and disseminate data on 
medicines to health professionals and administrators in order to promote rational drug use. Specialist areas include travel 
medicine, malaria prophylaxis and treatment, psychopharmacology and drug effects on the foetus, and measurement of 
the output and results of these. 
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Drug formularies. Special issues pertaining to the production and use of national drug formularies and treatment protocols 
should be studied, and the impact of supporting training programmes assessed. Methods might be applied and further 
developed for measuring the effects of such programmes.

Drug surveillance research. There is considerable scope in South Africa for research in the fields of pharmaco-
epidemiology and pharmaco-economics, drug utilisation review and disease management. This includes measuring the 
impact of formulary management and drug information systems, cost-effectiveness studies, and structured utilisation with 
case and disease management and outcomes measurement. (Special attention might be paid here to the needs of nurses 
and community health workers, and the testing of their needs and the results of their work in the field.)

Research into the impact of policy, including drug regulatory policies, and the evaluation and monitoring of the effects of 
these interventions (including cost implications).

Systematic surveillance of target medicines in the post-registration phase, with special reference to antimalarials, 
antituberculosis agents, drug resistance of malaria and tuberculosis, AIDS and STDs, and linkage of these with a drug 
utilisation database containing prescribing patterns and patient demography.

WHO Core indicators of drug use

Prescribing indicators

Average number of drugs per encounter 

Percentage of drugs prescribed by generic name 

Percentage of encounters with an antibiotic prescribed 

Percentage of encounters with and injection prescribed 

Percentage of drugs prescribed from essential drugs list of formulary 

Patient care indicators 

Average consultation time 

Average dispensing time 

Percentage of drugs actually dispensed 

Percentage of drugs adequately labelled 

Patients' knowledge of correct dosage 

Facility indicators 

Availability of copy of essential drugs list or formulary 

Availability of key drugs 

THE PRIVATE SECTOR

These ideas are directed at the public sector in the first instance. It is to be expected that managed care organisations and 
medical schemes, private hospitals and cost-conscious private practitioners and specialists will find much about the idea of 
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essential medicines appealing. Comprehensive reform of the way medicines are used and paid for in the public sector is 
also likely to have a significant influence on the private sector.

CRITICAL REQUIREMENTS FOR SUCCESS

The above proposals should be achievable if the following can be established:

a centre, directly responsible to the Ministry of Health, for the co-ordination and ongoing management of the essential 
drugs programme;

a national system of drug information, including poisoning and toxicology, aimed at supporting and training all health 
workers; this includes in-service training, and provision of drug information to the public;

tangible support on the part of the state for the essential drugs programme in the form of tax exemptions on essential 
drugs and incentives for manufacturers;

a database on pharmaceuticals, including their costs and utilisation, in the national health information system;

a review of the teaching of pharmacology and therapeutics at schools of medicine, pharmacy, nursing and other 
paramedical schools throughout the country, with the purpose of aligning these programmes to the ideas of essential 
drugs and cost-effective prescribing; and 

a regional and national review of drug prescription, therapeutics and utilisation, "driven by the regions"; an appeal system 
should be independent of the decision-making body to ensure fairness, and a thorough, ongoing process of consultation.

A sine qua non of the success of these programmes is a national drug regulatory authority that is trusted by all for its 
scientific standards, independence and integrity.
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Table 8.1 

Total expenditure on health care and medicines in South 
Africa by the private and public sectors (1992 / 93). End user 
prices

Expenditure breakdown (R'000s)
 Private 1 Public 2 Total
Expenditure on medicines 5 029 328 1 341 450 6 370 778
Total expenditure 15 340 104 11 097 360 29 437 464
Medicines as a percentage of 
total 32,8 12,1 24,1

1 Includes expenditure on medicines reported by medical schemes; dispensed by dispensing 
practitioners to cash patients; purchased over-the-counter, not reimbursed by schemes. 

2 Does not include distribution costs, salaries or overheads.15

Sources : Furst W. 199412 

Valentine N and McIntyre D. 199413 

McIntyre D et al. Health Expenditure Review. 1995 
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Table 8.2 

Breakdown of expenditure in the private sector for different 
dispensers of medicines (1992)

Sample size (by contributions) : 6, 6 percent of total contributions to medical aid 
and benefit schemes 

Dispenser Expenditure claimed 
(R '000)

Percentage of total 
(%)

Pharmacies 126 807,6 50,92
General practices 61 192,3 24,57
Private hospitals 54 592,6 21,92
Public hospitals 3 128,1 1,26
Specialists 3 304,5 1,33 

Sources : Valentine N and Mcintyre D. 1994 
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Table 8. 3 

Breakdown of expenditure by private medical schemes 
(1992/93) Retail prices

Category Expenditure (R'000) Percentage of total (%)
General practitioners 1 200 732 11,1
Specialists 1 889 983 17,5
Dentists 975 743 9,0 
Private hospitals 1 929 221 17,9
Public hospitals 450 402 4,2
Medicines 1 3 429 882 31,8
Other 729 639 6,8 
Unallocated 188 194 1,7
Total 10 793 796 100,0 

1 Commonly accepted mark-ups are 21.2% for wholesalers and 50% on the wholesale price for 
retailers.

Sources : Valentine N and Mcintyre D. 1994 
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Table 8

Table 8. 4 

Market share of listed South African pharmaceutical 
companies (1994) (1;2)

 Rand share Dose units share
SA Druggists 12 25 
Premier Pharmaceuticals 9 8
Adcock-Ingram 6 7 
Ciba-Geigy 5 5 
Logos 4 1 
Total share of market 36 46

Key : (1) All figures expressed as a percentage 

(2) Refers to the private and public sectors

Source : Boner and Freemantle, Inc. Johannesburg 
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Table 8

Table 8.5 

Expenditure on pharmaceuticals in sub-Saharan Africa 1993

Country Population
('000 000)

Consumption
of medicines / 

capita 1

Expenditure on
medicines ($ 

millions)

Angola 10 5,0 50
Benin 5 2,6 13
Burkina Fasso 9 2,0 18
Burundi 5 0,9 5
Cameroon 12 7,8 94
Cen. Afr. Rep. 3 2,5 8
Chad 6 1,1 8
Cote D'lvoire 12 9,5 114
Ethiopia 51 0,7 36
Ghana 15 6,7 101
Kenya 24 3,2 77
Madagascar 12 3,2 38
Malawi 9 2,1 19
Mali 8 1,7 14
Mozambique 16 1,5 24
Niger 8 3,8 30
Nigeria 96 2,7 259
Rwanda 7 0,5 4
Senegal 7 5,1 36
Sierra Leone 4 2,4 10
Somalia 8 2,5 20
South Africa 36 22,7 817
Sudan 25 5,0 125
Togo 4 4,5 18
Uganda 16 2,7 43
Tanzania 25 2,7 68
Zaire 37 3,3 122
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Zambia 8 3,0 24
Zimbabwe 10 4,3 43
TOTAL 488 4,0 2 223 3

1 Consumption in US dollars, in 1990 terms ($1 = R2.58 in 1990) 

2 Excluding South African date, this figure amounts to $3.3 per capita 

3 Excluding South African data, this figure amounts to $1421 million. 

Note that South African data are probably significant underestimates

Sources : World Development Report. 1993 The World Bank. 

Ballance R et al. 1992 The World's Pharmaceutical Industries. UNIDO 
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Chapter 9

Informatics Support

 WHAT IS HEALTH INFORMATICS?

The World Health Organisation (WHO) defines health informatics as "an umbrella term used to mean and to encompass 
the rapidly evolving discipline of computing and communications, methodology and technology, to support health related 
fields such as medicine, pharmacy, dentistry and nursing".1

Recently, Power refined this definition, describing health informatics as "the application of the methodologies and 
techniques of information science, computing, networking and communication to support health and health related 
disciplines".2 He also expanded it by defining the three dimensions of who it serves, what services it provides, and what 
technology it employs.

A local definition places more emphasis on the data processing aspects of health informatics and its role in management. 
It has been defined as the "effective and efficient collection, analysis and evaluation of information relating to 
characteristics of people and communities, their external milieu (i.e. environmental, socio-cultural, economic and available 
health systems) and health affecting interventions at individual and collective levels so as to identify resources used and 
health outcomes of people and communities so as to enable informed decision making."3

This definition excludes the health communication and education and the bibliographic services dimensions. The 
discussion in this chapter adopts this more focused definition, an important feature of which is that health informatics is not 
merely the collection of data, but includes the processing thereof into appropriate information. 

While informatics often conjures up the image of a computer, it need not necessarily imply a computer-based system and 
could include simple paper-based systems. It also does not imply only routine collection of data, but can incorporate other 
collection procedures such as surveys, sampled information from records and sentinel surveillance. The method of 
collection must be selected to suit the purpose. 

WHAT IS A HEALTH INFORMATION SYSTEM?

A health information system (HIS) is not a single system but comprises many components, including administrative, 
financial and surveillance dimensions. In view of the fact that data transfer capabilities improve constantly, it would be 
appropriate to establish an open system with good linkages rather than a single system. The proposed National Health 
Information System (NHIS/SA) is conceived as a parent system comprising various component systems.4 The potential 
components identified for the NHIS/SA to plan and monitor the implementation of the Reconstruction and Development 
Programme (RDP) include:

Sociodemographics 
Health status 
Health resources 

Human resources

Health finances

Physical facilities

Equipment

Pharmaceuticals/Medicines/Drugs
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Other stock control

Health care provision 
Health care utilisation 
Health promotion and public information 
Health care coverage 

These are the components that would be required to run an effective, efficient, equitable and accessible service.5 In order 
that inequities may be redressed, it is essential that the information is collected and presented geographically, as well as 
by race, age and sex. 

The report of the health information task group in the Western Cape advocates a model for the HIS within the district 
model of the health service as shown in figure 9.1.6 The HIS has a support function that filters through all the levels of 
care. At the community health centre level, data should be collected from all the providers as well as from the community 
they serve so that the services can be managed at facility level and co-ordinated at community level. The community 
health committees should be provided with appropriate health information to facilitate their engagement with the service. At 
district level the HIS is extremely important, as it is from this level that integrated care for a geographic area is managed. 
The district management team will require sound information support for the planning, implementation and evaluation of 
health care programmes and for ensuring equity. Information must be collated and analysed at the provincial level to 
provide the necessary support for policy development, planning and monitoring. It is clear that in this model, health 
providers at all levels will need to develop skills in the collection and utilisation of information. Each district should have an 
information officer who is well trained and can facilitate the use of information. 

Health information serves policy-makers, managers, service providers and consumers. However, these groups may have 
different needs and requirements of the information system. Sandiford et al7 argue that if health information systems are to 
meet their potential they must be "action-led" and designed to support the decisions and actions of health personnel. They 
make the point that the relevance of the information is more important than the comprehensiveness of the database.

Heywood et al8 have outlined important principles for the design of an HIS. They argue that the system should be user-
friendly, simple and useful at the level of collection. While there should be flexibility in the system so that changes can be 
made, there must be standardisation in order to promote integration of information. Appropriate methods of presenting 
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information are essential for feedback and utilisation of the information.

THE HEALTH INFORMATION SYSTEM IN SOUTH AFRICA 

The problems inherent in the HIS in South Africa mirror those in the health service itself, which has been hampered by its 
fragmentation and limited by its emphasis on curative care. Since mid-1994 the MECs for health have been planning how 
to restructure the health service in each province. The need for a sound provincial health and management information 
system was recognised by all the provinces and situational analyses of the current systems generally identified that while 
much data is collected, it is mostly not processed or not used at an appropriate level, and tends to be of an administrative 
nature. While many components of the information system were observed, they were generally unco-ordinated and were 
underdeveloped. In particular, the gap in population-based surveillance information, underdeveloped primary care patient 
administration systems, a lack of district or provincial level synthesis of information and a lack of financial information were 
identified.

It was observed that information has often not been utilised in the management of the services. Data is collected without 
clear goals in mind and there is minimal feedback to data gatherers. In general there are no mechanisms for local staff to 
routinely assess their work in terms of efficiency or effectiveness.

The split between the public sector and the private sector is also reflected in the health information system, with little 
consolidation of the two. Informatics support is also fragmented in the private sector and ranges from sophisticated billing 
systems in private hospital organisations to underdeveloped systems such as surveillance. 

Exchange of intersectoral information that has a crucial bearing on health outcomes is also very weak. Population size and 
other demographic data are crucial for planning in all sectors. However, these data are neither accurate nor readily 
available on a routine basis, and nor are socio-economic data. Birth and death statistics are not collected uniformly across 
the country. The national system based on civil registration has inadequate coverage and the large local authorities have 
established their own statistical systems. However, these are not integrated or linked even within one region. Civil 
registration is the responsibility of the Department of Home Affairs and there has been insufficient involvement of the 
Department of Health in the planning and implementation of this system. It is crucial that a national, interdepartmental task 
group is established to promote the improvement of vital registration and statistics.

Current routine data collection in the primary level curative services of the public sector illustrates the shortcomings of non-
directed planning. Too much unnecessary data is collected in the records, important data is missed, the process of data 
collection is inefficient, motivation and skills of the staff involved are deficient and, most importantly, little or no feedback is 
built into the system for those directly concerned with the collection. In short, it is not action-led. 

Financial information is not linked to the HIS and special studies have had to be set up to investigate expenditure on health 
services, as the information required was not available.9

A survey conducted at the end of 1993 to assess the informatics capacity in South Africa10 found that there were many 
stand alone systems with no integration across health authorities. The study revealed that there was a lack of 
understanding of the concept of health information and a lack of training in health informatics. However, it did suggest that 
there are a number of computerised information and communication systems in the health service.

A rapid assessment of what systems or parts of systems exist and which were potential components of the NHIS/SA was 
undertaken.4 This established that there were no systems that covered all levels of care, but a few that could contribute 
towards the provincial and national levels. All provinces reported that the systems: 

were fragmented and incompatible; 
provided insufficient information; 
were not well co-ordinated and needed to be restructured and restandardised to collate information; 
were used mainly for budgeting and personnel purposes; 
did not provide for other data requirements such as population estimates; 
were not user-friendly and the software and hardware was incompatible; 
had mostly manually driven facilities with minimal computerisation; 
afforded inadequate analysis and interpretation of data at local level. 

There are some important systems that work well and need to be built on. For example, the Western Cape Regional 
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Services Council has developed an information system to support monitoring of the treatment of TB. This is used to 
monitor trends and is regularly sent to the clinics.

ReHMIS is a survey of all the resources in the public sector. It was originally conducted in the Northern Province, where 
analysis and mapping of the data provided useful insight into the distribution of resources at district and community level. 
Due to the lack of consistent, standardised information in the country, the Department of Health, with financial support from 
the Independent Development Trust (IDT), has implemented this survey in all the provinces. Not only will it provide 
important data for the establishment of the districts, but the project is also providing a vehicle for building regional capacity 
to process, analyse and interpret data.

The development of a health information system to optimise primary health care in the Free State 

"Limited resources available for PHC must be managed responsibly; appropriate information must be used to foster 
objective and sound management decisions; and accurate information must be available when and as needed by PHC 
managers, workers and clients". These are the fundamental principles upon which the Free State's Primary Health Care 
Information Project is based. 

Until now the focus of the project has been on intensive planning and the setting up of structures and mechanisms for 
accomplishing the project objectives. A number of task groups were constituted and have since developed strategies 
according to which crucial components could become integrated into a PHC information system to optimise PHC in the 
Free State. An essential facet of the whole project is the continous evaluation and amendment of the project objectives 
and strategies, and in the long run, activities. 

Strategies for implementing the different components of the project include:

provision for transparent, participatory financial resources management and accounting at various levels of 
management; 
training of personnel to look at their information needs critically, record, process and report the new essential 
routine data set, and operate a computerised data capturing process for PHC; 
training of personnel in community-based research, to supplement routine data; 
provision to accommodate, during the planning phase, the unique needs of communities within the various 
planning areas; 
a strategy according to which health managers will be trained to rely on and use comprehensive health 
information for the purposes of planning and managing community-based PHC services; 
strategy for end-users of information in the Free State to access the database of health information set up by the 
project team, and other means of disseminating the information further; 
promotion of community involvement in the health information system and other general health matters; 
integration of information about traditional healers and healing into the project; 
computerisation of the entire health information system. 

During the next phase of the project the above strategies will be implemented in selected pilot areas by trained health 
personnel. Towards the end of this phase the original strategies will be revised and adapted according to the outcome of 
the pilot studies. Subsequently, the strategies will be implemented throughout the province. 

POLICY DEVELOPMENT AND IMPLEMENTATION

The shortcomings of the information system were previously alluded to in the ANC's Health Plan, which called for a 
national health information system that would facilitate an equitable distribution of health care resources, efficient 
management of the health care system and monitoring of progress towards objectives. This has been adopted by the 
government in the RDP. The RDP gives a high priority to the implementation of an NHIS by the Department of Health. 
However, while these documents provide an overview, they do not provide a detailed blueprint.

The Health Systems Trust organised a seminar in March 1994 to initiate the process of developing a more detailed policy 
framework for health information. The seminar was attended by technical experts from all over the country who were 
interested in or involved in health informatics, as well as by international experts. Enormous progress was made in 
obtaining consensus that there was a need for a national policy and strategy for informatics support to health care. A start 
was made in respect of important policy issues and a Health Informatics Policy Group was formed to pursue the 
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development of policy. Through government's recognition of its importance and in line with expressed policy in the 
Minister's Health Plan, the Policy Group was overtaken by an NHIS/SA committee created by the Minister of Health in 
August 1994 to develop a national strategy for a comprehensive health information system. 

The committee is chaired by the Director-General Dr Olive Shisana, and consists of members from the provinces who 
were appointed by the MECs, local experts from the private and public sectors, and consultants from WHO, UNICEF and 
USAID.

The committee's brief is to design and develop an NHIS/SA that starts at local level and feeds into the district, provincial 
and national level, and that includes the private and public sectors. The committee's responsibilities include ensuring 
standards which adhere, as far as possible, to international standards, ensuring the appropriate acquisition and use of 
hardware and software, establishing measures to ensure security and confidentiality, developing a strategy for training, 
and preparing a white paper to be used as a basis for drafting legislation for an NHIS/SA. 

The objectives of the NHIS/SA were identified as being:

to ensure the availability of information for the management of health services, which includes efficiency, cost, 
volume and coverage; 

to measure the health status of the South African population; 

to monitor the RDP health priorities and to measure the progress of the implementation thereof. 

The committee has considered the 26 RDP health priorities by identifying ways in which the NHIS/SA could address them. 
It recognised that different provinces might have different priorities, depending on the major problems in the particular 
provinces. It has set up subcommittees to do detailed work on various aspects and is in the process of devising a 
workplan. It has decided to take a programmatic approach and to focus initially on the administration and finance system, 
a component of the health resources system, as well as the health status surveillance system.

The project is expected to take at least four years and will require extensive resources. The European Union has voted an 
amount to support the development of the NHIS/SA. The committee has agreed that it is the provinces' responsibility to 
develop provincial health information systems and that they will have to consult all role-players and ensure that there is no 
duplication of data collection.

Stakeholders must be included in the process of policy development. The steps that must be taken in an explicit policy-
making process have recently been presented by Power.11 He has adapted the generic process from Lomas12 as 
outlined below.

Definition of problem 

1 Identify problem/issue; 

2 Identify stakeholders;

Policy-making 

3 Collect information and produce alternative policies; 

4 Involve stakeholders in choosing among alternatives;

Implementation of policy 

5 Disseminate and publicize chosen policy; 

6 Implement policy (i.e. establish, control or change behaviour); 

7 Monitor and revise.
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Towards a spacial health system

The Global Positioning System (GPS) gives the exact latitude and longitude of any point relative to three satellites. It 
has proved to be an invaluable device for providing an accurate picture of facilities such as clinics and schools in an 
area, as well as for mapping the spatial location of homesteads. 

The system was initially used by the Medical Research Council to investigate the changing pattern of malaria areas in 
KwaZulu-Natal. It has since been adapted to map residential areas relative to infrastructure such as clinics, schools, 
electrification and water supplies. Hypotheses regarding the resurgence of malaria in the study areas have been tested 
using this approach. Further, the system has demonstrated an increase in malaria incidence occurring largely in a 
focalised fashion. The establishment of a malaria information system using the GPS has provided invaluable 
surveillance information to planners who need to use such information for identifying areas requiring intervention, or a 
scaling down of malaria control activities. 

As a result of its wide applicability, the GPS is an important tool that can be used to provide fairly accurate baseline data 
on communities such as the study area where people do not live in villages but in patriarchal homesteads scattered 
about the countryside. Such data would make possible an assessment of the needs of the community, as well as an 
assessment of the effect of distance on the utilisation of facilities. The system also facilitates the process of identifying 
spatially under-serviced areas. The spatial distribution of populations can also be used for many other development 
purposes. 

While the model might be simplistic, it is clear that stakeholders have an important role to play. They would include policy-
makers, managers, health workers, researchers and the community. Mechanisms for identifying and engaging the 
stakeholders at appropriate times must be put in place. Workshops have been held in all the provinces with NGOs, 
community representatives and local authorities. 

An extremely important initiative aimed at developing consensus and standards has evolved in the private sector. The 
Health Care Industry EDI (Electronic Data Interchange) Steering Committee, comprising vendor associations and users, 
co-ordinates the private sector activities in policy development. Several work groups have been set up to examine and 
report on codes, EDI message standards, EDI carrier, education and awareness, magnetic and smartcards and a health 
care industry database. Close collaboration between the Steering Committee and the NHIS/SA will be mutually beneficial. 

The International Development Research Centre of Canada conducted an investigation into the potential to establish a 
management information system to monitor the RDP.13 It highlighted the need to promote an information culture in all the 
sectors and recommended that a minimum harmonised data set would have to be established. A National Information 
Project has subsequently been established by the RDP office to develop a management information system across all 
departments of government.14 A training programme that will result in a data model being built for the whole of 
government has been initiated. Standards will be developed and it will be important to ensure mutual compatibility between 
the initiatives of the RDP and the Department of Health. The October Household Survey was first conducted in 1993 by 
the Central Statistical Services and in 1994 became a so-called Presidential project with the aim of making information 
available to the RDP.

RESEARCH INITIATIVES

In the health information arena it has been agreed that it will be important to build on the infrastructure already available in 
some of the provinces. Further important lessons must be drawn from the various research initiatives that are underway.

A collaborative project has been established in the Free State between the University of the Free State and the Health 
Services Branch of the province in partnership with community organisations15 to develop an HIS to optimise primary 
health care. Nine task groups have been set up to tackle simultaneously community-based research, community 
involvement, computerisation, financial resources management, health and health-related information, management 
information, routine data, traditional health care information and public relations. The project commenced in 1994 and will 
be piloted in 1995. The system will be implemented in 1996/7.
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In a rural part of the Eastern Transvaal the Agincourt Community Practice Project has addressed the extreme lack of 
information by undertaking a community census.16 In the second phase of the research baseline information on health 
and childbearing status was collected. A vital element of this project has been the process of feeding back information to 
the community. The researchers have identified the importance of basic population information for local government and 
general development programmes.

A project in the subdistrict of Atlantis in the Western Cape is exploring the feasibility of developing an HIS as a tool for 
restructuring the health services in the area.16 While the district structures are not in place, the project has concentrated 
on improving the co-ordination of the different services in the area through identifying the health problems, building 
capacity in staff in the area, and evaluating the current information systems. It has been observed that the data collected in 
the different services in the area is sent to higher levels of management outside the area without being utilised in the area, 
and that information is not shared between facilities. In the next phase it is hoped that a minimum data set will be 
developed for each facility through the identification of suitable indicators to match the goals and targets of the services. 

Other research projects include the use of Management Performance Indicators in the Eastern Province, the use of a 
Global Positioning System (GPS) in KwaZulu-Natal, and the EDT for medical aid claims in the private sector.16

The Health Systems Trust is piloting an initiative called HealthLink,16 which will provide electronic mail to professional, 
and lay health workers. An office has recently been established and three historically deprived provinces have been 
selected to serve as pilot sites for the installation of 30 to 50 points each. The intention is to improve communication 
between people, facilitate data transfer, and improve opportunities for distance-learning. It will facilitate feedback and the 
sharing of health information.

THE WAY FORWARD

While the various initiatives are grappling with enormous challenges and it is difficult to know exactly which route will be 
the best, it would be wise to ensure that we share a common vision. The task group in the Western Cape6 presented the 
vision that "every health worker should be able to use local information to improve the quality and coverage of service 
delivery for their catchment population."

Power outlines a vision which is both "limited and ambitious". He cautions against aiming to use tomorrow's technology on 
the basis that today's technology is appropriate in our setting. He argues that the needs of the patient and health care 
provider are paramount and that, as in the case of the other visions, a key element will be skills development. 

In similar vein, the editor of HST Update recently described the active use of routinely collected information in a rural clinic 
in Thailand.16 As part of her job the health auxiliary prepared colourful wall charts showing the most common diseases of 
the district, trends in malnutrition and indicators of health services provision alongside a map and the demography of the 
district. The editor asked whether in South Africa we will be able to generate an information culture such that our health 
workers will utilise information enthusiastically and competently to better the health care for their communities, rather than 
merely to set up a bureaucratic statistical system. The critical challenge will be to reorient and train health workers and 
managers so that they create this information culture for themselves.

Informatics support for health planning in the Eastern Cape

New provincial administrators have been faced with the daunting task of collecting the information required for planning 
and restructuring health services. A case in point is the Eastern Cape, where fragmentation of health services and 
poorly developed information systems in most of the province constrained integrated planing as health departments 
were amalgamated. 

Through funding from the Health Systems Trust, the Eastern Cape Health Development Unit (ECHDU) was established 
in July 1994 to collate and analyse information required for planning by the provincial health department. The unit was 
directly accountable to the provincial minister of health and the provincial strategic manager. Recognised as an interim 
arrangement, it operated during the turbulent period between the dissolution of the old health department structures and 
the emergence of the new, and is now being incorporated into the newly established Directorate of Information and 
Planning. 

Some of the important tasks completed during this time included the development of provincial health indicators for a 
health information system, planning for nutrition surveillance throughout the Eastern Cape, demographic projections for 

http://www.hst.org.za/sahr/chap9.htm (7 of 8)2004/05/05 12:00:18



Chapter 9

1995, a facilities and personal audit, the development of guidelines and priorities for the building of new clinics and the 
upgrading of existing facilities, and planning for the implementation of the computer-based communications network 
HealthLink in the Eastern Cape. 

The establishment of the new provincial structures and the appointment of provincial personnel have taken time, and the 
Development Unit in the Eastern Cape has played an important role during this period of transition. The foundation has 
been laid for a solid system of informatics support to health care in the Eastern Cape. 

Educational and professional activities in health informatics will have a key role to play. In the last two years the South 
African Medical Informatics Group, a professional association, has broadened its membership in an attempt to represent 
more effectively the scope of health informatics. The Epidemiological Association of Southern Africa has promoted the 
effective utilisation of health information. Valuable resources that can be utilised for developing skills are the training 
manual by Heywood et al8 and the training material produced by the Aga Khan Foundation.17 The Primary Health Care 
Management Advancement Programme17 comprises eight modules focusing on different aspects of information for 
management. Furthermore, short courses have been developed by the emerging Schools of Public Health in Gauteng, 
Kwazulu-Natal and Western Cape. These initiatives must be sustained, but in the long term more substantive qualifications 
and career opportunities must be mapped out and developed. 
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Chapter 10

Research and Development

 INTERNATIONAL TRENDS

In 1987 an international commission was established to review the state of health research in developing countries and to 
make recommendations for action. This Commission found "a gross mismatch between the burden of illness, which is 
overwhelmingly in the Third World, and investment in health research, which is overwhelmingly focused on the health 
problems of industrialised countries". Many developing countries neglect the research that is necessary to inform decision-
making to improve the efficiency and effectiveness of health-related actions.1

The Commission recommended that all developing countries should adopt Essential National Health Research (ENHR), 
an integrated strategy for organising and managing health-related research. It is not a particular type or methodology of 
research, but a process whereby a country can direct its research towards its greatest health problems. Its goal is to 
promote health and development in a manner which achieves equity and social justice. The ENHR strategy uses the full 
range of health research disciplines, including epidemiology, social and behavioural research, clinical and biomedical 
research, health systems research and policy analysis.

The Commission recommended that the way in which health research is funded, should be changed. It advocated that the 
focus should be shifted away from single projects with short time-frames towards an integrated, systematic programme of 
health research for development. Of necessity, this type of programme would entail a long-term perspective. Funding 
would be required for all elements of ENHR, from the less directly research-related aspects such as advocacy and 
supportive mechanisms, to the more obvious elements of research and capacity-building. The Commission recommended 
a precise target: "Developing countries should invest at least 2 percent of national health expenditure in research and 
research capacity strengthening, and at least five percent of project and programme aid for the health sector from 
developing countries should be earmarked for research and research capacity strengthening". 

ENHR encompasses two forms of research, namely country-specific and global research. The former refers to policy-
directed research which seeks to address in the short or medium term the priority health problems of a specific developing 
country. Global research, on the other hand, takes a longer term view of these and other priority world health problems, 
seeking to address fundamental causes of ill-health through the development of a new vaccine, or recombinant DNA 
technology, for example.

The innovation of ENHR lies in its emphasis on addressing priority health problems in an integrated manner using 
whatever range of methodologies is appropriate, and its commitment to linking research with implementation.

HISTORICAL PERSPECTIVE

But the history of health research in South Africa suggests that the implementation of ENHR would represent not so much 
an innovation as a reawakening of the pioneering concepts of the late 1930s and early 1940s. For visionaries like Dart, 
Cluver, Gale and the Karks, research and careful documentation was fundamental to probing the frontiers of public health 
(see Chapter 4). Consequently, a strong tradition of community-based research was established at institutes like the Social 
Medicine Research Unit at the University of Cape Town and the South African Institute for Medical Research and the 
Institute of Family and Community Health in Durban, all of which were supported by the Council for Scientific and Industrial 
Research (CSIR), then the only national research body.

However, many of the precepts of this public health research, geared towards equity, flew in the face of the apartheid 
policies of the 1950s. Many leading figures became disillusioned and left South Africa to play significant roles in public 
health in other parts of the world, and the character of health research in South Africa changed from being predominantly 
community-based to being predominantly laboratory-based in the 1960s and 1970s.2
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The Medical Research Council (MRC), a statutory body for co-ordinating medical research, was established in 1969 and 
assumed many of the health research functions which until then had been the responsibility of the CSIR. A system of 
"framework autonomy" for all statutory research councils (CSIR, MRC, Human Sciences Research Council (HSRC), 
Mintek and the South African Bureau of Standards) was introduced in 1987, giving them greater management discretion 
but less state funding. Under this new arrangement the importance of basic research continued to be recognised, but 
greater emphasis was placed on the marketability and applicability of research undertaken. In line with this policy, the 
South African Medical Research Council Act 19 of 1969 was replaced with new legislation which sought to associate 
health research more explicitly with improvements in health and quality of life. 

Table 10.1 - Expenditure and sources of funds for research by tertiary institution 1991/2 ('000s) 

A study conducted in 1991 by the Medical Research Council for the Henry J Kaiser Family Foundation highlighted the 
deficiencies in public health research, particularly with regard to policy-directed health systems research.3 This led to the 
establishment of the Trust for Health Systems Planning and Development (the Health Systems Trust), funded jointly by the 
Department of Health and a number of external donors, its mission being to assist the process of health sector 
restructuring by supporting appropriate health systems research and research skills development.

The implementation of ENHR has been under discussion in South Africa since 1991 and has been endorsed by both the 
MRC and an alliance of progressive non-government health organisations (the South African Health and Social Services 
Organisation and the National Progressive Primary Health Care Network).4 In December 1994 the new Department of 
Health took the initiative by organising a national meeting of stakeholders in research to plan the implementation of ENHR. 
Consequently, the Minister of Health has appointed a committee to develop recommendations for the implementation of 
Essential National Health Research.5,6,7

THE CURRENT POSITION

SOURCES OF FINANCE

Health research in South Africa is funded by a diverse range of sources, both public and private. Public funds are 
channelled through at least three central departments, namely Health, Education and Arts, Culture, Science and 
Technology. The bulk of funding for health research bypasses the Medical Research Council and is channelled directly to 
universities and technikons through the Department of Education.

The private sector is a significant funder of health research. A review of articles published in the South African Medical 
Journal in 1994 identified a wide variety of private sources of funding - both private foundations and the corporate sector. 
In particular, multinational and local pharmaceuticals companies spend a considerable amount on drugs trials in South 
Africa.8 Foreign donors such as the Henry J Kaiser Family Foundation and the Commission of the European Union have 
made important strategic contributions to health systems research, mainly through the Health Systems Trust.

Table 10.2 - Expenditure on health research, 1991/2

Failure to institute adequate systems of feedback and accountability by tertiary institutions, reticence by the 
pharmaceuticals sector to disclose allocations for health research, and undetermined funding of health-related research by 
statutory councils other than the MRC have obscured the true picture of funding for health research in South Africa. Both 
the magnitude of funding and the way in which funds are spent, are uncertain. 

Despite this uncertainty it is clear that there are considerable disparities in the distribution of funds to tertiary institutions, 
which consume the lion's share of health research funding in South Africa. First, only 1,1% of funding for health research in 
the tertiary education sector is spent in technikons, as opposed to universities. Second, the total expenditure on health 
research at the nine historically black universities (HBUs) is considerably less than what is spent at any one of the 
Universities of Cape Town, Pretoria, Witwatersrand, Stellenbosch, Natal or the Free State. This is reflected in the 
publications output, with HBUs accounting for only 5% of papers published in peer-reviewed journals in 1994 (see figure 
10.1). Third, not only is the total expenditure at historically African universities considerably less than that at established 
white universities, but allocations from public sector sources (through statutory councils and the Department of Education) 
to HBUs are significantly less than per capita allocations to established white universities (see table 10.1).
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The Health Systems Trust: Catalyst for health sector restructuring

The Health Systems Trust was established in 1992 to support health systems reform, primarily through the funding of 
health systems research aimed at clarifying policy and planning options. Priorities for funding were determined through 
a process of ten regional consultative workshops involving over 200 government, non-government and community-
based organisations. 

Its own financing sources represent an unusual alliance of government and private organisations, with substantial 
funding from the South African Department of Health matched by contributions from the Commission of the European 
Union and the Henry J Kaiser Family Foundation. 

Its status as an independent non-government organisation gives it flexibility to respond rapidly to the research and 
planning needs of health sector restructuring, and constructive linkages between researchers and health planners have 
been established. 

Individual and institutional capacity development have been recognised as crucial components of all research, and over 
20 young black research interns of varying backgrounds and training are attached to different projects. Channels for 
disseminating research results and recommendations include a monthly gazette, an annual directory of health systems 
research, a resource centre and an electronic communications network called HealthLink. 

Inevitably, the blurred distinction between health systems research, planning and implementation has increased the 
diversity of the activities of the Health Systems Trust so that it is effectively an instrument of health systems 
development - of which research is a dominant and integral part. 

EXPENDITURE ON HEALTH RESEARCH

Major gaps in existing information pertain to spending by statutory councils (all of which fund health-related research to 
some degree), the corporate sector, and universities and technikons. Much greater clarity is required on how funding is 
prioritised and spent on health research in order to implement and evaluate an ENHR strategy. 

A review of health research finance and expenditure prepared for the South African Health Expenditure Review estimated 
that South Africa spent R2,8 billion on research in 1991/2. This represents 1,04% of GDP. Of this roughly R200 million 
(6,9%) was spent on health research, considerably less than research expenditure in the fields of engineering (33,7%) or 
agriculture, biology and forestry (14,1%). However, this percentage probably reflects a significant underestimation of the 
private sector's contribution.9 The amount spent by multinationals in South Africa on drug trials alone is estimated to be in 
the region of R80 to R100 million.10 

In addition, some of the research conducted by statutory councils other than the MRC may be classified as "health 
research". An estimated R3-5 million is spent by the HSRC on health-related research, and R30-40 million is spent by the 
CSIR on what could broadly be regarded as public health research (related mainly to environmental improvement). 
Expenditure on health-related research conducted by the Agricultural Research Council, mainly with regard to food safety 
and security, amounts to about R20 million annually. 

Taking these factors into account it is estimated that R310 million, or 1,03% of the total expenditure on health care in 
South Africa, was spent on health research in the 1992/3 financial year.10 This percentage is considerably short of the ball 
park figure of 2% recommended by the Commission of Health Research for Development. 

But just as cogent as the levels of expenditure on health research, is the nature of the research undertaken. The biennial 
survey of the Department of Education and Training (the NATED Survey) categorised research into "basic research, 
applied research and experimental development". In 1991/2, 29% of health research was classified as "basic research", 
59% as "applied research", and 12% as "technology development". Of all health research conducted during 1991/2, only 
one fifth (23%) was categorised as comprehensive medicine and oncotherapy (including community health, epidemiology, 
geriatrics, nutrition and radiotherapy). While this categorisation permits some understanding of the predominant 
methodologies employed by health researchers, it provides little guidance as to whether this research addresses, in the 
main, problems which are health priorities in South Africa. Although a country's health priorities cannot be equated with its 
health research priorities, the two are intimately linked and investments in health research should be directed toward areas 
in which the probable impact on health is greatest.
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An indicator of the tenuous relationship between health planners and researchers is the predominance of clinical and basic 
disciplines in research. Together these accounted for over four-fifths of the 720 publications by South African authors listed 
in MedLine in 1994 (see figure 10.2). This disproportion does not necessarily imply that existing capacity in clinical and 
basic disciplines should be downscaled, but points to a pressing need to develop research capacity in health systems 
research, technology development, community-based epidemiology and cross-sectoral studies.

PROGRESS TO DATE

A number of recent activities represent successful models for the development of relatively neglected research disciplines. 

The Centre for Epidemiological Research of Southern Africa (CERSA), which forms part of the Medical Research Council, 
has been instrumental in developing the country's capacity to conduct relevant epidemiological studies. Since 1988 
CERSA has fostered a critical mass of researchers within its own organisation and has collaborated with other institutions 
in a range of projects. Recently CERSA established a rural base in Hlabisa, KwaZulu-Natal, with firm links to health 
services. 

In recognition of weaknesses in data pertaining to health financing and expenditure, and in health economics in general, 
the Health Systems Trust has invested significantly in individuals and institutions working in this field. The publication of a 
national Review of Health Expenditure and Financing in April 1995 was the culmination of a two-year process co-ordinated 
by the Health Systems Trust, but directed by a reference group representative of the Department of Health, the African 
National Congress, researchers and funders. The World Bank acted as principal technical advisor. This Review has 
served as a primary source for the national committee appointed by the Minister of Health to investigate the feasibility of 
some form of national health insurance.11 In addition, the Centre for Health Policy at Wits and Health Economics Unit at 
the University of Cape Town have been strengthened as sites for economic analysis. 

Recent legislation regulating tobacco sales and related advertising is the consequence of a concerted programme of 
action by research, health service and advocacy groups, aimed at promoting sustained tobacco control. Research 
conducted principally by the Medical Research Council has demonstrated trends in tobacco smoking and its 
consequences, and identified legislative options for greater regulation. Advocacy groups such as the National Council 
Against Smoking have co-operated with the Department of Health in implementing legislation limiting tobacco advertising 
and instituting health warnings on tobacco products. 
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A project in northern KwaZulu-Natal funded jointly by the Health Systems Trust and the Medical Research Council has 
demonstrated the benefit of new technology developments to rural health. The spatial distribution of malaria has been 
plotted by means of global positioning technology, and this makes possible greater targeting of resources in its control and 
vector eradication. This technology has also proved its worth in health planning outside of malaria control and in sectors 
other than health.

 

The Glaxo Action TB project, in which a pharmaceuticals company has invested significantly in a multi-faceted research 
strategy aimed at the prevention and control of tuberculosis, represents a model of public-private sector interaction.

The lessons learned and strategies employed in all of the above projects should help to direct the implementation of a 
national strategy for health research.

THE IMPLEMENTATION OF ENHR IN SOUTH AFRICA

In the long term it is probably of little consequence whether South Africa adopts the term ENHR as a national slogan for 
health research. More important is the implementation of the component strategies which give substance to the 
overarching concept of Essential National Health Research. Together these elements provide a logical framework for a 
national health research policy for any country.

PROMOTION AND ADVOCACY

The general alignment of health research with national health priorities and the creation of a culture in which research 
impacts on policy decisions, requires an active process of promotion and advocacy. The dominance of universities as 
consumers of public funding for health research makes it imperative that they become fully engaged in this process. 
Equally, the substantial role of the private sector dictates the need for co-operation and collaboration. 

ENHR MECHANISM

A number of developing countries have opted for a specific mechanism to foster the implementation of Essential National 
Health Research. In South Africa, however, significant organisations already exist as instruments in support of health 
research. Within the Department of Health, a Chief Directorate of Health Information, Evaluation and Research has been 
established to co-ordinate research activities and funding through the Department of Health.

In terms of the South African Medical Research Council Act 58 of 1991, the MRC is tasked with promoting the 
improvement of health and quality of life through "research, development and technology transfer". The Health Systems 
Trust has proved to be a significant non-government catalyst for health systems research in support of the process of 
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restructuring.

The future of the Medical Research Council, and to a lesser extent the Health Systems Trust, is linked to broader plans for 
restructuring all statutory councils. Among the proposals currently under discussion is the amalgamation of all statutory 
research councils into a single Research Foundation under the control of the Department of Arts, Culture, Science and 
Technology. While this proposal may foster an intersectoral approach to research, it may seriously jeopardise the ability of 
the Department of Health to define a research agenda responsive to its own priorities, and runs the risk of further divorcing 
health research from health services. It may also limit opportunities to attract additional funding for health research from 
private sources. Clearly, the benefits of pooling national resources for research should be weighed against sectoral needs 
and the advantages gained from exploiting a diversity of funding sources.

PRIORITY SETTING

Inevitably, the determination of research priorities for health is a synthesis of science-based ranking, political imperatives, 
and societal and institutional demands. To date, science-based ranking has had little influence on the determination of 
priorities - a fact which demands the attention of the new Chief Directorate for Research. The process of ranking will 
require clear analysis of the burden of disease in South Africa, as well as the cost-effectiveness of health-related 
interventions.

FINANCING

Future financing mechanisms will need to ensure that, in the first instance, public funds for health research are used to 
improve health and promote equity in health for all South Africans, and that neglected institutions have fairer access to 
resources for the undertaking of research. Greater control by the Department of Health over public funds for health 
research would seem to be a fundamental prerequisite for securing these conditions. While this can probably be 
accomplished in a number of ways, the bottom line is that allocations to universities will somehow have to be vetted by the 
Department of Health or an appointed agency such as the Medical Research Council. However, it is recognised that 
coercive methods of control are contrary to the very nature of good research and, in any case, likely to fail. Strategic 
funding incentives are more likely to achieve cost-beneficial expenditure. 

CAPACITY-BUILDING

Strategies for enhancing national capacity to undertake relevant health research must explicitly address the nature and 
site of research, as well as the people and institutions involved. Deliberate effort is necessary to foster skills in the full 
range of methodologies, and relative neglect of either more basic or more applied methodologies will have serious 
repercussions for the country's future ability to address its greatest health problems. 

Similarly, the predominance of whites as researchers and established white universities as research institutions must be 
redressed. This requires careful recruitment and development of young black researchers, greater collaboration between 
institutions of varying research capacity, accelerated development of the ability of historically black universities and 
technikons to undertake health research, and revision of the SAPSE Formula, which determines allocations for research 
through the Department of Education. In addition, health services should be assisted in developing their own capacity to 
undertake or commission research to assist in planning.

NETWORKING AND INFORMATION DISSEMINATION

The embracement of the new South Africa by the international community has created innumerable opportunities for 
collaboration and networking with foreign researchers. Equally important, and possibly neglected in the clamour for 
international contact, is interaction among South African researchers and between researchers and health service 
providers. Electronic forms of communication have yet to be effectively exploited in this regard, but it is hoped that 
HealthLink, an off-line e-mail system being piloted in three provinces, will stimulate a climate of greater networking.

EVALUATION

The Department of Health should establish routine processes of monitoring and evaluation to determine whether health 
research expenditure is generally aligned with the country's health priorities; whether the allocation of public funds 
between universities and technikons, and among historically black and white tertiary educations is more equitable; whether 
private sector research expenditure, particularly by foreign corporations and donors, is consistent with the promotion of 
good health; and whether strategies for human and institutional capacity-building are effective. A prerequisite for such 
evaluation is clearer quantification and qualification of health research funding and expenditure. In fact, this has become 

http://www.hst.org.za/sahr/chap10.htm (6 of 7)2004/05/05 12:00:20



INTERNATIONAL TRENDS

mandatory in terms of the new Public Entities Act, which requires "performance auditing" of all organisations in which 
public funding accounts for more than 20% of expenditure. Within the health sector, the principal "performance criterion" 
should surely be whether, in the main, health research seeks to promote the health of all South Africans. 
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Table 10

Table 10.1 

Expenditure and sources of funds for research by tertiary 
institution 1991/2 ('000s)

Institution Statutory 
Council

Dept of 
Education

Corporate 
Sector

Donors 
and 

Foreign
Total %

Universities: 68 789 544 774 65 876 3 186 682 
625 98,9

Cape Town
19 
533

64 
682 

9 
744

1 
816

95 
775 13,9

Pretoria
6 
379

76 
598 

11 
011 51 94 

039 13,6

Witwatersrand
9 
238

77 
023 15435186 

765 12,6

Stellenbosch
4 
569

52 
175 

16 
51037073 

624 10,7

Natal
7 
533

57 
895 

5 
83699 71 

364 10,3

Free State
6 
535

46 
354 

13 
502 0 66 

390 9,6

Rand Afrikaanse
4 
500

42 
295

1 
436 66 48 

2987,0

South Africa

10734 
135 0 0 34 

242 5,0

Potchefstroom
4 
374

20 
215 

2 
308 9 26 

636 3,9
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Rhodes
2 
828

14 
667 

5 
066 181 22 

743 3,3

Port Elizabeth
2 
240

11 
833 366 53 14 

4912,1

Durban-Westville

66211 
791 81 108 12 

6421,8

Medunsa

55 9 
693 27 59 9 

834 1,4

Western Cape

20 9 
779 10 10 9 

819 1,4

Vista

0 8 
361 0 0 8 

361 1,2

Zululand

40 3 
920 3 5 3 

967 0,6

North

176 3 
359 91 9 3 

636 0,5

All Technikons 126 7 682 6 0 7 814 1,1 

TOTAL 68 914 552 457 65 882 3 186 690 
439 100,0

Percentage 10 80 10 0 100   

Source : Dept. of National Education Survey. 1991/2 
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Table 10

Table 10.2 

Expenditure on health research, 1991/2

 Million Rands %
Government sector 59,5 30,0 
Dept of Health
5,9 3,0 
Medical Research Council 
41,2 20,7 
Other government depts/industries
7,6 3,8 
Other autonomous government institutions
4,8 2,4
Tertiary education sector 111,4 56,1 
Business sector 23,6 11,7
Pharmaceuticals1
11,3 5,6 
Other 
11,9 6,0 
Non-profit 4,5 2,3 
TOTAL 198,7 100,0 

1 The pharmaceuticals sector expenditure is recognised to be a significant underestimate

Source : Dept of National Education Survey. 1991/2 
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Chapter 11

Chapter 11

Quality in Health Care

 INTRODUCTION

This chapter discusses the concept of quality in health care and the relationship between quality and other criteria used to 
evaluate health care. The subject-matter is dealt with in three parts: the first part discusses the importance of quality and 
how quality can be assessed and measured; the second part applies this understanding of quality assessment to various 
projects currently underway aimed at the definition, assessment and improvement of quality; and the last part suggests 
ways in which quality assessment and assurance can be further integrated into the routine delivery of health care. 

UNDERSTANDING AND MEASURING QUALITY

QUALITY IN INDUSTRY

In the manufacturing industry, which is where the modern interest in the improvement and evaluation of quality began,1 
quality is the ability of a product or service to meet two criteria: first, does the product meet pre-defined production 
standards in terms of its appearance, content, packaging and specifications; and second, does it have an increasing share 
of the market?

QUALITY IN HEALTH CARE

Generally, health care is more complex than the manufacturing industry; industrial criteria cannot be applied directly to the 
health sector. Quality in health care could be defined as the success of the health services in meeting the health-related 
needs of the population in a manner that is consistent with local goals, national goals and resources constraints. 
Understood in this way, quality is all-important. The concept focuses attention on fundamental issues, such as who gets 
care, and whether it makes a difference. Before now these questions have not been asked very often. This broad criterion 
can only be applied if health care is viewed in all its separate components or stages. 

STAGES OF HEALTH CARE

Health care can be thought of as comprising four sequential and cyclical stages, namely policy development, 
infrastructure, the process of health care delivery and the outcome of care.2 Quality care results when all of these stages 
work well. The quality at each stage can be assessed separately. 

QUALITY ASSESSMENT AND ASSURANCE

The purpose of quality assessment is to describe the level of quality that exists in a particular health care service. 
Assessment should be followed by a process of setting standards and implementing changes in that service aimed at 
addressing the quality shortfalls identified through the assessment. Thus a cyclical process of quality assurance3 
develops, which consists of repeated improvement and ongoing assessment of the service in order to evaluate whether 
the standards that have been set are in fact being achieved. The standards themselves may then be raised in which case 
the process can be called continuous quality improvement.4

Several elements in the delivery of health care act as points of reference for quality assessment, assurance and 
improvement activities. These are shown in table 11.1. Some of these elements emphasize technical quality (eg. 
effectiveness), and others human or social quality5 (eg. acceptability).

Standards aim to address one or more of these elements, selected for their relevance to the main goals of health policies 
and their validity and ease of measurement.
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Stages of health care delivery

Policy development is the first stage of health care delivery. Once the goals of the entire or a part of the health 
system are defined, policies for achieving these goals must be selected. Policy evaluations assess whether the 
policies of stakeholders are consistent with health goals and with each other. 

Infrastructure is the physical and human foundation and the procedural framework on which the health service is 
built. Structural evaluations assess the quality of the training, facilities, and administrative and technical 
procedures needed to provide care against existing norms (standards), previous measurements, or other 
comparable areas, services or facilities (empirical criteria). 

Processes are the complex interactions which occur in the delivery of health care and which take place when 
infrastructure and other inputs are applied to communities or individual patients with health problems. Process 
evaluations assess the way in which care is provided, and whether it meets any institutional guidelines which 
may exist. 

Outcomes are health states of people, groups or communities that are the result of interaction with the health 
system. Outcome evaluations check that the desired health goal was obtained, and that the patient, client or 
community achieved either prevention of a particular problem, or the amelioration, cure or rehabilitation thereof. 

QUALITY OF CARE IN SOUTH AFRICA

Although there is growing interest in this subject, few systematic studies of the quality of health services have been 
undertaken in South Africa.6 

Since the eighties,7 assessments of the quality of health care have focused on the degree of attainment of structural 
standards (beds/1 000 population, ratio of doctors and nurses to the population, etc).8,9 These statistics often mask gross 
inequities in access and process problems which impact heavily on elements of quality such as effectiveness, efficiency 
and acceptability.

More comprehensive structural quality assessments have been conducted at facility level for single populations only. One 
such study10 was conducted in Soweto in 1993 and evaluated access to, and the appropriateness of, facilities, staff and 
care provided in public sector clinics. The study showed that there were substantial barriers to access and deficiencies in 
structure and process, and made recommendations regarding reorganising and upgrading the facilities. 

Aspects of the process of care that have been evaluated include external audits of public sector primary care treatment of 
diabetes,11 internal audits of peri-natal care12 and evaluations of the appropriateness of levels of care.13 These studies 
reveal substantial deficits in the processes of care and much inappropriate care, with poor knowledge of disease and 
therapy, and poor adherence to acceptable standards of care on the part of both staff and users. 

Patient satisfaction and utilisation have been evaluated in peri-urban environments.13,14 In the public sector the 
relationship between patients and health workers is poor. This stems from the hierarchical structure of nursing, social 
distance between staff and patients, the content and style of training programmes, working conditions and managerial 
problems at individual facilities. A national research project undertaken at CASE (Community Agency for Social Enquiry) 
evaluated user perceptions and utilisation at different levels of the health services. This report was published in September 
1995.16 

Several large scale initiatives underway in South Africa aim at quantifying quality or developing methods of quality 
assurance. Since 1993 the Centre for Health Policy has been working on a project aimed at developing standards for the 
delivery of primary health care. The project has also assessed the quality of care currently available in a selection of 
primary care facilities. Both the method used (which were wide-ranging and both quantitative and qualitative) and the 
results of the assessment published in 199517 may provide a model for quality assessment at primary care level in South 
Africa.

At a more detailed level of structural evaluation, and with reference only to hospitals, a pilot hospital accreditation 
programme has developed sets of criteria which define the physical inputs, staffing, training and organisational procedures 
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for in-patient care in acute care hospitals.18 The programme is signing up volunteer hospitals which undertake to fulfil 
these criteria. An annual inspection by trained, independent observers is planned, following which hospitals will receive a 
detailed report. If sufficient criteria are fulfilled the hospital is accredited as meeting the necessary quality standards. This 
grading has no repercussions as yet, but as time goes by it is likely that third party funders will want to fund only such 
hospitals. The effectiveness of this approach to quality improvement is unproved.19

Table 11.1 - Elements of health care quality

Therapeutic guidelines are advisory documents describing a condition (usually a disease) and the range of acceptable 
treatments thereof. They are directed at autonomous professionals and are usually developed by professional 
organisations with expertise in the specific area on which the guideline makes pronouncements. In 1992 the Medical 
Association of South Africa began a project to collect, collate, reach consensus on and publish guidelines. Over 30 clinical 
guidelines have been published so far.20

Although guidelines are not binding, they have been shown to improve practice21 when they represent a true consensus 
of opinion on ideal therapy and are thoroughly distributed and promoted. They may be of use to third party funders for the 
development of reimbursement policies and in deciding on treatment protocols in primary and referral care.

THE FUTURE OF QUALITY OF CARE

Although interest in the quality of health care is growing, it is not yet an integral part of the delivery of care. With 
decentralisation of health care delivery to district level, an accompanying shift should occur with regard to responsibility for 
the quality of the services provided, so that solving problems and improving care will be easier, due to decreased 
bureaucracy. The district authority is ideally placed to take responsibility for the improvement of quality.

The improvement of quality is best integrated into the daily activities of health care delivery. It should not be a vertical 
programme - the responsibility of only one individual in a facility or an activity that has its own separate identity. The 
improvement of quality is effective only if it is a value cherished by all staff, a widely-supported goal and a regular part of 
all daily activities. 

Furthermore, as in other health care interventions, activities directed at improving quality must be evaluated for their 
effectiveness. Such activities can be expensive and although the potential savings in terms of improved care are 
substantial, the chosen activities must be evaluated to ensure that they are worthwhile.5

User perceptions and health care utilisation

In June 1994, the Henry J. Kaiser Family Foundation commissioned a national household survey to establish a baseline 
from which to measure improvements in the quality of care (as well as self- and proxy-reported health status). A 
nationally representative sample of 4 000 households was drawn and the data weighted to the universe of 7 594 000 
households in South Africa. This survey addressed many of the essential elements of health care quality. 

Major barriers to accessing health care cited were the cost of care, distance from health facilities, and the availability 
and cost of transportation. 78,3% of Africans reported the cost of health services to be the major barrier to care, while 
11,5% cited the unavailability or high cost of transport. Approximately one third of Africans in rural areas are more than 
one hour's travelling time from the closest health facility, whereas over 80% of whites and Indians live within 15 minutes 
of a health facility. 

Almost half (48,2%) of Africans reported waiting more than 2 hours to see a health provider, with roughly one-fifth 
(17,7%) waiting four to five hours. Half of African respondents reported that their consultation with a health provider 
customarily lasts five minutes or less, compared to 20% of coloureds, 16% of whites and 12% of Indians. Health 
outreach services for the elderly population of all race groups are poor. Among elderly respondents (65 years or older) 
with difficulty walking, seeing or hearing, 93.5% reported never being visited by a health worker. Over two thirds said 
they needed, but did not have, medical equipment to help them move around. 

Over four-fifths (86.8%) of the total sample rated the quality of their health care as good (28,2%), very good (32,6%) or 
excellent (26,0%). Surprisingly, more than half of African respondents (54,9%), who appear to receive the thin end of 
the wedge with regard to health services, rated the quality of their care as very good or excellent. This, and future 
comparisons with subsequent surveys, should be interpreted with caution. People's expectations of health care may be 
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low at present, while evidence over time of mounting disgruntlement could either reflect rising expectations or represent 
a true deterioration in quality. Greater satisfaction should, hopefully, reflect improvements in quality. Nevertheless, this 
dilemma of confounding factors illustrates the point that user perceptions should be judged in tandem with quality 
assessment within the health service - and vice versa. 

The creation of the South African Society for Quality in Health Care in April 1995 established a forum for professionals, 
institutions and community groups to discuss and develop activities directed at improving the quality of the delivery of 
health care. The society aims to be multidisciplinary and to draw in representatives from all levels of care, different 
professions and users of the services. 

The national Department of Health, followed by provincial and district health authorities, should establish quality as an 
important goal in the delivery of care. With increasing interest in quality on the part of health authorities, and through a 
broader dialogue between professionals and users, it is hoped that quality can become an integral aspect of the delivery of 
care and that, as a result, the health services will increasingly meet the needs of the communities they serve. 
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Table 11.1 

Elements of health care quality

Element Description 

Accessibility Geographical, financial, social, physical access to health 
care services 

Effectiveness The efficacy of a process or intervention 

Comprehensiveness The ability of the service to meet the wide ranging needs of 
individuals and communities 

Appropriateness The level and range of care, given the needs of the patient 
and community and the resources available 

Acceptability Assesses the match between patient and community 
expectations and the care provided 

Coverage Measures the proportion of the target population that were 
successfully in contact with the health service 

Adherence
Assesses factors in both the clinical and patient's 
community that determine how well treatment regimens are 
followed 

Continuity

Assesses the potential for continued interaction between 
the health service and patients or communities, such as 
through defaulter tracing programmes, outreach and a 
coherent record-keeping system 

Respect Measures the quality of the social interaction between 
health workers and patients 

Efficiency Assesses the relationship between inputs and outputs 

Equity Assesses whether all these elements of quality have been 
equally available to all people 
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Public Participation

 DEFINING COMMUNITY PARTICIPATION AND PUBLIC INVOLVEMENT 

There is a tendency to use the terms "community participation" and "public involvement" together with words such as 
"empowerment" somewhat loosely to signify the process of engaging beneficiaries in the provision of a social service. 
Seeing that there are different interpretations of community involvement, ranging from compliance (getting people to 
accept interventions or act on the advice of professionals); through contribution (getting the community to provide 
materials or financial support to supplement the efforts of professionals); to collaboration (the formation of partnerships 
between providers of resources, users and beneficiaries in planning and managing initiatives),1 it is important to clarify the 
way in which these words are used.

Use of the word "public" as opposed to "community" conveys subtle differences in the way in which people are viewed as 
citizens. The word "public" is defined as meaning "of or concerning the people as a whole; open to or shared by all the 
people". It is a generic and impersonal term that groups the totality of society into an amorphous mass. A "community", on 
the other hand, is "all the people living in a specific locality; a body of people having a religion, profession, interest or some 
other attribute in common". The word "community" conveys a specific, more local view of people as linked elements within 
a common framework. Therefore the terms "community participation" and "public involvement" are not synonymous; 
although similar, they embody significantly different concepts.

People's participation (this term implies public involvement as well as community participation) in the health sector was 
internationally endorsed in the 1978 Alma Ata Declaration on Primary Health Care.2 It is a concept based on the 
realisation that obstacles to health for all were not due to technical service delivery problems, but rather the social and 
political result of the inequitable distribution of land, resources, knowledge, and power where too much was in the hands of 
too few. It was envisaged that the governments of each country would be responsible for involving the people to form 
partnerships to determine health priorities and interventions. But, except for a few socialist countries with national health 
insurance schemes, most governments have not implemented these aspects of the Alma Ata Declaration. It has been 
religious groups, NGOs and other popular movements that have taken up the challenge of promoting community 
collaboration to help the poor cope with their needs.3

LESSONS FROM OTHER COUNTRIES

The scale of people's participation by popular organisations varies from country to country, depending on geographic 
location, level of literacy, assertiveness, sexual orientation and economic level. An example is the Gay Movement in the 
United States: many members are professionals, in the upper social classes and have considerable political influence, and 
played a major role in the prevention and control of HIV among themselves during the early years of the HIV epidemic. 
They set up health information services and lobbied for volunteer testing and the maintenance of confidentiality. Of 
importance to the involvement of the gay community was their ability to conduct an assessment of their own sexual 
practices, plan action (eg. agree on the closure of bathhouses in some cities), implement a whole range of activities, 
conduct surveys about themselves, and use federal funds effectively. This gay community may be compared to another 
risk group in the US, namely intravenous drug users. To date, this group has not even been able to organise a nation-wide 
needle exchange programme due to its lack of political and economic muscle - its members being mainly African and 
Hispanic.6

Tumwine's personal experience in Zimbabwe highlights the common abuse of the concept of public involvement by some 
donors - the community's only participation was the provision of labour to mould the bricks and fetch water to build a clinic 
that eventually had very few clients (mainly because the community it served comprises apostolic religious groups which 
do not believe in the use of Western health services). The donor agency planned the entire project with a few selected 
members of the community who did not represent the interests of the public as a whole.5
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Other countries and programmes that have implemented the concept of people's participation have followed similar paths 
to success and failure. In a comprehensive review of community involvement in health (CIH) development, a WHO study 
group6 observed that the importance of individuals, families and communities being involved in their own health 
development and care has gained widespread acceptance. More than 70% of WHO member states reported the existence 
of mechanisms for community involvement in health. However, despite positive trends, the progress in achieving it has 
been very slow, not least because too much effort has been expended on how to get communities to participate rather 
than on the environment in which participation occurs. Communities were organised and mobilised to participate in health 
actions they did not choose, with health service providers that were not flexible, and in situations that did not encourage 
participatory decision-making or a sharing of responsibility. An in-depth study of more than 20 countries shows that 
community involvement in health is not a "quick fix" and that considerable transformation is needed in the government, 
health and other development sectors if participation by people in their own health development is to be effective. Training 
and support by skilled community-based personnel willing to be guided by clients is essential, as are patience and the 
willingness to invest in people.

Therefore the achievement of effective community involvement depends on: 

political commitment from the government, particularly the health department; 
the reorientation of health professionals; and 
a socio-economic situation in the country conducive to development. 

Rifkin's7 analysis of over 200 case studies on community participation on behalf of WHO and UNICEF highlights the 
following lessons with regard to involving the public in health programmes:

It is necessary to find a universally acceptable definition of community participation, with specific emphasis on the 
understanding and role of the two categories of partners, namely the health professionals (i.e. those with economic 
and political influence) and the community. Health professionals tend to stipulate what the programme should be, 
and often "negotiation" with the community means expecting the community to rubber stamp the health 
professionals' ideas. 
It is impossible to build broad, self-sustaining community participation through health activities alone; the root 
causes of problems must be investigated (eg. they may be linked to social and anthropological values). 
Lack of enthusiasm for health programmes on the part of the public often stems from the fact that health care is not 
a priority. There may be other important needs demanding urgent attention such as water, jobs and housing. 
The public may be accustomed to receiving curative health care from professionals and therefore see no need to 
become involved. 
It is not possible to consider community involvement outside a political context. There are power struggles which 
should always be considered when the public is involved. 
Considering the range of influential factors (culture, history, government policy and social, political and economic 
structures), it is not realistic to propose a single model for managing community participation in health programmes. 
Due to the dynamic nature of the process of community participation, there must be flexibility on the part of planners 
and agencies if involvement is to grow and become self-sustaining. 

Another valuable set of lessons comes from the Saradidi Rural Health Programme in Kenya, established by a church 
organisation in 1979 and documented by Dan Kaseje, founder and director of the Programme. Kaseje stresses the need to 
define the roles of the various partners involved in a programme; to ensure transparency and accountability through 
commonly developed and clear mechanisms such as regular and fair elections; to assign leadership tasks according to 
competence; and to undertake regular assessment of the programme in terms of programme goals.8

Challenges in assessing community involvement: 

an example from Mpumalanga

Typical of many rural areas of South Africa, Bushbuckridge is characterised by inadequate service infrastructure, 
financial and other limitations. The displacement of people to homelands, combined with low literacy levels especially 
amongst women, constrain effective public participation in health care. But initiatives by pioneers within the health 
services, civics and NGOs have brought about varying levels of collaboration in planning and management of health 
care in Agincourt, an area of Bushbuckridge. 

In sum, sixteen rural communities together comprise Agincourt. Educational levels are low. Only 3% of children of 
school-going age proceed to tertiary education. The one referral health centre serves five clinics and two visiting points. 
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The district hospital, Tintswalo, previously under the administration of Gazankulu, is 50km away and provides health 
resources such as staff, equipment, drugs and an ambulance service. The Community Nursing Section of this 
administration long ago established women's Care Groups in the villages, aimed at promoting good health habits 
through health education. The Health Services Development Unit, an offshoot of the Department of Community Health 
at Wits University, has conducted a census of the area, revamped and developed strong health committees even in 
villages without a health centre, and is presently planning comprehensive community mental, and women and child 
health programmes, as well as a district laboratory service. Community health and rehabilitation workers form part of the 
local health service team. 

A model designed by Rifkin and others for evaluating the level of public involvement in health interventions could be 
applied to the Agincourt experience. This model evaluates and quantifies five important factors in the provision of health 
care, namely assessment of needs, leadership, organisation, resource allocation and management. The degree to 
which needs have been appropriately assessed could be established by determining who, for instance, decided on the 
implementation of the existing range of interventions. Leadership could be evaluated by analysing elements such as 
representation of gender, educational status, and constituency amongst managers. The extent to which goals are 
common to all participant groups in health care provision in Bushbuckridge would assist in the appraisal of the 
organisational system. Levels of knowledge of funding sources, and participation in its allocation, would point to the 
degree of public involvement in determining the distribution of resources. Management may be appraised by assessing 
the role of beneficiaries in programme supervision. With whom does ultimate decision-making lie? Could any of the 
programmes be sustained if the programme pioneers were removed? 

In practice in South Africa, this evaluative model has proved to be limited. In an analysis of primary health care projects, 
Chetty and Owen found that each indicator provided only broad perspectives and generated a number of 
inconsistencies. For them, the problem remains that South African buzzwords such as transparency, effective 
partnership, and skills transfer are really difficult to determine in practice. 

THE SOUTH AFRICAN SITUATION

Historically, community and public involvement in South Africa fall into two categories. On one hand, there were the 
programmes of the previous Department of Health which were clearly aimed at achieving compliance in areas such as 
family planning and immunisation - perceived by the government to be important. The government attempted to co-opt 
organisations and gave financial support to the programmes that did not challenge its philosophical approach. One 
example was the training of "community health workers" by the Boskop Training Centre over periods of less than a week. 

Community-supportive programmes, on the other hand, were spearheaded by a large number of progressive, community-
based non-government organisations and aimed at popularising people's participation in health in order to strengthen the 
mass democratic movement as well as to benefit communities directly. Many resilient organisations in diverse parts of the 
country forged credible partnerships with the communities with which they worked. These included innovative independent 
projects such as the Ithuseng Community Health Centre, SACLA, Alexandra Health Centre, The Valley Trust and Ilimo as 
well as university-led projects such as the Health Service Development Unit (HSDU), the Community Organisation 
Research Documentation (CORD) and the Mamre Health Centre. These organisations developed good reference models 
for participatory approaches to health development at district level. Numerous community health committees, development 
committees and civics with a specific interest in promoting health through participation, arose.

Strong alliances developed through collaborative efforts involving groups of organisations which formed umbrella bodies 
such as the National Progressive Primary Health Care Network (NPPHCN), the South African Health and Social Services 
Organisation (SAHSSO), the trade union movement (COSATU, NEHAWU etc), the South African National Civics 
Organisation (SANCO) and a range of extra-parliamentary political parties such as the African National Congress (ANC), 
the Pan African Congress (PAC) and the Azanian Peoples' Organisation (AZAPO). In the period immediately preceding 
the 1994 elections, the Patriotic Health Front was established at both provincial and national level. So strong were these 
forces of civil society that they were able to establish equal representation on national and provincial health forums, which 
had considerable influence in preventing unilateral restructuring of the health services by the outgoing government. Many 
other national and provincial programmes in specific subsectors were also important in mobilising community involvement 
- organisations such as the National AIDS Programme (NAP), the South African National Tuberculosis Association 
(SANTA), the Planned Parenthood Association (PPA), the South African National Epilepsy League (SANEL), the Heart 
Foundation, the Rural Foundation, the Get Ahead Foundation, and a wide range of others including professional 
associations such as the Medical Association of South Africa (MASA), the Nursing Association of South Africa and several 
other nursing groups such as Concerned Nurses of South Africa.
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Organised public involvement in the health sector (other than direct governmental or party-political structures) 

PUBLIC INVOLVEMENT DURING 1994

The establishment of the Government of National Unity in 1994 marked the beginning of the transformation of the public 
health sector in South Africa. The familiar dominant, centralised, bureaucratic administration, characterised by fragmented 
health departments with resultant disparities in health status and service provision, continued as the new government 
grappled with the complex restructuring process.9 The initial four to six months of 1994 and 1995 were taken up by the 
provision of voter education programmes in preparation for the general and local government elections respectively, with 
many of the public structures playing leading roles. Although such activities were not directly related to health, their indirect 
impact on health (through income generation, consumer boycotts, etc), is important.

In the main, public involvement in South Africa took the same shape as elsewhere in the world, where NGOs, worker 
unions, professional associations, parastatals, corporate business and community-based organisation structures have 
been at the forefront in the development of people's participation in primary health care. 

Although a number of the community-supportive programmes mentioned above have continued since the elections, many 
have struggled to adapt to the changed climate as the Government of National Unity reinforces the need for people-driven 
programmes through the RDP.10 Some organisations have succumbed due to the redirection of the funds of large 
international donors away from the community-based and non-government sector to government.

This period has provided a challenging test of the concept of public involvement and community participation. At a policy 
level, the ANC's pre-election Health Plan made provision for community participation and public involvement at four levels, 
namely national, provincial, local government and community-levels - through a system of advisory committees which 
would include a wide range of stakeholders at each level. Documents produced by provincial strategic management teams 
and other task groups at both the national and provincial level, tended to echo these sentiments, although few expanded 
on mechanisms. Given the pressing demands for service delivery, it appears that public involvement in general and 
community participation at the lowest level in particular, are not high on the current priority list. It is not yet clear, for 
example, whether community health committees will get the same statutory recognition and funding as the district health 
services at local government level. Nor is it clear when the various advisory structures recommended at national, provincial 
and local government level will actually begin to function. No steps were taken in this regard during 1994. The national and 
provincial health departments invited the general public to participate in health sector activities, from the determination of 
priorities through in-depth analysis of current health status and the formulation of policies to suggesting how best to 
undertake health intervention programmes countrywide. In general, participation has been limited to requests for written or 
oral submissions, which has tended to mean that marginalised and under-served communities have been unable to make 
their voices loudly heard. Despite the progressive policies that have been developed by the national Ministry of Health and 
provincial health departments, there has been some criticism of the manner in which advisory groups were nominated, 
which dampened the enthusiasm with which the new reforms might otherwise have been met. There have been 
considerable attempts at consultation, but consultation at national and provincial level, and community participation and 
structured public involvement are not synonymous.

DO COMMUNITIES WANT TO BECOME INVOLVED?

Some commentators have speculated that communities do not wish to become actively involved in managing their own 
health programmes. They cite the relative apathy shown by urban dwellers towards participation, despite their being able 
to benefit from a full range of services. Surely rural people should not have to do more than the urban dwellers? Why 
should they participate beyond voting for their local government representatives?

In a national survey conducted by CASE for NPPHCN during 1994 the vast majority of people indicated that they do want 
to be involved, for example in running the local clinic:11

in modifying negative attitudes of staff; 
in deciding on clinic opening times; 
in structuring fees; and 
in appointing staff. 

Only 7% said that there was an elected community health committee in the area through which they could participate in 
local affairs. 

The facts speak for themselves. Disadvantaged communities are very eager to become actively involved in their own 
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health care, although the mechanisms for doing so generally do not exist. 

CONCLUSION

The philosophy of the previous South African government regarding public involvement has left the country with an 
impaired health care system, similar to those of other economically and politically disempowered countries. This legacy 
means that, despite the change in government, inequity based on race still has great impact on the levels of effective 
involvement of people.

South Africa still needs to define public involvement and community involvement in its own context. Should direct public 
involvement such as the development of health committees be promoted, or should participation be restricted to a passive, 
indirect form, such as voting for local government representatives? How will involvement in rural communities like Molepo 
and Athol, which have never shared the media limelight with marginalised urban areas like Alexandra and Khayelitsha, 
differ from that in the rich suburbs of Sandton, Waterkloof and Constantia? The answer to these questions has yet to be 
determined.

There is a need for a high level of public involvement in the reconstruction and development of the country - the public 
must be involved in all aspects, from assessment of needs to implementation, control and evaluation. There is no doubt 
that marginalised communities, will continue to demand a role in the determination of health priorities. Community based 
organisations have in fact been involved in the determination of health needs for some time. Most have contributed on a 
voluntary basis, providing labour, time, as well as monetary contributions long before the advent of the RDP.

But there needs to be deliberate government strategy to foster public involvement in determining health priorities and 
interventions. This strategy should be developed along the duel prongs of public representation through formal democratic 
political structure, and participation in health service delivery at facility and community level. A conscious effort is needed 
to ensure marginalised groups are explicitly included in this strategy.
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Organised public involvement in the health sector
(other than direct governmental or party-political structures)

Structure Examples Targeted 
group

Geographical 
inclination

Main 
Activities Remarks

1 Community 
Based 
Organisations 
(CBOs) 

Health 
committees 

Womens's 
groups (care 
groups) 

Church 
organisations 

CHW 
programmes 

Traditional 
healers 

Lately rural 
development 
committees 

All 
communities; 
specific focus 
on women, 
youth, the 
disabled and 
the elderly 

Fairly evenly 
distributed in 
rural, peri-
urban, urban 
and informal 
settlements 

1 First level 
for bringing 
people with 
similar 
interest/ 
motives 

2 Partake in 
health 
promotion 
activities, eg. 
sanitation, 
nutrition, self-
help groups 
for 

income 
generation 
and 
establishment 
of 

creches and 
pre-schools 

1 Low 
literacy levels 
of most 
members as 

there is 
tendency for 
the poor with 
less 
education to 
be involved

2 Inadequate 
management 
skills for 

monitoring 
and 
sustenance 
of programme

3 Lack of 
support from 
government 
for CHWs 

2 NGO 
affiliates of 
tertiary 
institutions 

CHESS, HSDU, 
CSHP, ALEX 
CLINIC, IUPHC 

Mainly to 
health 
professionals, 
and to a 
lesser extent 
to community 
members 

Urban, peri-
urban and 
rural 

1 Provides 
research data 
on the health 
status 

of 
marginalised 
populations 

2 Act as press 

ure group to 
government 
structures

3 Pilot and 

1 Survive on 
donor funds 

2 Dual 
accountability 
(mainly to 

university 
and less to 
community) 
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conduct 
human 
resource 
training and 
service 

3 
Independent 
NGOs not 
affiliated to 
tertiary 
institutions or 
government 

NPPHCN, SACLA, 

The Valley Trust 

Communities, 

Community 
based 

structures,
health 

providers 

Urban, 
informal 
settlements 
and rural 
focus 

1 
Development 
of policies for 
equitable 
health care 
delivery 

2 
Establishment 
of CBOs

3 Formation of 
linkages with 
future funders 
of CBOs 

Donor funded

4 Worker 
unions/
associations 

NEHAWU, DENOSA, 
SAHSSO, MASA 

Health 
workers

Urban and 
rural 

1 Mobilisation 
of health 
workers for a 
democratic 
common 
structure 

2 Pressure 
group to 
government 
for equitable 

health service 

Competition 
for 
membership 

5 Media 
organisations 

Radio, TV, 
newspapers, journals 

Community 
members 
Government 
structures 
Specific 
professions 

Countrywide

1 Provide 
information to 
the public 

2 
Sensationalise 
information in 
order to put 
pressure on 
government 
structures 

Except for 
the radio, 
most media 
not available 
nor 
understood 
(due to 
medium 

of language) 
by the larger 
community 
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6 Local 
donors 

IDT, HST, Open 
Society, KT, Ithuba 

Community 
groups 
(women, 
youth), health 
professionals, 
NGOs and 
CBOs 

Under-served 
areas (rural 
and informal 
settlements) 

1 Provision of 
funding 
(grants and 
loans) 

2 Linkages 
with 
international 
funders 

Rural 
communities 
usually not 
aware of 

such funders, 
and also not 
able to 

secure 
funding due 
to lack of 
writing skills 
in fund 
raising 

7 
International 
donors and 
agencies 

WK Kellogg, Kaiser 
Family, WHO, EU, 
USAID, Carnegie, 
Ford, Rockefeller, 
IDRC 

Community 
and health 
structures 

Countrywide

1 Pressure 
groups to SA 
government 
"trouble 
shooters" 

2 Provision of 
funding on 
specific health 
and 
development 
issues

3 Provide 
fellowships 

Rural 
communities 
usually not 
aware of 

such funders, 
and also not 
able to 

secure 
funding due 
to lack of 
writing 

skills in fund 
raising 

8 Corporate 
business 

Mining, 
pharmaceuticals, 
insurance 
`organisations 

Tertiary 
institutions, 
community 

Countrywide

1 Provision of 
funding to 
health and 
development 
programmes 

2 Provision of 
bursaries/
loans 

Tendency to 
be province 
specific; 

beneficiaries 
often family 
members 

of their 
workers 
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9 Parastatals MRC, HSRC, DBSA
Health 
professionals 
Academics 

Countrywide

1 Conducting 
of research as 
part of 
monitoring 

and 
evaluation of 
the country's 
health status

2 Formulation 
of policies

3 Provision of 
research 
funds 

Tendency to 
be known 
mainly in 

urban areas 
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Nutrition

 NUTRITION AND SCHOOL FEEDING

Nutritional support is recognised as a priority by the Government of National Unity and a primary school nutrition scheme 
was introduced as one of the lead projects of the Reconstruction and Development Programme in 1994. Its aim is to 
"contribute to the improvement of education quality by enhancing primary school pupils' learning capacity, school 
attendance and punctuality and [to] contribute to general health development by alleviating hunger." The Scheme also 
seeks to "educate pupils on nutrition, improve micro-nutrient status through supplementation, eradicate parasites where 
indicated, and develop the nutrition component of the general education curriculum."

The intention is to target 3,8 million children (50% of primary school-children), giving them an early morning snack which 
will provide 30% of their daily energy requirement. Target areas are to be selected on the basis of poverty criteria, with 
particular focus on rural areas and peri-urban informal settlements. 

The scheme is intended to achieve significant community participation, with school project committees submitting 
proposals to provincial authorities for appraisal and approval. Training and capacity-building of project committee members 
are considered crucial to effective implementation, as is the establishment of linkages with other initiatives to improve the 
quality of education and for community development.

It was intended that in time this scheme would be incorporated into a national nutrition scheme, but in order to effect rapid 
implementation the programme was intended to commence in 50 schools per province on 1 September 1994. A total of 
R472,8 million was allocated to the Primary School Nutrition Programme in 1994/5, supplementing the R440 million 
already allocated to state feeding schemes through the National Nutrition and Social Development Programme 
(NNSDP).1, 2 The allocation of almost R1 billion in 1994/5 to food programmes through the Department of Health 
demonstrates the importance that the Government of National Unity attaches to the alleviation of malnutrition. The degree 
to which this goal has been achieved will be considered later.

NUTRITIONAL STATUS IN SOUTH AFRICA

Frenk and others have described a model of epidemiological transition typical of middle-income developing countries, in 
which pre- and post-transitional diseases co-exist in the same population. Such protracted transition can lead to 
epidemiological polarisation, whereby inequalities within a population are exacerbated. Health planners in such countries 
are confronted with the task of preventing and fighting fires on several fronts, as the health problems of the poor and 
affluent sectors of the population need to be addressed simultaneously.3-6 

It may be argued that South Africa is in a state of protracted nutritional transition which mirrors the epidemiological 
changes the country is undergoing. The problems of undernutrition and overnutrition co-exist in significant proportions in 
South Africa. Paucity of data limits knowledge of trends in nutritional status, but early studies inter alia by Brock and the 
Karks demonstrated significant disparities in nutritional status between white and coloured and African school-children.7-9 
Improvements in the nutritional status of African children have occurred at a far slower rate than among white children. 
From the scanty information available it appears that over the past 50 years there has been a tenfold reduction in the 
proportion of white school-children who are underweight. Over that same period, there has been only a threefold reduction 
among African children.10-24 

Earlier nutritional status assessments of children were based on regional or local studies. Over the last 18 months three 
national surveys, including anthropometric measurements as indicators of nutritional status, have been undertaken. 

SALDRU/WORLD BANK STUDY 
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In the first of these studies, the census enumerator subdistricts and households (approximately 9 000) was used in a two 
stage self-weighting sampling design in the South African Labour and Development Research Unit (SALDRU/World Bank) 
Study on baseline household statistics, undertaken during 1993/94.25 Unfortunately, due to measurement error the body 
weights of children could not be used. The body height indicator used can be considered an approximation of nutritional 
status and be interpreted in a qualitative rather than a quantitative sense. Using height-for-age as an indicator of chronic 
undernutrition (stunting), in the sample of 

3 689 children, 28,3% of African children and 19,1% of coloured children between 7 and 60 months of age were stunted 
(less than -2 standard deviations below the median of a health reference population) (see table 13.1). Indian and white 
children appeared to be better nourished; 6,1 and 4,9% respectively of the children in these groups were stunted. 
(Populations in which 25 to 50% of children under 5 years of age have height-for-age values below -2 standard deviations 
of the median of a reference population are considered to be moderately undernourished, according to World Health 
Organisation (WHO) criteria.)

The highest stunting rates occurred in the Northern (35,6%) and Eastern Cape (32,5%), which were closely followed by 
the Northern Province (29,7%) and KwaZulu-Natal (26,0%). The stunting rates in these four predominantly rural provinces 
were almost twice those occurring in Gauteng and the Western Cape. The same doubling in the prevalence of stunting 
(16,2 to 30,5%) observed in the 1 and 2-year-old children of the national sample was observed in several MRC studies. 

Table 13.1 - Anthropometric status of South African children by province

PRIMARY SCHOOL STUDY 

In the second of the recent national surveys, between February and April 1994 the then Department of National Health and 
Population Development conducted an anthropometric survey in approximately ten primary schools per magisterial district 
in 97% of the 368 districts in South Africa.26 A total of 40 children were measured in each of the first two substandards. 
The statistical analyses were done on the data obtained for 97 790 children, a representative sample of 4,9% of the 
estimated two million children enrolled for the first two substandards of 1994. An obvious strong point of this study is its 
national sampling frame, which provides an estimation of nutritional status at national, provincial, magisterial district and 
former education department level. A weak point is the fact that the study represents school attenders only.

Although the prevalence of stunting determined by the Primary School Study was lower than that determined for children 
under 5 years by the SALDRU Study, the ranking of the Northern Cape and the Eastern Cape as the provinces with the 
worst chronic undernutrition rates concurred in these two surveys (see table 13.1). The relative ranking of nutritional status 
in the other provinces varied considerably between the studies. Another difference between the two studies is the higher 
relative rates of undernutrition in African than in coloured children found in the SALDRU Study, a pattern which is reversed 
in the Primary School Study.

Estimation of the nutritional status in aggregated national data set may mask vulnerable subgroups. When the data was 
analysed by former education departments within provinces, it appeared that coloured children in the Northern, Eastern 
and Western Cape and in the Free State showed poorest nutritional status most consistently. African children in the 
Northern Cape (17,6%), North West (13,4%) and Northern Province (11,2%) all showed moderate levels of underweight. 

The vulnerability of coloured children to stunting and underweight shown in the preschool and primary school studies is 
further supported by numerous studies of low birth weight. Key determinants of low birth weight among this group include 
both nutritional factors (related to the mother and child) and the smoking status of pregnant women (recent MRC studies 
indicate that between 40 and 50% of pregnant coloured women smoke).

Data from the third national survey, the Vitamin A national study, are currently being processed and the results are not yet 
available. 

In a summary of smaller regional studies on nutritional status, Dhansay and Hendricks27 showed that in recent studies 
(1990 and 1991) conducted in Cape Town, Ciskei and Transkei among preschool African children, the prevalence of 
undernutrition varied from below moderate to moderate levels of undernutrition. These observations are in line with those 
of several studies of the MRC National Research Programme for Nutritional Intervention in urban, peri-urban and rural 
communities. The AIDS epidemic has resulted in more wasted children presenting to the health services - particularly in 
KwaZulu-Natal.

National studies now indicate that about 1,1 million preschool and early primary school-children are stunted. Such data 
support the emphasis placed on nutritional intervention by the RDP and the Department of Health. In time, improving the 
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nutritional status of South Africa's children will be recognised as an investment in improved school and workplace 
productivity, in addition to reduced child mortality. 

OVERWEIGHT AND OBESITY

Most nutritional status studies have emphasised the problems of undernutrition in South Africa. However, recent work 
indicates that with urbanisation, the transition from traditional high fibre, low animal fat diets to high fat diets is well 
advanced in several South African communities (table 13.2).28 This stresses the need for a future nutrition policy to 
promote a prudent diet as the norm and to develop strategies for reducing undernutrition while simultaneously preventing 
overnutrition.

MRC studies among children28 show that the problem of overweight (less than 2 standard deviations above the weight for 
age norm) is evident among white rural children in their preschool years. In contrast, among coloured children from a 
deprived community, the problem of undernutrition still dominates. For example, at 1 year about 20% of white and 6% of 
coloured children are overweight. At the same age, less than 5% of white children are underweight compared with 12,5% 
of coloured children. This difference becomes more acute by 5 years of age.

From the limited data in the Primary School Study on overweight, it appears from the cumulative distribution graphs that 
less than 4% of children in all areas were overweight (more than +2 standard deviations above the median of the reference 
population). The Northern Cape and the Northern Province had the lowest prevalence of overweight, approximately 1%.

Table 13.2 - The influence of increasing urban exposure on the composition of diet (19 to 44-year-olds)

Studies of adults over the last decade (see table 13.3) show that the prevalence of obesity is highest among African 
women in poor urban areas, and that their diet places them at risk for diabetes, ischaemic heart disease and stroke.30-33 

Nutritional interventions will need to address the problems of undernutrition and overnutrition concurrently, even in areas of 
low socio-economic status. This requires an explicit national policy which merges economic, agricultural and health 
concerns and which seeks to target the groups at greatest risk.

NUTRITION POLICY IN SOUTH AFRICA

To a large extent the nutrition-related interventions of the Department of Health have echoed the ideological 
preoccupations of the day. In the 1940s, the post-war era of reconstruction gave rise to action-oriented, comprehensive 
and sectorally integrated nutrition policies. The National Nutrition Council oversaw the implementation of a range of 
strategies aimed at promoting nutrition - including practical support for subsistence farmers, improved marketing of basic 
foodstuffs, school feeding and direct food aid, and nutritional surveillance. The 1950s and early 1960s were characterised 
by policies which favoured whites - often through direct food aid - and disadvantaged Africans. The rapid rise in the living 
standards of whites lessened the need for nutritional support for whites, and nutrition assumed a less significant place in 
the priorities of the Department of Health during the 1970s. Nutrition education as opposed to other forms of nutritional 
intervention emerged as the dominant nutrition-related activity of the Department. During the last four years there has 
been a genuine, albeit ill-defined, attempt to provide development-linked nutritional support to areas and communities in 
greatest need. Recent evaluation of the National Nutrition and Social Development Programme (NNSDP) indicates that, 
despite explicit objectives to the contrary, the poorest and most rural communities have had least access to the 
programme. Nevertheless, it is clear that the NNSDP has played a significant role in many peri-urban and rural 
communities, many of which have been severely fractured by violence.34 

Table 13.3 - Obesity prevalance among urban African and coloured, and rural indeian and white 15-64 year olds 
(using % Body Mass Index >30)

CO-ORDINATING STRUCTURES

Because nutritional status is determined by multiple and complex factors, nutrition policy should be a synthesis of the 
policies and interventions of a number of government sectors, particularly health, finance and agriculture. As early as 1936 
the mixed Committee on Nutrition appointed by the League of Nations recommended the establishment of national 
nutrition councils in all countries to co-ordinate all aspects of nutrition. This recommendation was accepted by the Union 
government in 1940 and the Public Health Act was amended to make provision for a National Nutrition Council which, 
although it had no executive powers, conducted investigations and relevant research and reported to the Minister of 
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Health. The Council proved to be very energetic and proactive. Its effectiveness was bolstered by the creation of a Division 
of Nutrition and Health Education as its executive authority. The success of the Council was due largely to two factors: 
first, it was linked directly to its executive arm within the Department of Health; and second, the personal involvement of 
the Minister of Health, Harry Gluckman, for three crucial years of its existence.

In 1951 a separate Department of Nutrition was established by a subsequent Minister of Health, Karl Bremer. This new 
Department, under the ministry of Health, embarked on a variety of schemes to improve food production and the quality of 
diet. The fate of this Department is best summed up in the words of the president of the Nutrition Society in 1975: "In 
retrospect, many of these schemes were ill-advised. Other departments felt that this new department was encroaching on 
their terrain and this antipathy and criticism, and other factors, unhappily led to the demise of the Department in 1960. It is 
a great pity that this Department, which could have been a mighty instrument in improving nutrition in South Africa, came 
to such an inglorious end."35 At the same time that the Department of Nutrition was disbanded, it was decided to allow the 
National Nutrition Council to die a natural death. The decline in its activities coincided with the first 12 years of Nationalist 
rule and partly reflected the diminishing significance of malnutrition as a political concern in the face of the rapid economic 
advancement of whites. 

Over the next three decades the nutritional role of the national Department was confined largely to dietary education to 
combat the emerging diseases of lifestyle of an increasingly affluent white population, although central government 
continued to provide a subsidy to some local authorities to alleviate malnutrition. 

An Emergency Food Scheme was initiated in 1985 to provide relief in areas of highest nutritional risk, and an amount of 
R2,5 million was allocated to relief schemes for 95 000 African people in the Republic (excluding TBVC states).36 
However, the appointment of a Committee for the Development of a Food and Nutrition Strategy for Southern Africa in 
1989 and of the Calitz Committee in 1990 signalled the first attempt by the Nationalist government to begin to address the 
issues of poverty and development more comprehensively.37 

Poor planning and inadequate infrastructure hampered the implementation of a consequent Nutrition Development 
Scheme as the Department of National Health and Population Development battled to absorb and use effectively the R220 
million allocated by the Treasury to targeted food aid in 1990. In the absence of a Directorate of Nutrition, the task of 
administering this allocation was foisted on the Directorate of Health Promotion. At the regional level staff were placed in 
the double bind of their own and head office's bureaucratic administration, and a growing zeal, untempered by experience, 
for community participation in the management of health programmes.38 

Recognition of the need for greater co-ordination and executive authority to support nutrition programmes has resulted in 
the creation of a Directorate of Nutrition within the Department of Health. Although this signifies greater recognition of the 
importance of nutrition, it remains to be seen whether an individual at this level can exert enough authority to promote the 
integration of activities by a range of government ministries. The Nutrition Committee appointed by the Minister of Health in 
August 1994 has proposed a decentralised network of nutrition units at district level, tasked with the implementation and 
monitoring of district nutrition plans.39 It is questionable whether such infrastructure is sustainable, or even advisable, at 
district level. A more practicable approach would seem to be to strengthen the nutrition activities of the primary health care 
team.

In addition, the Nutrition Committee has recommended the establishment of technical and community-representative 
advisory groups to provide support and guidance to nutrition structures at all levels. The success of such advisory groups 
depends on their ability to translate broad goals and principles into concrete and attainable strategies. In practice this 
implies their incorporation, in some manner, into the executive management of nutritional interventions. Positive and 
negative experience, through the National Nutrition Council and the Health Matters Advisory Committee respectively, 
suggest that advisory forums not linked to executive authority rapidly become toothless.

DIRECT NUTRITIONAL SUPPORT

The question whether direct nutritional support through dietary supplementation is an appropriate and cost-effective 
intervention has vexed policy-makers and academics throughout this century. The First Carnegie Inquiry into Poverty 
among poor whites in South Africa recommended that direct material assistance without equivalent service be reduced to 
a minimum. The Commission was convinced that a social policy based on "handouts [to the poor] would cause loss of 
independence and may imbue them with a sense of inferiority, impairs their industry, weakens their sense of personal 
responsibility, and helps to make them dishonest".40

At a Medical Congress in 1938 the Secretary for Health, Dr EH Cluver, questioned the validity of the argument that free 
food would undermine the independence and self-respect of the recipient. He considered the arguments of many 
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antagonists to be inconsistent, particularly those of the people who favoured the extension of other free social services, 
such as education and health. For Cluver, adequate daily nutrition for all children was the basis of the success of any other 
social service. Despite some dissension, a free-milk-in-schools scheme was introduced in 1938 and gradually extended to 
most white and some coloured primary schools. African children were entirely excluded from this scheme until 1943, when 
the Minister of Finance announced the government's intention to contribute 2d for every 1d provided by the provinces for 
feeding primary school-children of all races. Consolidation of the various school feeding programmes was proposed to 
achieve universal feeding of all primary school-children in the Union. This scheme, which provided one free meal a day to 
primary school pupils of all races, came into operation on 1 April 1944. In October 1949 the Minister of Education, Arts and 
Science appointed a Commission to inquire into the National School Feeding Scheme. In its submission to the 
Commission, the National Nutrition Council argued for its continuance, stating that "schoolfeeding is recognised in all 
civilised countries as a useful and economic method of combating malnutrition. This Council recommends that it be 
accepted as an important and practical measure applicable to South Africa".41 

Preceding and during the Second World War, several nutritional support programmes were introduced by the Union 
government. Underpinning many of these was the philosophy that excess "protective foods" such as milk and butter should 
be channelled to malnourished South Africans and not exported. In addition, the magnitude of any national feeding 
programme would ensure that agricultural production was stimulated, with spinoff benefits for the entire economy. While 
the underlying principle may have been economically sound, the practice was flawed: the exclusion of Africans from the 
benefits of many of these schemes undermined the economic viability of the programmes and ignored the most needy 
sector of the South African population.42 

Several local authorities, notably those of Springs and Germiston, took the lead in establishing nutrition schemes in African 
urban settlements. A powdered milk scheme initiated by the Cape Town Municipality and Divisional Council of the Cape, 
based on a card system for milk rations for coloured people, proved successful.43 In some areas the provision of milk 
powder was acknowledged to have caused a dramatic decline in the prevalence of malnutrition. In Krugersdorp, for 
example, 10% of African children were treated for kwashiorkor in 1966. Two years later, and after the introduction of a milk 
distribution scheme, only 70 children were found to require nutritional support.44 Throughout the 1960s the government 
continued to provide a subsidy to the 66 local authorities for the distribution of milk and milk powder, but failed to make 
financial provision for the expansion of the scheme.45

In 1975 the Department of Health introduced the PVM (Protein-Vitamin-Mineral) Scheme in clinics whereby powdered milk 
enriched with vitamins and minerals was made available for malnourished children aged between 1 and 6 years. From the 
outset the PVM Scheme floundered, for several reasons: first, at the time of its introduction, the PVM mixture was poorly 
palatable; second, local authorities were resistant to placing additional responsibility on their clinic staff; and third, it is not 
clear that there was a sustained commitment by the Department of Health to ensure that the PVM Scheme was promoted 
and expanded.46

The National Nutrition and Social Development Programme (NNSDP) was established in 1991. Initially called the Food Aid 
Programme, its activities diversified to include nutrition-supportive activities other than supplementary feeding. From the 
beginning, its mandate was to target women and young children at risk, particularly in rural areas. The Programme has 
been dogged by controversy, related mainly to unwieldy administrative procedures, inadequate control and evaluation 
measures, and its potential for fraud. Nevertheless, workers in many non-government and community organisations 
maintain that the Programme has served an important relief function, especially in areas disrupted by political violence and 
affected by drought. 

The proclamation of a Primary School Nutrition Programme in 1994 was met with muted dismay by many health service 
managers and nutritionists. It was argued that this scheme did not address, and would inevitably divert funds away from, 
the priority preschool age group. In addition, it was unlikely that the quantities of food distributed would have any 
significant impact on the nutritional status of children. 

On the other hand, many community workers argue that the benefit of this scheme lies not so much in its impact on 
nutrition, but on education (food-for-thought), school attendance and community empowerment.47

The Programme has encountered many of the same problems experienced by the NNSDP, and some provinces have 
been severely criticised for favouring large white-owned conglomerates in the tendering for contracts.48 Poor 
administrative procedures and accounting control have resulted in large-scale embezzlement and corruption in at least one 
Province, and it is likely that newly-instituted auditing processes will uncover more irregularities. Provincial officials argue 
that these problems are due in no small part to the precipitous manner in which major programmes have been thrust upon 
them, with inadequate preparation or forethought.
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Debate continues about the benefit of direct nutritional support relative to other interventions. The National Committee on 
Nutrition (1994) has recommended that the NNSDP, the Primary School Nutrition Programme and the PVM Scheme 
should be integrated. Unless there is clear definition of the role of the Department of Health in nutritional support, it is likely 
that budgetary allocations to the Department for nutrition-related activities will be eroded as other Departments make their 
demands for funds intended for development more explicit. Further research is required to evaluate the impact of the 
NNSDP, the PVM Scheme and the Primary School Feeding Programme, and to identify the peculiar role of the 
Department of Health in providing nutritional support in South Africa.

OTHER INTERVENTIONS BY THE DEPARTMENT OF HEALTH

Less controversial, but as undefined, is the role of the health services in nutrition rehabilitation for malnourished children. 
The PVM Scheme was established in recognition of the fact that severely malnourished children needed to be "treated" 
with food in the same way that appropriate treatment would be provided for other physical disorders. Milk has formed the 
mainstay of food supplementation from clinics, but there is some dispute as to whether this is the most cost-beneficial 
alternative. 

Apart from nutritional supplementation and co-ordination of the nutrition-supportive activities of the state, the public health 
sector has at least three other primary functions related to nutrition, namely the prevention and treatment of illness, the 
promotion of sound nutrition, and nutritional surveillance. Some local authorities, such as the Western Cape Regional 
Services Council, have established routine protocols for the investigation and management of children who fail to thrive. 
This strategy should be implemented by all health authorities. Routine deworming of all children in areas of endemic 
parasitic infection is increasingly being recognised as a highly cost-effective nutritional intervention.49 A study in KwaZulu-
Natal has identified the coastal zone as endemic for both nematode infection (such as pinworms and roundworms) and 
schistosomiasis (bilharzia). Areas at higher altitudes are not endemic, and further investigation is needed to identify priority 
areas for mass deworming programmes.50The value of traditional nutrition education and dietetics in a developing country 
such as South Africa is questionable, and the dogma of the "three food groups" is gradually being replaced by pragmatic 
and specific nutritional advice which takes into account the limited range of foodstuffs available to poor people. In some 
peri-urban and inner city areas such as Khayelitsha and Hillbrow, household and community food gardens have been 
established successfully. These have served the dual purposes of demonstrating affordable foods and supplementing 
inadequate household diets.

The influence of the United Nations Children's Fund (UNICEF) has been evident in the debates on nutrition policy in South 
Africa over the past four years, with nutrition surveillance featuring as a prominent strategy for ensuring optimal targeting 
of interventions. Monitoring mechanisms such as the National Consultative Forum on Drought and Development have 
been instrumental in assessing areas of greatest need. However, these mechanisms have not been adequately 
incorporated into routine information systems of government departments such as Health. An important component of the 
planned national health information system will be the identification of simple indicators of nutritional status - easy to 
collect, understand and use at primary care level. These indicators should be supplemented by community-based surveys 
of weight and height-for-age. 

The notification of cases of kwashiorkor is a useful tool for assessing the prevalence of acute malnutrition and establishing 
protocols for the management of malnourished children. Mainly through the efforts of Helen Suzman MP, kwashiorkor was 
made a notifiable disease in 1962. This decision was rescinded by Minister of Health Albert Hertzog in 1968, who 
explained to Parliament that "we know what the picture is".51 The feasibility and value of reintroducing notification for 
cases of kwashiorkor is a matter for urgent consideration by the new Director of Nutrition. 

The Ministerial Nutrition Committee (1994) has tabled recommendations for surveillance at all levels of the health service, 
but has suggested a priority rating for the phasing-in of the national surveillance system. Birth weight and clinic-based 
monitoring of weight-for-age are regarded as key anthropometric measurements in children, while survey-based 
assessment of serum haemoglobin and retinol, urinary iodine and thyroid goitre are considered the priority clinical and 
biochemical indicators of nutrition. The potential complexities of a nutrition surveillance system underscore the importance 
of identifying the most simple, yet effective indicators for gauging the nutritional status of the population - with sufficient 
resolution to target interventions effectively. 

AGRICULTURE AND LAND USE

South African agriculture is marked by its dualism. The total area under (predominantly white) commercial agriculture is 
roughly five times more than that under African small farmer agriculture, while the gross value of production of commercial 
agriculture is almost ten times higher than that of African small farmer agriculture. Indications are that production 
differences between the two sectors are increasing, and that African rural areas are becoming steadily more dependent on 
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external food sources. The confiscation of land in South Africa has played no small part in shaping the profile of 
malnutrition in South Africa, and land reform will be crucial to the rehabilitation of the country's overall nutritional status. At 
present the white commercial agricultural sector owns 88% of the arable land in South Africa. While 95% of the land in the 
former TBVC and self-governing territories is used for forestry and subsistence agriculture, only 13% is regarded as arable.

Just as fundamental is the development of an agricultural policy which is consumer-oriented and supports and protects 
subsistence producers of foods. The Marketing Act of 1937 made provision for the establishment of food control boards to 
regulate the production and marketing of agricultural products. A National Marketing Council was established to oversee 
the introduction of control boards and other regulatory schemes. Marketing boards appeared to favour producers over 
consumers, and capital-intensive agriculture over small producers. Inefficient local production has been encouraged by 
artificially high prices and restrictions on imports. Over the past few years there has been a move away from policies of 
self-sufficiency (which benefited white commercial agriculture) to policies of food security. The recent deregulation and 
disbandment of some of the marketing boards was applauded by the National Nutrition Committee of the Department of 
Health (1994), but it has cautioned that deregulation could lead to greater price instability, and consequently aggravate 
food insecurity among vulnerable groups. 

Agricultural policies to enhance household food security need to balance issues of supply (imports versus self-production), 
demand (household incomes versus commodity prices), distribution (marketing margins, regional availability, etc) and 
targeted relief measures such as food aid. In addition, specific measures of support to small-scale farmers in rural areas 
should be extended, including the provision and financing of inputs and other production factors; provision of 
mechanisation; creation of effective marketing channels to meet the particular needs of the small farmer; transfer of 
technology through training, extension services and appropriate research; and ensuring adequate institutional capacity to 
support developing programmes.52 

However, in urban areas in particular, nutrition-supportive agricultural strategies need to go beyond attempting to achieve 
household food security if co-existent patterns of excess and deficit are to be addressed. Nutrient-rich foods (such as milk, 
fruit, vegetables and legumes) need to be made as palatable and affordable as nutrient-empty foods such as carbonated 
drinks and savoury snacks.

A distinctive strategy of nutritional support adopted by the ministries of agriculture in several countries such as India and 
Brazil is the fortification of food (or water) with appropriate micronutrients.53 

The Agriculture and Economics Committee of the National Nutrition Council (1940-1960) strongly favoured the fortification 
of certain foodstuffs with a variety of protein and vitamin sources.54 It argued for the compulsory admixture of soya-bean 
flour or some other protein-rich preparation in maize meal. This proposal was rejected by the Directorate of Food Supplies 
and Distribution in 1950, despite support for the proposal from the Ministry of Health. 

In 1975 it was announced that there was no longer a need for state involvement in the fortification of maize meal, as a 
product enriched with nicotinamide and riboflavin had become commercially available.55 This voluntary fortification of 
maize meal by milling companies is not subject to controls or monitoring, and its extent or impact is unclear. A study of 43 
samples of maize meal in 1986 found that concentrations of riboflavin and nicotinamide were below the recommended 
levels in all but three cases, and most were less than half this amount.56 The National Nutrition Committee (1994) has 
recommended the compulsory fortification of maize meal with riboflavin, nicotinamide, thiamine, folate and Vitamin B6, and 
the Food Legislation Advisory Group (FLAG) appointed by the government is currently reviewing legislation concerning the 
iodisation of salt with a view to making it mandatory. 

THE MPILONHLE PRIMARY SCHOOL FEEDING PROJECT 

Through the Mpilonhle Project, over 14 000 primary school-children in rural southern KwaZulu-Natal receive a peanut 
butter or jam sandwich and a cup of sour milk ("amasi") daily. The expansion of an existing school feeding scheme run 
by a non-government organisation called Ziphakamise, Mpilonhle receives funding through the Primary School Nutrition 
Programme. 

Ziphakamise serves as a facilitator for the 20 different school committees involved in the project - providing training in 
programme and financial management, dealing with suppliers and the Department of Health, and ensuring the daily 
delivery of milk and bread. Some schools and community-based organisations (CBOs) have chosen not to join this co-
operative, preferring to go it alone. 

The experience of the Mpilonhle Project is mixed. On one hand, the massive injection of state funding has enabled 
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Ziphakamise and smaller CBOs to extend their services far deeper into rural and under-served areas. On the other, 
administrative and organisational bottlenecks within the Department of Health have seriously undermined the credibility 
of these organisations within communities in which they have worked, in some instances for decades. Failure to pay 
these organisations and local suppliers timeously has jeopardised the continuation of this and other projects. 

For some school committee members who are barely literate, the newfound responsibility has proved a humiliating 
experience. One-day training sessions in money management have been hopelessly inadequate in view of the 
scrupulously detailed accounting returns required. 

Those involved in the Mpilonhle Project are adamant that these teething problems should be resolved and that the 
project should continue. Accounting systems need to be vastly simplified and a more pragmatic and considered 
approach towards community empowerment should be adopted. NGOs such as Ziphakamise should be used more 
effectively in the process of training and support. 

Many people are sceptical of school feeding as a priority nutritional intervention in South Africa. But the schoolteachers 
involved in the Mpilonhle Project strongly maintain that their pupils are less hungry and more attentive when they have a 
cup of amasi and a peanut butter sandwich in their stomachs every day. 

ECONOMIC POLICY

South Africa readily meets the criteria for national food security, namely that production plus nationally financeable net 
imports plus direct food transfers to vulnerable groups is sufficient to ensure that every person in the country receives 
adequate food. In other words, South Africa is in a position to feed all of its people. However, it is estimated that between 
30-40% of South African households do not have assured access to an adequate diet. While physical availability of food is 
undoubtedly a factor in rural areas, inadequate household food security is largely due to a maldistribution of household 
incomes, purchasing power and transfer payments such as pensions. Despite South Africa's relative wealth, a significant 
proportion of the population are too poor to buy adequate food and do not have access to adequate methods of social 
security. Political considerations have played no small part in this maldistribution, through both overt strategies of white 
enrichment such as job reservation and land confiscation, and macro-economic priorities which have favoured large 
commercial producers and generally ignored poor subsistence households. 

In a paper presented to the Regional Consultative Forum on Drought, Reginald Green argued that increased domestic 
production is necessary but insufficient to achieve adequate levels of household food security, and that a redistributive 
process of transfer payments (in cash or kind) aimed at "unempowerable" households is required.57 Green defines 
"unempowerable households" as those with an inadequate ratio of labour power to mouths, for example an elderly 
grandmother caring for numerous small children, or households which are employable only at very low levels of 
productivity - due to economic factors which will take years to transform. He estimates that a third of absolutely poor 
households fall into this category. Thus economic policies aimed at achieving household food security in the context of 
national food security must both stimulate production, particularly by small farmers and enterprise, and ensure a process 
of redistribution of purchasing power. 

One of the redistributive strategies which has evoked greatest controversy has been the subsidisation of foodstuffs, 
through direct subsidies to industries and through the zero-rating of selected foods with regard to the collection of value-
added tax (VAT). Direct subsidisation of bread was supported by those who felt that regulation was effective in keeping 
bread prices low and stable, but opposed by those who argued that controls stifled competition, restricted entry by new 
manufacturers and reinforced the concentrated structure of the milling and baking industry. The National Nutrition 
Committee (1994) takes the pragmatic stance that the reintroduction of price controls is not feasible because of the 
emergence of hundreds of new outlets and production points, and fiscal policies which discourage subsidisation. With 
regard to VAT exemption, the Committee has recommended a reduction in the list of exempted foodstuffs to include only 
maize meal, maize samp and maize rice, brown and white bread, bread flour, rice, real milk powder, eggs and beans. The 
savings achieved through the shortening of the list of exempted foodstuffs should be channelled through the RDP to 
reduce poverty in the poorest households. In the longer term, the Committee would support, as a nutritional intervention, a 
shift away from VAT exemptions provided that the consequent savings were used to support the Integrated Nutrition 
Programme and poverty relief programmes. However, the Treasury has expressed reticence towards forms of dedicated 
taxation.

RECOMMENDATIONS FOR AN INTEGRATED NUTRITION POLICY 
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The National Committee on Nutrition appointed by the Minister of Health in August 1994 has recommended the 
development of a three-pronged integrated nutrition strategy. These prongs are interventions based at community and 
health facility level, and the creation of a nutrition promotion programme. 

At facility level, the Committee argues that nutrition programmes should be established as an integral part of the primary 
health care package, and adequate staff time should be devoted to activities such as growth monitoring and promotion, 
nutrition education, follow-up and assessment within the community, the provision of food supplementation, addressing 
micronutrient deficiencies and ensuring appropriate nutritional management of diarrhoeal and other infectious diseases. 

A community-based nutrition programme which amalgamates appropriate projects of the Primary School Nutrition 
Programme and the National Nutrition and Social Development Programme should be developed. Nutrition personnel, 
together with community development resource persons and community-based and non-government organisations 
(NGOs) should assist communities in identifying and implementing key intervention and surveillance strategies. An 
element not satisfactorily resolved in the Committee's recommendations is the respective role of the public health sector 
and NGOs, many of which have been carrying out functions which they consider to be state responsibilities, for example 
the rehabilitation of malnourished children, without any financial support from the government. Both the NNSDP and the 
Primary School Nutrition Programme have provided models for public/private collaboration, but this relationship is tenuous 
and greater clarity on the respective roles of the state and non-government sector is required.

Further, the Committee recommended the introduction of a nutrition promotion programme to address the issues of 
communication, advocacy and appropriate legislation. 

The success of these programmes would be monitored by means of a nationwide system of nutritional surveillance 
forming an integral part of the national health information system for South Africa. 

The strength of the recommendations of this Committee lies in its emphasis on an integrated approach to nutritional 
support at community and facility level. Implicit in these recommendations is the belief that the health sector should play a 
leadership role in promoting good nutrition at local level. 

The weakness of the recommendations lies in their failure to extend this role to the macro-political level, where the need 
for leadership, co-ordination and vision is just as imperative. What is required is a systematic merging of health, 
agricultural, economic and other sectoral policies to promote household food security. The Department of Health is well-
placed to spearhead this process: First, the Department of Health bears responsibility for monitoring the country's 
nutritional status. Therefore it is primed to respond to positive or negative changes. Second, many nutrition-supportive 
interventions, such as the prevention and treatment of infectious diseases, lie within the realm of the health sector and 
conversely, good nutrition supports better health. Thus the Department of Health has a substantial vested interest in 
nutrition. Third, the health sector often has to bear the brunt of other sectoral policies which are apathetic to nutrition, 
through both an increased burden of disease and having to administer relief and nutrition rehabilitation programmes. 

In practice this could mean the creation of a Cabinet Committee for Nutrition chaired by the Minister of Health. The task of 
this Committee would be to ensure that all sectoral policies promote good nutrition. This approach has proved successful 
in South Africa in the 1940s, in other developing countries such as Thailand and Indonesia, and in developed countries 
such as Norway.5,58,59 

The work of such a Committee should be underpinned by policy research which seeks to address the following: First, what 
are the critical sectoral interventions which will rapidly improve household food security in South Africa, and how can they 
best be implemented? Second, what formal links between health, economic and agricultural policies can be established to 
enable a synthesis of nutrition-supportive sectoral policies? Third, greater understanding is required of allocative 
mechanisms within households. For example, indications are that nutritional excess and deficit can co-exist even within 
households.60 Fourth, the impact of programmes such as the Primary School Nutrition Programme and the National 
Nutrition and Social Development Programme should be assessed, using criteria which will document both expected and 
unexpected benefit or detriment and evaluate real and opportunity costs. Finally, the process of programme 
implementation should be evaluated. Many lessons can be learned from the existing PSNP and NNSDP, especially in 
relation to administration and community-based management.

The health sector is confronted by a remarkable opportunity. Both the government of the day and the public at large 
appear to recognise good nutrition as a priority in South Africa's development, manifested through initiatives such as the 
Presidential Primary School Nutrition Programme. Unless the resources currently available to the Department of Health 
are used effectively and are documented to be effective, it is likely that competing demands from other sectors will 
gradually erode these resources - without any sense of whether alternative initiatives outside of the health sector will better 
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achieve household food security. The Department of Health needs to balance a recognition that many interventions which 
improve the distribution of household food security fall outside of its functions with a realisation that it can play an 
important redistributive role, particularly in ensuring food security for those who will not easily be empowered. 
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Table 13.1

Table 13.1 

Anthropometric status of South African children by province

Province
Children 

7-60 months 
n = 3689

Primary school-children (substandards 1 and 2) 
n = 97790 

 
% Height for 
age
< 2SD1 

% Height for 
age 
<2SD1 

% Weight for 
age 
<2SD1 

% Weight for 
height 
<2SD1 

Western Cape 16,5 13,8 12,0 2,8
Northern Cape 35,6 19,2 20,9 5,4
Eastern Cape 32,5 16,8 9,2 2,5
KwaZulu-Natal 26,0 11,8 5,6 1,9
Free State 25,4 11,2 8,0 1,8
Mpumalanga 21,1 11,4 6,2 1,8
Northern Province 29,7 13,4 10,4 3,1 
North West 25,4 14,1 12,0 4,4
Gauteng 17,5 7,1 4,6 2,1
ALL SA 25,4 13,2 9,0 2,6
TOTAL AT RISK 857 000 263 000 180 000 52 000 

1 <2SD = less than 2 standard deviations below the norm after adjusting for age and gender.

Sources : SALDRU/World Bank Report 1993-1994 South African Rich and Poor. Baseline 
household statistics. 

Dept of National Health and Population Development. Anthropometric Survey. 1994 
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Table 13.2

Table 13.2 

The influence of increasing urban exposure on the 
composition of diet (19 to 44-year-olds) 

Food group % Life spent in city
% Change between 

extremes of 
urbanisation

Dairy 12,4 10,2 8,3 - 33%
Meat 24,4 24,8 27,7 + 14%
Fruit and vegetables 14,3 17,4 17,0 + 19% 
Cereal 43,7 37,2 32,5 - 26%
Fats 10,4 10,2 11,2 + 8%
Non-basic 13,2 20,2 15,4 + 17% 

Source : Bourne L. MRC Urbanisation and Health Newsletter No 22; September 1994 
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Table 13.3

Table 13.3 

Obesity prevalence among urban African and coloured, and 
rural Indian and white 15 - 64 year olds (using % Body Mass 
Index >30)

 Women % Men % 

Urban African 1 34,4 7,9

Urban coloured 2 27,1 6,2

Rural Indian 3 10,5 3,0 

Rural white 4 18,0 14,7 

1 Steyn et al, 1991 
2 Steyn et al, 1985
3 Seedat et al, 1990
4 Jooste et al, 1988 
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Chapter 14

Free Health Care Policies

 OVERVIEW

This chapter offers a comprehensive overview of international and local experience with regard to user fees, and sums up 
the main issues and policy options which must be considered in South Africa. The term "user fees" here refers to the 
charges levied on users of public sector health services with the aim of recovering some or all of the costs of providing 
such services. 

Population growth, the global economic recession of the 1980's and the increasing prevalence of HIV-related disease 
increased the financial hardships encountered in the public health sectors of underdeveloped countries. The main sources 
of revenue (taxes and donations) could no longer support the financial demands placed on health systems and therefore 
alternative forms of revenue generation had to be considered. User fees and national health insurance schemes have 
been seen as the two main supplementary forms of finance for alleviating the financial burden. If implemented properly, it 
was reasoned, user fees could provide a short-term solution to the financial shortfall.

Many underdeveloped countries have charged user fees in the past - usually small amounts at token levels as an entrance 
or registration fee. As more and more governments have found it increasingly difficult to finance public sector health care, 
user fees have come to be seen as a specific policy tool for addressing the resources gap in health sector financing.

The World Bank1 in particular has advocated user fees as a possible solution. Assuming that individuals are both willing 
and able to pay for health care that benefits them, the Bank argues that fees should be targeted at curative care and drugs 
in particular, because their benefits are easily associated with their monetary value. Charging patients would generate 
substantial additional funds while eliminating the inefficiencies of free care such as excessive utilisation ("frivolous use").

Opponents of user fees2 point to the fact that charging for services denies access to those who are most in need of health 
care, namely the poor. Economic hardships in underdeveloped countries prevent the majority of the population from 
paying fees, so the objective of user fees raising funds for the public health sector is not likely to be achieved.

Empirical evidence on consumer willingness and ability to pay for health services is ambiguous. Studies have been 
hampered by the ongoing methodological debate regarding econometric modelling in the evaluation of the impact of user 
fees. The World Bank claims that demand is relatively price and income-inelastic (i.e. demand for health care is not 
significantly influenced by price or income), which leaves room to increase or implement user fees on a wider scale. This 
view is supported by Malaysian research3 and data from the Sudan which suggest that demand is insensitive to price 
when fees are increased by as much as 150%4 (when associated with improvements in quality).

Other researchers have found the opposite. A survey in Tanzania indicated that 84% of rural and 81% of urban dwellers 
did not have sufficient funds to pay for health services,5 while in Kenya user fees had to be suspended for causing a "one-
third drop in the number of patients seeking health care".6 There is growing consensus that user fees will affect access to 
health care: the main issue of debate relates to the groups most vulnerable to this, and the extent to which utilisation 
declines.

Furthermore, few underdeveloped countries recover more than 15% of health expenditure through user fees. Vogel's7,8 
comparisons of revenue collected through fees in sub-Saharan Africa indicated a range of less than 1% of recurrent 
government health expenditure in Burkina Faso to approximately 15% in Ghana. In Africa, fee systems currently yield a 
gross average of around 5% of operating costs.9

Certain principles and policy recommendations have emerged as a result of the above debate. Preventive care should be 
exempt from fees because its benefit to society far outweighs the cost of providing the service to individuals (i.e. it is a 
"public good"). Incentives for fee collection at the point of service should be created, for example by allowing facilities to 
retain all or part of the fee revenue for improving the quality of their service. User fees should also be used to direct 
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patients to the proper level of care, for example by charging higher entry fees for the inappropriate utilisation of hospitals 
where clinic services are available. Higher charges at secondary and tertiary institutions would be waived for patients 
referred from a lower level facility. International consensus indicates that the major emphasis should be on charging those 
who are insured for hospital care. In this way cross-subsidisation of public patients by those in the private sector would 
occur.

While there is no agreement on the most effective methods of allowing equitable access to health care while minimising 
abuse, there is general consensus that exemption mechanisms should be part of any user fee schedule. Income-related 
fees are the most common option. Specific services and groups exempted from fees in a range of underdeveloped 
countries include communicable diseases and preventive services, civil servants and health personnel. Mali,10 Rwanda,11 
and Senegal5 provide free care for all pupils and students, while Tanzania, Chile and Bangladesh12 exempt all primary 
care services from fees.

Table 14.1 - Summary of major tariffs for public sector health services, 1994 in rands

USER FEE STRUCTURES IN SOUTH AFRICA

South Africa's long history of fragmented health services has resulted in non-uniform fee structures. Although a standard 
countrywide policy was developed by the provincial administrations in the early 1990s and the health departments of 
certain "homelands" (Venda, Lebowa, Gazankulu and Kangwane) agreed on a uniform fee schedule in 1991, the other 
TBVC states and "homelands" did not. In many of the former "homelands" fees were not updated on a regular basis and 
lower fees were charged for in-patient services than in the provincial departments. Even today administrative complexities 
remain an obstacle to achieving a unitary system for all provinces.

FEE LEVELS AND DIFFERENTIATION

The general principle guiding current fee collection is that all health services provided by the state are chargeable, fees for 
services being differentiated according to income level. Table 14.1 summarises the fees schedule for the provincial 
administrations in South Africa (as at 1994).

While patients falling into the highest income category (and medical scheme members) are regarded as private patients 
ineligible for treatment in state institutions, patients or private practitioners who request the use of state facilities are 
accommodated. In some former "homelands" private patients were not discouraged from using public sector services and 
thus contributed to fees collected. These issues have important implications for the generation of revenue from individuals 
who are medical aid members.

Further means of differentiating fees include the type of service and the service provider. Differential fees, based on the 
time of day at which the service is provided (with additional after-hours levies), are not currently charged in South Africa.

EXEMPTIONS AND THE IMPLICATIONS OF "FREE CARE"

While most health services are chargeable, there are mechanisms to ensure that health care costs do not prevent 
utilisation by vulnerable groups (eg. the poor). In South Africa the following groups of patients and services were exempt 
from user fees until the policy was revised in 1994:13

family planning and sterilisation services; 
immunisations and other measures to combat infectious diseases; 
persons admitted for the purpose of providing clinical material for examinations; 
persons suffering from communicable and/or notifiable diseases (eg. tuberculosis, leprosy, cholera, venereal 
diseases); 
examination of and taking of samples from assault and rape victims; 
persons donating organs, blood, milk or human tissue; 
public sector health personnel injured in the performance of their duties. 

Most former "homelands" exempted essentially the same services as provincial administrations, while in some free care 
was provided to chronically ill, disabled, malnourished and psychiatric patients.

On 24 May 1994, the State President announced a revision of the above list to include free services for children under the 
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age of 6 years, pregnant women and all women for a period of six weeks after the end of a pregnancy. This was congruent 
with the ANC health policy document,14 which suggests that the following services should be provided free of charge to 
users: preventive/promotive activities, school health services, nutrition support, curative care for public health problems 
and community-based care. The following groups were singled out for free care: children under 6, pregnant and nursing 
mothers, elderly people, disabled people and certain categories of the chronically ill.

Although popular support for these provisions was overwhelmingly positive, the practical and financial implications thereof 
had not been fully anticipated. Many service providers objected to the inadequate preparation time and the lack of 
consultation preceding the decision to implement what had been seen as policy suggestions rather than a concrete plan. 
Also, no extra funds were made available for these new services (budgetary allocations have subsequently been made).

Immediate problems included the development of drug and staff shortages at clinic level as patient loads increased by as 
much as 300%,15 and damage to staff (and patient) morale due to the difficult necessity of turning care-seekers away. This 
was worsened by patients bypassing PHC services and going directly to hospitals. Perceptions that the system was open 
to abuse were widespread: "Some children will be under the age of 6 forever..." was one comment.16

The financial implications of the new policy need to be studied in greater detail. A recent countrywide study to evaluate the 
impact of free health services for children under 6 and pregnant women stressed the following aspects:17

increased utilisation of services in some areas ( >300% in the Eastern Transvaal); 
a 20% increase countrywide in the utilisation of after-hours services (at various service levels); 
large numbers of patients being treated at the inappropriate level of attendance (32% in the Eastern Transvaal); 
staff perceptions of their institutions as having inadequate facilities and shortages of staff, consumables, and 
transport which prevented them from coping with the increase in patient numbers; 
marked financial shortfalls for service provision - initial additional funds needed in the Eastern Transvaal were 
estimated in the range of 
R 40 000 000. 

The new policy will reduce user fees collected while increasing access to services. As the revenue from PHC institutions is 
low, the policy's effect on addressing previously unmet needs is likely to be beneficial. Increases in service use may well 
be transient, lasting only until the initial enthusiasm has abated, while policy-makers may need to investigate ways of 
restricting hospital access to inappropriate care-seekers.

CRITIQUE OF PRESENT FEE STRUCTURES

Apart from the practical issues raised above, a number of lessons learned from international experience are of importance. 
There are no mechanisms for levying a bypass fee on patients who utilise an inappropriately high level of care. Similarly, 
there is no allowance for partial or total fee exemption at higher level institutions for patients referred from the primary 
level. Thus there is an incentive for patients to bypass lower service levels (even if these charge lower fees) in order to 
avoid possible double payment. However, an efficient referral system implies the expansion of the number of primary care 
facilities and the extension of opening times.

The present non-uniform user fee structures have brought about a system of cross-subsidisation between regions. 
Rectifying this and managing a standardised countrywide policy poses a significant public relations challenge. Utilisation 
may be affected adversely in areas in which fees will have to be raised, and groups previously exempted from fees may 
have to pay.

The differentiation of fees by income level is difficult to implement because many public sector institutions do not have the 
infrastructure or managerial capacity to administer the method appropriately. Furthermore, verification of the income 
declared by patients is often impossible, the administrative cost thereof being high in relation to the revenue gained.

The revenue generated at primary care facilities makes a relatively insignificant contribution. In the Cape Provincial 
Administration (CPA) only 0,74% of total health service fee revenue was attributable to Day Hospitals in 1992/3.18 Since 
public primary care facilities serve mainly vulnerable groups, user fees at this level are likely to prejudice access to health 
care by the poorest. This is compounded by the fact that many patients are not aware of exemption mechanisms and how 
to apply for them. As most primary care facilities rely on deferred payment, the cost of administering fees may be higher 
than the revenue generated. Security costs (especially at night) at institutions that collect user fees decrease net income 
even more. This lends further support to the principle of providing such services free of charge.
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There is a lack of adequate incentives for fee collection at facility level - revenue collected from fees is ultimately deducted 
from the budget by the central treasury. Thus user fees are of little benefit to the institution and the health sector. 
International experience4 suggests that facilities should be allowed to retain (at least part of) the funds collected from fees.

THE PRESENT SITUATION: EMPIRICAL DATA

IMPLICATIONS OF USER FEES ON ACCESS

A large proportion of the population simply cannot afford to pay user fees. In a recent community-based study of health 
care affordability19 22% of African interviewees reported having been refused treatment on the grounds of being unable to 
pay. Similarly, 54% of unemployed Africans and 18% of white-collar workers reported not seeking treatment because they 
felt unable to pay for it. 

A recent survey in the Western Cape20 also indicated that unaffordability was one of the main reasons for not using a 
health service, regardless of the socio-economic status of respondents.

CURRENT FEE REVENUE

In 1992/93 CPA hospitals (including day hospitals) recovered an average of 9,2% of current expenditure through user 
fees. Certain hospitals, however, were able to generate fee revenue equivalent to nearly 43% of recurrent expenditure. 
There was a highly significant relationship between fee revenue as a proportion of recurrent expenditure and the 
proportion of private patients (table 14.2). 

Table 14.2 - User fees revenue generation at a selection of Cape Provincial hospitals, 1992/3

Preliminary results from the national survey reported below showed that fee revenue recouped comprised 13,1% of 
recurrent expenditure. Fifty-six per cent of this revenue was collected from private and medical aid patients. Significant 
differences existed between the revenue derived from user fees collected at local authority institutions and hospitals. A 
recently published review of South African health expenditure13 finds an average fee revenue of 9,2% nationally, with a 
service level-specific range from 4,4% at chronic hospitals to 13,3% at secondary institutions. It must be noted that the 
above figures are gross; net figures after the deduction of administration costs are likely to be significantly lower. 

BAD DEBTS

Bad debts highlight two major problems. One is the difficulty of following up on outstanding and deferred payments, and 
the other is that bad debts may reflect the unaffordability of unrealistically high user fees. Given a lack of incentive to follow 
up on outstanding fees (where facilities derive no direct benefit from recouping debts), these will accumulate. While 
preliminary data indicate that bad debts comprise a serious problem in the sample, accurate analysis is incomplete.

PUBLIC SECTOR HEALTH SERVICES SURVEY RESULTS

The Health Economics Unit at the University of Cape Town recently undertook a national questionnaire survey of a sample 
(n=134) of public sector health institutions, including public sector hospitals, primary care facilities and health service 
administrations (former provincial administrations and local authorities). Data were collected on fee structures, exemptions, 
current revenue generation and opinions on aspects of user fee policy. 

Fee levels

While 80% of all the responding institutions charge fees, all academic hospitals, 96% of all hospitals, and 45% of local 
authorities charge user fees. However, the latter do so at low levels and frequently only for medicines. Seventy-nine per 
cent of institutions recovered less than 20% of revenue through user fees.

Retention of fees

Seventy-seven per cent of respondents felt that some fee revenue should stay with the facility collecting it; 61% of these 
suggested that all should be retained. Of the respondents who believed that facilities should retain less than 100%, 24% 
indicated that the remainder should be submitted to the district/local health authority, 52% that it should be submitted to 
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the provincial health authority, 12% that it should be submitted to the national Department of Health, and 7% that it should 
be submitted to the Department of Finance. Five per cent suggested combinations of the above or alternative uses.

Use of revenue

Respondents were presented with a range of alternative uses for revenue retained at facility level and requested to rank 
them in terms of priority. The following uses for fees collected emerged as being high priority uses (percentage of 
respondents choosing item as top priority):

upgrading of facilities for patients 
extension of community-based 
services 
replacement of equipment 
consumables (eg. drugs) 
increased number of posts 
improvement of staff salaries 
other 

21%
20%
15%
14%
12%
9%
9%

Determination of user fee guidelines

A uniform national user fee policy was favoured by 53,4% of respondents, while 21,4% preferred local autonomy and 
25,2% favoured broad national guidelines with some local autonomy in determining user fee policies. Institutions already 
collecting user fees were more likely to choose the third option at a statistically significant level.

Free health care

Fee exemptions may either apply to specific services or be granted to certain categories of patients. Eighty-three per cent 
of respondents felt that all patients (even those not covered by any form of medical aid or insurance) should pay fees for 
public sector health services. However, respondents felt that the following services should be provided free of charge 
(percentage of respondents): 

immunisation 
treatment of communicable 
diseases 
treatment of malnutrition 
chronic care 
primary maternal/child care 
all primary health care 
hospital care (if referred) 
all hospital care 
family planning services 
other 
no services 
all services 

90,1%
70,2% 
56,0% 
44,7%
32,6% 
29,8%
16,3%
5,7%
5,7%
4,3%
3,5%
2,8% 

The low percentage of respondents choosing family planning as a service to be exempted is at least partially due to it not 
being offered as an option on the questionnaire.

Respondents recommended that the following categories of patients (regardless of the nature of the service) should 
receive "free care" (percentage of respondents):

elderly 
indigent 
disabled 
children under 6 
unemployed 
pregnant 
women 

67%
57%
53%
41%
37%
24%
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The relatively low proportion of respondents who felt that children and pregnant women should receive "free care" is 
noteworthy. As this survey was conducted within four months of the announcement of exemption for these categories, it is 
likely that it reflects a bias due to the abovementioned difficulties in implementation. 

Skills to administer fees

Fifty-nine per cent of respondents believed that their institution had insufficient staff to collect user fees, while 68% 
maintained that the skills required to manage user fee collection existed among their present staff.

OPTIONS FOR FUTURE USER FEE POLICIES

The two main objectives of user fees are to generate revenue and to deter "frivolous" use of services. Therefore future 
South African policy on fees should be evaluated in terms of its potential to generate revenue as well as its effects on 
utilisation. 

Net fee revenue collected at the primary level is limited. Services provided at this level are targeted at vulnerable groups 
who are adversely affected by user fees. The provision of these services free of charge should be given serious 
consideration, since it will remove some of the financial barriers limiting access to care. This policy is supported by the 
limitations of exemption mechanisms and the relatively high costs of implementing them. Primary care facilities also 
provide the bulk of preventive services (eg. immunisation), which are not chargeable. Furthermore, the costs incurred by 
patients are not limited to user fees, but also include the costs of time and transport, thus already limiting the number of 
people who seek treatment.

In order to deter "frivolous" use of services above the primary level, the introduction of fees at secondary and tertiary 
institutions could be considered. Patients referred from the primary level could be exempted from such fees, whereas 
those who bypass the primary institution could be made to pay. Patients who are perceived to "abuse" the system, for 
example those who seek sick certificates, could be charged fees for this service. This will also reduce "frivolous" use, 
without adversely affecting formal sector employees.

The implementation of user fees requires careful safeguards in the form of differentiation and exemption mechanisms. 
Personnel training and administrative support are essential to ensure the equitable and cost-effective implementation of 
fee schedules. 

Encouraging private patients to use public sector services (at levels higher than cost-recovery) will provide additional 
revenue from user fees. This cross-subsidisation of public patients has clear equity-generating potential. Even at present a 
high proportion of revenue collected at public sector institutions comes from private patients, especially medical aid 
members. Extending this, however, requires further improvement in quality and services offered, and competitive pricing. 
The Minister of Health's Committee of Inquiry into a National Health Insurance System has implications for the revenue-
generating potential of public sector hospitals, as the Committee recommended that hospital insurance cover be extended 
to a greater proportion of the population, thus broadening the base of patients using public health services at a "cost-
recovery" level.

Revenue so collected may then be used to improve services at facilities, which will encourage staff morale and enable 
patients to see some of the benefits of user fees. If only a proportion of the revenue collected by a facility is retained by 
that facility, the funds not retained may be redistributed to underserved regions for cross-subsidisation purposes by the 
relevant authority.

User fees provide a valuable contribution to the financing of public sector health services. They may be used to signal the 
appropriate level of service utilisation to patients and thus minimise "frivolous" use of facilities. A well-designed and 
managed system of exemptions may improve the equitable provision of services. User fees retained at the facility may be 
used to increase the quality of service, while staff morale may be improved (thus ensuring better quality care) by the 
knowledge that patients are paying for their services.

On the other hand user fees may have an adverse effect on utilisation by financially vulnerable groups. However, the 
stigma of being classified "indigent" may equally deter patients from seeking immediate health care and result in costly 
interventions at a later time. Revenue collected from user fees may displace government funds previously allocated to the 
health service, and administration costs are often greater than the revenue collected from fees.
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Administrative personnel and skills, especially in the implementation of exemption mechanisms, are often inadequate, 
while many patients are unaware of the details of exemption procedures. The practical implementation of differentiating 
between the needy and those who can afford fees for services, and other variables, depends on high quality information 
being available.

While user fees provide an alternative vehicle for financing health care, the above arguments for and against the option 
require careful attention when a health service is designed (or restructured). The adverse effects of user fees on utilisation, 
in particular, are the main obstacle in the path of those who call for their implementation. 
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Table 14.1 

Summary of major tariffs for public sector health services, 
1994 in rands

Service H1 1 H2 H3 Private 
patients

Primary care services
Seen by doctor 4 4 4 31
Seen by nurse 2 2 2 31
Mobile clinic 0 0 0 31
Out-patient visit
Community hospital 8 16 24 31
Regional/academic hospital 13 26 39 51
Laboratory & diagnostic (per request), Pharmaceuticals (per prescription) 
Community hospital 0 0 0 31
Regional/academic hospital 0 0 0 51
In-patient (daily tariff for private patients & per admission or per 30 days or part 
thereof for H1, H2 & H3) 
Community hospital 21 101 152 202
Regional/academic hospital 26 129 194 258
Intensive care (per day)
Community hospital 0 0 0 613
Regional/academic hospital 0 0 0 766
Theatre (regional/academic hospitals - community hospitals charge the same basic 
fee but slightly less per minute) 
Basic charge 0 0 0 144
Up to 60 minutes (per min) 0 0 0 7.5
> 60 minutes (per min) 0 0 0 10
Patient transport
Ambulance per 50km 13 26 39 102
Other per 100km 8 16 24 62

1 The fee structure divides patients into four income-related categories : H1, H2 and H3 and private 
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patients. 

Source : Adapted from McIntyre D. User fees for public sector health services in South 
Africa. Revenue generating potential and equity implications. Working Paper No. 6 Cape 
Town; Health Economics Unit, 1994. 
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Table 14.2 

User fees revenue generation at a selection of Cape 
Provincial hospitals, 1992/3

Hospital Fee revenue as a % of 
expenditure

Private as a % of 
expenditure

Kuruman 42,8 37,6
Karl Bremer 42,3 41,2
Uitenhage 30,6 37,3
Vredendal 25,3 14,5
Burgersdorp 25,2 22,2
Mossel Bay 24,7 27,1
Tygerberg 6,9 9,4
Somerset 6,4 6,0
Red Cross 6,1 6,3
Dora Nginza 2,1 0,2

Source : Adapted from McIntyre D. User fees for public sector health services in South 
Africa. Revenue generating potential and equity implications.Working Paper No. 6 Cape 
Town; Health Economics Unit. 1994 
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Chapter 15 

The HIV/AIDS Epidemic

INTRODUCTION

Human Immunodeficiency Virus (HIV)a is transmitted in three ways, namely sexually, via blood and blood 
products, and vertically, that is, from an infected mother to her infant. 

As is the case in many industrialised countries, the first cases of AIDS reported in South Africa, in 1982, were 
among homosexuals. Over the next few years a few cases of medically acquired HIV infection among recipients of 
unscreened blood (or blood products) were reported. However, since the development of HIV antibody tests in 1985 
and the implementation of rigorous screening of all blood donations by the South African Blood Transfusion 
Services, safe blood supplies have been maintained. Currently, the major mode of transmission of HIV is through 
sexual intercourse (approximately 90%) and concomitant vertical transmission, that is, from infected mother to 
infant. The rest of this section elaborates upon the spread of this epidemic among the heterosexual population of 
South Africa.

 

EPIDEMIOLOGY OF HIV INFECTION

As was the case in other southern African countries, in South Africa HIV presented relatively late among the 
heterosexual population.1 Nevertheless, in the past seven to nine years the HIV epidemic has progressed rapidly, 
with a doubling of infection every 11 to 13 months. The long asymptomatic stage from infection to disease, 
approximately seven to ten years, further complicated by the non-specific nature of the opportunistic infections, has 
masked the emergence of the epidemic to the general population.

Current estimates are that between 1,8 and 2 million South Africans are already infected with HIV and that about 12 
000 to 15 000 people have AIDS. (Table 15.1) Mathematical modelsb predict that in the next five years 
approximately 250 000 to 300 000 HIV infected people will start to develop symptoms. 

Although there is no national HIV/AIDS surveillance strategyc, a review of the existing literature provides an 
adequate, albeit somewhat incomplete, picture of the epidemic in South Africa. The following conclusion can be 
drawn from the available data : 

Table 15.1 - Reported AIDS cases as At 30 December 1994 

Prior to 1985 HIV infection was rare among the heterosexual population. In 1987, two hospital-based 
serosurveys in rural KwaZulu failed to demonstrate the presence of HIV infection among the antenatal clinic 
attenders or general out-patients.3 
Although we are at a relatively early phase of the epidemic the incidence is high, which results in a rapidly 
increasing prevalence.4 - 7 The doubling time is relatively short, estimated at 11 to 13 months, but shows no 
sign of increasing despite the substantial rise in prevalence. The national annual antenatal clinic attenders 
survey reveals a rise in prevalence from 0,76% in 1990 to 1,49% in 1991, 2,69% in 1992 4,69% in 1993, and 
7,57% in 1994.8 
The epidemic has taken root and is well established in all the population groups, although HIV infection is 
most common among Africans. As at October/November 1993 the prevalence was 0,74% among coloureds, 
0,52% among whites, 0,1% among Indians and 5,5% among Africans. Comparisons for 1994 were not 
available at the time of going to press. 
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Although the doubling time is similar (11 to 13 months) throughout the country, the epidemic is at a more 
advanced stage in KwaZulu-Natal. October/November 1994 antenatal survey data demonstrate a prevalence 
of 14,35% in KwaZulu-Natal, compared with 9,19% in the Free State, 6,44% in Gauteng and 1,16% in the 
Western Cape. (Table 15.2) 
Infection is more common among women than men. Anonymous, population-based surveys in rural KwaZulu-
Natal in 1992 revealed a prevalence of 4% among women, compared with 2,2% among men.5 
The virus is spreading most rapidly among young people between the ages of 15 and 30. Surveys in rural 
KwaZulu-Natal show an increase in incidence from 1,9% in 1990 to 5,7% in 1992 in this age group, with 
young women becoming infected at least five years earlier than men.6 
Infection among migrants is approximately three times greater than among their more stable counterparts.9 
The high prevalence of the classic sexually transmitted diseases (STDs) is an additional risk factor facilitating 
the rapid spread of the virus. In 1991, the prevalence of HIV-1 among gynaecology clinic attenders at King 
Edward VIII Hospital in Durban was 5,0%. Of this group 88% had human papilloma virus infection, 13% had 
trichomonas infection, and 15,5% had syphilis. Approximately 15% of antenatal clinic attenders at the 
hospital have syphilis.10,11,12 
The epidemic is still largely asymptomatic, but this is changing slowly as more and more HIV infected 
individuals progress towards AIDS. The most commonly presenting opportunistic infection is tuberculosis 
(TB). Repeat cross-sectional surveys at Ngwelezane Hospital in KwaZulu-Natal show a rise in the number of 
cases of TB from 5,2% in January/February 1990 to 7,1% in January/February 1991 and 9,7% in July/August 
1991.3 
The rapid rise in HIV-1 seroprevalence among women in the reproductive age group is paralleled by a rise in 
vertical transmission of HIV, which ranges from 15 to 30%. Early observations of HIV infection in children at 
King Edward VIII Hospital suggest that HIV infection can easily be missed in children, since they present 
predominantly with common childhood complaints such as respiratory and gastro-intestinal diseases.13 

Table 15.2 - National HIV Surveys in South Africa: Estimated prevalence of women attending antenatal 
clinics: Summary of results for 1990 - 1994

INTERVENTIONS AND CURRENT BEHAVIOURS

Existing mechanisms for the control of HIV include behavioural strategies, early detection and treatment of classic 
STDs, the maintenance of safe blood supplies and the use of barrier methods. Behavioural strategies include 
practising mutually faithful monogamy, reducing the number of concurrent sexual partners, postponing engaging in 
penetrative sex, especially among young women, appropriate care-seeking behaviour for STDs, especially 
ulcerative STDs, and consistent and correct use of male and female condoms.

Several knowledge, attitude, practice and behaviour (KAPB) studies show that most South Africans have heard of 
AIDS and know the main mechanisms of spread of the virus and the methods of preventing it.14 However, although 
these studies reveal that at a superficial level knowledge is good, two important findings are made consistently: first, 
the practice of risk-reducing behaviour does not correlate with the level of knowledge; and second, there is 
widespread denial of individual susceptibility to, or indeed the very existence of, AIDS.15,16,17

Unprotected multiple partner relationships are the major facilitator of the rapid transmission of the virus. Mutually 
faithful lifetime monogamy as a protective mechanism is uncommon; formal marriage is the exception rather than 
the rule. Many women have many children by different consorts and sex is sometimes used to obtain security, 
favours and money.18

Condom use, denigrated as a political ploy in certain quarters, is practised by 10 to 25% of males. However, 
consistent condom use in every sexual encounter is rare. Condom use is equated with a lack of trust in and love for 
a partner, so condoms may be used with occasional partners, but seldom with regular partners.19 

Sex workers who insist on the use of condoms may be physically abused, lose clients, or earn proportionally less 
than their counterparts who do not insist on condom use.20
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RESPONSES TO THE EPIDEMIC

GOVERNMENT RESPONSE PRE-MAY 1994

In November 1988, six years after the first cases of AIDS were reported, the government initiated the establishment 
of AIDS Training and Information Centres (ATICs) in one major city in each of the then four provinces of South 
Africa. These ATICs, and the creation within the Department of Health of the AIDS Unit and the National AIDS 
Advisory Group, were the government's first response to the problem of AIDS. A total annual budget of R21 million 
was allocated to the project. While the ATICs provided valuable training of educators and counsellors and 
counselling, testing and support services to those who were infected or wanted to know their HIV status, the scope 
and extent of their activities were restricted by limited resources, human and financial. The AIDS Unit, on the other 
hand, embarked on a range of ad hoc activities such as distributing free condoms, mass media campaigns, annual 
surveys among antenatal clinic attenders, providing financial assistance to non-government organisations (NGOs), 
setting up toll-free AIDS information telephone lines, subcontracting research, and establishing a clearing-house for 
the distribution of posters, pamphlets and educational manuals. Although these were all valuable activities, in the 
absence of a strategic framework and with limited involvement of important role-players, their impact was limited. 
The AIDS Unit was disbanded in mid-1992 and replaced by a more community-sensitive AIDS Programme under 
the auspices of the Primary Health Care Directorate. However, the impact of the government remained limited due 
to its lack of credibility in the black community. Further, hampered by its bureaucracy it was not able to be as 
innovative as the private or NGO sector.

NON-GOVERNMENT INITIATIVES

The non-government sector in South Africa has a reputation for meeting the most daunting challenges, even under 
the most trying circumstances. However, the response of NGOs to the HIV/AIDS epidemic was also slow to get off 
the ground, partly due to denial of the existence of the epidemic and partly because of the perception that the 
establishment of a new political order should take precedence. Initial NGO activities focused primarily on preventive 
action, and care and support aspects began to receive attention later on.

The most notable of the numerous NGO initiatives was the National Progressive Primary Health Care Network's 
(NPPHCN) National AIDS Programme (NAP). Its beginnings can be traced to the Maputo conference in 1990, 
where it was recognised that the action taken over the next few months would be crucial in halting the spread of the 
virus and that if disastrous consequences were to be avoided there was an urgent need for significant intervention 
focusing on issues relating to prevention and care. The need to challenge the government to greater action and 
commitment was also emphasised. The challenge facing the NPPHCN NAP in 1990 was indeed daunting - in a 
turbulent political and economic climate it had to meet the demands of urgency, flexibility, focus and innovation 
largely through the commitment of a group of volunteers.

The NPPHCN NAP has been in operation since mid-1991 and has been able to function due to donations received 
from three major funders, namely the Independent Development Trust, the European Union and the United States 
Agency for International Development. It operated in 11 areas in all 9 provinces, and had the following objectives: 

the development of a community-based AIDS intervention programme through training and support of 
Community AIDS Worker (CAW) programmes; 
the establishment of a national media policy and media section to raise awareness of AIDS and initiate and 
develop preventive programmes to reduce the spread of HIV infection through education combined with 
other means of intervention; 
improvement of the AIDS component in existing PHC delivery services; 
the development of community support structures for people with aids (PWA) and the promotion of 
community acceptance of PWAs; and 
to pressure government to provide good quality services to PWAs and to supply condoms. 

The NAP was most successful in meeting its first two objectives. Its advocacy role was non-existent; indeed the 
government provided the NPPHCN NAP with condoms and undertook the training of the CAWs through the ATICs. 
While the structures for undertaking these tasks were established through the appointment of national staff, regional 
co-ordinators and the community AIDS workers, it was hamstrung in its ability to map out its role clearly. Further, 
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the recent cessation of funding from international donor agencies and a decision by government not to assume 
funding responsibility further impeded its functioning. The National AIDS Programme formally closed in mid-1995. 

NACOSA

The National AIDS Co-ordinating Committee of South Africa (NACOSA) was launched in October 1992, its primary 
function being to bring together all the key role-players to develop a strategy jointly through a wide consultative 
process. The strategy includes a set of principles and strategies regarding the following areas: education and 
prevention, counselling, care, welfare, research, human rights and law reform. Priorities were identified within the 
areas of prevention and care and these subsequently formed the basis of a detailed implementation plan. Within a 
national framework of standards and policies the plan allows for local and provincial flexibility in implementation. 
The implementation of the National AIDS Plan focuses on three objectives, namely: 

prevention of the spread of the virus through the promotion of safer sex practices, the adequate provision of 
condoms and the control of STDs; 
reduction of the personal and social impact of HIV/AIDS through the provision of counselling, care and social 
support, including welfare services for persons with HIV/AIDS, their families and the community; and 
mobilisation and unification of provincial, national and international resources to prevent and reduce the 
impact of HIV/AIDS. 

Detailed areas of activity and budgets for meeting these objectives are spelled out in the Plan.

The NACOSA "National AIDS Plan" has been accepted by the Government of National Unity as its terms of 
reference. The total annual budget required to implement this project is R257 million. Currently NACOSA has 
established structures in all nine provinces and continues to play a key role through networking, lobbying and 
monitoring.21

GOVERNMENT'S NEW DIRECTION

Since May 1994, the Government of National Unity has made AIDS a high priority and it is one of the 22 Presidential 
Lead Projects that fall within the RDP. The AIDS programme remains located within the Department of Health, but it 
has been elevated to the status of a Directorate and the portfolio has been expanded to include the classic STDs. In 
addition, the annual budget allocated to the programme has been doubled to R42 million.

Due to the current restructuring within the government and budgetary constraints, a short-term plan has been 
developed for the1995/96 financial year with a view to expansion into a medium-term plan. The plan has as its 
basis five key strategies and several supporting objectives to achieve a short-term, high impact response. These 
include life skills education targeted at youth, the use of mass media to popularise key prevention concepts and 
reduce stigma and discrimination, the appropriate treatment and management of patients seeking treatment for 
STDs within the public and private sector, increased access to barrier methods (male and female condoms), and 
the development of guidelines for the provision of appropriate levels of care and support.

The success and rapidity of implementation of this plan lie in overcoming the constraints of existing government 
bureaucracy, active involvement and commitment of all government departments, and involvement of all sectors of 
civil society.

RECOMMENDATIONS ON POLICY DIRECTION 

As the number of AIDS cases grows, guidelines for the delivery of appropriate levels of care along the 
continuum from home to hospital, including appropriate referral and discharge patterns, need to be 
developed. 
Central to controlling and "normalising" AIDS within society is the removal of stigma and discrimination. This 
can be achieved through law reform to decriminalise same sex relationships and commercial sex work, the 
abolition of pre-employment testing and ensuring that all linked testing is undertaken with pre and post-test 
counselling. 

http://www.hst.org.za/sahr/chap15.htm (4 of 6)2004/05/05 12:00:30



Chapter 15

Classic STDs increase the risk of transmission of HIV. Policy guidelines for the appropriate management of 
STDs and the implementation of these guidelines will have a substantial impact on the course of the 
epidemic. 
Guidelines for HIV testing procedures and especially the use and role of rapid tests, should be developed. 
The youth remains one of the groups at increased risk of infection. The incorporation of a life skills 
programme into the school curriculum will equip young people to deal not only with HIV/AIDS and sexuality, 
but also with all other decisions impacting on their future. Therefore policy on life skills programmes targeted 
at youth within the school system should be developed. 
Single sex hostels should be transformed into family units. 
Support and care must be provided for AIDS orphans. 

CRITICAL AREAS FOR FURTHER RESEARCH

The following newer technologies and interventions that will influence the current approach to the control of HIV 
need to be tested in the field, modified to suit local conditions and assessed in terms of cost-effectiveness: 

mass treatment of classic STDs; 
the role of AZT and/or Vitamin A supplementation to pregnant women to prevent vertical transmission; 
methods women can use and control, more specifically vaginal microbicides; 
the use of TB prophylaxis and the feasibility of lifetime maintenance therapy; 
the role of immunotherapy in postponing opportunistic infections; 
an understanding of what influences behavioural change; and 
studies on the impact of the epidemic - at the individual, community and societal level - including the 
economic impact. 

 

CONCLUSION

The epidemiology of HIV infection as outlined above clearly demonstrates the link between individual vulnerability to 
infection and the socio-economic context within which this occurs. Women's low status in society, economic 
pressures that result in the disruption of family units and conjugal instability due to men seeking employment further 
and further away from their families, employment policies that house men for extended periods in single sex 
hostels, criminalisation of same sex relationships and commercial sex work, poor access to and/or poor quality of 
health care services, high levels of unemployment and, until recently, high levels of political violence, are all factors 
that have influenced and continue to contribute to the nature and magnitude of the HIV/AIDS epidemic in South 
Africa. Interventions targeted at altering individual behaviour will have limited impact if they are not cognisant of and 
link up with programmes which address these issues. Successful control and prevention depend upon the creation 
of an enabling environment that supports and sustains behavioural change.

 

(a) Two strains of HIV have been identified, HIV-1 and HIV-2. HIV-1 is common in South Africa, while infection with HIV-2 
is rare. Therefore, any subsequent references to HIV in this section are to HIV-1.

(b) Current projections on morbidity, mortality and impact on the social and economic sector are at best conservative and have 
not evolved sufficiently to factor in all the complexities of the transmission dynamics of this virus. 

(c) The only national data available is that from the annual, anonymous, HIV sero-prevalance surveys among first time 
antenatal clinic attenders underta\ken by the Department of Health during October/November of each year since 1990. 
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Table 15

Table 15.1 

Reported AIDS cases as at 30 December 1994

Province 1982-87 1988 1989 1990 1991 1992 1993 1994 Total
Eastern Cape - 1 4 10 32 69 146 251 513
Western 
Cape 14 20 32 39 44 63 86 82 380

Northern 
Cape - 1 1 3 10 9 64 73 161

KwaZulu-
Natal 9 19 37 140 170 335 811 1 606 3 127

Free State 3 4 9 8 38 45 59 343 509
Gauteng 60 44 92 118 153 253 174 80 974
Mpumalanga - 1 2 9 64 40 120 186 422
North West - 1 - 3 5 5 68 211 293
Northern 
Province - 1 1 5 2 7 127 225 368

TOTAL SA 86 92 178 335 518 826 1 655 3 057 6 747
Other 
Countries 21 6 3 8 20 16 96 54 224

Unknown - - - - - - 2 - 2
TOTAL 107 98 181 343 538 842 1 753 3 111 6 973

Source : Epidemiological Comments, Vol 22 (3). 1995 
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Table 15.2 

National HIV Surveys in South Africa : Estimated prevalence 
of women attending antenatal clinics : Summary of results for 
1990 - 1994

 
 
 

Prevalence rate (%)
BY REGION 1994 1993 1992 1991 1990
Cape  1,33 0,66 0,37 0,16 
KwaZulu-Natal  9,62 4,77 2,87 1,61 
Free State (including 
Qwa Qwa)   4,13 2,87 1,49 0,58

Transvaal  4,01 2,56 - - 
Gazankulu  2,61 1,58 - - 
KaNgwane  3,62 3,28 1,71 - 
KwaNdebele  1,22 1,10 0,70 - 
Lebowa  0,85 1,10 0,55 - 
  3,09 2,16 1,11 0,53 
Ciskei  2,48 1,20 0,94 - 
Transkei  1,54 0,83 0,49 - 
Venda  1,45 0,64 0,45 - 
RSA (excluding TBVC)  4,69 2,69 1,49 0,76
SA (excluding 
Bophuthatswana)   4,25 2,42 1,35 -

By Province       
Western Cape 1,16      
Eastern Cape 4,52      
Northern Cape 1,81      
Free State 9,19      
KwaZulu-Natal 14,35     
Mpumalanga 12,16      
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Northern Province 3,04      
Gauteng 6,44      
North West 6,71      
SOUTH AFRICA 7,57      

Source : DNHPD Epidemiological Comments, Vol 21 (11). 1994 

Directorate: HIV/AIDS/STDS. Dept of Health. 1995 
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Maternal, Child and Women's Health

MCWH: A NATIONAL PRIORITY

Maternal, child and women's health (MCWH) is recognised as a priority by the Government of National Unity. In June 
1994, the Minister of Health appointed a committee to make recommendations on how access to services for all mothers, 
children and women could be achieved, and the quality of services improved in order to reduce infant, child and maternal 
morbidity and mortality.

In her Budget Speech to Parliament on 19 June 1995, the Minister of Health reaffirmed her commitment to the provision of 
"full maternal and child health services (to be rendered by PHC nurses and midwives with referral to doctors where 
appropriate)".1 A policy proposal document outlining the recommendations of the various ministerial committees (including 
the MCWH committee) has yet to be approved by the cabinet and will subsequently be circulated to the public for 
comment and discussion. 

The people-centred plans and strategies outlined in the RDP and in the proposed plan of the Department of Health 
resonate with the vision and philosophical underpinnings of the Alma Ata Declaration on primary health care. South Africa 
signed the Convention on the Rights of the Child in January 1993 and upon ratifying the Convention, will have a legal 
obligation to provide children with the Convention's minimum standards of protection. President Mandela has repeatedly 
committed his government to the ratification of the Convention, and the Minister of Health has recently tabled the 
Memorandum on the Convention in Parliament.2 

HEALTH STATUS

There is no reliable information on how many women and children die in South Africa and the major causes of death. Yet 
the death of children and to a large extent, women, is used internationally as an indicator of the overall health of a 
community and a reflection of the environmental and socio-economic conditions of a population. A national health 
information system is a crucial prerequisite for proper planning, monitoring and evaluation of MCWH programmes, and 
should be given priority.

MATERNAL HEALTH

A review of available data indicates that for the level of economic development in South Africa, the maternal mortality rates 
in the country are unacceptably high (see table 16.1). These figures provide some idea of the disparity in conditions for 
Africans and whites, but given that they exclude the most impoverished parts of the country, underestimate the extent of 
the problem. Women who reside in the former "independent homelands" have the least access to health care, and the 
MCWH committee argues that the maternal mortality rate in these areas would probably be as high as 200 per 100 000, 
compared with the official national average of 32.3

A number of studies of causes of maternal mortality have consistently shown that many maternal deaths can be prevented 
through primary health care. Although current data is not available, there is an indication that African women often suffer 
and die from common preventable diseases, and that a large part of their sickness and death occurs when the normal 
processes of childbearing and childbirth go wrong. The major causes of pregnancy-related death are hypertensive 
disease, bleeding, infections and ruptured uterus. Nutrition-related complications such as iron deficiency during pregnancy 
adversely affect the outcome of the pregnancy and are a significant problem in South Africa.4

Table 16.1 - Maternal Mortality Rate (per 100 000 live births) 

Illegal abortions also constitute a significant cause of maternal morbidity and mortality. Although there are no accurate 
statistics, it is estimated that about 200 000 unsafe abortions are performed in South Africa each year.5 A hospital-based 
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survey of incomplete abortion conducted in September 1994 indicates that about 

45 000 women present annually to South African hospitals, either with spontaneous miscarriage or illegally induced 
abortion. Of these, about 400 die from septic abortion.6 Conditions under which legal abortions are allowed are restrictive, 
and public awareness of the legal options minimal. 

CHILDREN'S HEALTH

Similarly, babies and children often suffer needlessly and die early due to ordinary diseases which are easily preventable 
or treatable (see table 16.2).7 Perinatal, infant and child mortality rates are high, with marked disparities between races 
and regions and between urban and rural areas. 

The group of perinatal causes is the single largest contributor to mortality among African infants and children, and in 1991 
accounted for 33% of all deaths of children under 5 years of age in the Republic of South Africa.7 Newborn babies inherit 
the effects of maternal disorders. Therefore hypertension, sepsis, infections, abruptio placentae, haemorrhage, pre-term 
labour and unexplained stillbirths are the most frequent causes of perinatal death. Good antenatal care and improved 
services for delivery can reduce the incidence of these problems.

Low birth weight babies are prone to serious diseases in the first weeks of life and are likely to fail to achieve their potential 
for growth and development in later life. 

After the neonatal period the major causes of infant mortality are diarrhoea and respiratory diseases (RSA estimates for 
1991 were 19% and 8% respectively). 

Table 16.2 - Causes of infant and child deaths in South Africa, 1991 estimates

Together with perinatal causes, congenital defects and ill-defined causes, diarrhoea and acute respiratory infection 
account for over 60% of all infant deaths. External causes (accidents, poisoning and violence), nutritional deficiencies and 
congenital anomalies accounted for 6%, 5% and 5% respectively in 1991.

Beyond infancy children die from a similar range of mostly preventable ailments and diseases; malnutrition and infection 
are especially prevalent among preschool children. Accidents are also responsible for much injury and death in this age 
group. The infant mortality rate (the number of children who die before their first birthday per every 1 000 born) is a key 
indicator of children's health status and a useful one for health care planning. The calculation of the infant mortality rate 
(IMR) in South Africa is made difficult by the inaccuracy and unavailability of data, especially for the African population; yet 
it is this group that seems to be most affected.

According to a report by the Department of Health, an IMR of 48,9 per 1 000 births was recorded for Africans in 1992. This 
is about seven times higher than the IMR recorded for whites, which is comparable with those of developed countries. The 
official infant mortality rate varies substantially by geographic area (see table 16.3), probably reflecting variations in 
reporting practices as much as any real differences. 

The child mortality rate (the number of children dying between the ages of 1 to 4 years) reflects the extent of poverty in a 
community and therefore serves as an indicator of socio-economic development. Reliable child mortality data are not 
available for South Africa. Deaths during this period reflect problems relating to malnutrition, and infection. Diarrhoea 
accounts for nearly 20% of deaths, while ARI accounts for about 10% of all childhood mortalities. However, the figures are 
an underestimate of the true situation.

Table 16.3 - Infant mortality rates for South African blacks, 1993 (per 1 000 live births)

Morbidity data are very poor. Diarrhoea, respiratory infection, allergy, malnutrition (protein-energy malnutrition and micro 
nutrient deficiencies), poisoning and child abuse are undoubtedly common. Vaccine preventable diseases are on the 
decline, although tuberculosis and measles are prominent causes of morbidity (see Chapter 3). Pertussis may be a 
hidden, but serious, problem. HIV/AIDS is looming large on the horizon. 

ADOLESCENT HEALTH

Adolescents are vulnerable to an array of psychosocial problems such as teenage pregnancy, sexually transmitted 
diseases, HIV/AIDS, substance abuse, violence, trauma, smoking and alcoholism. Many of the problems are the result of a 
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poor or inhospitable environment and often have lifelong consequences. There is ample evidence to show that health 
services are often inappropriate, inadequate or inaccessible to mothers, women and children (see chapter 3). 

WOMEN'S HEALTH

Sexually transmitted diseases and their related consequences are common, but data to quantify the extent of the problem 
is not readily available. Syphilis seroprevalence rates among antenatal clinic attenders is estimated at 12%. Among 
pregnant women who do not receive antenatal care the syphilis seropositivity rate is estimated to be as high as 30%. The 
prevalence of gonorrhoea is estimated at around 8%, and that of chlamydia, 16%.8 Research has shown that infection 
with sexually transmitted organisms is strongly associated with infertility. Thus the higher the percentage of STD cases 
among women, the higher the percentage of infertile women that may be expected. Infertility is a problem which often 
results in the social isolation and psychological abuse of women. Diagnosis and treatment of infertility are very expensive 
and unaffordable to the majority of affected women.

HIV/AIDS has reached epidemic proportions and it is estimated that nearly 2 million people are infected with the HIV virus. 
(See Chapter 15) Further analysis of the results of the surveys demonstrate that infection is more common among women 
than men. The data also demonstrate that young women between the ages of 15 and 24 years bear a greater burden of 
infection. The high prevalence of HIV infection among women in the reproductive age group has serious implications for 
vertical transmission of the virus to newborns.

Cervical cancer is another of the main killers of women in South Africa. Even though death due to cervical cancer can be 
prevented through regular pap smear tests, relatively few women are screened. A large percentage seek treatment at a 
late stage when the cancer is in its advanced stages. Consequently the outcome of treatment is often poor, although the 
costs are high. The Cancer Registry of South Africa estimates the national incidence of cervical cancer to be 28,3 per 100 
000 women.9

Health education, especially in the area of reproduction, is non-existent or ineffective. The fertility rates for Africans are 
three times higher than those for whites. The provision of education greatly strengthens the capacity of women to create 
healthy households. It is also an instrument for development, not only of women, but of the country as a whole. For 
example, it has been demonstrated through research that women with more education marry later and start having 
children later, and that the single most important influence on a child's survival is the level of education achieved by the 
mother. Unfortunately, in South Africa the provision of education has followed the typical pattern of racial inequity that also 
coincided with rural-urban disparities.

Improving the quality of antenatal care: a community, 

health service and research partnership

The development of effective interventions for improving antenatal care services has to be preceded by an evaluation of 
the quality of care currently in place. Indeed, this was the approach taken by a team of researchers who undertook to 
improve the quality of antenatal care in a developing informal settlement in Midrand - Ivory Park and Rabie Ridge. 

The evaluation process went beyond scrutiny of the technical and interpersonal aspects of services and also considered 
the issues of accessibility, availability, affordability, acceptability and equity. This was achieved through the involvement 
of a representative group of the community, that is antenatal care attenders from four clinics, a random sample of non-
pregnant members of the community and health care providers, and an assessment of clinic antenatal records. 

To date, very few studies in South Africa have analysed and documented in detail the quality of antenatal care in South 
Africa. Such an initiative therefore serves as a potential model for adaptation and use elsewhere for a similar or related 
purpose. 

The findings and recommendations of the study were:

A need to improve communication between health workers and referral sources, and to improve record-keeping 
in order to determine the adequacy of case management. 
A need for appropriate health education programmes to address the issues of family planning and the benefits of 
antenatal care. A marketing approach to health education was recommended for creating awareness within the 
community of the clinics in the area and the services provided in these clinics. 
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A need for an outreach programme that will initiate and support groups of women who provide support for each 
other during pregnancy and chilbirth. Support groups like these would also be the target for income generating 
skills development. 

The above findings and recommendations form the basis of the second and third phases of the project already 
underway in the study area: the training of health care providers and the community in drawing up an intervention 
programme to address the above issues; and the actual implementation of the programme. The fourth phase will be an 
evaluation of the project to determine its impact on the quality of antenatal care in the area. 

Violence, rape and battery are other serious health problems that have a profound effect on the health of women. 
However, there is insufficient information to quantify the extent of the problem. Estimates vary, but some statistics indicate 
that one in four women is beaten by her male partner. Police statistics for 1993 indicate that 27 056 cases of rape were 
reported, yet it is estimated that only 1 in 36 women report being raped to the police.10 A co-ordinated, multi-faceted 
approach to the structural and social causes and consequences of these problems is imperative if they are to be 
addressed effectively. 

MEETING THE NEEDS

Previous policy did not focus on comprehensive maternal, child and women's health care. The distribution of resources for 
health and the structures for service delivery and other social services were dependent on race. As a result the basic 
needs of women were neglected and inequity of access to MCWH services, especially in the previously disadvantaged 
rural areas as well as in many high density urban, peri-urban and informal settlements, is still very evident. This is also the 
case with regard to adolescent health care in South Africa.

In the process of restructuring, the Department of Health has committed itself to achieving "universal and non-
discriminatory access to quality primary health care for all South Africans, regardless of race, gender, income and place of 
residence".11 A wide range of MCWH services is included as part of the proposed minimum package of PHC services 
(see table 16.4).

Table 16.4 - Services in the minimum PHC package

An MCH Directorate has been established under the Department of Health's National Programmes to co-ordinate and 
facilitate the reorganisation of MCWH services, formulate policy, set norms and standards, undertake national planning 
and support provincial activities.

Table 16.5 - Objectives and targets of the MCWH Service

OBJECTIVES AND TARGETS

These are based on the following underlying principles, namely that:

health services should reach all mothers, children, women and adolescents, with the focus on the most vulnerable; 
the focus of maternal, child and women's health (MCWH) planning and support should be on the district and 
community level, based on the primary health care approach; 
MCWH services should be rendered in an integrated and comprehensive manner; 
MCWH services should strive for the effective, efficient and cost-effective provision of quality care; 
service delivery should be consistent with the Convention of Children's Rights and in line with the RDP.3 

EFFECTING DELIVERY

The national committee appointed by the Minister of Health has proposed an infrastructure for effecting delivery of 
comprehensive health services to women and children.

The implementation of maternal, child and women's health programmes will be district-focused and community-based. 
MCWH units at the district and community level will serve as the main support to the delivery of primary MCWH services. 
Community level care will include services provided in health centres and fixed and mobile clinics. Community level health 
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promoters will be trained and will work alongside non-government and other community-based organisations in promoting 
community participation and involvement in health development. District health teams will also be set up and trained to co-
ordinate MCWH activities, including the monitoring and evaluation of services. At the provincial level these units will be 
responsible for planning the implementation of, supervising, monitoring and evaluating integrated MCWH services in their 
respective districts. 

Structures for intersectoral collaboration will be established at each level so that advice may be obtained from a wide 
range of experts and for management and supervision of services. Furthermore, MCWH services should be well co-
ordinated with other health services, including environmental sanitation services, oral health, mental health and emergency 
health services.

The proposed MCWH services should be subject to regular audit and should keep the interests and comfort of their clients 
foremost. The impact and efficiency of MCWH services will be assessed by the degree to which set targets and objectives 
are achieved.

Table 16.6 - Supporting objectives and targets of the MCWH Service

PROGRESS TO DATE 

The task of providing maternal, child and women's health services is already underway. Revision of the immunisation 
schedule for children came into effect in April 1995 and has brought South Africa's immunisation programme in line with 
internationally accepted practice. Within this revised schedule, hepatitis B vaccine (HBV) has been introduced for the first 
time. HBV will be given routinely to all children born from 1 January 1995.12

Similarly, the Department of Health has joined the global health community in its focus this year to eradicate polio by the 
year 2000. The target for South Africa is to be declared polio-free by the year 1998. Although the last case of wild-type 
polio in South Africa was seen in 1989, the possibility of an polio outbreak at any time cannot be ruled out. To reach this 
goal, the Department of Health has encouraged subnational polio campaigns in which children under the age of 6 years in 
certain high risk areas will be immunised against polio. These areas are those with low oral polio vaccine coverage, which 
border neighbouring countries where polio occurs, and where population density is high and health services poor. 

These campaigns have been underway in some areas since June 1995 and have been co-ordinated at the provincial 
level.11

Presidential lead projects related to HIV/AIDS prevention, the provision of food to primary school-children, and free health 
care for pregnant women, women less than six weeks post-partum and children under 6 years are described in proceeding 
chapters. 

The Minister of Health has accelerated the movement towards a National Programme of Action - a programme initiated 
largely by an NGO, the National Children's Rights Committee. The significance of a programme of this kind is to turn the 
commitments made by the country's leaders into practical and workable programmes of action.
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Table 16.1 

Maternal Mortality Rate (per 100 000 live births) 

Africans 581

Coloureds 22
Whites 8 
Indians 5
World Bank Estimate for South 
Africa 83 

Sub-Saharan Africa 561 
Developed countries 20

1 Excludes former "independent" homelands 

Sources : Department of Health and Population Development. 1992 

UNDP/World Bank. 1992 

Children and Women in South Africa: A Situation Analysis, UNICEF. 1993 
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Table 16.2 

Causes of infant and child deaths in South Africa, 1991 
estimates

Perinatal causes 33%
Diarrhoeal diseases 19%
Respiratory infections 8% 
Nutritional 
deficiencies 5% 

Congenital anomalies 5%
External causes 6%

Source : Department of Health; Health Trends in South Africa. 1993 
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Table 16.3 

Infant mortality rates for South African blacks, 1993 (per 1 
000 live births)

REGION IMR 
Four former provinces of RSA 50 
Transkei 73 
QwaQwa 63 
Lebowa 61 
KaNgwane 55 
KwaZulu 52 
KwaNdebele 49
Ciskei 46 
Bophuthatswana 45 
Gazankulu 45 
Venda 30

Source : Chief Directorate: Population Development. In DNHPD Health Trends in South 
Africa, 1993. 
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Table 16.4 

Services in the minimum PHC package

Services 
Personal promotive and preventive services 
Health education 
Nutritional/dietetic services 
Family planning 
Immunisation 
Screening for common diseases 
Personal curative services for acute minor ailments, trauma, endemic diseases, 
other communicable and some chronic diseases 
Maternal and child health services 
Antenatal care 
Deliveries 
Post-natal and neonatal care 
Provision of essential medicines 
PHC level investigative services 
Radiology 
Pathology 
Basic rehabilitation and physical therapy services, including services for the 
disabled 
Basic oral health services

Source : DOH; Restructuring the National Health System for Universal Primary Health Care: 
Report of the Committee of Inquiry into a National Health Insurance System. Pretoria, June 
1995. 
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Table 16.5 

Objectives and targets of the MCWH Service 

   
1998 2000

Reduction in infant and child mortality   
Reduction in infant mortality rate 30% 50%
Reduction in under 5 mortality 45% 75%
Reduction in perinatal mortality 20% 50%
Reduction in maternal mortality 20% 50%
Reduction of malnutrition among children under 6 
years   

Elimination of severe malnutrition 50% 75%
Reduction of moderate malnutrition 50% 75%
Reduction in morbidity from notifiable diseases   
Total eradication of polio 100% 100%
Reduction of neonatal tetanus to less than one case per 
100 000 in all districts 100% 100%

Reduction in measles deaths 95% 95%
Reduction in measles cases to fewer than 4 000 per year 
for 5 consecutive years commencing 1996   

Source : Department of Health. Maternal, Child and Women's Health; Report of the MCWH 
Committee, Pretoria. 1995 
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Table 16.6 

Supporting objectives and targets of the MCWH Service

 1998 2000
Reduction in infant and under 5 child mortality rates   
Reduction in diarrhoea   
* deaths 40% 70% 
* cases    
ORT use rate up from present level 80% 90%
Reduction in deaths due to acute lower respiratory   
tract infection 20% 50%
Reduction in perinatal death and morbidity due to syphilis 50% 80%
Reduction in perinatal mortality rate due to perinatal asphyxia and 
birth trauma 20% 50%

Deliveries in institutions by trained birth attendants increased from 
existing level 75% 90%

Deliveries in institutions 50% 75%
Reduction in severe and moderate malnutrition among children under 6 years 
Promote growth promotion and monitoring of   
children under 2 years at community level   
Promote exclusive breastfeeding for 4 to 6 months 75% 100%
Reduction in morbidity due to immunisable diseases 
Immunisation coverage for each vaccine 90%  
Improved coverage of select services for children, adolescents, women and 
mothers 
Reduction in pre-term delivery and low birth weight 20% 50%
Access to fertility regulation services for all in need 80% 100%
Decrease in proportion of births to women under 16 years to less 
than 5% 2%

Decrease in proportion of births to girls between 16 and 18 years to 
less than 10% 5%

Contraceptive prevalence rate increased to 70% 85%
Increased coverage with Vitamin A prophylaxis in children 9 months 
to 3 years in deficient areas 100%  
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Information on sexuality and life skills to children 40% 90%
Establishing/strengthening infrastructure 
Implementation of management protocols 705 100%
Establishment of norms and standards for patient referral between 
service levels 100%  

Ensure client acceptability of the maternal and neonatal services 70% 100%
Access to information on fertility regulation for all, from existing 
levels to 80% 100%

Pregnant women receiving antenatal care increased from existing 
level 70% 100%

Establishment of a district-based system for maternal and child care 100%  
Possession of Road-to-Health cards 100%  
Patient-retained health records 80% 90%
Proportion of schools with school health services 70% 100%
Proportion of children with special needs who receive appropriate 
services 70% 100%

Provision of training for health workers in the field of adolescence 100%  
Districts to have reliable demographic data 90% 100%
Districts microplans drawn up 100%  
Establish health facilities in deprived areas 100%  

Source : Department of Health. Maternal, Child and Women's Health; Report of 

the MCWH Committee, Pretoria . 1995 
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Chapter 17

District Systems Development

 INTRODUCTION

Fundamental to the restructuring of the South African health services is the concept of a district-based health system. This 
is acknowledged in both the RDP Base Document and the ANC's National Health Plan. 

So much emphasis is placed on the district because it is at precisely this point that top-down planning meets bottom-up 
reality: it is within the health district that services are - or should be - closest to the people and that the people can become 
part of the services. Given the history of South Africa's health services, the concept is somewhat alien.

Due to space constraints, this chapter deals briefly with a number of the issues central to this important topic, drawing from 
some recent sources.1,2 A background to the development of district health systems generally, and in South Africa in 
particular, is given; the policy options under consideration since the election are examined; and the issues that still have to 
be resolved, are discussed.

BACKGROUND

THE PRIMARY HEALTH CARE APPROACH

The term "primary health care" (PHC) was clarified at the Alma Ata Conference of the WHO in 1978 as referring to 
essential health care which comprises eight elements. These elements are underlined by five criteria, the constant and 
consistent application of which embody the primary health care approach. These elements and components are depicted 
graphically in figure 17.1.

INTEGRATED HEALTH SYSTEMS

From a true understanding of the implications of the criteria underlining the PHC approach came the understanding that 
specific targeted programmes may not be the best way to manage disease and a distinction between selective and 
comprehensive PHC developed. The selective approach tended to target diseases and health problems with specific 
interventions or programmes and came to be known as vertical programming. Although it made some progress in respect 
of reducing or even eradicating certain diseases, it did little to prevent the underlying causes thereof. 

The comprehensive approach, which looked as much, if not more, at the conditions under which people lived, would be 
possible only if the vertical intervention programmes were somehow connected. The result was the integrated health 
system approach, which highlighted not only the integration of programmes within the health system, but also, and as 
importantly, collaboration between the other sectors that impact on health.

It was realised that intersectoral collaboration and the integration of health service activities is achieved more easily at 
local and district level than at the broader provincial and national level. Integration becomes, then, a broader concept, an 
expression of the PHC approach, a means of optimising the use of scarce resources, improving efficiency and 
effectiveness, and ultimately improving peoples' lives.

Of course, specific programmes will continue to exist - integrated district health systems are an expression of co-operation 
and co-ordination throughout an entire and appropriate referral system. To achieve these at the district level requires a 
district management team, and to achieve this for South Africa requires a whole new approach to the delivery of services 
and to achieving health for all.
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A DISTRICT-BASED NATIONAL HEALTH SYSTEM

If an integrated system, based on the provision of health and health care services at the local community level, is to be 
created, sensible management levels to run the system are essential.

The community level is often described as the foundation of the system. Comprehensive PHC activities encompass all that 
is required to make a difference to peoples' lives - to make them healthy and advocate for the conditions that will keep 
them healthy. This is the "wellness" approach to health systems, which contrasts with the usual disease-oriented or 
"illness" approach. The system must be structured so that no-one in need is prevented from accessing the health system, 
rapidly and efficiently, to receive the highest quality of care and so that community members are able to access any of the 
other levels of care that they may require.

The district level is the level at which co-ordination of community services takes place. It is the unit of management of the 
health system that is best able to drive it. The district should be large enough to be economically efficient, but small 
enough to ensure community participation and accountability.

The provincial and central levels are the levels at which further co-ordination takes place. The provincial level will co-
ordinate the activities of all the health districts in a province and provide for province-wide activities and programmes and 
for the running of secondary and tertiary care facilities. The central level will have similar functions, namely setting national 
priorities and policies and the norms and standards to be applied throughout the system, and responsibility for overall co-
ordination.

From these brief descriptions it should be clear that as one moves out into the system from the centre, more and more 
activities take place. Therefore the centre should be small, especially in terms of management structure and personnel, in 
relation to the rest of the system, and provincial management structure should be small in relation to district and 
community level activities. 

THE HEALTH DISTRICT 
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Having placed the district within a management structure of the health system, it is necessary to get closer to defining 
precisely what this entity is likely to be. A variety of definitions have been used, including one from the WHO, but recently 
the national District Health Systems (DHS) Committee (see later) suggested the following definition for this country which 
incorporates the WHO definition:

"The National Health System being developed for South Africa is one based on the Primary Health Care Approach. It is as 
concerned with keeping people healthy, as well as with caring for them when they become unwell. These concepts of 
`caring' and `wellness' are promoted most effectively and efficiently by creating small management units of the health 
system, adapted to cater for local needs. The WHO definition provides a framework for our district-based health system, 
so that the district can take responsibility for the health of the population in its area."

In addition, the Committee has developed a vision for the long-term goal of service provision at this level, and of the 
principles that should be followed in working towards achieving this vision. The long-term goal is as follows:

"The goal is to have a unitary national health service based on a district health system that allows access for everybody, to 
improve their health. The country should be divided into geographically coherent, functional health districts. There will be a 
single health service and health management team for each health district. The health system in each health district will be 
accountable to elected Local Government, within the framework of national and provincial policies and guidelines. A single 
authority will be the employer of the health team. The same conditions of service and remuneration for the same work will 
exist throughout the health system. The health team will be responsible for providing comprehensive health services 
throughout the district up to and including Community (District) Hospital level. These services will be monitored and 
evaluated by the Provincial Health Authority."

DEFINING A DISTRICT

The national District Health Systems Committee has suggested the following definition, incorporating that of the World 
Health Organization. 

"A District Health system based on Primary Health Care is a more or less self-contained segment of the National Health 
System. It comprises first and foremost a well-defined population, living within a clearly delineated administrative and 
geographical area, whether urban or rural. It includes all institutions and individuals providing health care in the district, 
whether governmental, social security, non-governmental, private, or traditional. A district health system therefore 
consists of a large variety of inter-related elements that contribute to health in homes, schools, work places, and 
communities, through the health and other related sectors. It includes self care and all health care workers and facilities, 
up to and including the hospital at the first referral level and the appropriate laboratory, other diagnostic, and logistic 
support services." (WHO)

The boundaries of the health district should preferably be congruent with the boundaries of one or more local 
governments, and with the administrative boundaries of other sectors. They should also take into account the political, 
economic, transport and cultural dynamics of the area. Health district boundaries do not need to be permanent and 
should be subject to change to improve the management of the district, particularly if local government boundaries 
change or as health management capacity increases and a large district can be divided into two or three smaller health 
districts. 

Every part of every province will be within a health district. The size of each district will vary according to local 
conditions, and this could mean that there will eventually be, on average, about 20 health districts in each province. The 
health district needs to be large enough to have the financial and management capacity to provide all essential care, 
including environmental health services, emergency services and first level hospital care. In other words, it must contain 
all the elements required for comprehensive primary health care services. At the same time, it must be small enough for 
efficient management and local accountability. 

Each health district will usually contain one (non specialist) Community Hospital. The health district will have, as part of 
it, one or more Community Health Centres, clinics and smaller facilities such as mobile units and visiting posts. The 
health district will be part of a well defined referral network both within the province and as part of the overall National 
Health System.

The health district, because of its size and closeness to the people it serves, has the potential to allow for structured 
community participation and control at all levels of its management system, down to each Community Health Centre and 
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clinic. Furthermore, it should ideally coincide with similar areas of service delivery of other sectors, thus enhancing 
intersectoral collaboration". 

Principles for developing the District Health System in South Africa

1.Overcome fragmentation: An effective strategy is needed to rationalise service delivery and to 
overcome the present fragmentation as quickly as possible. 

2. Local accountability:
Mechanisms must be established to ensure that staff in a district or in a 
single facility within a district are accountable to the local communities they 
serve. 

3. Efficiency: Services must be run efficiently. A balance must be found between the 
advantages of local responsibility and those of economies of scale. 

4. Decentralisation:
This should increase both accountability and efficiency but is also important 
as a means of boosting staff morale and encouraging local initiative and 
flexibility in the light of local and changing circumstances. 

5. Comprehensive package:

Any health authority delivering PHC services must deliver a comprehensive 
package of services and not some selected services. The previous practice 
in urban areas of local authorities providing preventive PHC services while 
provincial staff provided curative PHC services must not be continued. 

6. Intersectoral collaboration:

The boundaries of any areas of health service provision should, as far as 
possible, be coterminous with political and administrative boundaries and 
those of other service providers. This will greatly facilitate intersectoral 
collaboration. 

7. Equity:

The promotion of equity has two aspects: 

1.  a rapid and substantial improvement in the delivery of services 
2.  the development of a system that will ensure equity in service 

provision in the long term 

8. Sustainability: The district services must be sustainable and must have a secure financial 
base to allow for long term planning 

IMPLICATIONS FOR THE OVERALL STRUCTURE

Apart from the broad management aspects mentioned above, there are several more detailed implications that constitute a 
radical departure from what has been the South African (ill-)health system. Two of the most important of these - 
decentralisation and community participation - are discussed here. Much has been written on these concepts, but the 
following is an attempt to delineate only the principles.

Community participation is one of the pillars of the PHC approach, and is perhaps best understood at the local, primary 
health facility level, where the simplest definition of "the community" is the people who use or have used the facility and 
who are served by the facility. Moving further into the system, community representation becomes more difficult. For 
example, the district level co-ordinating structure (which may be called a "district health council" or, more usually, a "district 
health authority") is responsible for a number of communities served by one or more community health centres. Somehow 
these communities must have a collective and representative voice on such a structure. These difficulties increase at the 
provincial and national levels. In South Africa at the moment this situation is quite fluid, but community representation 
through elected local government representatives as well as through community-based organisations and NGOs is likely to 
be the route that will be followed. Thus the structural implications of community participation for the system mean that 
suitable and statutory structures must be in place to give the people whom the system is to serve a real and controlling 
voice with regard to the manner in which the system interfaces with them (see Chapter 12).

Similarly, when the question of decentralisation is considered, if the health system is to interface effectively with the people 
it serves, the manager of that system - a nurse running a clinic, or a superintendent of a hospital - must have sufficient 
autonomy within the system to be able to run the facility or programme without having constantly to refer to a higher level 
of "authority". Once again, the implications for the structure of the health service are great, at all levels. The South African 
system has been set up to retain control at central levels - national and provincial - and many functions of the health 
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system have actually been functions of the national or provincial administrations. Thus an enormous change in attitude will 
be required of administrators who have become accustomed to that system (the first change being towards a philosophy of 
management rather than administration, which has prevailed up to now). There are many aspects to this, but most 
important is that provincial health departments should have control over their own financial and personnel management 
systems so that they do not have to seek approval continually. At each level, managers need to be able to make and take 
decisions to improve efficiency and effectiveness, and they can do so only if they have the appropriate authority. 
Unfortunately this requires further restructuring with regard to the conditions of employment of personnel in such positions 
and implies changes to the rules of the Public Service Commission.

Finally, the entire mechanism of district health management will hinge upon the methods and types of financial allocations 
at this level. If the structure is set up correctly, for the first time these allocations can be made using a needs-based and 
health-outcomes approach. This is essential to enable the health system to redress past imbalances in allocations and 
facilities and to allocate for and put into place systems that respond directly to local needs.

Policy Developments and Options

National District Health Systems Committee

A National District Health Systems Committee was established in August 1994. Each province appointed a district systems 
co-ordinator to serve on the Committee, which has considered a wide variety of issues pertaining to the development of 
health districts. Although the co-ordinators were part of the strategic management teams which ceased functioning in 
December 1994, the Committee has continued into 1995 and is likely to consist eventually of people appointed to 
permanent positions within the provincial health departments to co-ordinate health district establishment.

DISTRICT LEVEL FUNCTIONS

One of the Committee's first tasks was to determine the functions that needed to be carried out at the district health level 
as opposed to those of the provincial level. A fairly comprehensive list of functions has been developed, and this has been 
useful in determining the staffing structure, especially of management personnel. Of course, there is always the trap of 
developing organograms of personnel posts without sufficient reference to the functions of an integrated system, and one 
or two of the provinces seem to have created somewhat vertical structures.

RELATIONSHIP TO LOCAL GOVERNMENT

One of the most contentious issues to have emerged is the relationship to local government, because it is recognised that 
the need for community participation can best be expressed through elected community representatives. Democratically 
elected local government structures will also be the structures to which health services will be accountable at the district 
and community level.

However, the major concern has been that although a contiguous series of local government structures will be established 
throughout the country, not all will have the capacity to take responsibility for the provision of health services. Further, in 
the pre-interim and interim phases these local authority areas - municipal, rural or tribal - are being "grouped" into larger 
"district council" areas for the purpose of service provision responsibility. This has been necessary to provide services 
where previously there were none and it means that for health there will be areas where local authorities are able to 
provide services within a district council area, side by side with areas where local authorities do not have the capacity to do 
so. This has the potential to create the same kind of "islands" of no services that existed under the apartheid system, with 
several different health authorities providing different services to one geographic area. This is more marked where urban 
and rural areas exist under one district council. 

Even unifying all the different authorities that render health services will not avoid this continued fragmentation, because 
local authorities with the capacity to do so can still render services. There remains some controversy as to whether they 
have the right to do this under the interim constitution, but many municipalities do render health services, as do the three 
metropolitan areas (Johannesburg, Durban and Cape Town). This means that the country will still have two authorities that 
render health services - provinces and local authorities.

The crux, therefore, is what the nature of the relationship between the health system per se and the tiers of government 
will be. Both the RDP and the ANC Health Plan talk of "authorities" at each of the management levels of the health system 
as being its interface with tiers of government. Hence the national health authority will be at the first level of management/
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government, the provincial health authority at the second, and the district health authority at the third level/tier. There is 
currently no clarity regarding the ultimate service and fiscal responsibilities nor the statutory status of these authorities, and 
these issues need to be addressed as a matter of some urgency.

There is some urgency, too, to the question of the ultimate size and boundaries of the health districts and how these relate 
to other areas of service delivery. The DHS Committee has considered it important enough to make a submission to the 
Constitutional Assembly to the effect that the Constitution must be concerned with such issues because of the implications 
for intersectoral co-operation and the unification of services.

The integration of PHC services at the district level: 

Upington as a case study

The Upington study on decentralisation in the Northern Cape highlighted the importance of efficiency and the equitable 
distribution of health resources. Although the area is served by a reasonable network of private and public service 
providers, service delivery is characterised by a lack of integration and a limited capacity on the part of public facilities to 
provide curative care. Municipal clinics in the public sector provide mostly preventive, maternal and child health 
services. General practitioners have access to better infrastructure and patient environments, and mainly provide 
curative care. Most poor patients use the district surgeon for both acute and chronic conditions, since these are 
underdeveloped at clinic level. There is an unmet demand for services for children and women; at present services for 
women are limited to reproductive health services. Better medical and technical support at clinics would result in higher 
quality curative services. 

The situation described in the study mimics that in other towns in South Africa, and the challenge for decentralisation 
demands that public facilities like clinics: 

improve the delivery of services, especially because primary health care services are delivered by them, despite 
constraints of insufficient management and supervision; 
improve utilisation of services for the majority of the population by integrating unmet demands and adding more 
services; 
enhance the contribution of private general practitioners by involving them for a limited number and range of 
services for poor citizens at a negotiated rate; 
increase the number of staff to widen the range of preventive services delivered by the private general 
practitioner; 
encourage collaboration between other sectors that impact on health and the different authorities providing 
services so as to minimise duplication and increase efficiency in the public sector; 
encourage district health management teams improve delivery and management of services; 
and examine the cost of delivery of primary health care. 

RELATIONSHIP TO OTHER HEALTH PERSONNEL

Arising out of the difficulties with local government is the way in which district health systems will relate to all health 
providers in the district, both public and private. This is intimately connected with the financial restructuring of the system 
and the impact this will have on the public/private mix of services. These particular debates are dealt with in Chapters 5 
and 6, but it is worth recording that the RDP and the ANC's Health Plan are clear about the need to control the cost spiral 
in the private sector and to improve the interface between private and public providers by strengthening the public sector 
environment and exploring methods of inducing private providers into the public system. 

The Report of the Committee of Inquiry into a National Health Insurance (NHI) system has proposed that the District 
Health Authority play a key administrative role in "purchasing" health services from both private and, ultimately, public 
providers.3 

Apart from the provider side, the other personnel legacy of the apartheid era is the discrepancies in the salaries and 
conditions of service of health workers employed by local governments and by provincial administrations. This is a wider 
issue than health, of course, and affects other sectors of employees within local government. It is clear that the differences 
must be removed, but the mechanisms for this are as yet unclear.

Finally, the entire system for the employment of district surgeons must be overhauled. Although there are some positive 
aspects of this system, especially the fact that part-time independent practitioners have played at least some part in the 
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public sector, unfortunately the widespread abuse of the system as a whole has brought it into disrepute. The NHI 
Committee Report has proposed significant restructuring of the district surgeoncy system, with distribution of the present 
functions of district surgeons amongst a range of practitioners, where possible.3

ISSUES STILL TO BE RESOLVED

Many of these have been highlighted above, but are summarised below:

EMPLOYING AUTHORITY

The National DHS Committee has suggested that the long-term goal is for local authorities to provide all health services at 
the district level. However, it has been acknowledged that this will not be possible for many years, and so in order to avoid 
any fragmentation of services it has been recommended that the provincial health departments should be the providers of 
all health services in the province.

The implications of this are: 

The long-term goal is built on the premise that, some time in the future, there will be a contiguous series of local 
authorities rendering health services in all districts in all provinces. This may need to be reassessed for feasibility 
and some time-frame should be given - current estimates vary between ten and more than 25 years. 

All personnel currently employed under local authorities would have to transfer to the provincial administrations. 

These implications, especially the latter, are currently the subject of debate. It seems unlikely that the recommendation will 
be implemented, since under the interim constitution extensive negotiations will be required between the employing 
authorities and all personnel affected or their representatives (unions and associations). Arbitration may even be 
necessary should these negotiations break down. It would seem, therefore, that more effort should be directed at the 
statutory functions of the DHAs. 

Unequal personnel salaries: an obstacle to integration

Salary and benefit discrepancies between health rendering authorities for personnel of comparable training, seniority 
and responsibility are obstacles to integration. A study by the Health Economics Unit, University of Cape Town 
supported by the Health Systems Trust compared the salary scales of personnel employed by the public sector and 
local authorities for the 1993/4 financial year. In general, the state sector pays lower salaries to health care personnel 
than local authorities, which employ 7% of all health personnel. The average discrepancy in salaries for all categories is 
35%. 

The study identifies and costs a number of options for rectifying salary discrepancies: 

Increasing all salaries to the highest salary level would cost an additional R1,16 billion, of which nurses' salaries 
would account for R958 million. This option is clearly unfeasible. 
Decreasing salaries to the lowest condition would save R155 million, but is unlikely to be acceptable. 
Redistributing salaries to a mid-point or average level that involves no change in expenditure would generally 
mean that the salaries of public service employees would increase and those of local authority employees would 
decline. 
Fixing nursing salaries in the highest paying authorities at current levels, and increasing nursing salaries in the 
lowest paying authorities by between 3,4% and 12,9% annually would achieve parity within 5 years. 
Restricting salary increases to personnel in primary care settings would cost an additional R258 million per 
annum. 

Any adjustment to health sector remuneration would obviously need to be compatible with policies for the entire public 
sector. In addition, job titles conceal important differences in the type of work undertaken. If integration of local, 
provincial and national authorities is to be achieved, a more thorough job evaluation and grading is required. 

CONDITIONS OF SERVICE OF HEALTH PERSONNEL
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One of the many consequences of moving health personnel from local authorities to provincial authorities is that 
mechanisms for smoothing out the disparities in salary structures will have to be developed. There are cases where health 
personnel employed by a local authority earn 78% more than their colleagues with the same qualifications, experience and 
responsibilities who are in the employ of a provincial administration. If all salaries are raised to the higher of the two scales, 
the minimum cost to the system could be at least R1,25 billion, so clearly there has to be a phasing mechanism. This 
affects 11% of the workforce (about 8 000 people), and will be necessary, even if personnel are not moved between 
authorities/administrations, to ensure fairness with integration.5

Apart from the basic salary structure, other conditions of service differ between the local and provincial authorities and 
these, too, will have to be addressed over time, preferably through statutory DHAs.

It is possible that this seemingly insurmountable stumbling block may be a catalyst for the creation of an entirely new 
structure for health personnel: this would solve the problems not only of disparities, but also of incentives for the 
improvement of public sector conditions, making this sector more attractive to caring health professionals.

COMMUNITY PARTICIPATION

The question of the accountability of the health service at each level to the next level of the health service itself and to the 
community must still be clarified. There seems little doubt that the national, provincial and district health authorities will be 
the appropriate mechanisms to create (preferably statutorily defined) bodies on which elected community representatives 
will serve. Precisely how this will happen will vary from district to district and from province to province, but it is preferable 
that national guidelines are developed for core structures at each level.

Guidelines will also have to be developed for community participation in the management structures of each and every 
health facility, from the smallest clinic to the largest tertiary hospital.

FACILITIES

There are several issues concerning frontline health facilities at the district level which still require clarification. First, no 
national norms exist with regard to the criteria for the siting of any new facilities. Extensive work has been done on 
analysing such facilities in South Africa and some recommendations have been made. There is still no clarity at national 
level on appropriate and equitable means of distributing funds to the different levels of the health system.5

Second, as yet there are no norms and guidelines on PHC services, although encouraging work is currently being done on 
this by the Centre for Health Policy at Wits Medical School. In addition, staffing patterns, norms and quality standards must 
be developed. 

INFLUENCE OF FINANCIAL RESTRUCTURING

Crucial to be development of district-based health services is the interface between the private and public sectors. In 
South Africa the disparities between the two have reached untenable proportions, with costs in the private sector spiralling 
out of control. If a PHC fund is established to help close the service provision gap at this level, then the district health 
system must be intimately involved in the mechanisms for provider payments from such a fund, as the DHA could then 
become both a provider and a puchaser of services. If the fund and/or other financing systems of the restructured health 
system can be used to set up referral systems between the public health system and private and independent 
practitioners, this may be the means of strengthening the public sector while involving the private sector in the public 
service. 

CONCLUSIONS

There is no doubt that great advances have been made in the development of the district health system in South Africa. 
Each province has generated a plan for moving down from provincial level restructuring to district development, usually via 
interim subprovincial or regional structures. In all provinces the work of developing and defining district health boundaries 
is continuing, and some provinces have demarcated boundaries through community consultation and participation that 
bodes extremely well for the future. 

Change is difficult, but it is likely that the move to a district-based health system constitutes the best chance of improving 
the health and the lives of South Africa's citizens.
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Chapter 18

Legislative Reform

THE CONSTITUTION

The Constitution of the Republic of South Africa Act 200 of 1993 came into operation on 27 April 1994. This event 
constituted the most fundamental transformation in South African constitutional history, and also has profound implications 
for health.

Chapter three of the Constitution contains the Bill of Rights, which is binding on all legislative and executive organs of state 
at all levels of government1 and contains certain rights which are of direct relevance to the formulation of health policy and 
its implementation through legislation.

Every person is guaranteed the right to an environment which is not detrimental to his or her health or well-being.2 
Children have the right to security, basic nutrition and basic health and social services,3 while detainees have the right to 
be detained under conditions consonant with human dignity, which include at least the provision of adequate nutrition, 
reading material and medical treatment at state expense.4 No positive duty is placed on the state to provide essential 
health services to other disadvantaged groups in society, such as women, the disabled, and the elderly. However, it is 
arguable that the protection of human dignity5 demands that a person be protected from human suffering flowing from a 
denial of the right to health.6

Many of the other rights in chapter three of the Constitution may also have indirect impact on health and health legislation. 
The right to life,7 for example, has clear implications for the death penalty, euthanasia and abortion.8 The tobacco industry 
has already invoked the right of access to information held by the state9 to gain access to Department of Health 
documentation on tobacco control,10 and has objected to regulations requiring health warnings on tobacco packages, on 
the basis of the right to property.11

Also of considerable importance to health legislation and the organisation of health services in South Africa is the 
designation by the Constitution of "health services" as a legislative and executive competence of provincial governments.12 
Section 126 has the effect that while both provincial legislatures and the national Parliament may legislate on health 
services, to the extent that there is conflict, the provincial laws will prevail. This principle is made subject to certain limited 
exceptions relating, for example, to ineffectiveness of provincial legislation, the need for national uniformity, and prejudice 
to economic, health or security interests of other provinces or the country as a whole. Amendments to the legislative and 
executive competencies of the provinces require special procedures involving special majorities.13 

Thus ten separate Health Acts may develop in South Africa - one national and nine provincial. Unless this process is 
carefully managed and properly co-ordinated, administrative chaos and increased fragmentation of the health system may 
ensue. Of central importance to the co-ordinated development of health legislation at national and provincial level is the 
need for clarity on the definition of the term "health services" as it is used in the Constitution. This will determine the 
precise ambit of the legislative competence of the provinces. Clarity on the grey areas may be achieved by a process of 
continuous challenge to the Constitutional Court. A preferable approach would be to achieve clarity through consensus 
among all the provincial departments and the national Department of Health. This approach would be cheaper, faster and 
more efficient. 

Finally, mention must be made of the interim nature of the Constitution. A new constitutional text is to be passed within two 
years of the date of the first sitting of the National Assembly under the existing Constitution.14 The new text is required to 
comply with a scheduled set of 34 "Constitutional Principles",15 which themselves are immutable. Participants in the health 
sector now have a significant opportunity to take part in the formulation of the new Constitution where the existing 
Constitution is found to be inadequate in protecting the health interests of the population. 
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LEGISLATIVE DEVELOPMENTS SINCE THE ELECTION

There have been several other significant developments in the field of health legislation since the April election, some of 
which warrant specific mention.

First is the Minister of Health's notice in the Government Gazette that as from 1 June 1994, free health services must be 
rendered to children under the age of 6 years and pregnant women, for the period commencing from the time the 
pregnancy is diagnosed to 42 days after the pregnancy has terminated, or if a complication has developed as a result of 
the pregnancy, until the woman has been cured or the conditions resulting from the complication have stabilised.16 
Conditions for which free health services are rendered to pregnant women include conditions not related to the pregnancy. 
Non-citizens of South Africa who fall into the above categories and who incidentally develop a health problem while in 
South Africa also benefit from the free health services.

The provision of free health services to the abovementioned categories of persons is subject to certain exceptions. Such 
services will be provided only at state health care facilities, at state-aided hospitals of which more than half their 
expenditure is subsidised by the state, or by district surgeons. Further, they are not available to persons and their 
dependents who are members of a medical scheme and to non-citizens of South Africa who visit the country specifically 
for the purpose of obtaining health care (see Chapter 14)

Second, acting within powers conferred on him by section 235(8) of the Constitution, the President reassigned the 
administration of certain laws of the former provinces, self-governing territories and so-called independent states, including 
laws which relate to health services, to the new provincial administrations.17

Third, the President assigned to the provincial governments the administration of the Health Act 63 of 1977, excluding 
those provisions which were deemed to fall outside of the constitutional legislative competence of the provinces.18 
Excluded from the assignment were, inter alia, provisions relating to functions of the national Department of Health and 
provisions conferring power to make environmental regulations in the interest of public health.

Finally, in terms of section 6 of the Tobacco Products Control Act 83 of 1993, the Minister of Health has made regulations 
regarding mandatory health warnings which are to appear on cigarette packages and advertisements.19 These regulations 
came into operation on 31 May 1995 and their primary objective is to discourage children from starting to smoke. Prior to 
the issuance of these regulations, interested parties were given four months to comment on the proposed regulations. 
There have also been significant developments regarding tobacco control legislation at local level. Several local authorities 
have applied under the Tobacco Products Control Act 83 of 1993 for authorisation to issue regulations prohibiting or 
restricting smoking in public places. In September 1994 the Cape Town City Council published such regulations for 
comment.20 These regulations, which were subsequently gazetted and have been of effect since 28 April 1995,21 prohibit 
smoking in certain categories of indoor public places unless the smoking occurs in a separately ventilated area set aside 
for that purpose.

PROCESSES AT NATIONAL LEVEL

The Department of Health has not yet issued a new Health Act to replace the Health Act 63 of 1977. It is reluctant to 
amend legislation on a piecemeal basis and therefore has appointed a National Health Legislation Review Committee to 
develop a comprehensive, development-oriented Public Health Act. 

The Committee has reviewed over 100 existing pieces of South African legislation which impact on health, as well as a 
considerable number of international treaties and conventions which may have application to new health legislation in 
South Africa. It has also developed a comprehensive framework for a new Public Health Act which falls within the 
parameters of the new Constitution and embodies government policy as articulated in the National Health Plan of the 
African National Congress, the Reconstruction and Development Programme and the recommendations of the policy 
committees of the Department of Health.

Laws regulating health professionals in South Africa have also been amended. Until now South African health 
professionals have been represented and regulated by a large number of statutory bodies. There were three medical 
councils in the Republic, namely the South African Medical and Dental Council, the Transkei Medical Council and the 
Ciskeian Medical Council. While the South African Pharmacy Council had jurisdiction in most parts of the Republic, in the 
territories of the former Ciskei and Transkei pharmaceutical matters were dealt with by the Ciskeian Medical Council and 
the Transkei Medical Council respectively. There were also four nursing councils in the Republic; the South African 
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Nursing Council, the Bophuthatswana Nursing Council, the Transkei Nursing Council and the Ciskeian Nursing Council. In 
addition, there was a Chiropractors, Homeopaths and Allied Health Service Professions Council, which is currently the 
only council of its nature in the Republic.22 

All of the above councils are being abolished in terms of amendments to the Medical, Dental and Supplementary Health 
Service Professions Act 56 of 1974, the Nursing Act 50 of 1978, the Pharmacy Act 53 of 1974 and the Chiropractors, 
Homeopaths and Allied Health Service Professions Act 63 of 1982.23 The councils have been replaced by four interim 
councils, namely the Interim National Medical Council of South Africa, the South African Interim Nursing Council, the 
Interim Pharmacy Council of South Africa and the Chiropractors, Homeopaths and Allied Health Service Professions 
Interim Council. 

The structure and composition of the interim councils varies, but they will all maintain significant representation by 
members of the existing councils while including a spectrum of new members appointed by the Minister of Health to 
ensure greater community involvement and participation.

The terms of office of each of these interim councils will be limited to two years, during which time one of their functions 
will be to make recommendations to the Minister regarding the constitution of new representative and democratically 
elected councils for the Republic to replace the interim councils. Another function of each of these interim councils will be 
to handle the transformation of the existing Act under which it is constituted and the regulations published thereunder to 
support the universal norms and values of the profession, with greater emphasis on professional practice, democracy, 
transparency, equity, accessibility and community involvement. It is intended that the interim councils and the election of 
new councils will give the councils legitimacy and acceptance in the new South Africa to enable them to function effectively 
and meet their new obligations.

The creation of the interim councils by amendments to existing legislation is an important step towards better management 
of human resources for health. A further step in this direction might be to consolidate all the councils under an umbrella 
statutory council, with provision for professional boards to represent the particular professions. This might reduce 
counterproductive conflict and competition among the professions and enhance co-ordinated management of human 
resources for health. 

Another aspect of human resources which requires particular legislative attention is the appropriate legal recognition and 
regulation of health workers outside of the formal health sector, notably traditional healers and community health workers.

PROCESSES OCCURRING AT PROVINCIAL LEVEL

The Interim Constitution provides that all laws which existed immediately prior to 27 April 1994 in any area which now 
forms part of the Republic of South Africa shall continue in force in such area until they are amended or repealed by a 
competent authority.24 Therefore the health services of each of the nine provinces are governed by the laws of the 
Republic as well as the laws of the provinces, so-called independent states and self-governing territories which formerly 
existed within the new province's boundaries. Harmonisation of these laws is a priority for each province, because health 
services cannot continue to be governed by conflicting legal regimes of former jurisdictions. Broadly, there are two 
possible mechanisms which may be used by provincial governments to achieve such harmonisation. The first option would 
be to extend an existing law to cover all the areas in the new province and then repeal all other laws. Alternatively, an 
entirely new law may be created which would repeal all existing laws. 

The legislative process in KwaZulu-Natal provides a striking example of the latter approach to harmonisation, which has 
been combined with an emphasis on community participation in the formulation of legislation. A taskforce appointed by the 
KwaZulu-Natal Strategic Management Team for Health was assigned the task of developing a new KwaZulu-Natal Health 
Act. The taskforce undertook a comprehensive review of the legislation impacting on health in KwaZulu-Natal and then 
drew up a framework for an entirely new Health Act based on international precedent and articulated health policy. The 
ambit of this framework is extensive and covers such matters as the rights of health service users, the structure of the 
district health system, addiction control, maternal and child health and environmental health protection. A summary of the 
framework was made available for comment to a wide range of interested structures and organisations, as well as the 
general public via accessible centres such as public hospitals. Notice of the availability of the document was published in 
23 local newspapers, as well as on radio services. Both the notice and the framework itself were made obtainable in both 
English and Zulu. 

Considerable response was received from the public and all comments received were analysed with a view to 
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incorporating them into the framework. Individual replies were sent to every member of the public who commented. In the 
case of technical or highly contentious issues, interviews or public hearings are being arranged. The actual drafting of the 
non-contentious issues in the new Act commenced in March 1995. 

More generally, provincial legislative processes are at vastly differing stages of development. Problems hindering 
provincial legislative processes include lack of clarity on the ambit of the provincial legislative competence, a lack of 
technical legal support in some provinces and poor co-ordination of legislative initiatives at the provincial and national 
level. A clear need has also been identified for the sharing of health legislation expertise and resources among the 
provinces by means of outside facilitation.25

CHALLENGES FACING LEGISLATIVE PROCESSES

The success of current legislative processes at the provincial and national level will depend largely on the manner in which 
certain key challenges are addressed. In particular, attention must be given to effective co-ordination of legislative 
initiatives, on one hand, and to active community participation in the formulation of legislation, on the other.

A plethora of role-players are currently involved, either directly or indirectly, in the formulation of health legislation in South 
Africa. At the national level the Ministry of Health is in the process of developing health policy which must be implemented 
through legislation. Responsibility for the task of formulating national legislation has been conferred on the National Health 
Legislation Review Committee. Any legislation proposed by the Department of Health must be approved by the 
Parliamentary Standing Committees for Health in the National Assembly and in the Senate. These Committees have the 
power not only to modify or reject proposed legislation, but also to initiate health legislation. Similarly, at the provincial level 
health policy is being developed by the Members of the Executive Councils (MECs) who are responsible for health, 
together with their Strategic Management Teams. Special task-forces have been established by the Strategic Management 
Teams of most of the provinces to investigate the formulation of provincial health legislation. Legislation proposed by 
provincial health departments must then be approved by the Standing Committees for Health in the applicable provincial 
legislatures, which have powers similar to those of the national Standing Committees. To add to the complexity of the 
situation, local authorities also have powers to pass bylaws on a variety of matters which impact on health.

Unless effective mechanisms are developed for close interaction and careful co-ordination of these policy and legislative 
initiatives, there is a real danger of legislative chaos and increased fragmentation of the health system. In particular, the co-
ordinating potential of existing structures such as the Provincial Health Restructuring Committee, on which the MECs for 
Health of all the provinces are represented, and the National Health Legislation Review Committee, needs to be 
developed. 

Finally, it is imperative that the community becomes actively involved in the formulation of health legislation which will 
affect its rights, duties and activities. Not only are undemocratic legislative processes ideologically unacceptable, but they 
also give rise to legislation which is poorly implemented. Legislation will not be effective if its implementation depends on 
the activities of law enforcement agencies alone; successful implementation depends largely on voluntary compliance with 
legislation together with a diffuse form of social control maintained by action at all levels of society, from the individual 
citizen to agencies of state. Unless health legislation reflects the felt needs of the community, it is unlikely to affect the 
actual behaviour of that community. The extensive consultative process undertaken by the KwaZulu-Natal health 
legislation taskforce is therefore especially promising, and it would be to the benefit of other legislative initiatives in the 
country to follow suit. 
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 LESSONS FROM THE GLUCKMAN COMMISSION

There are continuing parallels between the work of the National Health Services Commission fifty years ago, and the task 
at hand. Gluckman envisaged a synchronous "top-down, bottom-up" approach to health systems reform: substantive 
changes were required in critical policies at national and provincial level to support coalface initiatives which actually made 
a tangible difference to people's lives. Policy development without changes in service delivery was hollow. Similarly, 
creative transformation at delivery level could not be sustained without political backing. 

The restructuring process which followed the election of a democratic government in 1995 was the first critical step 
towards health-supportive government policies. Integration and defragmentation were, in themselves, powerful instruments 
of health promotion. But this initial phase - at least at provincial and national level - nears completion, and a more 
sustained process of transformation remains underway. This process will need to marry health policies being developed 
within national and provincial administrations to their implementation at local level.

Clearly, this wedding of planning and action has implications for health systems research in South Africa. In the first 
instance, information was needed to support restructuring and broad policy frameworks. But more and more, the emphasis 
is moving towards the mechanics of implementation - the practical meaning of policies and assessment of their impact. On 
one hand, this implies a shift in focus from national to provincial and district level. On the other, it demands explicit support 
for initiatives which turn plans into operations. However, many policy issues still require resolution at national level; a fact 
which will need to be reflected in any short- to medium-term research agenda.

DEVELOPING A RESEARCH AGENDA

"THE BOTTOM-UP" COMPONENT

For purposes of analysis, this Review has disaggregated the South African health system into discrete components, such 
as financing, human resources development and informatics. But these distinctions become more artificial the closer one 
gets to actual service delivery. An important principle demonstrated by the Karks and others in the 1940's still applies, 
namely that operational research should address the entire sub-system of health care for any given catchment area. In 
practice, this means that the sub-district level becomes a critical site for action research. This research should address the 
infrastructural components which support health care delivery (such as personnel, referral and information systems); the 
nature and quality of services provided (encompassing efficiency, efficacy, appropriateness etc); as well as the links 
between health and other sectors. Substantial research conducted at this level can play a crucial leadership role in 
activating policies and strategic plans.

THE "TOP-DOWN" COMPONENT

As important as local operational research, is the continuing process of policy development within each element of the 
South African health system described in this Review.

Nearly all eyes need to be focused on the evolution of organisational and management structures which support district 
systems development. As with the Gluckman Commission, hindsight may show that health sector transformation stumbled 
on the final hurdle unless successful devolution of authority from provincial to district managers occurs. Greater definition 
of the planning and managerial skills required of district teams must precede full-scale training programmes to address 
deficiencies across the country. Organisational organograms and provincial and regional functions must increasingly 
promote decentralisation. Structures of district governance must reflect full public participation, both through elected 
representation and through facility- and community-based mechanisms. Evolution of district health authorities must also 
reflect an integration of sectorial initiatives within each district.

The Committee of Inquiry into a National Health Insurance System for South Africa elected to throw the question of 
financing mechanisms back at government, particularly with regard to primary health care (PHC). Many issues related to 
the increasing funding gap between money needed and money-in-the-bank remain unresolved. The nitty-gritty of details 
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for the implementation of mandatory hospital insurance for employees still needs to be worked out, as do matters around a 
minimum package of primary health care services. Further refinement of resource allocation formulae at all levels of the 
health system is needed, particularly as the existing formula for national allocations to provinces is fairly insensitive to 
catchment areas for academic health service complexes. 

Human resources development is a gravely neglected area of research and policy development. Four major areas which 
require urgent documentation and strategic review are planning (present and future personnel requirements), production 
(matching education and training initiatives with planning needs), funding (relationship between the health and education 
departments in particular), and health worker qualities (strategies which foster leadership, caring, motivation and initiative). 
Employer-employee relations is another major area, but this can only be addressed together with the Public Service 
Commission and other labour and trade union organisations. 

The five-point programme of the national Drug Policy Committee provides the framework for a research agenda in this 
aspect of the health system. Identified as priority research areas are medicines information (development of drug 
information systems to retrieve, interpret and disseminate data on medicines), drug formularies (especially in support of 
the essential drugs programme), drug surveillance research (pharmaco-epidemiology, pharmaco-economics, drug 
utilisation review and disease management), assessment of policy impact (evaluating drug regulatory policies, their 
consequent interventions and effects), and systematic surveillance of target medicines in the post-registration phase.

Much progress has been made in planning for a national health information system for South Africa. Its successful 
implementation depends on its simplicity, acceptability and inculcation of a culture of information analysis and use. 
Demonstration, or first phase projects, are extremely valuable in catalysing implementation. A number of these projects, in 
different form, are underway in different parts of the country. Lessons learned need to shared, which places great 
responsibility on researchers in this field to document carefully and disseminate widely.

Fundamental to the implementation of a strategy of Essential National Health Research is more accurate quantification of 
funding for health research, and the nature of its expenditure. This will permit some assessment of the appropriateness of 
present levels of spending, and help to guide future strategies. Another area which requires further evaluation is the 
determination of research priorities, which requires a synthesis of science-based ranking and community and institutional 
demands. Both processes, determining societal demands and ranking according to health indicators, require further 
elaboration.

Quality assurance needs to be integrated into the daily activities of health service delivery. Although some work has been 
done on assessing structural standards, little attention has been paid to evaluating the process of providing health care in 
terms of efficacy and effectiveness. The recently completed survey of user perceptions and utilisation of facilities 
conducted on behalf of the Henry J. Kaiser Family Foundation provides a valuable baseline for assessing progress 
towards quality care. 

Public participation in health care, outside of political structures, will generally find real expression at community and 
facility level. Formal structures for participation will need to evolve as part of sub-district development, but political 
encouragement is needed to foster partnerships between communities and health providers.

Nutrition policy is poorly defined at present. Critical questions relate to the nature of respective sectoral interventions, 
which together promote good nutrition; clarity on the role of the Department of Health in spearheading a national nutrition 
strategy; the impact of programmes such as the Primary School Nutrition Programme and the National Nutrition and Social 
Development Programme; and greater understanding of allocative mechanisms for food within communities and 
households.

The impact of the "free health care" policy, (i.e. free public sector services for pregnant women, children less than 6 years, 
and all women for a period of six weeks after the end of each pregnancy) requires evaluation. This assessment should 
include the effect on attendance at various health facilities; changes in referral patterns; economic analysis of the policy; 
attitudes, perceptions and views of providers and consumers towards this policy. 

Most research related to maternal, child and women's health (MCWH) should take place within the context of planning for 
health care at sub-district level. There is general agreement on what needs to done to improve MCWH services, and 
operational research needs to breach the gap between policy formulation and implementation. One area of research 
relates to definition of a basic package of MCWH services, especially in view of the commitment to providing 
comprehensive primary health care for this target group.

Critical areas of research in support of the fight against HIV/AIDS include improved management and control of sexually 
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transmitted diseases; factors affecting behavioral change; evaluation of preventive programmes and campaigns; 
individual, community and societal impact of the epidemic; the feasibility of TB prophylaxis and lifetime maintenance 
therapy; and health care services for people with AIDS.

The legislative implications of all these policies should be assessed and drafted into law. Careful formulation and critical 
evaluation of lessons from other countries should ensure that legislation achieves its desired result. Of particular import is 
the development of a common framework for health legislation for all provinces and central government. In general, there 
should be consistency of legislation across provinces; in some instances, uniformity is necessary.

Enhancing the impact of policy-directed research 

There are five essential requirements for ensuring that policy-directed health research impacts on decision-making. 

First, research needs to respond to local needs and realities. This is particularly true of research conducted at sub-
district level. Community and local health service input in the formulation of research questions and design is not 
just trendy, but often determines the usefulness of work done. 

Second, health service managers must be on board. Endorsement of research by health services is insufficient to 
ensure its use. Research projects need to become partnerships between health providers and researchers, in which 
the former participate in the formulation of the research question, and design, implementation and review of the 
study. 

Third, health service managers should be able to frame their own research questions, and commission or even 
undertake their own research. In practice, this means that some training in health systems research and 
epidemiology should be considered an integral part of management training. 

Fourth, research results and recommendations should be disseminated and discussed. Researchers need to 
develop ways of presenting their findings in attractive and compelling ways. This includes both written and verbal 
presentation and discussion. 

Fifth, the quality of research undertaken must merit respect and recognition. 

A BAROMETER OF CHANGE

Health systems research will only become a powerful instrument for sustaining the transformation of health care in South 
Africa if it is viewed as an indispensable arm of planning and implementation. But ultimately, it can only generate, clarify or 
confirm policy and planning options. Implementation is in the hands of others. This fact confers another important role on 
all public health researchers, namely that of monitoring progress and assessing impact. One of the primary objectives of 
this South African Health Review is to provide a baseline whereby improvements in health and health care can be 
monitored over time. 

Many of the lessons from the National Health Services Commission of the 1940's still apply. This time though, the political 
climate shows no animosity and the major challenge is to match words with action. We trust that subsequent reviews will 
reveal that the promise of equitable health care which burgeoned and withered fifty years, and which has blossomed 
again, is fulfilled. 
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Glossary

Glossary

Adolescent mortality rate: 

The number of deaths between the ages of 14-24 years per thousand population in this age 
category 

Adult mortality rate: 

The number of deaths between the ages of 15-64 per thousand of the total population in this age category

Child (under 5) mortality rate: 

The number of children who die before reaching the age of 5 years, per thousand live births in a given year

Contraceptive prevalence: 

The percentage of sexually active men or women who use contraceptive methods

Crude birth rate: 

The number of live births occurring per thousand population in a year

Crude death rate: 

The number of deaths occurring per thousand population in a year 

Dependency ratio: 

The number of people supported by a single member (employed or unemployed) of the labour force, excluding him- or 
herself

Early neonatal mortality rate: 

The number of infant deaths within the first seven days of life per thousand live births in a given year

DMFT: 

Decayed, missing or filled teeth; used as an indicator to quantify the oral health status within a community

Disability adjusted life years: 

The present value of the future years of disability-free life that are lost as the result of the premature deaths or cases of 
disability occuring in a particular year. It is a unit used to measure both the global burden of disease and the effectiveness 
of health interventions, as indicated by reductions in the disease burden

Economically active population: 

Comprises all workers and unemployed persons

Infant mortality rate (IMR): 

The number of live born children who die under one year per 1 000 live births

Life expectancy at birth: 
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The number of years a newborn baby would live if patterns of mortality prevailing at the time of its birth were to stay the 
same throughout its life

Literacy rate: 

The percentage of persons 13 years and older with at least a standard 5 qualification

Low birth weight babies: 

Children born weighing less than 2 500 grams

Maternal mortality rate: 

The number of female deaths that occur as a result of complications of pregnancy and childbirth per 100 000 live births

Neonatal mortality rate: 

The number of deaths before one month of age per 1000 live births in a given year

Non-school attendance: 

Percentage of children aged 6-14 years not attending school

Notification rates: 

Number of disease cases notified to the Department of Health per 100 000 population

Perinatal mortality rate: 

The number of stillbirths and early neonatal deaths per thousand live and stillbirths in a given year

Population groups 

In this Review, the following terms have been used to define different population groups: African, coloured, Indian, white. 
The term "black" is used to encompass African, coloured and Indian groups. [Classification by race has been used to 
quantify and qualify inequities, and has implications for the targeting of interventions].

Post-neonatal mortality rate: 

The number of infant deaths after one month, but before 1 year of age per thousand live births in a given year

Potential years of life lost (PYLL): 

The sum of the years lost to premature death (less than 65 years of age) per thousand population

Stunting 

Height for age less than 2 standard deviations from the median of a reference population

Teenage birth rate: 

The percentage of all live births during a specific year, to women younger than 20 years of age, irrespective of their marital 
status 

Total fertility rate: 
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The average number of children that would be born live to a woman during her child-bearing years (15-49 years), 
assuming that prevailing rates remain unchanged

Underweight 

Weight for age less than 2 standard deviations from the median of a reference population 

Wasting 

Weight for height less than 2 standard deviations from the median of a reference population 
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Abbreviations and Acronyms

Abbreviations and Acronyms

 

 

ABE adult basic education 
AIDS Acquired Immunodeficiency Syndrome 
AHSC academic health services complexes 
AIDS KAP AIDS knowledge, attitudes and practices 
ANC African National Congress 
ATICS AIDS Training and Information Centres 
AZAPO Azanian People's Organisation 
CASE Community Agency for Social Enquiry 
CAW community aids worker 
CBO community based organisation 
CEC Coordinating Education Committee 
CHW community health worker 
CORD Community Organisation Research and Documentation 
COSATU Congress of South African Trade Unions 
CPA Cape Provincial Administration 
CSIR Council for Scientific and Industrial Research 
CSS Central Statistical Services 
DBSA Development Bank of Southern Africa 
DG disability grant
DHA district health authority 
DMFT decayed, missing or filled teeth 
DNA deoxyribonucleic acid 
DNHPD Department of National Health and Population Development 
EAP economically active population 
EDI electronic data interchange 
ENHR essential national health research 
FLAG Food Legislation Advisory Group 
GDP gross domestic product 
GIS geographic information system 
GNU Government of National Unity 
GP general practitioner
HAV hepatitis A virus
HBU historically black universities 
HIS health information system 
HIV human immunodeficiency virus 
HMO health maintenance organisation 
HMT health management teams 
HRD human resource development 
HSDU Health Systems Development Unit 
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Abbreviations and Acronyms

HSR health systems research 
HSRC Human Sciences Research Council 
HST Health Systems Trust
IDRC International Development Research Centre 
IDT Independent Development Trust 
IMR infant mortality rate 
IMPP interchangeable multisource pharmaceutical products 
MASA Medical Association of South Africa 
MCC Medicines Control Council 
MCWH maternal, child and women's health 
MEC Members of the Executive Council 
MHC managed health care
MLL minimum level of living 
MRC Medical Research Council 
NACOSA National AIDS Co-ordinating Committee of South Africa 
NAMDA National Medical and Dental Association 
NAP National AIDS Programme 
NATED National Education Department 
NEHAWU National Education, Health and Allied Workers' Union 
NGO non government organization 
NHB National Housing Board 
NHF National Housing Forum 
NHFC National Housing Finance Corporation 
NHIS/SA National Health Information System of South Africa 
NNSDP National Nutrition and Social Development Programme 
NPPHCN National Progressive Primary Health Care Network 
OAP old age pension
PAC Pan African Congress
PHC primary health care
PHF Patriotic Health Front 
PSNP Primary School Nutrition Programme 
PVM protein-vitamin-mineral 
PYLL potential years of life lost 
RAMS Representative Association of Medical Schemes 
RDP Reconstruction and Development Plan 
RHOSA Regional Health Organisation of Southern Africa 
RISS Rural injury surveillance study 
RSA Republic of South Africa 
SACLA South African Christian Leadership Association 
SADHS South African demographic and health survey 
SAHSSO South African Health and Social Services Organisation 
SALDRU South African Labour and Development Research Unit 
SANC South African Nursing Council 
SANCO South African National Civics Organisation 
SANEL South African National Epilepsy League 
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SANTA South African National Tuberculosis Association 
SAPSE South African post secondary education 
SARB South African Reserve Bank 
SHI social health insurance 
SMT strategic management team 
STD sexually transmitted diseases 
TB tuberculosis
TBVC Transkei, Bophuthatswana, Venda, Ciskei 
TFR total fertility rate
TRAMED Traditional Medicines Programme (University of Cape Town) 
UCT University of Cape Town 
UN United Nations
UNICEF United Nations Children's Fund 
USAID United States Agency for International Development 
UNISA University of South Africa 
VAT value added tax
VHW village health worker 
WHO World Health Organisation 

 

  

http://www.hst.org.za/sahr/abbrev.htm (3 of 3)2004/05/05 12:00:44



Health and Related Indicators

Health and Related Indicators

 Data presented here are disaggregated by province and race, where available. The symbol (-) 
means that data was not available or too inaccurate to present. Note that data may be inaccurate and should be 
interpreted with caution.

DEMOGRAPHY

 Eastern 
Cape

Free 
State Gauteng KwaZulu-

Natal Mpumlanga Northern 
Cape

Northern 
Province

North 
West

Western 
Cape

South 
Africa

% Population per 
province 1994 1 16,1 6,9 17,0 21,2 7,2 1,9 12,4 8,3 9,0 100

Annual population 
growth rate (1985-
1993) 2 

2,6 1,5 1,3 2,8 3,0 0,8 4,0 3,1 1,7 2,4

Crude birth rate - - - - - - - - - -
Crude death rate 3 5,7 5,8 6,1 3,5 3,2 8,5 2,6 5,7 6,8 4,9
Total fertility rate 
(1991) 2 4,6 3,7 3,0 4,3 4,3 2,9 5,8 4,5 2,7 3,3

Contraceptive 
prevalance rate - - - - - - - - - -

Teenage birth 
rates (1991) 2 13,1 14,9 12,9 15,3 13,5 12,8 16,4 12,6 11,8 14,6

Average 
household size 
(1990) 1 

5,2 3,9 3,5 5,7 4,6 4,3 5,2 3,8 3,9 4,5

  

Sources : 

1 Chimere-Dan in Demographic patterns in South Africa. 1995
2 Development Bank of South Africa. South Africa's nine provinces: A human development profile. Halfway House. 1994
3 Bradshaw et.al Estimated cause of death profiles for the nine new provinces based on 1990 data. Medical Research Council. 1995

  

 

  

SOCIO-ECONOMIC 
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 Eastern 
Cape

Free 
State Gauteng KwaZulu-

Natal Mpumlanga Northern 
Cape

Northern 
Province

North 
West

Western 
Cape

South 
Africa

Area as % of total 
area of SA 2 13,9 10,6 1,5 7,5 6,7 29,7 9,8 9,7 10,6 100

Population density 
(1994) 1 (person per 
km2)

38,0 21,1 365,2 92,3 37,3 2,0 42,2 28,0 28,1 33,0

Functional 
urbanisation (%) 2 55,4 73,7 99,6 77,9 43,2 78,2 12,1 43,9 95,1 65,5

Literacy rate (1991) 2 59,0 60,0 69,0 58,7 54,6 67,6 52,7 55,8 71,9 61,4
% non-school 
attendance (1991) 2 9,4 9,7 8,7 11,3 8,5 7,3 8,6 13,7 6,4 9,6

Unemployment rate 

(1991) 2 

1.  3 

23,6 

45,3

15,3 

24,4

16,6 

28,7

25,2 

32,2

16,3 

36,4

16,7 

32,5

24,8 

47,0

22,3 

36,6

13,3 

17,3

19,4 

32,6

Dependency ratio 
(1994) 2 3,7 1,4 0,9 2,3 2,1 1,6 4,8 1,6 1,2 1,9

Per capita income 
(rands) 2 (1994) 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 
3 

African 

White 

Indian 

Coloured

16,3 

97,5 

- 

-

19,1 

97,4 

- 

-

57,2 

98,6 

99,5 

93,7

25,9 

99,1 

- 

-

20,1 

96,6 

- 

-

20,2 

98,9 

- 

29,2

12,9 

91,4 

- 

-

21,1 

99.7 

- 

-

39,5 

99,4 

- 

85,5

27,4 

98,4 

97,7 

76,0

% households using 
electricity as main 
energy source 3 

African 

White 

Indian 

Coloured

12,0 

95,8 

- 

53,7

31,7 

99,8 

- 

-

64,6 

98,4 

99,8 

93,5

31,7 

99,4 

- 

-

20,0 

99,1 

- 

-

29,9 

81,9 

- 

37,1

14,0 

97,9 

- 

-

25,1 

99,7 

- 

-

46,5 

99,4 

- 

83,9

30,5 

98,2 

98,5 

75,7

% households without 
sanitation facilities 3 

African 

White 

Indian 

Coloured

28,8 

0,1 

- 

5,8

12,7 

0,0 

- 

-

2,6 

0,0 

0,0 

0,1

8,9 

0,0 

- 

-

16,8 

0,0 

- 

-

- 

- 

- 

-

- 

- 

- 

-

13,0 

0,0 

- 

-

- 

- 

- 

-

12,6 

0,0 

0,1 

2,4
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Sources: 

1 Chimere-Dan in Demographic patterns in South Africa. 1995
2 Development Bank of South Africa. South Africa's nine provinces: A human development profile, Halfway House. 1994
3 CSS October Household Survey 1994. (Provincial Reports) Pretoria. 1995

  

 

HEALTH SERVICE PROVISION

 

 Eastern 
Cape 

Free 
State Gauteng KwaZulu-

Natal 
Mpuml
anga 

Northern 
Cape 

Northern 
Province 

North 
west 

Western 
Cape South Africa 

Expenditure 
Per capita public 
health expenditure 

(1992/3)(rands)3 

227.0 266.5 381.7 236.9 136.6 221.2 164.1 178.9 491.1 262.6

Human Resources 
Doctors per 100 
000 pop. (1992/3)2 30.7 46.5 127.4 53.5 28.3 37.6 15.5 22.7 143.8 60.2

Nurses per 100 
000 pop. (1992/3)2 321.3 382.3 618.4 431.9 265.8 432.3 293.2 273.5 686.3 421.5

Pharmacists per 
100 000 pop 
(1992/3)2 

20.1 38.8 109.8 28.7 23.1 28.5 7.8 22.8 79.8 42.6

Facilities 
Distribution of hospital beds by type of hospital (1992/3)3 
Academic hospitals
(%) 6.8 31.0 57.6 8.2 - - - - 37.5 18.5

Tertiary hospitals
(%) 22.0 9.6 9.2 30.7 5.5 - 29.2 19.4 14.5 19.7

First level 
hospitals 58.6 41.9 13.4 40.2 56.1 55.6 65.6 62.7 29.9 43.4

Hospital beds per 
1000 pop (1992/3)
1 

3.5 4.1 6.0 3.8 2.1 4.0 2.5 3.3 5.4 4.0

Distribution of primary care facilities(1992/3)3 
No. of people/fixed 
clinic 10 670 10 420 14 000 22 620 13 400 5 970 13 520 7 120 7 540 12 420

No. of people/
mobile clinic 43 570 22 500 28 250 34 580 17 720 10 720 43 240 29 480 28 460 37 037

No. of people /
maternity bed 11 245 27 837 25 555 13 030 18 790 8 800 8 700 6 740 21 210 13 805

No. of district 
surgeons per 
million pop. 

7.5 25.9 4.2 5.4 13.9 17.6 4.4 11.8 15.4 8.8

Immunization coverage % pop < 1yr immunised(1993)4 
BCG - 46 - - 73 - 67 - 89 68
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DTP - 58 - - 68 75 86 - 99 81 
Measles - 54 - - 60 61 84 - 100 77 
Polio - 58 - - 68 74 88 - 100 81 

  

Sources: 1 Chetty in Health Expenditure Review, Durban, 1995. 
2 Development Bank of SA quoted in Health Expenditure Review. Durban, 1995. 
3 ReHMIS Survey in Health Expenditure Review. Durban, 1995. 
4 Race Relations Survey, 1993/94.

  

  

Health Status

 Eastern 
Cape

Free 
State Gauteng KwaZulu-

Natal Mpumlanga Northern 
Cape

Northern 
Province

North 
West

Western 
Cape 

South 
Africa

MORTALITY           
Perinatal mortality - - - - - - - - - - 
Infant mortality rate 

1.  1 
2.  9 

44,7 

58,2 

45,8 

45,4 

32,3 

35,2 

44,9 

44,7 

45,1 

41,2 

42,9 

31,5 

52,9 

57,0 

40,1 

43,3 

24,4 

28,6 

40,2 

41,8 

Early neonatal mortality 
rate - - - - - - - - - - 

Late neonatal mortality 
rate - - - - - - - - - - 

Post neonatal mortality 
rate - - - - - - - - - - 

Under 5 mortality rate - - - - - - - - - - 
% deaths < 5 years 
(1990) 2 19,4 23,3 13,1 14,3 14,8 19,6 8,3 24,7 12,3 16,3 

Adolescent mortality 
rate - - - - - - - - - - 

Adult mortality rate - - - - - - - - - - 
Maternal mortality rate - - - - - - - - - - 
Potential years of life 
lost (thousands) (1990) 
3 1 040 383 779 638 191 140 232 636 385 4 423 

Trauma-related deaths 

Motor vehicle accidents 

Other (per 100 000 
pop.) 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 
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Life expectancy at birth 
(1990) 1 

Male (years) 

Female (years) 

61 

68 

61 

66 

63 

69 

62 

69 

63 

69 

60 

65 

62 

68 

64 

70 

63 

68 

62 

68 

% deaths due to 
respiratory causes: 
children <5 yrs - - - - - - - - - - 

MORBIDITY           
Communicable 
diseases (per 100 000 
pop.) 

          

Incidence of TB (1993) 
5 280,6 472,0 191,9 115,3 84,2 417,2 53,2 83,0 702,6 225,9 

Incidence of measles 
(1992) 6 51,7 105,5 69,0 44,5 93,4 115,5 47,8 27,8 40,2 57,2 

Incidence of malaria 
(1993) 7 0,1 0,5 9,0 45,1 131,0 2,9 42,7 4,4 0,5 27,5 

Incidence of typhoid 
91994) 8 1,3 0,5 1,5 1,4 9,6 0,0 3,7 0,3 0,6 2,0 

Incidence of Hepatitis B - - - - - - - - - - 
Incidence of 
meningococcal 
infection (1992) 9 

0,9 0,6 0,5 0,4 0,8 2,2 0,6 0,3 8,5 1,3 

Incidence of congenital 
syphillis (1992) 9 4,8 0,2 1,9 0,4 0,4 2,4 0,9 0,2 7,0 2,0 

% HIV (antenatal) 
(1994) 10 4,5 9,2 6,4 14,4 12,2 1,8 3,0 6,7 1,2 7,6 

Non-communicable diseases (per 100 000 pop.) 
No. of trauma 
attendances 

Public facilities 

Private facilities 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Prevalance of dental 
caries 

Amongst 6 year olds 

Amongst 12 year olds 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Incidence of cervical 
cancer - - - - - - - - - - 

DISABILITY
Prevalence of 
blindness - - - - - - - - - - 

Prevalance of physical 
disability - - - - - - - - - - 

RISK-TAKING BEHAVIOUR 
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% of adults who smoke 

(1995) 11 

% of men who smoke 

% of women who 
smoke 

29 

48

12 

40 

56 

23 

37 

52 

20 

33 

56 

8 

23 

42 

6 

55 

72 

33 

14 

35 

4 

46 

62 

31 

48 

51 

45 

34 

52 

17 

NUTRITIONAL STATUS 
Underweight (%)

Children < 6 years - - - - - - - - - - 
Children in 
substandards 1 & 2 
(1994) 4 

9,2 8,0 4,6 5,6 6,2 20,9 10,4 12,0 12,0 9,0 

Stunting (%)
Children < 6 years 
(1994) 13 32,5 25,4 17,5 26,0 21,1 35,6 29,7 25,4 16,5 25,4 

Children in 
substandards 1 & 2 
(1994) 4 

16,8 11,2 7,1 11,8 11,4 19,2 13,4 14,1 13,8 13,2 

Wasting (%)

Children < 6 years - - - - - - - - - - 
Children in 
substandards 

1 & 2 (1994) 4 

2,5 1,8 2,1 1,9 1,8 5,4 3,1 4,4 2,8 2,6 

% Low birth weight - - - - - - - - - - 
Incidence of marasmus - - - - - - - - - - 
Incidence of 
kwashiorkor           

Sources: 

1 Chimere-Dan in Demographic patterns in South Africa. 1995
2 Bradshaw D et al unpublished reprot, MRC, 1990
3 Bradshaw D et al Estimated causes of death. Profiles for the nine new provinces based on 1990 data. MRC> 1995
4 DNH Epi Comments Vol 22 (4)
5 DNH Epi Comments Vol 22 (1)
6 DNH Epi Comments Vol 22 (5)
7 DNH Epi Comments Vol 22 (6)
8 DNH Epi Comments Vol 22 (2)
9 Development Bank of Sourthern Africa. 1994
10 DNH Epi Comments Vol 22 (5)
11 MRC / HSRC Survey. 1995
12 CSS; Recorded Deaths. 1992
13 SALDRU / World Bank Report 1993 -1994 South African Rich and Poor: Baseline household statistics

  

DEMOGRAPHY 

 

 Indian Whites Africans Coloured South Africa
% of total population 2,6 12,8 76,1 8,5 100
Annual population growth rate (1994)1 1,5 0,7 2,5 1,5 2,1
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Crude birth rate (1994)1 18,1 13,7 25,3 21,7 23,4
Crude death rate (1994) 7,3 6,7 10,2 7,2 9,4
Total fertility rate (1994)1 2,2 1,6 3,7-4,3 2,3 -
Contraceptive prevalence rate (%)(1994)
1 77,0 80,0 66,0 74,0 -

Teenage birth rates (%) 

(1990)1 

(1993)1 

6,1 

-

6,3 

-

10,7 

15,2

14,8 

8,5

- 

-

Average household size (1990)1 4,4 3,0 4,8 4,7 4,5

Source: 

1 Chimere Dan. Demographics Patterns in South Africa and 1994 October Household Survey, Pretoria .1994

  

  

SOCIO-ECONOMIC 

 

 Indian Whites Africans Coloured South Africa
Functional urbanisation (1993)(%)3 96,2 91,1 35,8 83,2 48,3
Literacy rate (%) (1993)6 84 99 54 66 -
% non-school attendance - - - -  
Unemployment rate (1994)5 17,1 6,4 41,1 23,3 33 (40) 4 
Dependency ratio - - - - 1,9 2 
Per capita income (rands) - - - - -
% population with electricity5 98,5 98,2 30,5 75,7 36 7 

Sources : 

1 Chimere-Dan In Demographic patterns in South Africa. 1995
2 Development Bank of South Africa. South Africa's nine provinces: A human development profile. Halfway House. 1994
3 Yach D and Harrison D, in Public Health in North-South Perspective. 1994
4 Lund F and Patel Z, in South African Health Review.1995
5 CSS October Household Survey 1994. Pretoria. 1995
6 Development Bank of Southern Africa in Race Relations Survey, 1993/94. SAIRR, Johannesburg, 1994.
7 Medical Research Council. Electrification and Health : A South African perspective. Unpublished. 1994
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 Indians Whites Africans Coloured South Africa
Non-communicable diseases (per 100 000 pop.) 
No. of trauma attendances 

Public facilities 

Private facilites

- 

-

- 

-

- 

-

- 

-

- 

-

Prevalence of dental caries      
% amongst 6 year olds (1989) 12 76,3 59,5 65,3 79,2 66,3
DMFT scores for 12 year olds (1989) 
11 1,3 1,8 1,7 2,1 -

Incidence of cervical cancer - - - - -
DISABILITY
Prevalence of blindness - - - - -
Prevalence of physical disability - - - - -
RISK-TAKING BEHAVIOUR
% of adults who smoke (1995) 9 36 35 31 59 34
% men who smoke - - - - -
% women who smoke - - - - -
NUTRITIONAL STATUS
Underweight (%)
Children < 6 years - - - - -
Children in substandards 1 & 2 (1994) 
4 6,2 1,1 8,7 16,9 9,0

Stunting (%)
Children < 6 years (1994) 10 6,1 1,1 8,7 16,9 9,0
Children in substandards 1 &2 (1994) 4 4,1 1,8 14,6 18,2 13,2
Wasting (%)
Children < 6 years - - - - -
Children in substandards 1 & 2 (1994) 
4 5,2 0,9 2,4 4,1 2,6

% Low birth weight - - - - -
Incidence of marasmus - - - - -
Incidence of kwashiorkor - - - - -

Sources
1 Chimere-Dan Demographic patterns in South Africa. 1995
2 DNHPD Health Trends in South Africa. 1993
3 DNHPD Health Trends in South Africa. 1992
4 DHN Epi Comments Vol 22 (4)
5 DHN Epi Comments Vol 22 (1)
6 DHN Epi Comments Vol 22 (6)
7 DHN Epi Comments Vol 22 (2)
8 DHN Epi Comments Vol 22 (5)
9 MRC/HSRC Survey. 1995
10 SALDRU / World Bank Reprot 1993 - 1994. South Africa Rich and Poor: Baseline household statistics
11 DNHPD Health Trends in South Africa. 1991
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