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Foreword

It gives me great pleasure to introduce this, the 15th edition of the South African Health Review (SAHR). SAHR 2011 provides valuable 
policy and empirical information on a range of issues that are related to and impact on the Negotiated Service Delivery Agreement and 
primary health care re-engineering as envisaged by the National Department of Health (NDoH). A range of experts provide commentary 
on topics ranging from rural health, health technology to human resources. SAHR 2011 also contains a section on core health issues, where 
developments in health information systems, financing health care, and health legislation and policy are discussed. The Review concludes 
with the Indicators chapter which presents a selection of the best available data on the functioning and performance of the health system. 

The Review is aimed at policy makers, planners, health managers, researchers, students and both local and international health and 
development organisations. This year’s theme is of particular significance, since South Africa has developed a host of enabling policies and 
legislation which – if effectively implemented – will bring the country closer to providing equitable, sustainable and acceptable health care 
for all. Key policy documents such as the Green Paper on National Health Insurance, primary health care re-engineering, the Negotiated 
Service Delivery Agreement, 10 Point Plan and the latest Human Resources for Health Strategy document collectively mean that SA is 
poised on the brink of effecting a lasting and meaningful change to its healthcare landscape, which will have significant impact on the 
burden of disease and other health indicators.

A strong team within Health Systems Trust (HST) has worked throughout the year to bring the Review to completion, with support from a 
cadre of highly regarded peer reviewers and authors. On behalf of the Board I wish to extend our thanks and appreciation to all HST 
staff who have been involved in the production process, and to the authors, peer reviewers and SAHR Editorial Advisory Committee who 
provided oversight and direction to the Editorial Team. 

The collective input of internal and external peer reviewers and the willingness of authors to accommodate collegial feedback and editorial 
comment has strengthened the Review and ensured that a diverse range of thoughts and views are represented.

We also extend our gratitude to the NDoH for supporting the production of this Review. As far as I am aware, this is one of the 
few instances in the world where Government funds an independent review of its own progress. We acknowledge not only the 
NDoH’s financial support of the SAHR but also their commitment to preserving HST’s editorial freedom. 

We trust that you will find this latest edition of the SAHR a worthy contribution to building better health systems in SA. 

Welile Shasha

Chairperson of the Board of Trustees
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Editorial

The years 2010 to 2011 were characterised by numerous health-
related legislative and policy changes which, if successfully 
implemented, will serve to change the prevailing South African 
health system irrevocably. Many of these changes are firmly 
embedded in the ruling party’s increasing focus on the ‘outcomes 
approach’, whereby ‘improving outcomes means doing things 
differently in order to increase the impact we have on improving 
the lives of citizens’. In order for Government to collectively address 
its main strategic priorities, 12 outcomes – each with its own 
measurable outputs, sub-outputs and clear targets – were identified 
as areas of focus for the period 2010 to 2014. All Government 
Ministers subsequently signed performance agreements with the 
President of South Africa (SA) to show their commitment to realising 
these 12 Cabinet-approved outcomes.

Outcome 2, A long and healthy life for all South Africans, aimed 
at improving the health status of all South Africans, falls within the 
responsibility of the health minister; hence a Negotiated Service 
Delivery Agreement (NSDA) was signed by the Minister of Health 
(MoH) and the President in October 2010. The four NSDA strategic 
outputs to be achieved by the health sector are: (1) increasing 
life expectancy; (2) decreasing maternal and child mortality; (3) 
combating HIV and AIDS and decreasing the burden of disease from 
TB; and (4) strengthening health system effectiveness. The NSDA 
links directly with the 10 Point Plan, which in turn forms the basis 
for the National Department of Health’s (NDoH) National Strategic 
Plan for the period 2009-2014 to improve the performance of the 
South African health system. Both the NSDA and the 10 Point Plan 
highlight the need to improve health system functioning through 
improving healthcare financing; enhancing human resources for 
health (HRH); improving the quality of health services; strengthening 
overall stewardship and governance; producing better-quality data 
and streamlined reporting systems to support planning and decision 
making; and improvement of infrastructure development and health 
technology, including maintenance initiatives, drug policies and 
procurement systems, amongst others.

Primary Health Care (PHC) re-engineering, a concept whereby the 
South African health system will be further transformed to align 
with the PHC approach, will underlie all interventions and activities. 
Furthermore, a complete overhaul of the key components and 
structures of the public health system will be another major area of 
focus of Output 4, health systems effectiveness. The introduction of 
universal coverage in the form of National Health Insurance (NHI) 
is one of the major policy changes ushered in through the signing of 
the NSDA, and requires that the above mentioned policy changes 
be translated into practice. 

This 15th edition of the South African Health Review focuses on a 
variety of basic health system building blocks from the perspective 
of the NSDA and PHC re-engineering, and provides an opportunity 
to assess how far SA has progressed with regard to transforming its 

health system since 1994. It also creates an opportunity to reflect 
on successes, failures and missed opportunities, and sheds light 
on the health system’s state of readiness to respond to the recent 
introduction of key policy reforms.

The presence of relevant, appropriate and comprehensive 
legislative and policy frameworks is critical and necessary for 
the creation of an enabling environment for attainment of health 
and related development goals, and reflects Government’s level 
of responsiveness and commitment to ensuring implementation of 
various components of related key health-related Acts. Chapter 1, 
Health Policy and Legislation, focuses on health-related legislative 
instruments which have been the subject of change since 2010, 
highlighting areas where progress with implementation of new 
legislation has been slow. This chapter highlights that no new 
health-related Acts or important amendments have been made to 
existing legislation since 2010, but that numerous secondary and 
tertiary Regulations were passed or finalised over that period. An 
overview of legislation for which the MoH bears responsibility is 
presented, with detailed review of Regulations issued in terms of 
the National Health Act (No. 61 of 2003), the Green Paper on 
NHI released in August 2011, and the draft National Environmental 
Health Policy. Legislation pertaining to medicine-related matters is 
also discussed. New Rules issued by the various statutory health 
councils are presented, with commentary on the slow pace of 
implementation of the Nursing Act (No. 33 of 2005). The chapter 
concludes with a review of legislation which primarily falls outside 
of the health sector, namely the Children’s Act (No. 38 of 2005) and 
the Consumer Protection Act (No. 68 of 2008), and the impact of 
each on health professionals. The authors present critical analyses 
and commentaries on the shortcomings of legislation and highlight 
areas where Government’s responsiveness has been slow.

Chapter 2 examines PHC in South Africa since 1994 and the 
implications of the new vision for PHC re-engineering. It sets the 
stage for the Review and provides an overview of key national 
developments towards realisation of PHC as the primary mode 
of healthcare delivery in SA over the past 16 years. This chapter 
highlights the roots of inadequate performance in SA’s health 
system and presents these through the lens of the World Health 
Organization’s (WHO) Framework for Health Systems six building 
blocks. Key policy reforms aimed at transforming the health sector 
are presented, with a focus on PHC re-engineering. The implications 
of this specific policy are also outlined through the lens of the 
WHO’s Health Systems framework with consideration of the social 
determinants of health. The authors conclude by emphasizing that 
time is essential for ensuring change in the health system, as Brazil 
took 15 years to roll out their PHC strategy (upon which the South 
African one is based), and that PHC re-engineering is identified 
as an essential but not sufficient condition for achieving health 
outcomes and should be accompanied by a change of culture that 
focuses on system-wide planning and implementation.
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Chapter 3, on Health Financing, provides an overview of health 
financing in SA. Overall expenditure trends are presented and 
health spending by priority areas (namely PHC, HIV and AIDS, 
TB, hospitals, HRH and health infrastructure) is presented in more 
detail. The chapter discuss the implications of the introduction of 
NHI and PHC, amongst others, on health financing. The authors 
note that the South African Government appears to be committed 
to further increasing health funding levels to address the growing 
quadruple burden of disease and to improve the quality and 
structure of health services, but caution that more attention is 
required to understand the resource requirements. Key priority 
areas such as non-communicable diseases and child health require 
improved costing.

Chapter 4, entitled Human Resources for Health for South Africa: 
Human Resources for Health Strategy for the Health Sector 2012/13-
2016/17, discusses the health and policy contexts underpinning the 
development of the HRH strategy for the health sector, launched 
in 2011. It highlights the trends in and challenges for HRH in SA 
according to supply of health professionals; education, training 
and research; and working environment. A more detailed overview 
of the eight strategic priorities which form the framework of the 
strategy of the policy is presented. The chapter concludes with the 
following statement: “The strategy document is a guide to action 
and requires participation of all stakeholders to make it a ‘living’ 
document which enables improvement in HRH. The long-term future 
of the health sector will be determined by our actions in relation to 
HR in the short term, specifically in the next 5 years”. 

Chapter 5 focuses on the development of quality standards and 
associated methods for improving the functioning and quality of 
care provided at healthcare facilities in SA. The chapter traces the 
history of healthcare standards internationally, and discusses specific 
quality improvement initiatives in SA with a focus on the National 
Core Standards, the structure thereof for health establishments in 
SA, and the Fast-track to Quality Programme which focuses on 
the six most critical areas for patient-centred care in SA, as well 
as the proposed establishment of the Office of Health Standards 
Compliance. An overview of methods used to evaluate healthcare 
establishments is presented, and development of quality standards 
and programmes to improve the quality of healthcare services is 
highlighted as important to attaining health goals, particularly with 
the introduction of NHI. “Accreditation is achievable by a wide 
range of facilities, ranging from poorly supported, rural PHC clinics 
to sophisticated public and private tertiary level facilities”. 

In the chapter on Leadership and Governance within the South 
African health system, Gilson and Daire attempt to define what 
leadership is in the context of the SA health sector, emphasizing that 
health managers must always be ‘managers who lead’. They focus 
on the importance of values and present key leadership abilities 
required for PHC reform. The authors present two main reasons 
as to why leadership is vital for health system improvement and 
development initiatives: challenges of policy implementation and 
challenges of organisational structures and culture. The chapter 
concludes by presenting requirements for strengthening leadership 
within SA’s health system.

Chapter 7 on Health Information Systems in South Africa, highlights 
the importance of being able to access good-quality data which 
are housed in a single, comprehensive data repository for 

monitoring and evaluating progress towards attainment of health-
related goals. This chapter discusses the health information system 
(HIS) implications of PHC re-engineering in terms of physical 
and HR requirements. It presents key HIS-related legislation 
and policies, SA’s vision for strengthening HIS, and highlights 
persistent challenges which hinder translation of these policies into 
practices. The authors present recent key developments aimed at 
strengthening the HIS in SA, including development of a District 
Health Management Information Systems policy and future steps 
for strengthening HIS.

Health Technology for equitable access to quality health services 
(Chapter 8) highlights the importance of health technology (HT) as 
a component of the health system. The author presents a definition 
for HT and discusses key legislation related to HT development and 
management. Further discussion presents a sequence of steps to 
determine medical devices needs, based on priority public health 
needs, and focuses on HT management, regulation thereof and HT 
innovation.

In exploring The State of the Right to Health in Rural South Africa 
(Chapter 9), Gaede and Versteeg explore the successes and barriers 
to the right to access health care in rural areas. They present the 
legal framework for rural health and provide a discussion of the 
challenge of defining rurality within the context of SA. The authors 
discuss the determinants of health outcomes within the context of 
the social determinants of the right to health, and factors required 
to ensure that the healthcare system functions optimally, namely 
leadership and governance, and resource allocation for rural 
areas. Implications for the future are discussed through presentation 
of a number of mechanisms required to rectify the inequalities and 
inequities of the past, with a set of critical questions to ask when 
designing or reviewing a new health policy. 

Chapter 10, Human Resources for Rural Health, is a companion 
piece to chapter 9 and reviews the realities of and challenges to 
improving HR for rural health care in SA. This chapter presents the 
key findings of an analysis of HR for rural health at policy level, 
with a specific focus on PHC re-engineering as a new opportunity 
to focus on HR for rural health care. The authors interrogate the 
impact of the NSDA on improving HR in this setting. A set of short- 
and long-term recommendations for HR for rural health is presented. 

The Review concludes with the invaluable Indicators chapter which 
has been produced in every SAHR since the first edition in 1995.
Described by a leading international public health expert as a tour 
de force, this year’s chapter presents information from a variety of 
data sources.

There is consensus that there is significant political will to transform 
the health system based on the principles of fairness, equity and 
accessibility. As each of the chapters repeatedly point out, the stage 
has been set for a Damascene moment in the transformation of 
SA’s health sector. However, policies without adequate resources, 
committed leadership and stewardship together with regular 
engagement with key stakeholders will remain mere aspirations. 
Apart from implementing new policies and developing fair financing 
arrangements, there is also a need to focus on softer issues such 
as leadership and management, and to ensure that we build and 
nurture a cadre of health managers who are able, empowered and 
motivated. Equally, in contemplating health sector reform not only 
will accurate data on health status and health services be necessary 
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to inform policy decisions, but also to ensure that they emanate 
from a sound evidence base and contain information on one health 
system – incorporating both the public and private sectors. 

In the 17 years since democracy, SA has done much to redress the 
imbalances and injustices of the past. Often, the achievements in 
transforming our health system have been overshadowed by what 
still needs to be done.

In her message to SA on the occasion of the NHI conference 
organised by the NDoH in December 2011, Margaret Chan, 
Director-General of the World Health Organization, pointed out 
the following:

You are re-engineering PHC to make it first-rate professional 
care and not the kind of third-rate care your population has 
rightly shunned ... All eyes are watching SA … As a pioneer in 
health systems reform, a leading light and a model, I wish you 
every success. 

We thank all authors, peer reviewers and members of the Advisory 
Group for helping us to contribute to this success. 

René English and Ashnie Padarath

Health Systems Trust
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The major policy focus 
remains the planned 

introduction of National 
Health Insurance, for which 

a Green Paper was released 
for comment in August 2011. 

Although missing many 
critical details, this draft 

policy document lays out a 
pathway to implementation 

of universal coverage by 
2025. 

Although the statute books reflect no new health-related Acts passed in 2010-
2011, and no important amendments to existing legislation, this period has been 
marked by a flurry of secondary legislation. Many draft Regulations have been 
issued in terms of the National Health Act (Act 61 of 2003) and some have 
been issued in final form. The 2008 National Health Amendment Bill has been 
allowed to lapse, but a draft Bill which introduces an autonomous Office of 
Health Standards Compliance was published for comment and then tabled. 

The various statutory health councils have also issued new Rules, some of 
which are still open for comment. However, the slow pace of implementation 
of the Nursing Act (Act 33 of 2005) is still a problem, not least in relation to 
the ability of nurses to prescribe and dispense medicines. A final dispensing 
fee for pharmacists that was acceptable to all parties was published in 2010. 
However, a number of elements of the medicines pricing landscape are still under 
consideration, including a cap on the logistics fee and a method for international 
benchmarking, and the first annual review of the dispensing fee for pharmacists 
has commenced. Draft Regulations to allow for regulation of medical devices 
and complementary medicines have also been published. 

Outside of the health sphere, other legislation such as the Children’s Act (Act 
38 of 2005) and the Consumer Protection Act (Act 68 of 2008) also impact 
on healthcare workers. In August 2011 a draft National Environmental Health 
Policy was released for comment. The major policy focus remains the planned 
introduction of National Health Insurance, for which a Green Paper was released 
for comment in August 2011. Although missing many critical details, this draft 
policy document lays out a pathway to implementation of universal coverage 
by 2025. 

Andy Grayi

Yousuf Vawdaii 
Caron Jackiii

Health Policy and 
Legislation

i Department of Therapeutics and Medicines Management,  
Nelson R Mandela School of Medicine, University of KwaZulu-Natal

ii Faculty of Law, University of KwaZulu-Natal

iii Department of TeleHealth, Nelson R Mandela School of Medicine, 
University of KwaZulu-Natal
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Introduction
Each year the Annual Report of the National Department of Health 
(NDoH) includes a list of the legislation for which the Minister 
of Health bears responsibility. The most recent listing, with the 
accompanying summaries of the scope of each Act, is provided in 
Table 1 below. Many but not all of these items have been amended 
over time, some since the transition to democracy in 1994. Some 
remain on the statute books only until new legislation can be 
brought into effect. The NDoH operates in compliance with a far 
wider range of legislation, such as labour laws and those governing 
the public service, and is required to comply with the Promotion 
of Access to Information Act (Act 2 of 2000) and Promotion of 
Administrative Justice Act (Act 3 of 2000). 

This chapter focuses on those health-related legislative instruments 
that have been the subject of change since 2010, and draws 
attention to areas where progress with implementation of new 
legislation has been particularly slow. It also focuses on two 
important pieces of new legislation which fall outside of the 
Minister of Health’s portfolio, but which have implications for the 
provision of health care: the Children’s Act (Act 41 of 2007) and the 
Consumer Protection Act (Act 68 of 2008). Attention is also paid to 
laws governing intellectual property protection, as these have some 
implications for access to health technologies. Major new policy 
documents, notably the Green Paper on National Health Insurance 
(NHI), are also covered and placed in the context of the legislative 
instruments to which they refer or which will need to be amended 
in order to effect them.

Table 1:  Legislation for which the Minister of Health bears responsibility

Act Scope of the legislation

Medicines and Related Substances Act (Act 101 of 1965) “Provides for the registration of medicines and other medicinal products to 
ensure their safety, quality and efficacy, and also provides for transparency 
in the pricing of medicines”

Foodstuffs, Cosmetics and Disinfectants Act (Act 54 of 1972) “Provides for the regulation of foodstuffs, cosmetics and disinfectants, in 
particular quality standards that must be complied with by manufacturers, as 
well as the importation and exportation of these items”

Hazardous Substances Act (Act 15 of 1973) “Provides for the control of hazardous substances, in particular those 
emitting radiation”

Occupational Diseases in Mines and Works Act (Act 78 of 1973) “Provides for medical examinations on persons suspected of having 
contracted occupational diseases, especially in mines, and for compensation 
in respect of those diseases”

Pharmacy Act (Act 53 of 1974) “Provides for the regulation of the pharmacy profession, including community 
service by pharmacists”

Health Professions Act (Act 56 of 1974) “Provides for the regulation of health professions, in particular medical 
practitioners, dentists, psychologists and other related health professions, 
including community service by these professionals”

Dental Technicians Act (Act 19 of 1979) “Provides for the regulation of dental technicians and for the establishment of 
a council to regulate the profession”

Allied Health Professions Act (Act 63 of 1982) “Provides for the regulation of health practitioners such as chiropractors, 
homeopaths etc., and for the establishment of a council to regulate these 
professions”

Human Tissue Act (Act 65 of 1983) “Provides for the administration of matters pertaining to human tissue”

National Policy for Health Act (Act 116 of 1990) “Provides for the determination of national health policy to guide the 
legislative and operational programmes of the health portfolio”

SA Medical Research Council Act (Act 58 of 1991) “Provides for the establishment of the South African Medical Research 
Council and its role in relation to health research”

Academic Health Centres Act (Act 86 of 1993) “Provides for the establishment, management and operation of academic 
health centres”

Choice on Termination of Pregnancy Act (Act 92 of 1996) “Provides a legal framework for the termination of pregnancies based on 
choice under certain circumstances”

Sterilisation Act (Act 44 of 1998) “Provides a legal framework for sterilisations, including for persons with 
mental health challenges”

Medical Schemes Act (Act 131 of 1998) “Provides for the regulation of the medical schemes industry to ensure 
consonance with national health objectives”

Tobacco Products Control Amendment Act (Act 12 of 1999) “Provides for the control of tobacco products, the prohibition of smoking 
in public places and of advertisements of tobacco products, as well as the 
sponsoring of events by the tobacco industry”

National Health Laboratory Service Act (Act 37 of 2000) “Provides for a statutory body that offers laboratory services to the public 
health sector”

Council for Medical Schemes Levy Act (Act 58 of 2000) “Provides a legal framework for the Council to charge medical schemes 
certain fees”

Mental Health Care Act (Act 17 of 2002) “Provides a legal framework for mental health in the Republic and, in 
particular, the admission and discharge of mental health patients in mental 
health institutions, with an emphasis on human rights for mentally ill patients”

National Health Act (Act 61 of 2003) “Provides a framework for a structured uniform health system within the 
Republic, taking into account the obligations imposed by the Constitution 
and other laws, on the national, provincial and local governments with regard 
to health services”

Nursing Act (Act 33 of 2005) “Provides for the regulation of the nursing profession”

Source:  National Department of Health, 2010.1 
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Health policy and legislation  1

A Task Team appointed to investigate these challenges 
completed its work and presented a set of recommendations to 
the NHC [National Health Council] on the reform of medicine 
procurement systems in the public sector. These included 
strategies to: improve drug procurement and payment systems 
to ensure reliable and uninterrupted supply; ensure a more cost-
effective procurement of drugs through the centralization of the 
authority for procurement; and address systems failures resulting 
in medicine shortages.

Nonetheless, there has been some progress in the implementation 
of the National Health Act (NHA).8 As with much South African 
legislation, this Act is written in enabling language, and therefore 
requires the development of substantial secondary legislation (in the 
form of Regulations made by the Minister) in order to be brought 
into operation. In April 2011 an extensive series of draft Regulations 
was published for comment within a period of three months; this 
period expired at the end of June 2011, but final Regulations have 
yet to be issued. The draft Regulations issued for comment related 
to:

 ➣ artificial fertilisation of persons;9

 ➣ the use of human biological material;10

 ➣ registration of microbiological laboratories and the acquisition, 
importation, handling, maintenance and supply of human 
pathogens;11

 ➣ stem cell institutions or organisations;12

 ➣ import and export of human tissue, blood, blood products, 
cultured cells, stem cells, embryos, zygotes and gametes;13

 ➣ tissue banks;14

 ➣ general conduct of human bodies, tissue, blood, blood 
products and gametes;15

 ➣ blood and blood products;16 and

 ➣ rendering of clinical forensic medicine services.17

These Regulations are needed to give effect to a number of sections 
of the Act which were brought into effect on 10 May 2010, including 
section 55 (“Removal of tissue, blood, blood products or gametes 
from living persons”), section 56 (“Use of tissue, blood, blood 
products or gametes removed or withdrawn from living persons”) 
and section 68 (“Regulations relating to tissue, cells, organs, blood, 
blood products and gametes”).18 The same commencement notice 
also provided for the repeal of section 23(b) of the Human Tissue 
Act (Act 65 of 1983). Also in May 2010 the Minister made a final 
Regulation “relating to the withdrawal of blood from a living person 
for testing”, which enabled the drawing of finger-prick samples by 
trained persons other than health care providers19 – an important 
enabling provision for the national HIV testing campaign.

In addition, the 1 April 2011 Government Gazette contained a draft 
Ministerial determination on revenue retention by central hospitals, 
also issued for comment within three months.20 This was also issued 
in terms of the NHA, and provided that central hospitals would be 
able to retain any “surplus collected over and above the target set 
... by the provincial treasury”, or the entire amount collected if no 
such target was set, and that this arrangement would come into 
effect on 1 April 2012. 

Provinces have also, to some extent, developed their own legislation, 
but no new provincial health legislation was produced in the period 
under review. Local government has responsibility for municipal 
health services, and municipal bylaws therefore have an important 
effect on some of the social determinants of health. However, these 
are diverse and numerous, and a review of changes here is beyond 
the scope of this chapter.

Overall shape of the health system
The National Health Act and 1997 White Paper

The fundamental health policy document issued by the Minister of 
Health remains the 1997 White Paper on the Transformation of the 
Health System in South Africa.2 The 1997 White Paper included 
as an appendix the 1996 National Drug Policy for SA.3 While 
the NDoH has committed to a review of the National Drug Policy, 
as item 9 on the 10 Point Plan for 2009-2014,4 no similar effort 
has been made to update the overall health policy document. 
Instead, two related but separate efforts have been under way: 
the re-engineering of the primary health care (PHC) system and 
development of policy proposals on NHI. The first of these is the 
subject of a separate chapter in this Review.5

The NDoH’s Annual Performance Plan 2011/2012 states: 

A re-engineered primary healthcare (PHC) model for South 
Africa is at an advanced stage of development by a Ministerial 
Task Team appointed following a study tour to gain a better 
understanding of the Brazilian model. The model emphasizes 
a population-oriented service delivery approach (rather than a 
health facility-based one); deployment of multidisciplinary PHC 
teams across well-defined geographic areas; effective utilisation 
of the skills of community-based resources such as Community 
Health Workers (CHW), and greater community involvement in 
securing and promoting health.6 

In relation to NHI the same report states: 

Work on the National Health Insurance (NHI) is at an advanced 
stage. A Ministerial Advisory Committee (MAC) was established 
in 2009 by the Minister of Health and has developed a report 
which was considered by Cabinet, and which led to the 
formation of an Inter-Ministerial Committee (IMC) on the NHI. 
Cabinet requested comprehensive work to be done (on costing, 
economic modelling, a description of the role of primary health 
care services in the NHI, and the elaboration of migration of 
funding mechanisms, and a communication strategy) and this 
has now been completed for consideration by the IMC. By 2011, 
it is anticipated that a detailed implementation plan for NHI will 
be produced. 

While no detailed report has been released by the Ministerial 
Advisory Committee, the Minister released a Green Paper for 
comment on 12 August 2011.7 Once implemented this would 
constitute a more radical reshaping of the health system than any 
intervention attempted since 1994. 

Although the signalled review of the National Drug Policy has not yet 
commenced, attention has been paid to the issue of procurement, 
as mentioned in the Annual Performance Plan 2011/2012: 
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In September 2010 the Minister also issued the necessary 
Regulations to enable establishment of the National Health 
Research Committee,21 charged in terms of section 69 of the NHA 
with the following:

 ➣ determining the health research to be carried out by public 
health authorities;

 ➣ ensuring that health research agendas and research resources 
focus on priority health problems;

 ➣ developing and advising the Minister on application and 
implementation of an integrated national strategy for health 
research; and 

 ➣ coordinating the research activities of public health authorities.

The inaugural committee, consisting of 12 members under the 
chairmanship of Professor Bongani Mayosi, was appointed for the 
2010-2013 period.

A chapter in the 2010 edition of the South African Health Review 
(SAHR) reported in some detail on the National Health Amendment 
Bill of 2008 (Bill 65 of 2008), which was allowed to lapse.22,23 

It was predicted that a revised version was to be tabled in 2010, 
dealing with the following issues:

 ➣ creation of an independent accreditation body for health 
facilities;

 ➣ a review of the current position on the licensing of blood 
transfusion services; and

 ➣ a review of the powers and functions of the national and 
provincial Departments of Health (DoHs).

The licensing of a single national blood transfusion service was 
included in the draft Regulations published for comment in April 
201116 but no review of the powers and functions of national and 
provincial departments has been attempted. Instead, in January 
2011 the Minister published a draft National Health Amendment 
Bill for comment, allowing three months for submissions.24 The intent 
of the Minister was clearly spelled out in a press release on 24 
January 2011, which dealt with the development of the Office of 
Health Standards Compliance (OHSC):25 

Once established, the Office of Health Standards Compliance 
will ensure that complaints received from healthcare users or the 
public (patients and families) are properly and independently 
investigated. The Bill proposes that the Office be headed by 
a qualified Executive Director and supported by competent 
personnel including Health Officers. The OHSC is also expected 
to pave the way for the implementation of the National Health 
Insurance as the provision of quality care will be one of the core 
requirements for the NHI. 

Structurally the Bill provides a substitute for chapter 10 of the NHA, 
creating the OHSC as “an organ of state at the national sphere of 
government” instead of a part of the NDoH. Although the Office 
was described as independent, the Bill provides (in section 78(2)) 
that “the Minister exercises final responsibility over the Office”. The 
Executive Director of the OHSC was to be required (in section 81A) 
to “develop and recommend” a range of standards and systems “to 
the Minister for approval”. Drawing extensively on a Constitutional 
Court 2011 ruling relevant to issues of “the operational and structural 
attributes of independence”,26 SECTION27 provided detailed input 

on this draft Bill27 and submitted that several elements of its construct 
constituted “serious encroachment on the Office’s autonomy”. 

An amended version of the Bill was tabled in Parliament in 
November 2011, but has yet to be considered by the Portfolio 
Committee on Health.28

Most recently the Minister has issued one more set of final 
Regulations in terms of the NHA, dealing with the creation of a 
National Cancer Registry located within the National Health 
Laboratory Services.29 Of relevance to the Green Paper on NHI 
(see below), the Minister also issued a draft policy document and 
accompanying draft Regulations for comment dealing with the 
classification of hospitals and qualifications of hospital managers in 
the public sector.30,31 The classification scheme described referred 
only to public sector hospitals, although the draft Regulations did 
include two categories of private hospitals (for profit and not for 
profit). The draft Regulations were issued in terms of section 35 of 
the NHA. 

Public sector hospitals were classified in the following categories, 
with apparent maximum bed establishments stated:

 ➣ District hospitals: small – 50-150 beds; medium – 150-300 
beds; large – 300-600 beds;

 ➣ Regional hospitals – 400-600 beds;

 ➣ Tertiary hospitals – 400-800 beds;

 ➣ Central hospitals – up to 1200 beds; and

 ➣ Specialised hospitals – up to 600 beds.

All existing public sector hospitals were then listed, with a category 
assigned and current number of beds stated. A transitional measure 
was proposed, where time to “effect changes to their structures, 
number of beds, services or any other matter” would be allowed by 
the Minister, on application by the relevant Member of the Executive 
Council (MEC). The draft Regulation also enabled management of 
public hospitals to be “in accordance with national policy”. The 
accompanying policy document therefore provided more details 
on the minimum requirements for appointment, post levels and 
salary scales for managers of different categories of hospitals, and 
composition and functions of hospital boards. 

Classification of all health establishments in terms of section 35 is a 
necessary step towards implementation of the remaining provisions 
in chapter 6 of the Act, notably the Certificate of Need (section 36). 
However, the mere designation of private hospitals as ‘for profit’ or 
‘not for profit’ would not seem sufficient for this purpose.

The Green Paper on NHI

The health policy landscape was fundamentally changed in August 
2011 with release of the much anticipated Green Paper on NHI.7 
As explained on the Parliamentary Monitoring Group’s website: 

The process of making a law sometimes begins with a discussion 
document, called a Green Paper. This is drafted in the Ministry 
or department dealing with the particular issue in order to 
show the way that it is thinking on a particular policy. It is then 
published so that anyone who is interested can give comments, 
suggestions and ideas. The Green Paper is sometimes followed 
by a more refined discussion document, called a White Paper, 
which is a broad statement of government policy. This is drafted 
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by the relevant department or a task team designated by the 
Minister of that department. Comment may again be invited 
from interested parties. The relevant parliamentary Committees 
may propose amendments or other proposals and then send 
the policy paper back to the Ministry for further discussion and 
final decisions. 

Before its release there was widespread expectation that a White 
Paper would be produced instead. That shift alone could be 
interpreted as evidence of both caution and a degree of flexibility 
in terms of content.

In essence the Green Paper did not deviate significantly from overall 
structures outlined in the Discussion Document released after the 
2010 National General Council of the African National Congress 
(ANC) in September 2010.32 This document and its implications 
were extensively covered in the SAHR 2010.33 Having reprised the 
problems facing the delivery of health care in SA and having traced 
the long history of policy considerations on this matter, the Green 
Paper listed the following principles on which it would base the 
intended intervention:

 ➣ the right to access, as enshrined in section 27 of the Bill of 
Rights of the Constitution;

 ➣ social solidarity, by ensuring “sufficient cross-subsidisation 
between the rich and the poor, and the healthy and sick”;

 ➣ effectiveness, through the use of “evidence based interventions, 
strengthened management systems and better performance of 
the healthcare system”; 

 ➣ appropriateness, predominantly by implementing a re-
engineered PHC model; 

 ➣ equity; 

 ➣ affordability; and 

 ➣ efficiency, through “creating administrative structures that 
minimise or eliminate duplication across the national, 
provincial and district spheres”.

The objectives of NHI were stated as follows: 

 ➣ To provide improved access to quality health services for all 
South Africans irrespective of whether they are employed or 
not. 

 ➣ To pool risks and funds so that equity and social solidarity will 
be achieved through the creation of a single fund. 

 ➣ To procure services on behalf of the entire population and 
efficiently mobilise and control key financial resources. 
This will obviate the weak purchasing power that has been 
demonstrated to have been a major limitation of some of the 
medical schemes, resulting in spiralling costs. 

 ➣ To strengthen the under-resourced and strained public sector 
so as to improve health systems performance.

A direct link was created with the plans for re-engineering PHC, 
to be delivered in ‘three streams’: district-based clinical specialist 
support teams, school-based services and municipal ward-based 
PHC agents. As before, a role for private providers was envisaged. 
However, whereas the ANC Discussion Document, in line with the 

1997 White Paper, seemed to wish to restrict this to group practices, 
the Green Paper was more flexible: 

There are several ways in which private providers could 
participate in providing PHC services to the population. The 
salient feature of contracting private providers in the delivery 
of primary health care services will entail the specification of 
the range of services that will be provided. These may include 
services by the general practitioners to patients who must get 
the full range of primary care services required in one facility 
or comparable arrangement which does not inconvenience or 
require travel costs on the part of the patient.

Some flexibility was also indicated in relation to co-payments (e.g. 
to cover non-generic medicines), but user fees at the point of care 
were again identified as unacceptable. Another area in which 
options were apparently being considered was the mechanism for 
payment. Whereas the ANC document committed to a single-payer 
system, the Green Paper appeared to entertain the possibility of a 
multi-payer option: 

The main responsibility of the National Health Insurance Fund 
will be to pool funds and use these funds to purchase health 
services on behalf of the entire population from contracted 
public and private health care providers. Nonetheless, a 
multi-payer system in a National Health Insurance will also be 
explored as an alternative to the preferred single-funder, single-
purchaser publicly administered Fund.

However, as with the ANC document, there were few details on 
how the NHI Fund would be constituted or governed, or where the 
funding would be obtained:

All revenue collection would be undertaken by the South African 
Revenue Services (SARS), including the mandatory contribution. 
All funding for personal health care services will flow through the 
National Health Insurance Fund. Treasury will allocate general 
tax revenue for personal healthcare services and the payroll-
linked mandatory contribution to National Health Insurance in 
consultation with the Minister of Health and the National Health 
Insurance.

The reliance on a much-improved public sector and the application 
of nationwide standards was again emphasized, albeit with 
reference to an OHSC now located outside of the NDoH. 

The most glaring difference between the ANC document and 
the Green Paper related to the expected costs of NHI once 
fully implemented in 2025. Whereas both documents started at 
similar points in 2012 (R128bn and R125bn respectively), based 
on existing fiscal allocations, the anticipated costs in 2025 were 
R376bn and R255bn respectively. No detailed reasons for this 
difference were provided. As before, the “operational costs” of the 
NHI, once fully implemented, were estimated at 2.9% of total costs, 
with the balance allocated to “healthcare costs” (in the form of non-
AIDS-related services (58.4%), AIDS-related services (17.5%) and 
additional services (21.2%)). 

Transitioning from the existing divided public and private health 
care systems to a single national system based on universal 
coverage would, as the Green Paper intimates, require a “well-
articulated implementation plan”. While not providing a detailed 
plan, the draft policy document did outline some of the elements 
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and a three-phased approach. Some of the key elements identified 
were:

 ➣ strengthening of district health structures, not only in terms of 
the re-engineered PHC approach but establishing the District 
Health Authorities that would need to contract with the NHI 
Fund and with accredited private providers;

 ➣ comprehensive quality improvement, assurance and 
compliance by all providers, supported by the OHSC; 

 ➣ increasing human resources in the health system (including 
increasing the capacity of training facilities for various health 
professionals); 

 ➣ piloting the system in 10 selected health districts (initially 
funded by an NHI conditional grant); 

 ➣ completion of an assessment of existing health infrastructure; 

 ➣ implementing hospital management reforms in relation to 
governance reforms, financial management, autonomy and 
accountability; 

 ➣ developing the necessary purchasing and procurement 
processes; 

 ➣ developing processes for population registration; 

 ➣ refinement of the “financial resource envelope” and the 
“revenue mobilisation strategy and pooling systems” (including 
alignment with the Road Accident Fund, Compensation 
for Occupational Diseases and Injuries, Compensation 
Commission for Occupational Diseases and the Occupational 
Diseases in Mines and Works Act); 

 ➣ refinement of the “provider payment mechanisms”;

 ➣ development of an integrated health information system; and

 ➣ review of existing legislation and creation of an enabling 
legislative framework (including legislation to establish the 
NHI Fund, initially at a national level and later at sub-national 
levels).

The plan for phase 1 (2011-2015) was included, with some 
ambitious targets. For example, under establishment of the OHSC 
the steps identified were: parliamentary process on the OHSC Bill 
– August 2011; and appointment of staff (10 inspectors) – January 
2012. As has been noted, a draft Bill to establish the OHSC has 
been published for comment, but has yet to be tabled in Parliament. 
Completion of this task in time to appoint staff in January 2012 
seems unlikely, especially given the questions that have been raised 
about the extent to which the OHSC will truly be autonomous.

The newly described municipal ward-based PHC agents also 
presented challenges. The plan envisaged training the first 5 000 
PHC agents by December 2011, appointing them by March 2012 
and establishing PHC teams by April 2012. Similarly, 72 of 122 
nursing colleges scheduled for refurbishment would be completed 
by the end of the 2011-2012 financial year and a new National 
Health Information Repository and Data warehousing system was 
to be implemented by November 2011.

A particularly challenging prospect was the planned piloting of the 
new system, to commence in April 2012 (in the new financial year, 
funded by a conditional grant) in 10 selected districts, expanding to 

20 districts in June 2013. This would entail not only the development 
of NHI district management and governance structures but also 
development and testing of the service package to be offered under 
NHI. Over the same period the costing model would be refined 
and revised estimates provided in 2013. The first private providers 
would be accredited in 2014, after criteria are developed in 2013.

The plans for phases 2 (2016-2020) and 3 (2021-2025) were less 
well developed. However, as a whole, this would entail nothing 
less than a total overhaul of the health system. Initial reactions were 
predictable, with the ruling party welcoming the announcement 
and the official opposition questioning whether this “expensive, 
complex and layered system” would be the solution.34,35 

In September 2011 the comment period on the Green Paper was 
extended to 30 December 2011.36

Other policies – the draft National Environmental 
Health Policy

In August 2011 the NDoH published a draft National Environmental 
Health Policy for comment.37 The Introduction noted that:

“since the establishment of new municipalities in 2000, the 
legislative and institutional development focus has been on 
developing the necessary planning and financial frameworks 
and on enhancing the intragovernmental cooperation essential 
for effective functioning”, but also that “[i]n the field of 
environmental health, this process is ongoing and incomplete, 
which continues to impact adversely on EHS delivery”. 

Beyond listing the complexities introduced by the NHA in terms of 
the definition of “municipal health services”, the policy appeared to 
offer few practical solutions. It located environmental health services 
within the context of constitutional and international obligations, 
and identified the wide range of government departments which 
might contribute to a better environment. Noting and committing 
to a World Health Organization norm of one environmental health 
practitioner per 10 000 members of the population, it mentioned 
a “national norm” of 1:15 000. More practically, it did include a 
requirement that provincial DoHs monitor municipal health services 
rendered by metropolitan and district municipalities. Accordingly, 
local government managers would be required to submit data via 
the District Health Information System. A National Environmental 
Health Indicator Dataset was also proposed, but not detailed in 
any way. As with the 1996 National Drug Policy, a commitment to 
a review of the policy every three years was included.

Medicines-related matters
Since 1994 much attention has been given to regulating medicines 
matters, not least as a means to reduce costs in the private sector. A 
major change to medicines legislation was enabled by the passage 
of the Medicines and Related Substances Amendment Act (Act 72 of 
2008), which created the South African Health Products Regulatory 
Authority.38 Although assented to by the President in April 2009, 
this Act has not been promulgated. It is known that a task team 
has been established within the NDoH to facilitate creation of the 
new authority, but little progress has been evident and no timelines 
announced as yet.
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However, progress has been made with the challenging issue of 
regulating medicine prices in the private sector. Previous chapters 
in issues of the SAHR have provided extensive coverage of court 
actions relating to this area of legislation.39-41 In July 2010 a 
draft set of dispensing fees for pharmacists was published for 
comment.42 With deletion of an onerous requirement for annual 
reporting by retail pharmacies only, this set of dispensing fees 
was finally issued in November 2010,43 and the fees declared 
acceptable by organised pharmacy. However, the dispensing fees 
applicable to licensed dispensing practitioners (holders of section 
22C (1)(a) dispensing licenses) remain contested, despite having 
been increased in December 2010.44 In July 2011 a notice was 
published by the Minister calling for submission of prescribed 
data by pharmacists in order to enable the annual review of the 
dispensing fee.45

The single exit price for medicines may be adjusted annually to a 
maximum determined by the Minister of Health. On 24 January 
2011 the Minister announced that no increase would be allowed 
between 2 January 2011 and 31 December 2011.46 Two more 
elements of the medicine pricing system have also received 
attention. In December 2010 the Minister published a draft 
methodology for international benchmarking of medicine prices for 
comment, allowing three months for such submissions.47 According 
to the proposed methodology, the price of originator medicines 
would be benchmarked against the prices of these medicines in 
Australia, Canada, New Zealand and Spain. These countries were 
specifically selected because of their effective medicines regulatory 
systems, effective regulation of medicine pricing and compliance 
with intellectual property rights protection. 

A phased approach was proposed. In the first two years after 
application of the benchmarking system, the South African price 
would not be permitted to exceed the average of the three lowest 
prices in the basket of comparator countries. However, after two 
years the South African price would not be permitted to exceed the 
lowest price in the basket of comparator countries. A mechanism 
for exemption was also proposed, where the manufacturer would 
be required to show that the benchmark price calculated was 
“distorted and prejudicial”. Detailed procedures were proposed on 
how to deal with medicines of different strengths and pack sizes, 
with alternatives (such as therapeutic class reference pricing at ATC 
4 level) for where no direct comparators existed. As a “last resort”, 
pharmaco-economic analyses were to be allowed as the basis for a 
price determination. Although the comment period has passed, no 
final version of this regulation has yet been issued.

The last remaining issue of contention in relation to medicine pricing 
has been the continued opacity of the logistics fee determination. 
Logistics fees are negotiated by wholesalers and distributors and 
paid by manufacturers, without inflating the factory-gate single 
exit price. However, such fees vary considerably and are not 
disclosed, despite there being a logistics fee component in the 
medicines price database provided by the NDoH. In March 2011 
the Minister addressed this issue on the recommendation of the 
Pricing Committee by proposing draft Regulations to cap logistics 
fees.48 A maximum logistics fee was proposed for bands of single 
exit prices (e.g. not to exceed 6% when the single exit price was 
less than R100, exclusive of VAT). However, a weighted average 
method was to be allowed where manufacturers had negotiated 

different logistics fees with different logistics service providers for 
the same medicine. A two-month period for comment was provided 
for, but no final version of this Regulation has yet been issued.

In late July 2011 two additional sets of draft Regulations were issued 
for comment by the Minister in terms of the Medicines Act. The first 
proposed a regulatory system for assessment of medical devices,49 
with a risk-based approach (classified as low risk, low moderate 
risk, moderate high risk and high risk) and categorisation system. 
For example, Category C1 devices would be “non-invasive medical 
devices which do not penetrate the body”, whereas Category C7 
would be “medical devices used for contraception or the prevention 
of the transmission of sexually transmitted diseases”. A notification 
process for those devices already on the market was provided for, 
as was “abbreviated assessment” of devices “already registered by 
a regulatory authority outside of the Republic”. In many respects 
these draft Regulations seemed to echo the design of the Act 
itself. For example, the mechanism for making a device subject to 
registration appeared to follow the same logic as section 14 of the 
Medicines Act:

no person shall sell any medicine which is subject to registration 
by virtue of a resolution published in terms of subsection (2) 
unless it is registered

and 

no person shall sell any medical device which is subject to 
registration by virtue of a resolution published in terms of sub-
regulation (2) unless it is registered. 

The draft Regulations also included provisions for post-marketing 
surveillance; licensing of manufacturers, exporters, importers and 
distributors; control over advertising and promotion; and labelling 
of devices and instructions for use. 

On the same day the Minister also published draft changes to the 
General Regulations made in terms of the Medicines Act.50 Some 
of the proposed changes were uncontroversial, although necessary 
(e.g. extending the quantity of medicines allowed to be carried 
into and out of the country by travellers from thirty days’ to three 
months’ supply; regulating the acquisition and use of medicines 
by emergency services, masters of ships and officers in charge of 
aircraft; and correcting typographical errors in the 2003 General 
Regulations relating to the registers for specified Schedule 5 and 
Schedule 6 medicines). However, the most pressing change was 
that which created a new definition for “complementary medicine”, 
as

a medicine that is used – (a) or intended to be used for, or 
manufactured or sold for use in assisting the innate healing 
power of a human being or animal; and (b) in accordance with 
the practice of the professions regulated under the Allied Health 
Professions Act, 1982 (Act No. 63 of 1982). 

The labelling of such medicines would need to include the 
“discipline of the medicine” and the statement “use according to the 
principles of the discipline”. However, the guidelines to accompany 
this change, which would specify how “complementary medicines” 
would be assessed for safety, efficacy and quality, were not 
released at the same time.
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Statutory Health Councils
Health Professions Council of South Africa

No major changes to the primary legislation governing professions 
registered with the Health Professions Council of South Africa 
(HPCSA) have occurred in the period under review. However, 
the newly appointed President of the HPCSA, Professor Sam 
Mokgokong, was quoted as having described “complaints of under-
representation of doctors at Council level as ‘worth probing’”.51 

Although major changes were made to the composition and 
process for appointing the Nursing Council when the Nursing Act 
was amended in 2005, the expected changes to other statutory 
health councils’ enabling legislation have not occurred.

The Minister of Health and the HPCSA have, however, issued a 
steady stream of secondary and tertiary legislation in the form of 
Regulations and Board Notices. These have included Rules relating 
to additional qualifications for oral hygienists,52 and draft versions 
have been published for comment in relation to speech therapists, 
audiologists, biokineticists, medical and dental practitioners, 
and medical technologists. Proposed amendments to medical 
subspecialty categories have also been released for comment.53 
Other draft Regulations issued for comment but not yet finalised 
concern the scope of the professions of oral hygiene, dental 
assistants, dental therapy and optometry.54-57 Draft Regulations 
have also been issued dealing with registration of intern 
psychologists and various categories of medical technicians.58-61 
Changes were also made to the ethical rules applied by the HPCSA 
and to Regulations regarding indemnity insurance for independent 
practitioners.62,63

South Africa’s Constitution includes a commitment to the progressive 
realisation of fundamental rights such as the right to access health 
care, autonomy, equity and dignity.64 The right to health care and 
autonomy implies that a citizen can choose where and from whom 
he or she will obtain health care services. Equality in health care 
implies that the level of health care and services offered should 
not be dependent on geographical location or socio-economic 
status. Telemedicine has been perceived as one way to advance 
the attainment of such goals. 

It has been argued that failure to use telemedicine to provide 
access to specialist services is unethical. However, telemedicine 
can also be perceived as a threat. Legislators and regulators who 
strive to protect people and maintain suitable levels of clinical and 
ethical practice have tended to view telemedicine as something 
new, and therefore requiring close and more stringent regulation. 
While well-intentioned, this can be viewed as paternalistic and also 
contradictory to the rights of autonomy and access to health care 
as enshrined in the Constitution. In order to flourish, telemedicine 
requires an enabling legislative and regulatory environment.65 

The NDoH has stated its desire for telemedicine to be used to improve 
access to and the quality of health care. However, events in mid-
2011 showed clearly how advances in technology and associated 
changes in clinical practice can result in conflict. Section 23(5) of 
the Health Professions Act (Act 56 of 1974) requires a practitioner 
to have “ascertained the diagnosis of the patient concerned through 
a personal examination of the patient or by virtue of a report by 
another practitioner under whose treatment the patient is or has 
been...”.66 This precludes the use of store-and-forward telemedicine 

and, in many instances, synchronous telemedicine between nurses 
as referrers and doctors. Recent reports of allegedly unethical 
telemedicine practices by doctors providing services by telephone 
and text messages have highlighted several issues which until now 
have remained dormant.67 

Clarity is required, and a review of existing legislation and possible 
amendments to facilitate telemedicine are urgently needed.

South African Pharmacy Council

Commensurately fewer notices have emanated from the South 
African Pharmacy Council (SAPC). Of relevance to the pricing 
of medicines, the SAPC gazetted Rules relating to the services 
for which a pharmacist may levy a fee, as well as guidelines for 
levying such fees, in December 2010.68 These Rules were intended 
to supplement the fees charged for dispensing and to cover costs 
associated with compounding non-sterile and sterile preparations, 
preparing cytotoxic preparations or parenteral nutrition products, 
or performance of various clinical tasks (such as blood glucose 
monitoring, peak flow measurements, or provision of pharmacist-
initiated therapy). It is, however, unclear how many pharmacists are 
charging the fees described, or how many medical schemes have 
agreed to reimburse claims for such services. 

Also in December 2010, the SAPC gazetted amendments to 
the Rules relating to Good Pharmacy Practice, dealing with the 
destruction and disposal of medicines.69 However, these were 
subsequently withdrawn and revised after representations from the 
profession.70,71 Other amendments to the Good Pharmacy Practice 
Rules were issued in May 2011,72 dealing, inter alia, with the 
issue of a pharmacy located within another business, as well as 
another business or practice located within a pharmacy. The former 
is increasingly common in corporate-owned pharmacies located 
within supermarkets, for instance. 

Also in May 2011 the Minister of Health issued draft Regulations 
relating to continuing professional development for persons 
registered with the SAPC.73 Unlike the HPCSA’s points-based 
system, the SAPC has opted for a portfolio-based approach to 
continuing professional development. Once final Regulations are 
in place this system will become mandatory for all registered 
pharmacists and pharmacist’s assistants. 

In July 2011 the SAPC published two notices indicating that they 
would be requesting the Minister to amend Regulations in order 
to enable a new category of authorised pharmacist prescribers, 
as well as new categories of pharmacy support personnel (to be 
termed pharmacist’s assistants, pharmacy technical assistants and 
pharmacy technicians).74,75 Comments were invited for submission 
to the SAPC prior to submission to the Minister. The first of these 
will, no doubt, prove controversial. There has been a de facto 
moratorium on the issue of section 22A(15) permits to pharmacists 
by the Director-General of Health for some years, despite existence 
of SAPC-accredited Primary Care Drug Therapy qualifications for 
this purpose. In its notice the SAPC points to similar provisions 
being introduced in the United Kingdom and Canada. 

This development again underlines the need for urgent review of the 
National Drug Policy which, while it proposed a clear separation of 
prescribing and dispensing functions, also indicated that at primary 
care level prescribing would be competence- and not occupation-
based. The expanded set of pharmacy support personnel categories 
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may be less controversial, as it does not appear to significantly 
increase possibilities for support personnel to work outside direct 
supervision by a pharmacist.

South African Nursing Council

The South African Nursing Council (SANC) presents an altogether 
more pressing challenge. An entirely new Nursing Act (Act 33 of 
2005) has been brought into effect by three promulgation notices 
(Government Notice R.4, Government Gazette No. 29634, 16 
February 2007; Government Notice R.18, Government Gazette No. 
30159, 8 August 2007; and Government Notice R.6, Government 
Gazette No. 3086, 13 March 2008).76 Consequently the 1978 
Nursing Act has been repealed in its entirety. However, the new Act 
has yet to be supplemented with many of the Regulations necessary 
to allow its effective operation.

An example of how this has hampered progress is provided by the 
continuing confusion over prescribing and dispensing by nurses. 
Although of far wider application, this has been particularly acute 
in terms of nurse-initiated and managed antiretroviral therapy. The 
General Regulations issued in terms of the Medicines and Related 
Substances Act (Act 101 of 1965) define ‘authorised prescriber’ as 
“any person authorised by the Act to prescribe any medicines”.77 The 
Act itself (in section 22A(5)) limits the prescribing of any Schedule 
2 - 6 substance to a medical practitioner, dentist, veterinarian and 
to “a practitioner, a nurse or a person registered under the Health 
Professions Act, 1974, other than a medical practitioner or dentist”. 
However, this last category may “prescribe only the Scheduled 
substances identified in the Schedule for that purpose” and may 
“compound and dispense … only if he or she is the holder of a 
licence contemplated in section 22C(1)(a)”.78 Further, s22A(14) 
of the Act states that “no nurse … may prescribe a medicine or 
Scheduled substance unless he or she has been authorised to do 
so by his or her professional Council concerned”. This construct is 
echoed in section 56 of the Nursing Act, which enables the SANC 
to register a professional nurse, midwife or staff nurse to “assess, 
diagnose, prescribe treatment, keep and supply medication for 
prescribed illnesses and health related conditions”, but only on 
“proof of completion of prescribed qualification and training”.76 

The Act also specifies that such a nurse may only “acquire, use, 
possess or supply medicine” and “dispense medicines” subject to 
the provisions of the Medicines and Related Substances Act.

In addition, section 56(6) of the Nursing Act enables the national 
Director-General, the head of a provincial DoH, the medical officer 
of health of a municipality or the medical practitioner in charge 
of an organisation authorised for this purpose to issue a permit 
to a nurse employed in such settings to engage in “the physical 
examination of any person”, “the diagnosing of any physical defect, 
illness or deficiency in any person” and “the keeping of prescribed 
medicines and their supply, administering or prescribing on the 
prescribed conditions”. However, such acts are to be performed 
only “if the services of a medical practitioner or pharmacist, as the 
circumstances may require, are not available”. 

Without the necessary regulations to allow for the operation of 
section 56(1) to (5), the only mechanism available to enable nurses 
to prescribe is section 56(6). Section 61 of the Nursing Act provided 
for transitional arrangements. Accordingly, any nurse issued with a 
section 38A permit in terms of the 1978 Nursing Act can continue to 
practise as enabled by that permit. In addition, the Regulation that 

covered such permits is still being used in relation to section 56(6) 
permits.79 However, the SAPC has made it clear that “nurses who 
are registered in terms of Section 38A (old Nursing Act)/Section 
56 (new Nursing Act) are permitted to dispense medicines they 
have prescribed, i.e. nurse initiated treatment in terms of prescribed 
regulations”, but that “pharmacists cannot dispense nurse initiated 
treatments unless such prescription has been authorized by a 
medical practitioner”.80 The consequences have been described 
thus: “Failing to develop the necessary qualification and Regulations 
and further delaying the process of amending the Schedules to the 
Medicines Act will continue to leave nurses exposed and deprive 
patients of access to a full pharmaceutical service, even where such 
a service is available”.81 

In August 2011 the Minister published draft Regulations in terms of 
the Nursing Act dealing with the conduct of inquiries into alleged 
unfitness to practice due to disability or impairment.82

Bringing the Children’s Act into effect – 
final steps
Although some provisions of the Children’s Act (Act 38 of 2005), 
namely those dealing with capacity to consent and access to 
contraceptives, have been in effect since 1 July 2007, the remaining 
sections came into full force on 1 April 2010.83 Although these 
provisions have not yet been tested in a court of law, it is unclear 
how many parents and health care workers are aware of and 
actually enforce and encourage the rights of children enshrined in 
this legislation. 

The main objective of the Children’s Act is to give effect to children’s 
constitutional rights.64 The Children’s Act has repealed a wide 
range of previous laws affecting children. For example, in terms of 
section 17, a child now attains the age of majority at 18 years of 
age instead of 21 years; a person of 18 years of age is therefore 
considered liable and responsible for his or her actions and 
omissions under the law.

Section 9 of the Act requires that “In all matters concerning the 
care, protection and well-being of a child the standard that the 
child’s best interest is of paramount importance, must be applied.” 
However, as with any law or ethical issue, it is the interpretation 
of the facts that is important and these are largely influenced by 
individual perceptions, values and belief systems. Nonetheless, 
section 7 of the Act contains a comprehensive list of factors that 
need to be considered when a health care worker decides what 
will be in the best interests of the child. This is dependent upon the 
child’s capacity to make a fully autonomous decision and capacity 
for understanding. Assessing a child’s ability to make a decision 
is extremely difficult and there are no standards to judge such 
competency. 

The Act allows for children to be actively involved in healthcare 
decision-making and recognises that they, according to their age, 
development and experience, have the capacity to do so. This is in 
line with the Convention on the Rights of the Child, ratified by SA 
in 1995.84 Accordingly, every child has the right of access to not 
only his or her medical records and health information but also to 
health information on health promotion and prevention, sexuality, 
reproduction and disease. Information provided to children must be 
in a form that will be accessible to them and special consideration 
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must be given to special-needs children. The Children’s Act is very 
clear that the rights of confidentiality that adults enjoy are equally 
applicable to children. Any information pertaining to the health 
status of the child must remain confidential, unless the child has 
given consent for that information to be disclosed, or the health 
care worker has determined that maintaining confidentiality would 
not be in the best interests of the child. 

Section 12 of the Act deals with social, cultural and religious 
practices. Genital mutilation or circumcision of females is strictly 
prohibited, as is virginity testing of female children who are under 
the age of 16. Virginity testing may only be done under strict 
conditions. Guidance on these and the more routine aspects of the 
Act has been provided by the Children’s Institute at the University 
of Cape Town.85 The Regulations published in April 2010 provided 
pro forma consent forms, including for virginity testing, social or 
cultural circumcision, and religious circumcision.86 The Regulations 
also state the manner in which virginity testing may be performed 
and that the results of the test may not be disclosed without the 
consent of the child, and that the body of the child who has 
undergone virginity testing may not be marked in any way. 

Section 12 (8) prohibits the circumcision of male children except 
when “performed for religious purposes in accordance with the 
practices of the religion concerned” or “for medical reasons on 
the recommendation of a medical practitioner”. In the case of male 
children older than 16, circumcision may only be performed “if 
the child has given consent to the circumcision”, and “after proper 
counselling of the child”. These sections pose interesting challenges 
in terms of male medical circumcision to reduce HIV acquisition. 
Although current programmes are targeting adults, it could be 
asked whether parents should be encouraged to circumcise their 
male children as neonates. While this may be seen as a viable 
public health intervention to reduce the risk of HIV transmission, 
and is medically safer in the neonate, it does appear to infringe on 
rights to bodily integrity protected by this Act.87

The parts of the Act which pose the most immediate challenges to 
healthcare workers are those dealing with informed consent. The 
Act has, in prescribed circumstances, allowed parents, caregivers 
and guardians to give consent on behalf of children. Of particular 
relevance, caregivers with no formal parental responsibilities or 
rights may consent to medical and surgical care of children who 
are under the age of 12 years (or those over the age of 12 who 
do not have the capacity to consent). A caregiver may therefore 
be anyone who in fact cares for a child, including grandmothers, 
aunts, foster parents and/or a person who cares for a child with 
the implied or express consent of the parent or child. This should 
greatly assist children who are not being cared for by their own 
parents but need to access health services. If a child is under the 
age of 12 years, but capable of understanding the treatment that 
she or he will undergo, the healthcare worker must obtain assent 
from the child and consent from the parent, guardian or caregiver. 

The capacity to consent to health care services also implies the 
capacity to refuse such services. This poses significant challenges 
for a health care worker trying to decide how much weight to 
attach to a child’s refusal. A higher standard is set for consent to 
surgery: whereas section 129(2) states that “a child may consent 
to his or her own medical treatment or to the medical treatment of 
his or her child if the child is over the age of 12 and is of sufficient 
maturity and has the mental capacity to understand the benefits, 

risks, social and other implications of the treatment”, section 129(3) 
states that a child may consent to the performance of a surgical 
operation if “(a) the child is over the age of 12 and (b) the child 
is of sufficient maturity and has the mental capacity to understand 
the benefits, risks, social and other implications of the surgical 
operation and (c) the child is duly assisted by his or her parent or 
guardian”. Nonetheless, sections 129 (6) and (7) provide that the 
superintendent of a hospital (or the person in charge of the hospital, 
in the absence of the superintendent) may consent to the medical 
treatment of, or surgical operation on, a child if that treatment 
is necessary to save the child, to preserve life, save from lasting 
disability, or if treatment cannot be deferred until proper consent 
from those legally authorised can be obtained. In addition, the 
Minister of Social Development may consent to medical treatment 
of, or surgical operation on, a child if the parent or guardian refuses 
or is incapable of giving consent. This section also authorises the 
Minister to consent if the child unreasonably refuses to give consent. 
As was the case with previous legislation, the Children’s Act does 
not define the terms “medical treatment” or “surgery”, giving 
recourse to their ordinary meaning.

Section 130 of the Act provides that no child may be tested for 
HIV except when it is in the best interests of the child and the child 
has given consent for testing or consent has been given by the 
child’s parent or caregiver. In the event of an occupational exposure 
injury where a healthcare worker or any other person may have 
come into contact with any substance from the child’s body that 
may transmit HIV, the test may be performed provided authorisation 
from the court is obtained. Children must also be provided with 
pre- and post-test counselling by appropriately trained persons. 
However, in terms of section 133 the results of an HIV test may 
not be disclosed without the consent of the child if the test was 
done with the child’s consent only. A child under the age of 12, 
who may be able to consent to HIV testing, is however unable to 
consent to HIV treatment – and this may pose a serious problem 
if the child then refuses disclosure of his or her results. A child’s 
rights whether or not to disclose are enshrined in the Constitutional 
rights to privacy and bodily integrity. However, such rights may be 
subject to limitation, taking into account a host of factors including 
what is determined to be in their best interests.

In terms of section 134 no person may refuse to sell or provide 
condoms upon request to a child who is over the age of 12. Other 
forms of contraception may be provided to the child on request 
with or without the consent of the parent or caregiver if the child 
is over the age of 12 and has had a proper medical examination 
and advice. A child who obtains contraception is entitled to 
confidentiality, unless sexual abuse or neglect is suspected, in 
which case the health care worker has an obligation to report this, 
as set out in section 110(1) of the Act. 

In summary, even though the Children’s Act is a progressive piece of 
legislation which has the potential to significantly improve children’s 
access to health care, implementing the Act will be an enormous 
challenge for health care workers. In addition, other legislation will 
need to be amended to ensure alignment with the Children’s Act. 
For example, in terms of the Medicines and Related Substances 
Control Act (Act 101 of 1965), medicines may not be supplied to 
persons under the age of 14 years except upon prescription. The 
NHA requires parental or legal guardian’s consent for research on 
children. In the case of non-therapeutic research on children under 
the age of 18 years, Ministerial consent is also required.
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Implications of the Consumer Protection 
Act for health care
The intent of the Consumer Protection Act (Act 68 of 2008) is 
to “promote a fair, accessible and sustainable marketplace for 
consumer products and services … and establish national norms 
and standards”.88 Accordingly, a consumer is defined as “in respect 
of any particular goods or services … a person to whom those 
particular goods or services are marketed in the ordinary course 
of the supplier’s business.” Goods include “anything marketed for 
human consumption”. Hence medicines and medical devices fall 
within the ambit of this legislation, unless specifically excluded.

The prospect has been raised that section 41, which deals with 
“false, misleading or deceptive representations”, may be applied 
to categories of medicines which have not been adequately 
assessed for safety, quality and efficacy by the Medicines Control 
Council. Specifically, section 41 proscribes the types of conduct 
which “falsely state or imply, or fail to correct an apparent 
misapprehension on the part of a consumer to the effect, that … any 
goods or services … have ingredients, performance characteristics, 
accessories, uses, benefits, qualities, sponsorship or approval that 
they do not have.” In the medicines context, this provision places an 
obligation on the seller (or dispenser), either explicitly or implicitly, 
not to ascribe properties to a product that it does not have. 

Section 110(1) of the Act further makes it an offence to “alter, 
obscure, falsify, remove or omit a displayed price, labelling or 
trade description without authority”. In terms of section 111(b), 
such a contravention attracts the penalty of a fine or a term of 
imprisonment not exceeding 10 years or both. Furthermore, section 
115(2)(b) enables any “person who has suffered loss or damage as 
a result of prohibited conduct, or dereliction of required conduct” to 
institute a civil action after having exhausted the procedures under 
the National Consumer Tribunal established under section 26 of the 
National Credit Act (Act 34 of 2005).89 

The Act provides strong protections for consumers, and this is also 
evident in the introduction of a strict standard of liability. Another 
key provision with potential impact on health care delivery relates to 
the issue of legal liability for damage caused by goods (section 61). 
Subject to some exceptions, the “producer or importer, distributor 
or retailer of any goods is liable for any harm … caused wholly 
or partially as a consequence of (a) supplying unsafe goods; (b) a 
product failure, defect or hazard in any goods; or (c) inadequate 
instructions or warnings … associated with the use of any goods, 
irrespective of whether the harm resulted from any negligence on 
the part of the producer, importer, distributor or retailer, as the case 
may be”. The effect of this provision is that health care providers 
such as doctors and pharmacists could open themselves up to 
liability if a patient has suffered adverse effects from any medicine 
prescribed or dispensed by them. The patient will not be required 
to prove that the provider was negligent, only that the product 
was defective and caused damages. There is, however, a defence 
available to these providers if they can establish that they could not 
reasonably have known about the “unsafe product characteristic, 
failure, defect or hazard”. In such instances liability will fall upon 
the manufacturer or importer alone.

Other provisions of the Consumer Protection Act relevant to health 
care include: the consumer’s right to choose or examine goods 
(section 18), the right to information in plain and understandable 

language, disclosure of the price of goods and services, and of 
product labelling and trade descriptions, as well as the rights to 
demand a quality service, and to safe, good-quality goods.

The Minister of Trade and Industry recently promulgated Regulations 
in terms of the Act which contain provisions regarding product 
labelling and trade descriptions.90 These cover textiles, clothing, 
shoes and leather goods (Regulation 6) and genetically modified 
organisms (Regulation 7), but there is no specific reference to 
medicines, medical products and devices. However, deliberations 
of the committee charged with deciding which goods fall under 
the ambit of these Regulations suggest that their application 
includes vaccines for measles and tuberculosis (and possibly other 
conditions).91

Intellectual property – protecting 
traditional knowledge
Although there has been considerable attention in the past to 
the potential role of intellectual property protection measures in 
hindering access to various health care-related commodities, such 
as generic medicines, recent attention in SA has been mostly on 
the issue of protecting traditional knowledge. The Memorandum 
on the Objects of the Bill of the Intellectual Property Laws 
Amendment Bill (Bill 8 of 2010) states that, inter alia, it seeks to 
protect “the different species of traditional intellectual property and 
geographical indications … establish a national council to advise 
… on traditional intellectual property … (and) a national trust fund 
to facilitate the commercialisation of traditional intellectual property 
and the application of income generated to the benefit of indigenous 
communities”.92 The Bill is primarily concerned with making 
substantive amendments to various intellectual property laws. These 
laws have no direct bearing on health care. However, the Patents 
Act (Act 57 of 1978), which relates more directly to protection 
of medicinal inventions, underwent the necessary amendments 
in respect of traditional knowledge in 2005.93 In terms of those 
amendments, protection is afforded to indigenous knowledge 
and use within the context of the protection of indigenous genetic 
and biological resources covered by the National Environmental 
Management: Biodiversity Act (Act 10 of 2004).94

The effect of the current Bill is to incorporate application of above-
stated objectives, institutions and functions in the Patents Act. Thus 
the council to be established must inter alia also advise the registrar 
of patents “on any matter regarding the registration of intellectual 
property relating to indigenous knowledge”; the patents office is 
to maintain a database of traditional intellectual property relating 
to traditional innovations; and the registrar of patents shall also be 
responsible for the promotion, preservation, and commercialisation 
and exploitation of such traditional intellectual property for the 
purpose of generating income, which is to be paid into a fund “to 
be used for the benefit of indigenous communities in the prescribed 
manner”. 

The aim of this legislation is to prevent exploitation of traditional 
knowledge, benefit indigenous communities and, in the case of 
traditional medicines, prevent biopiracy.



SAHR 201112

An important aside – the Protection of 
Information Bill
Much of the legislative process for the period under review has 
been dominated by the controversy surrounding the Protection of 
Information Bill (Bill 6 of 2010).95 While certain disputed aspects 
of the Bill have recently been removed, other contested provisions 
remain in the version under consideration by Parliament. In 
particular, it is feared that the classification of information regarding, 
for example, the state of health services in public facilities, would 
render disclosure punishable, and visit hefty penalties (including 
imprisonment) on any person making such disclosure. As the draft 
stands, a person so charged will not be able to raise the ‘public 
interest’ defence.96 At time of writing, this Bill had been passed by 
the National Assembly and was being considered by the National 
Council of Provinces.

Conclusion
Although the previous year has seen no health-related Bills tabled in 
Parliament, it has been marked by a flurry of secondary legislation. 
In particular, there have been many draft Regulations issued in 
terms of the National Health Act (Act 61 of 2003) and some have 
been issued in final form. There has been some progress in relation 
to medicines legislation, with respect to medicines pricing and 
the regulation of medical devices and complementary medicines. 
However, there is also the possibility of considerable contestation 
with regard to these regulatory interventions. The slow pace of 
implementation of the Nursing Act (Act 33 of 2005) is still the 
cause of many problems. However, the health policy and legislative 
landscape was fundamentally altered in August 2011, with the 
publication of the Green Paper on National Health Insurance. A Bill 
to amend the NHA, specifically to create the OHSC, has also been 
tabled. In addition, regulations dealing with hospital designation 
and management are expected to receive priority attention, as part 
of the re-engineering of the entire health system.
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South Africa (SA) is regarded as one of the economic powerhouses of Africa 
and spends about 8.6% of gross domestic product (GDP) on health. However, SA 
does not have the health outcomes that would be expected from such investment, 
and some countries that spend less of their GDP on health have better health 
outcomes. SA’s poor showing has been attributed to the rapid escalation of HIV 
and AIDS and tuberculosis together with a weak primary health care (PHC) 
system. Other health system challenges include inadequate access, coverage 
and quality of services; limited governance and management capacity; and 
limited human resources. This chapter describes development of PHC in SA 
from 1994 onward. The recently adopted national PHC re-engineering strategy 
and its implications are also discussed, particularly in terms of implications for 
leadership, governance and management; human resources for health; service 
delivery, information management and the social determinants of health. We 
conclude that the PHC re-engineering strategy is an essential – but not a sufficient 
– condition to achieve improved health outcomes; it has to be accompanied by a 
change of culture that incentivises system-wide planning and implementation to 
achieve desired outcomes and maximise strategic partnerships.
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Introduction
South Africa (SA) with its gross domestic product (GDP) of US$364 
billion (bn) is regarded as one of the economic powerhouses of 
Africa. Together with Botswana, Gabon and Mauritius, it is one of 
four African countries ranked as an upper-middle-income economy 
by the World Bank.1 In 2009-2010 estimated public and private 
spending on health service delivery exceeded R200bn or about 
8.6% of GDP,2 similar to the proportion spent on health in countries 
such as Brazil, Spain, Italy and England. However, this investment 
has not translated into improved health outcomes. Whereas in 
1990 both SA and Brazil had an under-five mortality rate of 56 
per 1 000 live births, by 2008 the rate in SA had increased to 67 
per 1 000 live births while Brazil’s had decreased to 22 per 1 000 
live births. Even countries that spend less of their GDP on health, 
such as Namibia (7.6%) and Botswana (5.7%) have lower infant 
mortality rates. 

Poor health outcomes in SA can be attributed to the rapid escalation 
of the dual HIV and tuberculosis (TB) epidemics. A multi-country 
review looking to identify over- and under-achieving countries 
analysed life expectancy relative to national income and HIV 
prevalence, found SA was under-achieving in relation to its gross 
national income, primarily as a result of Government’s response to 
HIV and TB and a weakly developed primary health care (PHC) 
system.3 Long-standing social determinants of ill-health resulting 
from the legacy of apartheid – many of which fall outside the 
control of the health sector – have further hampered SA’s progress 
towards good health outcomes. 

In line with the World Health Organization’s (WHO) advocacy for 
revitalisation of PHC, and more than 30 years after its inception 
in the Declaration of Alma Ata in 1978, the SA Government 
developed a 10 Point Plan to transform the health system. Central 
to this transformation is the strengthening of PHC as the backbone 
of health service delivery. In SA the District Health System (DHS), 
a decentralised governance and management structure led by 
the District Management Teams (DMTs), is the primary vehicle for 
delivering PHC. 

This chapter describes the development of PHC in SA post-1994 and 
the challenges it faces to improve health outcomes. Implications of 
the recently adopted national PHC re-engineering strategy are also 
discussed.

Key developments towards the PHC 
approach in SA
The PHC approach as formulated by the WHO in the Alma Ata 
Declaration is a philosophy governing principles and strategies for 
organising health systems, central to which is the notion of health 
as a human right, with health systems seen as the vehicle to deliver 
that right equitably. Health is interpreted to mean far more than the 
absence of disease, and is defined as a “resource for everyday 
life, not the objective of living”, with “peace, shelter, education, 
food, income, a stable eco-system, sustainable resources, social 
justice, and equity” being prerequisites for its full attainment.4 This 
definition highlights the importance of social factors in producing 
good health – which is not an end in itself, but key to enabling 
human functioning. The PHC approach is therefore more than a 
way of delivering health care, but rather a philosophy of attaining 

equitable health that governs all levels of care within the health 
system, and in other sectors responsible for delivering improvements 
in the social determinants of health. 

As described in the 1995 edition of the South African Health 
Review (SAHR), health care in SA was previously delivered in the 
context of a hospicentric, fragmented health system divided along 
racial lines.5 Since the advent of democracy, three distinct periods 
in the restructuring of the healthcare system can be identified: from 
1994 to 1999, characterised by post-apartheid reconstruction; 
1999 to 2004, largely defined by a changing disease profile and 
an attendant decline in life expectancy; and from 2004 onwards, 
which has seen an increase in the scaling up of PHC programmes. 
These periods are described in more detail below. 

Post-apartheid restructuring: 1994-1999

The first five years of democracy in SA (1994-1999) saw major 
health system restructuring. Significant changes included the 
amalgamation of 14 previously racially divided health departments 
into one national health system, removal of user fees for PHC, and 
removal of all fees (including at hospitals) for pregnant women and 
children under the age of six years in the public sector. Key policy 
documents, in particular the White Paper for the Transformation 
of the Health System in South Africa of 1997, subscribed to both 
the PHC approach and development of the DHS.6 Other notable 
advancements were development of a PHC Package of Care, 
formulation of an Essential Drugs List, and publication of Standard 
Treatment Guidelines for PHC and hospitals. 

Growing burden of disease and declining life 
expectancy: 1999-2004

In its second term of office the new SA Government faced a dual 
challenge: a health system still dealing with the legacy of apartheid, 
and a range of new obstacles precipitated by the growing burden 
of the HIV epidemic. These were accompanied by an increase in 
national mortality rates and a declining life expectancy index, which 
recorded a 10-year decline in life expectancy at birth (affecting 
mostly women) from 64.4 years to 54.4 years.7,8 Total deaths 
increased from 381 820 in 1994 to 579 709 in 1999, with most of 
this increase occurring in the age range 20-50 years, and almost 
all of these additional deaths linked to HIV.9 The impact of HIV on 
the proportion of deaths in the ‘infectious and parasitic category’ 
increased significantly,10 and antenatal HIV prevalence grew 
almost fourfold, from 7.6% to 29.5% between 1994 and 2004.11 
The impact of HIV on the younger population was demonstrated 
in the ‘Saving Children’ report, which showed that 60% of all child 
mortality in South African hospitals between September 2003 and 
August 2004 was due to HIV-related illnesses.12 

This period in the development of SA’s health system also saw 
growing antagonism between Government and civil society, due 
to the former’s stance on HIV and perceived reluctance to adopt 
internationally recognised best practices around HIV. This tension 
limited Government’s ability to meaningfully leverage civil society to 
support improvements in service delivery and health outcomes, and 
hindered the promotion and adoption of intersectoral collaboration 
– a key pillar of the PHC approach. It also negatively affected the 
use of available resources. The then Ministry of Health’s perceived 
lack of a vision for the health system and resultant inability to 
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provide stewardship for all spheres and departments of Government 
to address major social determinants of health further exacerbated 
the situation, representing a missed opportunity to strengthen the 
health system.

In August 2003, in the context of declining health outcomes and 
a beleaguered health system due to the unabated escalation 
in the burden of disease (BoD), Government and civil society 
representatives commemorated the 25th anniversary of the Alma 
Ata Declaration. At this forum the Kopanong Declaration was 
adopted, resolving to implement concrete strategies and processes 
with clear targets to reduce inequities in allocation of resources for 
PHC, with a focus on both horizontal and vertical equity. Despite 
the laudable objectives of the Declaration, many of these were 
not implemented; for example, the call to develop, implement and 
monitor implementation of coherent human resource (HR) plans at 
district, provincial and national levels was never fully realised.13

In 2004 the much awaited National Health Act was promulgated, 
using the guiding principles of the PHC approach to establish a 
health system in SA that recognised the importance of “decentralized 
management, principles of equity, efficiency, sound governance … 
advocacy which encourages participation … promote(s) a spirit of 
co-operation and shared responsibility among public and private 
health professionals and providers and other relevant sectors”.14 
Chapter 5 of the Act made provision for legislated establishment of 
the DHS as the key vehicle for delivery of PHC services.14

Scaling up of PHC programmes: 2004-2009

The introduction of the antiretroviral (ARV) programme in 2004 
provided renewed hope, the promise of increased life expectancy, 
and reduction in the burden on health services. It also provided a 
welcome morale booster for health workers, who reported taking 
strain from both their working conditions and the increasing numbers 
of patients dying from HIV-related causes without availability of an 
effective biomedical intervention.15-17

With civil society as the driving force, an intersectoral HIV and 
AIDS National Strategic Plan 2007-2011 was developed. Funding 
for dealing with HIV trebled, from R1.1bn in 2004/05 to R3.5bn in 
2008/09, with overall spending for PHC increasing from R7.1bn to 
R12.9bn.2 In 2006 the life expectancy for men and women started 
improving; in 2010 that for males reached the 1994 rate of 54.1 
years, and in 2011 that for women (59.1 years) also reached the 
1994 level.2

In 2006 the European Union funded the National Department of 
Health (NDoH) to establish a Partnership for the Delivery of PHC 
Programme, to further accelerate development of the DHS.18 Other 
important policies focusing on scaling up PHC-based interventions 
such as publication of the Tuberculosis Strategic Plan for SA, 2007-
11 were introduced, and public sector union campaigns to improve 
conditions of service in the health sector resulted in increased 
remuneration for health workers. 

In April 2008 – in recognition of the 30th anniversary of Alma Ata – a 
conference of the National Consultative Health Forum (representing 
Government, the private sector, academic sphere, organised 
labour and civil society) issued the Birchwood Declaration on PHC, 
which called for a revitalised PHC strategy for SA and for a wide 
range of activities to be undertaken. Again, while laudable, many 
of the objectives of the Declaration were never fully realised; for 

example, the call to strengthen the role, responsibilities, authority 
and accountability of the DMT19 was not fully translated into action. 

An assessment of strategic challenges facing the public health 
system in 2008 showed several inherent systemic problems; for 
example, that PHC was still weak in most places in SA. It concluded 
that “in general, patients access the health system at inappropriate 
levels and by-pass the PHC clinic structure and attend hospitals 
for their initial contact visits and often receive primary level care 
at expensive tertiary institutions”.20 This sparked a series of policy 
reforms and public commitment on the part of Government to 
strengthen the health system and reduce inequities. 

The next section deals with the roots of inadequate performance of 
the health system. 

The roots of inadequate performance
The roots of inadequate performance in SA’s health system have 
been the subject of a number of studies.21-23 These reveal consensus 
that SA’s health system provides low value for money, and that there 
is a large gap between good health policies and implementation 
of these. Despite the access and equity gains of the last 17 years 
the performance of PHC in SA has been poor compared with other 
countries, and prospects of achieving the Millennium Development 
Goals for health appear increasingly remote. The causes of this 
inefficiency have been described as systemic with both “structural” 
(e.g. weak DHS) and “regulatory” (e.g. lack of accountability) 
dimensions.24

The WHO framework for health systems strengthening (Figure 1) 
provides a useful lens through which these systemic challenges can 
be analysed, outlining six health system building blocks necessary 
to improve service access, coverage, safety and quality in order to 
reach the overall goals and outcomes of improved health. 
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Figure 1:  WHO health system framework for health systems strengthening

Structural challenges: Governance and management

Inefficiencies in the DHS have compromised SA’s ability to deliver 
an effective PHC programme. The National Health Act mandates 
provincial government to pass subsidiary legislation to establish 
appropriate governance structures, such as district councils and 
clinic committees. The Eastern Cape has a draft Provincial Health 
Act and Western Cape has passed legislation to govern District 
Health Councils and is currently in the process of establishing 
such structures.28 Free State and Limpopo provinces have also 
made significant strides towards establishing clinic committees, 
hospital boards and district health councils. However, in general 
compliance with the NHA in this regard has been weak. A 
consequence of this is continuation of the historical fragmentation of 
PHC service delivery between local and provincial governments in 
the metropolitan areas. In addition, many district hospitals function 
separately from and are poorly coordinated with PHC. Formal 
mechanisms of accountability via hospital boards and clinic and 
community health centre committees are either absent or do not 
play a meaningful role. 

A national survey of DMTs in 2008 found that in most provinces 
structures were in transition.29 Delegation of human and financial 
resources was inconsistent, and while managers had access 
to a wide range of courses for capacity development, these 
were not systematically aligned towards their needs. Moreover, 
the institutional environment often precluded innovation and 
implementation of new learning. Much of the decision making 
was still top-down from the provincial Departments of Health 
(DoHs). At sub-district management level provincial organograms 
differed considerably, most being judged as inadequate. Stronger 
management at sub-district level is therefore imperative, given that 
most district populations are larger than the WHO recommendation 
of 250 000 - 500 000 people, and likely to require more complex 
operational mechanisms.

Source:  World Health Organization, 2007.25

Service delivery challenges: access, coverage and 
quality

One of the key contributors to the BoD which is likely to grow in 
importance in the next 20 years is non-communicable chronic 
diseases (NCDs). While NCDs are part of the core PHC package, 
they are almost universally poorly detected, managed and 
monitored in the health system. Existing strategies of primary, 
secondary and tertiary prevention appear to be failing and new 
approaches are required.

A significant issue related to the service delivery challenges is the 
gap between policy formulation and its implementation, which has 
resulted in inequity in service access, coverage and quality, thus 
hindering an effective response to SA’s BoD profile. 

A major challenge to improving quality of health services is poor 
supervision of PHC services, despite clear policy and guidelines 
in the form of a national ‘Supervisory Manual’. For example, the 
2010 District Health Barometer found a very wide variation in the 
PHC facility supervision rate between and within provinces, some 
districts having a rate of less than 40%.26

Similarly, systems for oversight and governance of clinical care are 
weak; many regional hospitals do not regard outreach and support 
for the PHC platform as part of their responsibility. However, 
where regional hospitals do take on this role, important successes 
in quality improvement have been shown. The Perinatal Problem 
Identification Programme which uses information on outcomes of 
pregnancy in respect of stillbirths and neonatal deaths is a good 
example of improved clinical outcomes using components of clinical 
governance.27
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This inadequate governance and management at district and sub-
district levels has resulted in a lack of responsiveness to community 
needs; a general lethargy in the DHS, that neither prioritises nor 
takes action around pressing PHC needs; a fragmented delivery 
system implementing multiple uncoordinated, disease-specific 
interventions and campaigns from vertical programmes at provincial 
and national level; and problematic separation of community-, 
home- and facility-based functions. 

Until recently there was also a general problem of health sector 
stewardship, “characterised by an inversion of the natural logic 
for a performance oriented health system … policy decisions 
are systematically decentralised, and operational decisions 
systematically centralized.”24

There have been and still are a number of challenges in defining 
an appropriate role for the NDoH and ensuring coordination and 
alignment of actors towards a common purpose. This was described 
as far back as 1999 by Malcom Segall, who observed that “national 
managers convene meetings, organise training sessions, issue 
guidelines and propose interventions, with little or no coordination 
with each other and sometimes even bypassing provincial 
coordinators.”21 Similarly, a review of PHC implementation in 
2003 reported “countless incidents where national and provincial 
managers are disrespectful of district managers’ diaries and ad hoc 
meetings are called at short notice causing cascading disruption 
throughout the district.”20

Resource challenges: Financial, infrastructural and 
human

In the 2011 SAHR Day et al. showed that there has been a 
substantial increase in public expenditure on PHC and the DHS 
between 2004/05 and 2010/11.30 In particular they showed 
that expenditure for district management, services at clinics and 
community health care and community-based services saw real 
growth of 4.3%, 9.3% and 10.6% respectively, and average per 
capita PHC spending increased by 66% from R232 in 2005/06 to 
a projected rise to R386 in 2010/11 (real terms). Figure 2 shows 
that this trend is still increasing in all provinces.

Figure 2:  Trends in per capita public PHC expenditure by 
province, 2008/09-2010/11

Part of this increase in funding has, however, been as a result of 
higher personnel costs after introduction of the Occupation Specific 
Dispensation (OSD). The impact of the OSD on health service 
quality has not yet been documented.

SA has invested significantly in the physical infrastructure of PHC, 
but despite this a 2003 facilities survey found major deficiencies 
in physical structure and security of facilities.31 Furthermore, 
introduction of new services (e.g. HIV counselling and testing, ARV 
therapy (ART), new vaccines) and increased demands on existing 
services (e.g. prevention of mother-to-child transmission of HIV, 
and TB) exposed the inadequate infrastructural design of many 
facilities.32 The report of the Integrated Support Team established 
to review provincial health overspending during the 2008/09 
financial year also found facility and equipment maintenance to be 
insufficient in most provinces, which impacted negatively on service 
delivery and retention of staff.20

Challenges in human resources (HR) for health also affect provision 
of PHC. The HR for Health Sector Strategy, 2012/13 - 2016/17 
reported that challenges in HR in SA include insufficient planning 
resulting in negative growth in clinical posts in particular, and 
inability to retain community services posts, maldistribution of 
HR, and high attrition rates, despite a doubling of public sector 
expenditure on personnel in the past five years mainly due to 
introduction of the OSD.33 Although this report highlights many 
issues and shortcomings around availability and suitability of 
staffing levels in the health system and PHC in particular, it does not 
interrogate qualitative issues such as competence and orientation 
towards PHC sufficiently. 

Although changes in training curricula have moved towards a PHC 
orientation, these have been gradual and health workers (especially 
nurses and doctors) are still not adequately prepared for the 
challenges of implementing PHC within an imperfect health system. 
As key players in the PHC system, professional nurses in particular 
still lack appropriate orientation and preparation. An assessment 
conducted in 12 nursing schools in the Eastern Cape found that only 
6% of nurse educators had been trained in integrated management 
of childhood illness, 1% in voluntary counselling and testing, and 
none in current TB management strategies.34 Although data on 
orientation of doctors towards the PHC approach are not available, 
the situation is likely to be similar. There have been some examples 
of medical students being trained at PHC facilities, but overall 
there still seems to be a disjuncture between health professionals’ 
and managers’ training on service delivery needs and health 
system priorities of PHC, in particular population and intersectoral 
approaches for impact on health outcomes. 

Newly qualified nurses and other professionals require training in 
programmatic areas and policies, especially TB, HIV and AIDS, 
maternal, child and women’s health and NCD. However, in-service 
and continuing medical education remain weak. Existing training is 
frequently conducted in silos along programmatic lines and fails to 
approach patient needs in an integrated or holistic fashion.

Source:  Day et al., 2011.30



SAHR 201122

Pharmaceuticals, diagnostics and medical 
equipment

Pharmaceuticals, diagnostics and medical equipment are essential 
to attaining quality service delivery. Although an Essential Drugs 
List exists, mechanisms to ensure adherence to guidelines and 
pharmaco-vigilance systems are lacking. Management systems 
for forecasting, procurement, warehousing and distribution remain 
weak, resulting in frequent stock-outs. Even though national 
mechanisms to negotiate favourable prices for drugs exist, these 
have not been used efficiently. A notable exception, however, was 
the successful negotiation of halving the unit price for certain ARVs 
in the new ART tender in early December 2010.36 Lists of essential 
laboratory tests for primary, secondary and tertiary levels of care 
have been developed by the NDoH recently, but not as yet widely 
implemented. 

Information systems

PHC advocates a population-based approach that responds to the 
needs of people in a geographical area. As well as health system 
performance information, this requires information describing 
the BoD (both mortality and morbidity) and related risk factors. 
These data need to be available for the lowest level possible – at 
least at sub-district level – so that local-level interventions can be 
implemented appropriately.

In addition, availability and use of relevant, quality information is 
essential to ensure responsiveness and accountability of the health 
system. In April 2009 a large, multisectoral health information 
system (HIS) assessment was undertaken with the support of WHO/
Health Metric Network, and SA scored 49% for overall availability 
of HIS resources, including polices and processes, 48% for data 
management and 39% for information use for implementation 
and action.37 These scores validated earlier studies that found 
challenges within HIS that include inadequate investment in health 
management information systems, an absence of a culture of 
information use at various levels of the health system and a lack of 
mechanisms for sharing and dissemination of local and provincial 
good practices on monitoring and evaluation.18 There is also a lack 
of mechanisms to learn from and disseminate local and provincial 
best practices on monitoring and evaluation and to incorporate 
these into national policy. 

It has been suggested that the suboptimal implementation of 
priority interventions resulting in poor outcomes could partly be 
attributed to this lack of monitoring and evaluation aimed at service 
improvement.38

Social determinants of health

Impacting on social determinants of health, such as changing 
social norms or behaviour (e.g. prevention programmes in schools 
for HIV), or creating enabling local environments (e.g. water and 
sanitation improvement) are essential in improving health outcomes. 
These ‘upstream’ interventions have been poorly implemented in SA 
and elsewhere in the world. As an example, violence and injury, 
which impact significantly on mortality and morbidity in SA and on 
the health sector as a whole, have solutions that largely lie outside 
the formal health sector.

Health promotion departments in provincial and local DoHs, where 
intersectoral action could be initiated, tend to be marginal players 

functioning in parallel to bigger programmes such as HIV and TB; 
also, they largely focus on behaviour change rather than catalysing 
intersectoral action. Attempts have been made at national and 
provincial level to develop ‘clusters’ where different Government 
departments are meant to work together towards a common 
purpose. However, evidence suggests that these have not been very 
successful.39 At local government level, Integrated Development 
Planning (IDP) is also meant to facilitate intersectoral action, but 
to date a conducive environment to achieve this has not been 
provided. Health personnel have also not been sufficiently trained 
and orientated in understanding the role of social determinants of 
health on health outcomes and the advocacy role they need to 
play; nor do they possess the capacity to be effective advocates.

These weaknesses have meant that the South African health system 
is not client-oriented; is not trusted by users and communities; 
passively awaits the BoD rather than proactively seeking it out 
to prevent ill-health; and does not ensure that health is aligned to 
broader development goals. 

Responses to PHC challenges
Despite the lack of international interest in PHC in the 1980s and 
1990s, many countries (including SA) continued to make PHC 
an organising principle of their national health systems, albeit 
with differing levels of commitment and results. There is now a 
considerable body of evidence to suggest that the classic approach 
to PHC is not only feasible and sustainable, but has resulted in 
major health gains in many countries, most notably in Latin America 
and Asia3 (see Box 1).

Box 1:  PHC health gains in Brazil and Thailand

Brazil

The Brazilian Family Health Programme (FHP) assigns a team consisting 
of a doctor, nurse, nurse assistant and community health workers to 
a population of 3 500. The team is responsible for population health, 
as well as providing PHC services and making necessary referrals to 
other levels of care. The FHP is credited for significant declines in infant 
mortality rates over 12 years, from 49.7 per 1 000 live births in 1990 to 
28.9 per 1 000 live births in 2002.40

Thailand

In Thailand, following a combination of general improvement in 
household economic well-being, pro-poor health insurance schemes 
and increasing universal access to PHC, under-five mortality dropped 
by 44% in the poorest quintile (from 40.8 to 23.0 per 1 000 live births) and 
by 13% in the richest quintile, not only improving general health status 
but also narrowing inequities.41 

A review of PHC in the Americas by the Pan American Health 
Organization concluded that “successful PHC experiences have 
demonstrated that system-wide approaches are needed, so a 
renewed approach to PHC must make a stronger case for a 
reasoned and evidence-based approach to achieving universal, 
integrated, and comprehensive care”.42 Emerging experience with 
scaling up of comprehensive prevention, care and support for HIV 
and AIDS in Africa underscores the importance of rights-based 
community mobilisation, PHC and participation of lay workers in 
achieving health system goals such as increased access to quality 
health care.43 The review also showed that countries with “good 
governance and progress in non-health sectors” had good health 
outcomes.
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A return to a focus on societal and structural causes of ill-health 
through establishment of the WHO Commission on Social 
Determinants of Health has brought with it a willingness to re-
examine and document experiences with more complex aspects 
of PHC, such as intersectoral collaboration and community 
participation.44,45 The WHO Health Report 2008 further recog-
nises global failures in successful implementation of PHC, but 
reaffirms its continued relevance in improving health outcomes.46 
The WHO challenged countries to undertake four types of reforms 
to strengthen PHC and improve health outcomes:

 ➣ coverage reforms that ensure universal access to services and 
social health protection;

 ➣ service delivery reforms to make services responsive to health 
needs;

 ➣ public policy reforms that foster intersectoral action for health; 
and

 ➣ leadership reforms that foster inclusive, participatory, 
negotiation-based leadership to respond to the complexities 
of attaining health.

Key policy reforms – transforming the 
health sector
A change in leadership and a new political term (2009 - present) 
in SA brought with it a widely recognised reinvigoration of health 
sector stewardship that has sought to address the challenges to 
PHC outlined above. A key policy document which serves as a 
roadmap to consolidate Government’s response to health system 
challenges is the 10 Point Plan (2009-2014), presented in Box 2.47

Box 2:  Summary of the 10 Point Plan

1. Provision of strategic leadership and creation of a social compact 
for better health outcomes.

2. Implementation of a National Health Insurance (NHI) Plan.

3. Improving quality of health services.

4. Overhauling the health care system and improving its 
management.

5. Improving HR planning, development and management.

6. Revitalisation of physical infrastructure.

7. Accelerated implementation of the HIV and AIDS and Sexually 
Transmitted Infections National Strategic Plan 2007-11, and 
increased focus on TB and other communicable diseases.

8. Mass mobilisation for better health for the population.

9. Review of the drug policy.

10. Strengthening of research and development.

Source:  National Department of Health, 2010.47

The change in leadership in 2009 ushered in a wave of key 
policy reforms, which demonstrates Government’s drive to impact 
positively on health outcomes through transforming the health 
system. Some of the major achievements and activities during this 
phase of renewed leadership have resulted in the following:

 ➣ The scaling up of HIV prevention and treatment through a mass 
HIV counselling and testing campaign aiming to test 15 million 
South Africans between April 2010 and August 2011, which 
has been successful in reaching around 90% of the target and 

showed increasing trends of CD4 and viral load tests done 
at the National Health Laboratory Services during the same 
period.47,48

 ➣ New task-shifting guidelines and expansion and mainstream-
ing of ART services to the PHC platform. 

 ➣ Prioritisation of improvement of service quality at all levels 
of care including PHC, with draft legislation establishing the 
Office of Health Standards Compliance circulated for public 
comment. This office will “be tasked with the development 
of standards and norms and quality management systems 
for the national health system; inspect and certify health 
establishments as compliant with prescribed norms and 
standards; and monitor indicators of risk as an early warning 
system relating to breaches of standards”.49 In parallel to this, 
six quality improvement priorities (Fast Track to Quality) were 
identified and include: safety and security; long waiting times; 
drug availability; nursing attitude; infection prevention and 
control; and values of staff.49

 ➣ A Green Paper on NHI legislation that will establish 
strengthened service delivery structures, administrative and 
management systems and be phased-in over a period of 14 
years, aimed at ensuring universal access to “appropriate, 
efficient and quality health services”.50

 ➣ Public debate about reducing private sector costs and 
discussions on the need to establish legislation to govern these 
costs.

PHC re-engineering
A major policy development which aligns with the objectives of 
the 10 Point Plan to “overhaul the health care system and improve 
its management”47 is the PHC re-engineering strategy based on 
the Negotiated Service Delivery Agreement (NSDA) signed by 
the Minister of Health and numerous other Cabinet ministers and 
Provincial Members of the Executive Council.51 The NSDA sets 
out a plan to achieve Government’s goal of ‘a long and healthy 
life for all’. PHC re-engineering is key to the success of the NSDA 
implementation process and seeks to shift the PHC system from a 
largely passive, curative, vertically and individually oriented system 
to one with a more proactive, integrated and population-based 
approach.

The core principles of PHC re-engineering are: 

 ➣ to attain a population-orientation to health care, focused on 
meeting priority health needs of geographically coherent 
populations in a comprehensive manner, including prevention, 
promotion and good quality, essential care;

 ➣ to focus on health outcomes aimed at reducing mortality and 
morbidity from the major causes of ill-health;

 ➣ to develop integrated, efficient and well-supported PHC teams, 
guided by and accountable to communities;

 ➣ to establish a well-functioning DHS; and

 ➣ to pay closer attention to those factors outside of the health 
sector that impact on health, namely the social determinants of 
health (“upstream factors”).51
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Three PHC streams are envisaged:

 ➣ multi-disciplinary teams of clinically competent professionals in 
which doctors and nurses play a critical role;

 ➣ community, municipal ward-based multi-disciplinary health 
teams with nurses again playing a critical role; and

 ➣ effective implementation of national school-based PHC system 
led by nurses.35

Figure 3 shows the community-based PHC model proposed for SA. 
The three main types of health facilities within the district – district 
hospitals, community health centres and clinics – will have defined 
catchment populations, and norms and standards for HR allocated 
to each facility. Each clinic will have a PHC team consisting of 
facility- and community-based outreach components. The outreach 
teams will consist of at least a professional nurse (PN), and enrolled 
nurse (EN) and 4 - 6 community health care workers (CHWs), who 
will be responsible for 1 000 - 1 500 households (approximately 
6 000 people). Doctors and PHC nurses will support the outreach 
teams and see the complex clinical cases. 

Core members of the outreach teams would be the CHWs, whose 
function would be to:

 ➣ screen, assess and refer clients to PHC facilities;

 ➣ provide information and education on key health priorities; 

 ➣ provide psychosocial and adherence support;

Figure 3:  Primary health care model within the district health system

Source:  National Department of Health, 2010.51

 ➣ provide basic home treatment; and 

 ➣ undertake community assessments and campaigns in 
collaboration with other team members. 

Management capacity to improve service delivery will be 
strengthened by decentralising decision-making powers to 
DMTs and facility managers. The DMT will be responsible and 
accountable for everything that happens in the district. Funds for 
functioning of the DHS and associated PHC will be under control 
of the DMT, with delegated authority for budgeting and resource 
allocation, decisions on contracting of private providers and 
monitoring expenditure. The DMT will use these funds to purchase 
selected services from private providers (e.g. doctors, optometrists, 
audiologists) where these skills are not available in the public sector 
and where there are service gaps. 

In addition to the outreach teams, other priority areas in the PHC 
re-engineering strategy are school health services, starting with 
schools in the lowest socio-economic areas and crèches; and 
maternal and child health specialist clinical teams in each district, 
responsible for clinical governance, mentorship and support to 
health professionals.

This new community-based approach to PHC in the PHC re-
engineering strategy attempts to bring interaction between health 
services and users of these services closer. The outreach teams will 
support and facilitate a continuum of preventive, promotive, curative 
and rehabilitative services, from home to health facilities and back 
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facilitate health easier (e.g. regulations regarding formula feeding 
that make the choice of breastfeeding easier); in addition, people 
also have to ensure that they take responsibility for their individual 
well-being by making the ‘right’ health choices.

Leadership, governance and management

Governance and meaningful community participation in the DHS 
are central to PHC. To hold the DMT accountable, the governance 
structures need to be positioned as meaningful partners in ensuring 
the health of communities. In addition to having their voices heard, 
these structures also need to have an understanding of the social 
determinants of health, the health sector, acceptable and desirable 
norms and standards for health services, and a common vision for 
district development. The implications therefore are that the ‘health 
literacy’ of community members, governance structures and capacity 
for meaningful community engagement by the health sector would 
have to be improved through innovative communication methods, 
tools and mediums.

National and provincial senior management will have to exercise 
strong leadership and oversight to ensure that giving precedence 
to the three priority streams for PHC re-engineering, although 
understandable in the context of identifying immediate actions 
to start the process, does not divert focus from the broader 
health system strengthening agenda. There must be coherence in 
leadership and management provided by DMTs to ensure that these 
three priority streams are integrated with and contribute to overall 
improvement of quality of care and outcomes within PHC rendered 
through the DHS. 

Provincial annual performance plans and district health plans will 
have to reflect the health systems strengthening component as 
well as the three streams, together with an agenda for local-level 
intersectoral action.

Information management

The management of information is essential to ensure that the 
DMTs distribute resources equitably within the district, prioritising 
areas and people who are most disadvantaged and who have the 
greatest need, in order to promote social justice. Thus DMTs need 
to be equipped to be advocates for prioritisation of geographical 
areas with poor health outcomes.

To do this the DMTs will require information that is geo-spatially 
disaggregated to identify priority areas for comprehensive 
interventions. To illustrate this point, experience with the BoD 
reduction project in the Western Cape showed that 50% of alcohol-
related injury deaths occur in only five suburbs of Cape Town.52 In 
the context of limited resources and capacity, such information can 
be a powerful tool to advocate for other Government departments 
and sectors to play their roles in addressing social determinants of 
health. 

The role of public health practitioners will be essential to achieve 
this. HIS will therefore need to be strengthened to ensure a 
proactive rather than a reactive approach to addressing health 
outcomes. Use of technology such as mobile phones and 
geographical information systems needs to be explored. Service 
delivery information will be essential for improving quality and 
outcomes of health services through setting of progressive targets 
and monitoring their achievement.

again, through referral and follow-up. The CHWs will function as 
agents that bridge the gap between health facilities and clients. 

The presence of outreach teams within communities, who are having 
conversations with communities about health and risk factors, is 
expected to create an enabling environment for behaviours that 
facilitate health, empower communities to direct local resources, 
and have a voice in what happens (e.g. use of legislated structures 
through local government can give communities a voice on the 
number of legal alcohol outlets).

Implications
Considering some of the WHO building blocks together with social 
determinants of health as a framework, implications of the new 
vision and strategy for PHC re-engineering are discussed. 

Social determinants of health 

For prevention of disease the social determinants of health must be 
addressed effectively. SA is currently developing national policies 
to increase employment, improve education quality and strengthen 
the functionality of local government, which is key to IDPs at local 
level. These upstream approaches, including improving water 
and sanitation provision, must be balanced with community-level, 
downstream approaches that seek to address social, sexual and 
gender norms that perpetuate the vulnerability of women and 
children to diseases. 

The adoption of the WHO Rio Political Declaration on Social 
Determinants of Health on 21 October 2011 affirmed global 
political commitment to reducing health inequities and reaching 
health outcomes by addressing these determinants. Countries have 
been called upon to develop strategies and plans in this regard, 
which hopefully will provide fertile ground for SA to improve 
linking of the developmental agenda to health. It proposes that 
planning goes hand in glove with monitoring and evaluation. It 
is suggested that public health competencies in epidemiology that 
describe trends in disease burden (and associated downstream and 
upstream risk factors) provide evidence for required interventions 
for geographical areas most in need. Monitoring and evaluation of 
the impact of these interventions will be essential in districts. 

One way of ensuring that social determinants of health are tackled 
holistically is to ensure coordinated intersectoral action, and the 
IDP process at municipal level presents an ideal opportunity for 
the health sector to advance the PHC agenda here. The Inter-
Governmental Relations Framework Act, 2005 gives policy 
direction for meaningful stakeholder management for effective 
intersectoral action, where joint planning towards a common 
purpose and accountability for results can be ensured outside of a 
contractual relationship. The Government plans to better align local 
and provincial planning cycles, and together with strengthening 
of municipal and district management capacity this could create 
a conducive environment for bringing the developmental and 
health agenda closer at local level. The recently released National 
Development Plan: Vision for 2030 for SA, should also support 
development of an intersectoral agenda that facilitates health.

The roles of individuals, households and communities are also 
essential in ensuring attainment of health. People have a right to 
health and need a conducive environment that makes choices that 



SAHR 201126

Service delivery

The model for the DHS and that of the PHC re-engineering strategy 
envisages DMTs coordinating public health services with other 
providers and buying in services from private providers to fill service 
gaps. With plans to decentralise HR and financial responsibilities 
to these managers, their competencies will have to be improved. 
Provincial DoHs will have to recognise the importance and 
centrality of DMTs and decentralise power to them (after ensuring 
competence and systems capacity) in return for them assuming 
responsibility and accountability. The culture of planning with the 
purpose of achieving outcomes will have to be institutionalised, with 
each level of the system knowing its exact role and responsibility.

Another area where management needs to play a stronger role 
to improve service delivery is ensuring adequate supervision and 
oversight of service delivery. For example, regional hospitals should 
take a geographical and outcomes-based approach to service 
delivery and work collaboratively with district-based specialist 
teams and health services. Support such as referral systems to and 
from PHC outreach teams will also need to be strengthened.

In addition, supervision of PHC services needs to be improved. A 
study in Ghana showed that less than 25% of the time of health 
workers working in PHC (including CHWs) was spent on direct 
patient care. Supervision within the previous month made CHWs feel 
more supported, and a 31% increase in provision of direct patient 
care was observed when such supervision was undertaken.53

The relatively recent recognition of Family Medicine as a specialty 
by the Health Professions Council of SA and deployment of family 
physicians within the DHS could be an opportunity to improve 
clinical governance in PHC. These specialists are particularly 
focused on PHC and the DHS, and will need to play a strategic 
role in ensuring clinical governance processes are in place to 
spearhead quality improvement for better health outcomes. 

HR for health

There are an important number of HR systems issues that will have 
to be carefully planned and implemented. For example, inclusion 
of CHWs as key members of the PHC team will require a different 
level of teamwork between lay and professional workers, where 
each knows his/her unique contribution and is recognised as an 
equal member of the team. The specific and shared competencies 
of all team members will have to be identified, maintained and 
systematically improved with the aim of improvement of health 
outcomes. 

HR development directorates and units will need to understand 
the competency needs for PHC and align HR development plans 
accordingly. More broadly, HR planning and development will 
have to be strategically aligned to the PHC approach. SA will 
also need to build on experiences of task-shifting in the ARV and 
TB programmes and explore opportunities for further task-shifting 
to mid-level workers. Emergence of clinical associates and other 
mid-level workers, such as rehabilitation workers and counsellors, 
will need strengthening. This implies improved synergies between 
academic institutions (the producers of health workers), professional 
bodies that govern them, and the health services that employ them. 

Conclusion
Barber et al.54 suggest that to move from policy to successful 
implementation, three critical components have to be in place: 
small delivery units with, among others, respected leaders and ‘top 
talent’; collection of data for setting targets and trajectories that 
are reviewed on a regular basis and benchmarked with internal 
and external peers, resulting in management decisions to improve 
services; and thirdly routines that would ultimately become the 
culture of the organisation. It is particularly this last component of 
establishing a new culture that permeates the South African health 
system that is required to support creation of a responsive health 
system.

Managing the process of systems level change is complex. While 
the PHC re-engineering strategy is essential is it not sufficient alone 
to achieve improved health outcomes – it must be accompanied 
by a change of culture that incentivises system-wide planning and 
implementation that achieves outcomes. System changes need to be 
implemented through sustained effort over time, with phasing and 
sequencing being central to the change strategy, so that learning 
by doing can occur incrementally and result in desired effects. This 
also requires mobilisation of strategic partners, including health 
workers, academic institutions, professional bodies, unions, the 
private sector, other Government departments, civil society and 
communities. 

It is important to bear in mind that all of this takes time. It took Brazil 
over 15 years to roll out their PHC strategy systematically – now 
highlighted as one of the success stories of PHC internationally.
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On average, hospital 
spending has increased by 
15.4% per annum over the 

last three years.  
NHI will significantly  

change the landscape 
of health financing over 
the decade ahead, with 

increasing levels of  
funding, greater access  

and equity and  
improved quality  

being key objectives. 

An overview of healthcare financing in South Africa (SA) is presented, reviewing 
policy developments and expenditure trends with a focus on the public sector. 
Despite SA spending around 8.6% of Gross Domestic Product on health, overall 
health outcomes of South Africans remain inadequate. Although the private-
public differential reveals a narrowing trend, with provincial health spending 
overtaking medical scheme spending for the first time in 2009, inequity in health 
access, quality of care and spending remain major challenges. It is envisaged 
that current policy developments, including National Health Insurance (NHI), the 
Negotiated Service Delivery Agreement and re-engineering of primary health 
care, will narrow the health equity gap. 

There has been a significant increase in spending on primary care and health 
infrastructure, with a steady rise in human resources for health in the public 
sector. Spending on expanding HIV-related services through the HIV and AIDS 
conditional grant has grown by 46.4% per annum over the past three years. It 
is projected that the total number of antiretroviral therapy clients will increase 
to 3 million from the current 1.4 million by 2015/16. With the phased rollout of 
GeneXpert®, more resources will be required for the treatment and management 
of tuberculosis (TB) and multidrug-resistant TB patients as the detection rate 
increases. 

On average, hospital spending has increased by 15.4% per annum over the last 
three years. NHI will significantly change the landscape of health financing over 
the decade ahead, with increasing levels of funding, greater access and equity 
and improved quality being key objectives.
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Figure 1:  Trends in total mortality in SA by age (in years), 2000-2010

Source:  Medical Research Council, 2011.11
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Introduction 
There is extensive international evidence that investments in health 
promote economic growth and equity in developing countries.1 

This chapter reviews healthcare financing in South Africa (SA), 
outlining current challenges and important policy developments 
and examining healthcare spending trends in the private and public 
sector. The focus then turns to Government spending on priority 
areas: primary health care (PHC); infrastructure; human resources 
for health; HIV and AIDS; tuberculosis (TB); and hospital services. 
Policy issues with financing implications, such as the Negotiated 
Service Delivery Agreement (NSDA), re-engineering of the PHC 
system and National Health Insurance (NHI) will be discussed. 

National health goals
The Ministry of Health has committed to the NSDA, focusing on 
improving health outcomes with the vision of “a long and healthy 
life for all South Africans”.2 Table 1 summarises the four key outputs 
of the NSDA.

Table 1:  Summary of outcomes and targets of the NSDA

Outputs Target for 2014, with baseline values 
from 2009

1 Increase life 
expectancy

Increase life expectancy from 53.9 to 58 
years for males and 57.2 to 60 years for 
females

2 Decrease maternal 
and child mortality

Decrease maternal mortality rate from 625 
to ≤ 100 per 100 000
Decrease under-five mortality rate from 104 
to ≤ 20 per 1 000
Decrease infant mortality rate from 53 to  
≤ 18 per 1 000

3 Combat HIV and 
AIDS and decrease 
the burden of disease 
from TB

Reduce new HIV infections by 50%

Of all those eligible for highly active 
antiretroviral therapy (HAART), 80% must 
have access to it
Increase TB cure rate from 64% to 85%

4 Strengthen health 
system effectiveness

Re-engineering of PHC

Implement NHI system

Source:  National Department of Health, 2010.2

The PHC approach continues to be viewed by the National 
Department of Health (NDoH) as “the underlying philosophy for 
the restructuring of the health system,”3 and has been so since the 
advent of democracy in 1994. Re-engineering of the PHC system is 
seen as the key platform from which the Government will work to 
achieve the four complementary outcomes stipulated in the NSDA.

This renewed focus on health outcomes is important, because 
South African health outcome indicators (e.g. maternal and child 
mortality rates) are poor, despite the country having the highest 
expenditure on health in Africa. SA’s fragmented and inequitable 
healthcare system is still focused on expensive curative approaches, 
underscored by inadequate adherence to referral systems.4 
Ineffective partnerships between public and private providers serve 
to consolidate this fragmentation.3 In spite of challenges in the 
health system, SA has experienced some successes – and there 

are indications from several key indicators of a turn for the better. 
Trends suggest that national mortality peaked at around 612 462 
deaths in 20065,6 and is gradually declining (Figure 1), and that 
HIV prevention is improving.7 Antiretroviral therapy (ART) coverage 
is expanding and reached 1.46 million in June 2011, allowing HIV-
positive individuals to live longer.8 The ASSA2008 model suggests 
that life expectancy at birth has increased, from 54.3 years in 2005 
to 58.2 years in 2010.6 Over-spending in provincial Departments of 
Health, which was a significant problem for several years, appears 
to have reversed in 2010/11, with a net under-spending of R2.6 
billion (bn). There have been significant efforts to strengthen human 
resources for health, such as the recruitment of health personnel. 
The number of health personnel in the provincial Departments of 
Health recently surpassed the key milestone of 300 000 employees, 
reaching 303 531 in May 2011.9



SAHR 2011 31

Health financing  3

However, workforce shortages in rural health facilities remain, partly 
due to the unequal distribution of health professionals in rural and 
urban areas, and this is an issue of concern. There is considerable 
inequity in the provision of health specialists, physiotherapists, 
pharmacists and dentists across provinces and between rural and 
urban areas. More work needs to be done to train, retain and 
empower health personnel and to improve efficiencies in the health 
system, particularly in rural areas.10

Health financing reform
The Green Paper12 on National Health Insurance recently released 
by the SA Government for public comment represents the most far-
reaching proposal for changes to the health-financing arrangements 
in SA for decades. The NHI aims to provide an improved universal 
coverage system for a predefined comprehensive package of 
services. Key parts of the proposal, which the Government intends 
to implement in phases over a 14-year period, include:

 ➣ Strengthening public health services, particularly in the first 
five years.

 ➣ Focusing on an improved PHC model: the re-engineering of 
PHC through the development of family health teams, district 
specialist support teams and school health services aims to 
expand PHC networks and strengthen human resources for 
health capacity at community level.

 ➣ Piloting of the NHI system. This is due to start in 2012.

 ➣ Attempts to incorporate a wider set of private providers 
into the district model. Over time the pilot sites will explore 
contracting with private providers such as general practitioner 
group practices and private pharmacies.

 ➣ Introduction of a purchaser-provider split through the 
establishment of a national NHI Fund as a public entity under 
the Minister of Health. This will take some time to establish; 
in an interim phase a new NHI conditional grant to transfer 
funds from the NDoH to provinces, while developing an NHI 
organisation which will hive off once strong enough. 

 ➣ Establishment of new contracting mechanisms between 
purchasers and providers, and reimbursement reform.

 ➣ Introduction of new health-financing mechanisms (e.g. payroll 
tax, VAT, surcharge on personal income).

Public health spending is roughly 4.2% of gross domestic product 
(GDP) and is expected to increase with NHI and to continue to rise 
over the first few decades of its implementation. Preliminary costing 
presented in the Green Paper suggests that spending on publicly 
funded health services will be increased from R110bn to R255bn by 
2025 in real terms, or from 4.2% to 6.2% of GDP. 

In the initial phase of NHI the NDoH will implement NHI pilots to 
test the new PHC model at district level. The piloting approach will 
be less expensive in the early years and will provide important 
lessons for wider rollout. Other reforms of health institutions taking 
place include the establishment of an Office of Health Standards 
Compliance to enforce standards in public facilities, and a new 
medicines regulatory body, the South African Health Products 
Regulatory Authority (SAHPRA).

Initially the focus is likely to be on strengthening public health 
services, with progressive steps taken in purchasing from private 
providers as the system evolves, and an initial focus on PHC. A major 
component of NHI is to improve financing arrangements, such as the 
role of districts as a purchaser, and contracting with private medical 
group practices. The re-engineering of PHC through family health 
teams will increase access to PHC services at community level. A 
payroll tax to supplement general taxes is one of three possible 
options for sources of revenue raised by the Minister of Finance. 
As the system matures, it is envisaged that PHC providers will be 
contracted through a capitation-based reimbursement model, with 
hospital services initially funded through global budgets and later 
shifting to a case-based model or diagnosis-related groups.2

Other reforms required include strengthening financial management 
and controls. Many of the provincial departments continue to receive 
audit qualifications or even disclaimers, and it is important that their 
financial processes and controls are strengthened. A provincial 
financial monitoring unit will be established in the NDoH, which 
will serve to strengthen the Department’s monitoring of provincial 
budgets and expenditures in order to take a more proactive stance 
and intervene before crises arise. 

Methodology
This chapter focuses on the latest spending and budget trends in 
the health sector, drawing on the most recent databases of the 
National Treasury, which collates spending and budget data for all 
levels of Government. The data presented here add to information 
provided in other National Treasury publications,13 on its website 
and in gazetted provincial budgets. The public sector spending 
data presented are based mainly on audited spending to 2009/10, 
preliminary estimates for 2010/11 (based on spending at the end 
of the financial year), and published 2011/12 budgets for forward 
estimates over the Medium-term Expenditure Framework (MTEF). 

Most financial numbers are presented here in nominal terms (i.e. 
not adjusted for inflation) unless specifically stated as real, in which 
case prices have been adjusted to 2010/11 prices. Table 3 uses 
a broad definition of public sector health expenditure, including 
expenditure across several Government departments and entities. 
This is a somewhat broader definition than that used in National 
Treasury’s Budget Review. Out-of-pocket expenditure (expenditure 
paid directly by households through self-medication, cost-sharing, 
etc.) continues to be the most uncertain area of spending. Lower 
estimates are used here for out-of-pocket expenditure based on 
survey data,14 as opposed to the higher estimates previously drawn 
from the Reserve Bank, since the latter appears to include non-
medical health products such as cosmetics.a

Financing: International comparison
This section serves as an overview of healthcare expenditure in 
SA within an international context. Table 2 shows an international 
comparison of government health expenditure in middle-income 
countries, with countries listed in descending order of per capita 
GDP. 

a Personal Communication: K Makrelov, National Treasury, June 2011.
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Table 2:  Government health expenditure in selected middle-income countries

Country 

GDP per 
capita  

(current US$)

Gov health 
expenditure  
as % of GDP

Per capita gov 
health expenditure 

(PPP INT $) 

Total health 
expenditure  

as a % of GDP

Gov health 
expenditure as 

% of total health 
expenditure

Life  
expectancy

2007 2000 2007 2000 2007 2000 2007 2000 2007 2008

Chile 9 877 3.4 3.6 320 507 6.6 6.2 52.1 58.7 79

Mexico 9 741 2.4 2.7 236 372 5.1 5.9 46.6 45.4 75

Russia 9 146 3.2 3.5 247 512 5.4 5.4 59.9 64.2 68

Turkey 8 865 3.1 3.5 272 467 4.9 5 62.9 69 72

Venezuela 8 252 2.4 2.7 199 324 5.7 5.8 41.5 46.5 74

Uruguay 7 206 6.1 5.9 500 678 11.2 8 54.6 74 76

Brazil 7 185 2.9 3.5 202 348 7.2 8.4 40 41.6 72

Malaysia 7 028 1.7 2.0 159 268 3.2 4.4 52.4 44.4 74

Argentina 6 604 5.0 5.1 452 671 9 10 55.5 50.8 75

Botswana 6 545 2.7 4.3 218 568 4.4 5.7 61 74.6 54

South Africa 5 933 3.4 3.6 223 340 8.5 8.6 40.5 41.4 51

Costa Rica 5 891 5.0 5.9 360 656 6.5 8.1 76.8 72.9 79

Namibia 4 216 4.2 3.2 174 196 6.1 7.6 68.9 42.1 61

Peru 3 771 2.8 2.5 134 191 4.7 4.3 58.7 58.4 73

Thailand 3 689 1.9 2.7 89 209 3.4 3.7 56.1 73.2 69

China 2 651 1.8 1.9 42 104 4.6 4.3 38.7 44.7 73

Morocco 2 373 2.0 2.3 32 68 4.2 5 46.6 45.4 71

Nigeria 1 123 1.5 1.7 20 33 4.6 6.6 33.5 25.3 48

India 1 096 1.1 1.1 16 29 4.4 4.1 24.5 26.2 64

Vietnam 804 1.6 2.8 23 72 5.4 7.1 30.1 39.3 74

Low income 1.8 2.2 14 28 4.7 5.3 37.6 41.9

Lower middle income 1.6 1.8 35 76 4.4 4.3 37 42.4

Upper middle income 3.2 3.5 243 419 6.2 6.4 52 55.2

High income 6.1 6.9 1 631 2 492 10.2 11.2  59.4 61.3

Source:  World Health Organization, 2010.4

Currently South African Government (public) health funding is 
around 4.2% of GDP and is reported in Table 2 to have been 3.6% 
of GDP in 2007. The average for government expenditure among 
upper-middle income countries is 3.5% of GDP, and virtually no 
middle-income country spends more than 6% of GDP on public 
health services (Table 2). It is anticipated that SA would spend 
above the average because of its high disease burden.15 Recent 
work has suggested that in SA, HIV and AIDS spending comprises 
approximately 0.7% of GDP, rising over the next few years to 1% 
of GDP.16,17

As a proportion of total health expenditure, SA has one of the 
lowest levels of government expenditure, at 41.4%. This is largely 
due to proportionately high levels of private health expenditureb 
in comparison to other middle-income countries. This will change 
somewhat under NHI, where an increasing share of health 
financing will be publicly sourced.

Despite dedicating a total of 8.6% of the GDP to health expenditure 

b Private health expenditure includes direct (out-of-pocket) spending by 
households, private insurance, spending by non-profit institutions serving 
households (other than social insurance), and direct service payments by 
private corporations.

in 2007, until recently South Africans could only expect to live, 
on average, to the age of 51-55 years.6 This is 20 years less 
than Brazilians, who spend marginally less (as a percentage of 
GDP) on health. Reasons for this include SA’s quadruple burden 
of disease, especially a large HIV and TB epidemic, poverty and 
unemployment, inefficiencies in the delivery of healthcare services, 
and an inequitable distribution of resources.2

Dichotomised health system
SA has a dichotomised health system: a public sector that 
sometimes lacks sufficient systems, skills and resources to operate 
health facilities optimally and deliver healthcare services efficiently 
is paralleled by a highly resourced private health sector serving a 
minority of the population. According to the Council of Medical 
Schemes, eight million (17%) of South Africans are covered by 
private medical schemes.18 However, a larger proportion of South 
Africans use parts of the private delivery system, such as general 
practitioners (24.3%) and pharmacies. According to Statistics 
South Africa, approximately 29.2% of South Africans used private 
services at their last health visit.19
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The remaining 83% of the population not covered by medical aid 
or health insurance (Figure 2) rely mainly on public health services. 
Gauteng (26.6%) and Western Cape (25.5%) have the highest 
private medical aid coverage rates, while Limpopo (8.7%), Eastern 
Cape (11.4%) and KwaZulu-Natal (12.5%) have the lowest.19

Figure 2:  Medical aid coverage by province, 2010

Source:  Statistics South Africa, 2011;19 Minister of Health, 2011.12

Table 3:  Health sector funding across public and private sectors

Rand million Annual real 
change 

07/08-13/14
%07/08 08/09 09/10 10/11 11/12 12/13 13/14

Public sector 

National Department of Health core 1 210 1 436 1 645 1 736 1 784 1 864 1 961 2.2

Provincial Departments of Health 62 582 75 120 88 593 98 066 110 014 119 003 126 831 6.1

Defence 1 878 2 177 2 483 2 770 2 961 3 201 3 377 4.0

Correctional Services 261 282 300 318 339 356 374 0.1

Local Government (own revenue) 1 625 1793 1 829 1 865 1 977 2 096 2 221 9.4

Workmen’s Compensation 1 540 1 447 1 909 2 273 2 401 2 520 2 656 3.2

Road Accident fund 764 797 740 860 980 1 029 1 080 -0.1

Education 1 833 2134 2 350 2 503 2 653 2 812 2 981 2.2

Total public sector health 71 692 85 186 99 848 110 391 123 110 132 881 141 473 5.6

Private sector

Medical scheme 65 468 74 089 84 863 96 482 104 008 112 120 120 866 4.4

Out of pocket 14 694 15 429 16 200 17 172 18 202 19 294 20 452 -0.3

Medical insurance 2 179 2 452 2 660 2 870 3 094 3 336 3 596 2.5

Employer private 1 041 1 172 1 271 1 372 1 479 1 594 1 718 2.5

Total private sector health 83 383 93 141 104 994 117 896 126 783 136 344 146 632 3.6

Donors or NGOs 3 835 5 212 6 319 5 787 5 308 5 574 5 852 1.2

Total 158 910 183 539 211 161 234 074 255 201 274 799 293 957 4.5

Total as % of GDP 7.6 7.9 8.6 8.8 8.8 8.6 8.3

Public sector as % of GDP 3.4 3.7 4.1 4.1 4.2 4.2 4.0
Public sector as % of total government 
expenditure (non-interest) 13.9 14.0 13.8 14.1 14.7 14.7 14.6

Private financing as % of total 52.5 50.7 49.7 50.4 49.7 49.6 49.9

Public sector real rand per capita 10/11 prices 2 138 2 301 2 522 2 650 2 781 2 827 2 831 4.8
Public sector per family of four per month 10/11 
prices 713 767 841 883 927 942 944 4.8

Source:  National Treasury, May 2011.9

Total public and private healthcare spending

Illustrated in Table 3 are latest estimates of healthcare spending 
by the public and private sector, from 2007/08 to 2013/14. 
Government expenditure rose to 4.1% of GDP in 2010/11; 14.1% of 
total expenditure on the main budget was on health, and real per 
capita public health sector spending amounted to R2 650. Private 
sector spending as a percentage of the total has declined slightly 
over the years, from 52.5% in 2007/08 to 50.4% in 2010/11, 
and is projected to reach 49.9% in 2013/14. This is partly due 
to recent increases in public spending and the lower estimates of 
out-of-pocket expenditure used here. Donor or non-governmental 
organisations’ contributions to health expenditure have been 
between R5bn and R6bn per annum. A substantial proportion 
(R4m per annum) of these donor funds are from the US President’s 
Emergency Plan for AIDS Relief (PEPFAR) initiative which supports 
HIV, AIDS and TB programmes.

The South African Government spent R110bn on public health 
care in 2010/11, using a broad definition. Spending increased 
at an average annual rate of 5.6% in real terms from 2007/08 
to 2013/14. Provincial health department spending, at 44.3% of 
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Figure 3c: % Real spending growth per annum 

Figure 3d:  Per capita health spending – Rands (real 2010/11)

Figure 3e:  Health spending as % of GDP
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the total, exceeded that of medical schemes for the first time in 
2009/10, making it the largest funding flow for health services 
– and this trend is likely to continue. Provincial health department 
expenditure is projected to increase in real terms by 6.1% per 
annum from 2006/07 to 2013/14. Figure 3a illustrates the trend in 
increasing real public and private heath expenditure. Over recent 
years, total spending levels have converged, although on a per 
capita basis private sector spending is still substantially larger.

Figure 3a:  Public and private expenditure on health care 
(real Rbn 2010/11 prices)

Source:  National Treasury, 2011.13

This skewed reality of SA’s health system is partly driving the 
Government’s proposal to implement NHI, which aims to create a 
higher-quality, universal coverage system.

Public sector spending trends
Spending on public sector health services has more than doubled 
in real terms over the past 15 years (Figures 3a and 3b), a real 
increase of around R60bn. In real per capita terms, spending in 
2010/11 was 48% higher than the peak in the mid-1990s. Over 
the past five years public sector health funding has increased 
annually by 8.5% on average in real terms. In particular, spending 
on HIV, health infrastructure, PHC services, personnel, medicines, 
laboratories and capital expenditure has grown. Over recent years 
spending on provincial Departments of Health has increased from 
3.2% to 3.7% of GDP, and is by far the largest component of total 
public health spending (which currently amounts to 4.1% of GDP). 

Figure 3b:  Provincial DoH spending (Rands per billion) (real)

Source:  National Treasury, 2011.13
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More detail on spending by provincial DoHs is shown in Tables 
4 and 5. The average growth in provincial expenditure from 
2007/08 to 2010/11 was a remarkably high 16.2% per annum 
(nominal, before adjusting for inflation), with the highest being in 
Mpumalanga (21.3%), Limpopo (19.7%) and Eastern Cape (18.5%). 
KwaZulu-Natal (11.5%) and North West (14.1%) had the lowest 
expenditure growth rate. Expenditure growth over the next two 
years is expected to be 8.5% on average, resulting in a projected 
expenditure of almost R127bn in 2013/14. Health expenditure 
slows somewhat due to the effects of the global economic climate 
but is likely to increase again once this improves and new financing 
streams for NHI are introduced. Table 5 shows spending for the 
eight main programmes in the budgets of the provincial DoHs; 
spending growth has been strong across most programmes. 

Table 5:  Provincial health expenditure by programme 

Rand million
% Annual change2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14

Outcome
Preliminary 

outcome Medium-term estimates
2007/08-
2010/11 2010/11

Administration 1 984 2 638 3 422 2 699 3 205 3 543 3 697 10.8 11.1
District health 
services 26 290 31 478 37 191 42 764 47 438 51 747 56 429 17.6 9.7

Emergency 
medical services 2 317 2 899 3 479 3 881 4 538 4 859 5 089 18.8 9.5

Provincial hospital 
services 14 959 17 476 20 336 22 403 23 408 25 021 26 746 14.4 6.1

Central hospital 
services 9 620 11 000 13 202 15 076 16 628 17 863 18 903 16.2 7.8

Health sciences 
and training 1 938 2 586 2 954 3 342 3 693 3 845 4 044 19.9 6.6

Health care 
support services 843 1 190 1 306 1 346 1 725 1 818 1 882 16.9 11.8

Health facilities 
management 4 628 5 764 6 705 6 555 9 362 9 675 9 948 12.3 14.9

Total 62 578 75 031 88 594 98 066 109 997 118 371 126 738 16.2 8.9

Source:  National Treasury, 2011.20

There are currently three main sources of funds for health care 
allocated to the provincial DoHs:

 ➣ Provincial equitable share: A constitutionally required distri-
bution of money from the national Government to the provinces 
which is fully managed by the provincial health departments. 
The allocations are made according to the equitable share 
formula; 

 ➣ Conditional grants: Funds allocated by national to the provincial 
health departments but which have conditions attached which 
are set by national Government. The NDoH has the authority 
to manage and monitor conditional grant funds and can freeze 
allocations if spending is slow or mismanaged; and 

 ➣ Provincial own revenue: Funds generated by the provincial 
DoHs. 

Table 4:  Health expenditure by province

Rand million

2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 % Average annual 
growth

Outcome
Preliminary 

outcome Medium-term estimates
2007/08-
2010/11

2010/11-
2013/14

Eastern Cape 8 014 10 499 12 09 13 339 14 237 15 124 16 144 18.5 6.6

free State 3 829 4 453 5 208 6014 6 821 7 314 7 745 16.2 8.8

Gauteng 13 085 15 679 18 396 20 491 22 838 25 108 26 914 16.1 9.5

KwaZulu-Natal 14 959 17 103 20 349 20 65 24 485 26 325 28 189 11.3 10.9

Limpopo 6 132 7 96 9 02 10 506 11 588 12 184 12 932 19.7 7.2

Mpumalanga 3 657 4 453 5 759 6 53 7365 7 819 8 321 21.3 8.4

Northern Cape 1 557 1 742 2 205 2 537 2 947 3 174 3 364 17.7 9.9

North West 3 847 4 485 5 196 5 717 6 321 6 932 7 463 14.1 9.3

Western Cape 7 498 8 656 10 371 12 281 13 395 14 391 15 666 17.9 8.5

Total 62 578 75 031 88 594 98 066 109 997 118 371 126 738 16.2 8.9

Source:  National Treasury, 2011.20
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Equitable Share (indicative health)
R76.17 bn
(77.6%)

Health Conditional Grants
R20.498 bn

(20.9%)

Own revenue/ES reallocation
R1.48 bn

(1.5%)

Public health spending
R98.15 bn

(100%)

District Health Services
R42.72 bn

(43.5%)

Other
R18.01 bn

(18.3%)

Tertiary  
(Central & Province)

R14.67 bn
(14.9%)

Regional  
(General & Specialist Hospitals)

R22.75 bn
(23.2%)

Clinics, community & other
R25.67 bn

(26.2%)

District Hospitals
R17.05 bn

(17.4%)

Figure 4:  Provincial health funding flows (Rbn 2010/11)

Source:  National Treasury Provincial Database, 2011.20

The equitable share (ES) formula is used to divide funding between 
provinces. The health component of the formula was revised for 
Budget 2011 and takes into account needs defined through a 
risk-adjusted capitation approach with a small adjustment for 
workloads, partly to adjust for cross-border flows.

The overall public allocation to health services is made by national 
and provincial Government. National Government determines the 
overall level of funding and allocations to provinces and establishes 
allocations for the health conditional grants. Provinces decide 
how much of the equitable share allocation will be used for health 
services after considering national priorities. A small amount from 
the province’s own revenue supplements the provincial health 
services budget.

Figure 4 illustrates 2010/11 Government health funding flows from 
the national to district and primary care levels. The majority of 
funds come from the ES, which in 2010/11 amounted to 77.6% 
(R76.17bn) of total health expenditure. Health conditional grants 
comprised 20.9% (approximately R20.5bn) of total public health 
expenditure in 2010/11. A small portion (R1.48bn in 2010/11) of 
the total comes from the province’s own revenue. As the diagram 
shows, almost half (43.5% in 2010/11) of public health spending 
goes towards district health services, which includes HIV and 
district hospital subprogrammes.

Six conditional grants are managed by the NDoH:

 ➣ National Tertiary Services: subsidises the operation of tertiary 
hospitals;

 ➣ Comprehensive HIV and AIDS: covers the majority of costs for 
each province’s HIV and AIDS programme;

 ➣ Hospital Revitalisation: assists provinces with upgrading or 
rebuilding entire hospitals;

 ➣ Forensic Pathology Services: covers costs of mortuary services 
in the provinces;

 ➣ Health Professions Training and Development: covers training 
and recruiting of health professionals; and 

 ➣ Health Infrastructure: subsidises a wide range of smaller 
infrastructure projects throughout the health sector.

These funds are earmarked for specific purposes stipulated in the 
Division of Revenue Act. Spending on conditional grants amounted 
to R20.5bn in 2010/11. The National Tertiary Services Grant 
has the highest spending levels, followed by the Comprehensive 
HIV and AIDS Conditional Grant and the Hospital Revitalisation 
Conditional Grant respectively. There will be substantial growth in 
the HIV and AIDS grant allocation over the MTEF to accommodate 
the projected rise in demand for antiretroviral treatment (ART). 
The Forensic Pathology Services Grant will end in financial year 
2011/12, when it will be phased into the provincial ES. Two new 
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conditional grants will be introduced in 2012/13, one for NHI and 
one for nursing college upgrading. Table 6 shows the conditional 
grant allocations for health over the MTEF.

In 2010/11 provinces substantially reversed the trend of over-
expenditure of allocated budgets, with seven provinces under-
spending by R2.7bn, notably KwaZulu-Natal, which made large 
payments to settle previous accumulated over-spending. Table 7 
displays total over- and under-spending by province for 2010/11. 
The main area of under-spending, amounting to R2.3bn, was on 
capital expenditure, partly associated with slow delivery from the 
Hospital Revitalisation and Health Infrastructure grant programmes. 
Primary reasons for slow spending are poor management capacity, 
contractor failure and lack of technical expertise. The provincial 
DoHs over-spent significantly for several years leading up to 
2010/11, which is related to shortages in provincial management 
capacity and financial and personnel controls, also in the con-
text of large wage increases through the Occupation Specific 
Dispensation (OSD). 

Table 6:  Conditional grant allocations for health (Rand million)

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14

Health Conditional Grants Audited
Preliminary 

outcome Medium-term Framework
Comprehensive HIV & Aids 2 885 423 4 376 105 5 920 009 7 492 962 8 824 610 10 606 664

Year on Year Growth (YoY) 51.7% 35.3% 26.6% 17.8% 20.2%

forensic Pathology 594 474 501 863 503 616 590 380

YoY -15.6% 0.3% 17.2%

Hospital Revitalisation 2 735 633 2 989 139 3 234 059 4 136 290 4 335 908 4 067 859

YoY 9.3% 8.2% 27.9% 4.8% -6.2%

Health Professions Development & Training 1 679 061 1 759 799 1 892 857 1 977 310 2 076 176 2 190 366

YoY 4.8% 7.6% 4.5% 5.0% 5.5%

National Tertiary Services 6 134 084 6 614 442 7 477 336 8 048 878 8 688 822 9 389 207

YoY 7.8% 13.0% 7.6% 8.0% 8.1%

Health Infrastructure 959 983 1 202 402 1 470 890 1 701 856 1 820 981 1 921 134

YoY 25.3% 22.3% 15.7% 7.0% 5.5%

Total 14 988 658 17 443 750 20 498 767 23 947 676 25 746 497 28 175 230

Source: National Treasury, 2011.13

Table 7:  Under- and over-expenditure by Province for 2010/2011 (Rand million)

R thousand Adjusted budget

Preliminary 
outcome as  

31 March 2011

Preliminary 
outcome as % of 
adjusted budget (Over) Under

% (Over)/Under 
of adjusted 

budget
Eastern Cape 13 842 348 13 339 392 96.4% - 502 956 3.6%

free State 6 307 313 6 013 809 95.3% - 293 504 4.7%

Gauteng 20 386 800 20 490 725 100.5% -103 925 - -0.5%

KwaZulu-Natal 22 120 186 20 649 992 93.4% - 1 470 194 6.6%

Limpopo 10 644 084 10 506 323 98.7% - 137 761 1.3%

Mpumalanga 6 591 225 6 529 820 99.1% - 61 405 0.9%

Northern Cape 2 655 462 2 537 296 95.6% - 118 166 4.4%

North West 5 704 786 5 716 779 100.2% -11 993 - -0.2%

Western Cape 12 408 383 12 281 381 99% - 127 002 1.0%

Total 100 660 587 98 065 517 97.4% -115 918 2 710 988 2.6%

Source:  National Treasury Provincial Database, 2011.20

Health spending by priority area
Although there are many priority areas within health, there are 
little programme expenditure data available for many of them. This 
section presents data on spending on PHC, HIV and AIDS and 
TB. Little expenditure data are available for non-communicable 
diseases and maternal and child health, and attention needs to be 
given to these areas in the period ahead.

Primary health care

Re-engineering PHC care is central to the Government’s current 
plans to improve healthcare delivery. Table 8 shows the main 
spending subprogrammes in the area. Total PHC spending in 
2010/11 was R21bn, and is projected to increase to R26bn by 
2013/14, with an average annual increase of 13.1% from 2007/08 
to 2013/14, which is higher than overall public health spending 
growth. PHC spending constitutes approximately 20-21% of total 
provincial health spending, and has increased from R80m in 2000 
to R120m in 2010/11. Average growth per annum from 2007/08 to 
2013/14 is highest for district management and community health 
clinics.
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Average cost per primary care visit (Rand) Visits per capita uninsured

Primary health care visits

Figure 5:  PHC utilisation rate and costs (per annum)

Spending on primary health care (Rand million)

Source:  National Treasury, 2011.20
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Table 8:  PHC spending by budget programmes (Rand million)

Rand million

2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14

Average 
growth pa 

%
2.1 District Management 1 420 1 878 2 044 2 570 2 892 3 070 3 122 14.0

2.2 Community Health Clinics 5 104 6 625 7 846 8 924 9 951 10 522 11 179 14.0

2.3 Community Health Centres 2 833 3 405 3 877 4 326 4 998 5 360 5 785 12.6

2.4 Community-based Services 1 139 1 237 1 591 1 734 1 940 2 213 2 409 13.3

2.5 Other Community Services 688 719 882 1 158 1 144 1 145 1 199 9.7

2.7 Nutrition 209 177 246 298 311 336 354 9.2

6.4 Primary Health Care Training 266 323 316 405 390 411 431 8.4

8.1 Community Health facilities 788 880 1 253 1 623 1 335 1 465 1 587 12.4

Total 12 447 15 244 18 054 21 039 22 961 24 525 26 066 13.1

Rand per capita uninsured 305 372 438 504 546 579 610

PHC as % of total 19.9% 20.3% 20.4% 20.9% 20.9% 20.7% 20.6%

Source:  National Treasury, 2011.13
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Figure 6:  Modelled normative PHC unit costs 

Source:  National Treasury, 2011.13

Table 9:  Summary of HIV and AIDS expenditure (Rand million) 2006/07 to 2013/14

Rand million

06/07 07/08 08/09 09/10 10/11 11/12 12/13 13/14

National DoH total 2 026 2 474 3 078 4 864 6 621 7 975 9 344 11 154

DoH core 410 467 493 492 569 482 520 547

DoH conditional grant 1 616 2 006 2 585 4 376 6 052 7 493 8 825 10 607

Provincial own dedicated 762 911 1 124 772 663 542 911 961

Education grant 144 158 168 177 188 199 209 221

Social services 339 452 607 678 795 843 894 938

Sub-total 3 271 3 995 4 977 6 496 8 267 9 559 11 358 13 274

Treatment of opportunistic infections 4 936 5 183 5 442 5 714 6 000 6 300 6 615 6 946

Donor 4 114 4 319 4 535 4 762 5 000 5 250 5 513 5 788

Total 12 320 13 497 14 954 16 972 19 267 21 109 23 485 26 008

Source:  National Treasury, 2011.20
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Increases in spending have been driven by both utilisation and unit 
costs, particularly costs of medicines and health personnel. Trends 
are shown in Figure 5. From 2000/01 to 2009/10 the total number 
of PHC visits increased from 82 million to 122 million per annum 
(or 2.9 per uninsured user), an average annual utilisation increase 
of 3.1%. This is a trend that Government hopes to sustain with 
implementation of the family health teams concept. The expansion 
of preventive PHC services will aim at reducing the need for costly 
tertiary and quaternary services. The average varies greatly by the 
socio-economic quintile of users (those in lower quintiles having 
lower utilisation rates), as well as between provinces.22 In real terms 
the average cost per PHC visit has increased from R89 in 2000/01 
to R134 in 2009/10. This has been partly driven by higher wage 
costs. 

The District Health Barometer, drawing on the Basic Accounting 
System (BAS)c and local government spending data, provides an 
annual report on PHC spending by health district. The Barometer 
identifies successes and poor performance at district level by 
measuring indicators outlined in district, provincial and national 
strategic plans. There is still considerable inequity in funding 
between districts, with spending varying from R216 to R812 per 
capita (uninsured) between the lowest and highest funded district. 
District health managers are often unaware of these inequities 
and need to give greater attention to improving performance and 
benchmarking expenditure. 

c BAS is utilised to capture accounting transactions, maintain general ledger, 
administer finances and prepare financial reports in compliance with 
legislative requirements.

Previous PHC funding models have also been updated.23 A simple 
continuation of the current trend of utilisation rates increasing by 
3% per annum and real unit costs by 2% per annum will require 
growth in PHC funding of at least R1bn per annum in real terms. 
A normative model based on derived unit costs (shown in Figure 
6) would require PHC funding levels from R24bn to R28bn per 
annum (real 2010 prices), depending on the utilisation scenario.7 
These figures can be compared against the R21bn actually spent 
in 2010/11 (Table 8). The model suggests normative costs of PHC 
services per capita uninsured of R550 per annum at a utilisation 
rate of 3 visits per annum, rising to R615 for 3.2 visits and R662 at 
a visit rate of 3.5 per annum. 

HIV and AIDS

Expenditure on HIV and AIDS significantly increased over the 
2007/08 to 2010/11 period and is projected to rise over the MTEF. 
There are four main sources of Government HIV and AIDS funding:

 ➣ the Comprehensive HIV and AIDS Conditional Grant; 

 ➣ the equitable share allocation; 

 ➣ the NDoH allocation to accelerate HIV prevention and man-
agement; and 

 ➣ Donors, particularly PEPFAR and the Global Fund. 

The HIV and AIDS conditional grant has increased by R1.3bn or 
44% on average per annum over the past three years. Provincial 
DoH dedicated HIV budgets further increased by R1.7bn in 
2012/13 and R1.9bn in 2013/14. 

The new Government tender substantially reduced the price of 
antiretroviral (ARV) drugs and has subsequently freed up funding 
for other areas in the HIV and AIDS budget, such as provincial 
purchasing of condoms and use of safer medicines, such as 
tenofovir instead of D4T. However, the rapid expansion of ART in 
the public sector is still expected to be the largest HIV and AIDS-
related expense in the short term. The new CD4 eligibility criteria 
of 350 cells/µl has expanded access to ART. The total number of 
registered ART clients at the end of March 2011 was 1.46 million,8 
and this is projected to increase to 3 million in 2015/16.16
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ARV clients

Recent data (Figure 7) suggest a marked escalation in ARV uptake 
over the past year: in the year to March 2011 it rose by 376 000 
cases, compared to 242 000 the previous year. The increase is 
presumably partly due to the new CD4 count treatment threshold of 
350 cells/µl for pregnant women and persons with TB. Data from 
ASSA2008 suggest that treatment coverage has increased from 7% 
in 2003 to 84% in 2010. 

As treatment numbers and preventive programmes continue to 
expand, the total national HIV and AIDS spending requirement 
is estimated to climb to between R30bn and R40bn per annum, 
depending on the scenario costed in the recent aids2031 South 
African case study. PEPFAR plans to progressively curtail funds to 
SA and shift its focus towards building sustainability, and as it does 
so, the country will need to pick up the costs previously supported 
through this programme.

HIV prevention programmes have also grown recently with support 
from the health budget. The most noticeable recent success has 
been in mother-to-child transmission rates, where new dual- and 
triple-therapy regimens were recently reported to have reduced 
transmission from 10% to 3.5% nationally. Medical male 
circumcision is being introduced, condom distribution continues to 
increase, and HIV counselling and testing has been substantially 
expanded. Research on tenofovir-containing microbicidal gels and 
vaccines is being undertaken. Despite this progress, HIV incidence 
(although reducing) remains very high, with estimates of 320 000 - 
450 000 new infections per annum.5,19

Figure 7:  Numbers of clients on AIDS treatmentd

Source:  National Department of Health, 2011.8

d Discontinuities in data largely reflect classification changes as provinces 
have shifted from reporting cumulative starters to numbers remaining on 
treatment.

Tuberculosis

As part of the Millennium Development Goals, it is aimed to halve 
the prevalence of TB by 2015. SA is one of 22 countries identified 
by the World Health Organization (WHO) as having a high TB 
burden, with an incidence of 971/100 000 population in 2009 
(the global incidence rate is estimated at 137/100 000). 

Table 10 shows expenditure on TB hospitals and TB treatment 
outcomes by province. TB funding is allocated to the provinces 
through the provincial equitable share. Most TB spending is hidden 
within clinics and is difficult to track. Even though ‘TB hospitals’ is 
a dedicated budget subprogramme, Free State and North West do 
not have TB-specific hospitals and thus do not have expenditure 
under this subprogramme. Table 10 shows that roughly R1.2bn 
was spent on TB hospitalisation in 2008/09, with the highest 
expenditure in KwaZulu-Natal at R654m, followed by Eastern 
Cape at R235m. Spending on TB hospitals tripled from R784m 
in 2007/08 to R2.2bn in 2013/14, largely due to upgrading and 
expansion of units for multidrug-resistant (MDR) TB.

The national TB treatment completion rate is reported to have 
improved from 60.9% in 2004 to 73.9% in 2009, and reductions 
in the defaulter rate are beginning to be noted. However, the death 
rate increased from 8.3% in 2004 to 9.9% in 2009, which may be 
attributed to the rise in MDR and extremely drug-resistant (XDR) 
cases of TB. Improvements in TB diagnosis through the GeneXpert® 
technology will identify drug resistance at the point of care within 
a vastly reduced timeframe. This should improve TB management 
overall. Better diagnostic methods for TB will potentially increase 
the TB caseload in the short term, which in turn will require more 
financial and human resources for TB diagnosis, treatment and 
management. 
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Table 10:  Expenditure on TB by province and selected treatment outcomes (Rand million)

Province

TB Hospitals Treatment outcome

2008/09 2009/10
2010/11 
revised Registered

Successful 
completion

% 
Successful 
completion Defaulted

% 
Defaulted Died

%  
Died

Eastern Cape 234 894 287 482 346 136 65 079 46 220 71.0 5 593 8.6 7 997 12.3

free State 23 511 16 628 70.7 1 277 5.4 3 567 15.2

Gauteng 155 386 193 113 168 296 48 924 45 481 93.0 4 057 8.3 4 710 9.6

KwaZulu-Natal 653 625 787 273 894 395 124 626 87 087 69.9 9 274 7.4 10 728 8.6

Limpopo 7 668 13 209 19 427 12 842 66.1 1 618 8.3 2 510 12.9

Mpumalanga 65 775 77 164 106 744 24 893 17 678 71.0 1 978 7.9 2 521 10.1

Northern Cape 3 732 6 144 19 950 9 811 7 350 74.9 625 6.4 1 070 10.9

North West 29 644 19 451 65.6 2 649 8.9 3 577 12.1

Western Cape 135 635 157 627 184 216 49 096 39 063 79.6 4 134 8.4 2 414 4.9

Total 1 256 715 1 522 012 1 719 737 395 011 291 800 73.9 31 205 7.9 39 094 9.9

RSA 2008 407 727 290 902 71.3 33 534 8.20 40 667 10.0

RSA 2007 381 470 260 974 68.4 36 029 9.40 36 852 9.7

RSA 2006 361 120 246 578 68.3 38 252 10.60 33 778 9.4

RSA 2005 337 309 223 958 66.6 39 657 11.80 29 787 8.8

RSA 2004 312 436 190 359 60.9 35 421 11.30 25 871 8.3

Source:  Guthrie et al,. 2010;16 National Treasury, 2011;20 National Department of Health, 2010.24

in unit costs by province. The Northern Cape is an outlier in the 
PDE for regional hospitals, and KwaZulu-Natal’s central hospital 
PDE is substantially more than the national average. Comparisons 
between hospitals vary even more than between provinces, and 
provide an important potential area for hospital efficiency analysis. 

Hospitals

Hospital expenditure increased from R38.9bn in 2007/08 to 
R73.1bn in 2013/14, with an average annual increase of 15% over 
the past three years. The rise in spending is partly due to increasing 
personnel costs through the establishment of the OSD and the 
increase in health personnel. 

The composition of the hospital workload is changing somewhat 
(Figure 8). From 2000/01 to 2009/10 the number of outpatient 
visits increased from 17 million to 26 million, while the number of 
inpatient days declined from 24.5 million to 22.5 million. Overall 
hospital admissions increased from 3.5 million to 4 million during 
this time. This trend can be attributed to the shift to improve hospital 
efficiency by caring for less acute or severe cases in outpatient 
departments rather than the more costly inpatient setting, and by 
reducing length of stay. 

Cost per patient day equivalent (PDE)e is a measure of the 
efficiency of a healthcare facility and varies depending on the 
services offered.25 Since tertiary and quaternary services are more 
expensive than PHC, the average PDE increases as level of care 
increases. Hospital unit costs have increased significantly from 
2005/06 to 2009/10, and by 2009/10 the costs per PDE were 
R1 349, R1 665, R2 251 and R3 207 for district, regional, tertiary 
and central hospitals respectively (expressed in real 2009/10 
prices).

The cost of patient care is diagnosis-dependent. Ideally a case mix 
analysis would help in determining the true efficiency of a healthcare 
facility. From Figure 9 it can be seen that the average national PDE 
has increased across all levels of care. There is significant variation 

e PDE = (number of inpatients) + ½ (number of day patients) + 
    (emergency room or outpatient visits).½3
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Figure 8:  Hospital volumes

Source:  National Treasury, 2011.13
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Figure 9:  Cost per PDE (in Rand) by level of care for 
2007/08 to 2009/10, inflation-adjusted
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Human resources for health

The WHO World Health Report 2006 notes that there is a severe 
shortage of health workers in sub-Saharan Africa (including SA) 
relative to the disease burden. The South African Government is 
working towards improving health personnel numbers, given the 
shortfall compared to other middle-income countries.26 There has 
been a general increase in the total number of healthcare personnel 
in the provincial DoHs, from 217 576 to 303 531 in May 2011 
surpassing the key milestone of 300 000 employees.

The number of public sector doctors (medical officers, registrars, 
interns and specialists) increased from 10 880 in 2002 to 17 439 
in 2011 (Table 11), while the number of nurses increased from 
97 111 in 2002 to 131 592 in 2011. 

Table 11:  Health personnel numbers by occupational classification

Occupational classification Mar-04 Mar-05 Mar-06 Mar-07 Mar-08 Mar-09 Mar-10 Mar-11 May 2011

Nurses 100 266 103 169 105 978 10 313 114 627 117 641 122 783 131 592 132 859

Medical doctors 11 112 12 491 13 314 14 133 14 831 15 392 15 998 17 439 17 411

Ambulance and emergency services workers 5 898 6 349 7 840 9 391 10 915 11 603 11 979 12 780 12 858

Health sciences related 1 497 2 122 2 388 2 750 4 423 5 976 6 053 6 398 6 266

Pharmacists and assistants 1 654 2 010 2 164 2 390 2 805 2 545 3 997 4 702 4 832

Radiography and diagnostic radiographers 2 217 2 241 2 295 2 307 2 335 2 380 2 480 2 646 2 673

Dentists 758 833 945 968 872 907 1 154 1 300 1 341

Physiotherapy 719 739 790 857 908 956 1 018 1 068 1 059

Occupational therapy 617 613 672 742 789 796 846 948 918

Dieticians and nutritionists 401 440 515 555 612 648 764 871 906

Environmental health 811 892 883 880 820 739 800 812 834

Psychologists and vocational counsellors 347 398 406 426 441 487 506 561 575

Speech therapy and audiology 239 266 283 307 337 358 406 421 438

Medical technicians/technologists 823 812 819 421 413 413 402 417 458

Oral hygiene 134 137 143 150 159 157 161 226 209

Optometrists and opticians 32 49 52 75 33 105 119 148 176

Community development workers 178 218 202 217 164 144 81 101 105

Medical research and related professionals 95 80 80 63 69 89 73 80 69

Pharmacologists & related professionals 6 10 20 51 48 45 47 48 258

Core administration 20 674 22 886 24 794 27 881 29 545 30 500 31 532 34 295 34 311

Other 69 409 69 544 69 597 75 316 76 707 76 111 73 690 80 199 84 975

Total 217 887 226 299 234 180 250 193 261 853 267 992 274 889 297 052 303 531

Source:  National Treasury, May 2011.9

Spending on personnel has more than doubled, from R28.7bn 
in 2006/07 to R58.9bn in 2010/11, which can be attributed to 
increases in numbers and unit costs, including the following:

 ➣ Implementation of the OSD for nurses in 2007/08, for doctors 
from 2009/10 and for therapeutic groups from 2010/11;

 ➣ An increase in the total number of employees in the health 
sector by 37 000 over the past three years, from 261 853 in 
March 2008 to 297 052 in March 2011; and

 ➣ Public sector salary increases which have exceeded inflation 
for the past three years, and improvements in various benefits 
such as housing and medical aid. 
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Provincial DoH filled posts

Unit cost of labour (real) 2011/11 prices

Converging personnel spending (% of average per capita)

Personnel spending (Rand million)

R 
million 2006/07 2007/08 2008/09 2009/10 2010/11

Average 
annual 

growth %
EC 3 860 4 563 6 085 7 397 8 392 29.5
fS 2 012 2 352 2 881 3 144 3 777 23.4
GP 5 347 6 519 8 158 9 877 12 225 31.7
KZN 6 629 8 644 10 077 12 126 12 940 25.0
LP 3 311 4 044 4 692 5 594 6 617 26.0
MP 1 628 1 992 2 603 3 073 3 614 30.5
NC 621 786 891 1 034 1 278 27.2
NW 1 914 1 983 2 537 2 877 3 269 19.5
WC 3 419 4 139 4 876 5 780 6 805 25.8
Total 28 740 35 022 42 801 50 903 58 919 27.0
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Figure 10:  Trends in personnel numbers and expenditure

Source:  National Treasury, 2011.13

Unit costs of labour in the public sector have almost doubled in real 
terms over the past 15 years, and this has had a profound effect on 
the number of employees that can be afforded. When comparing 
personnel expenditure at provincial level to the national average 
(Figure 10), it is found that provincial expenditure is converging 
towards the national mean. This implies improved equity in the 
distribution of resources between the nine provinces. However, the 
composition of staff establishments still varies massively, with skilled 
professionals predominantly distributed in the established, urban 
provinces. Salaries and wages constitute the greatest portion of the 
health budget, an average 57.8% of the total budget over the MTEF, 
followed by expenditure on goods and services (30.6%) over the 
same period. 

Health infrastructure

Health system strengthening is a Government priority in order 
to improve health access and ensure that the healthcare system 
is prepared for implementation of NHI. The SA Government is 
budgeting R9.4bn for health infrastructure in 2011/12 (Table 12), 
of which R5.8bn will flow through two capital conditional grants. 
The Hospital Revitalisation Grant and the Health Infrastructure 
Grant are the main sources of funding specifically earmarked 
for health infrastructure, in line with national policy objectives. 
The Hospital Revitalisation Grant intends to “plan, manage, 
modernise, rationalise and transform health infrastructure, health 
technology, and monitoring and evaluation of health facilities”.27 
Currently 64 hospitals are part of this building programme. The 
Health Infrastructure Grant intends to “accelerate the provision 
of health facilities and ensure proper maintenance of provincial 
health infrastructure”. The Infrastructure Grant for Provinces was 
shifted from National Treasury to the NDoH in 2010/11 and is now 
referred to as the Health Infrastructure Grant. Table 12 outlines the 
allocations for health infrastructure.

There has been persistent under-expenditure on infrastructure 
projects due to the lack of human capacity, poor supervision of 
projects, contractor failure and other challenges in the provincial 
departments. In 2010/11 under-spending on health capital 
expenditure amounted to around R2.3bn, of which around R1bn 
was on the Hospital Revitalisation Programme. There is a dire need 
to recruit and retain management and built environment expertise in 
the provinces. The NDoH has in some instances withheld funds due 
to slow and poor spending in respect of this grant. 
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Table 12: Health Infrastructure spending, 2008/09 - 2013/14 (Rand million)

2008/09 2009/10 2010/11 2011/12 2012/13 2013/14
2008/09 
-2013/14

Audited
Preliminary 

outcome Medium-term Framework

Annual 
average 
growth

Hospital Revitalisation Grant 2 735 633 2 989 139 3 234 059 4 136 290 4 335 908 4 067 859 8.3%

Year-on-Year growth (YoY) 9.3% 8.2% 27.9% 4.8% -6.2%

Health Infrastructure Grant 959 983 1 202 402 1 470 890 1 701 856 1 820 981 1 921 134 14.9%

YoY 25.3% 22.3% 15.7% 7.0% 5.5%

Other Infrastructure spending 2 068 829 2 513 067 1 851 000 3 523 508 3 517 850 3 959 356 13.9%

YoY 21.5% -26.3% 90.4% -0.2% 12.6%

Total 5 764 445 6 704 608 6 555 949 9 361 654 9 674 739 9 948 349

Source:  National Treasury, 2011.13

Policy and strategic issues affecting health 
financing

National Health Insurance

Some of the key components of the NHI have been discussed 
earlier. In the course of the next one to three years the pilot sites will 
become operational and provide useful innovative examples which 
will merit rollout to the rest of the country as NHI unfolds. 

Some of the key delivery reforms pertaining to PHC follow on from 
the re-engineering of PHC reforms, including the establishment of 
family health teams, ward-based outreach teams, district specialist 
support teams and improvements in school health services. 
However, an important conceptual part of the reform is to begin 
exploring a wider set of providers in the district, including private 
multidisciplinary group practices, private pharmacies and others. 
District health authorities will need to be strengthened as budget 
holders in the new arrangements. It is of concern that the NHI 
documents to date do not provide sufficient detail on a credible 
strategy for public hospital reform (with the exception of the 
important Office of Health Standards Compliance). It is important 
that the Government finds ways to deal with key flow blockages in 
public hospitals which lead to lengthy delays. Governance reform 
of public hospitals has been a necessary accompanying reform in 
several countries.21

On the financing side, a new conditional grant is likely to be 
established as an interim mechanism to transfer funds prior to 
the formal establishment of an NHI Fund – a form of purchaser-
provider split. As this evolves, attention will need to be given to new 
contracting and reimbursement arrangements between purchaser 
and provider. New mechanisms of revenue-raising are likely to be 
introduced over time, and it is anticipated that National Treasury 
will release a discussion document laying out some options (e.g. 
payroll tax, personal income tax, surcharge, VAT, etc.) in due 
course. 

South Africa can learn from the experiences of other countries 
that have implemented NHI. For example, both Taiwan and South 
Korea’s NHI pays providers on a fee-for-service basis, with fees 
determined by a uniform national fees schedule. In Taiwan this 

has resulted in supplier-induced demand,f which resulted in the 
implementation of a global budget in 2002 to aid in controlling 
costs.28 A similar trend was seen in South Korea, which has 
subsequently changed to a prospective payment system based on 
diagnosis-related groups.12,29

Re-engineering PHC

Given the importance of both PHC re-engineering in its own 
capacity and as a key component of NHI, it is likely to receive 
attention in future budgets. The main recommendations from the 
re-engineering of PHC task team are to strengthen the district health 
system and address social determinants of health, with a greater 
emphasis on population-based health interventions and outcomes. 
The district health system is the platform from which PHC is delivered. 
Each district will have a district management team (DMT), which 
will serve as the fund-holders and purchase services from public 
providers and, over time, from private providers not available in the 
public sector. The DMT will be responsible for service delivery and 
achieving health outcomes, providing a defined comprehensive 
package of services, and budget allocation. 

The PHC outreach team delivering health services to the community 
will consist of municipal ward-based PHC agents: six community 
health workers (CHWs), each responsible for 250 households, 
supported by a professional nurse and a staff nurse. Thus each PHC 
team will service 1 500 households, with each clinic supporting 
three teams. 

f Supplier-induced demand is a scenario in which doctors may encourage 
patients to seek health care when they don’t necessarily need it.
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Table 13:  PHC outreach teams

Ratio of CHWs/PHC outreach team/clinic  
to households/population

Households Population 

1 CHW 250  1 000 

1 PHC team 1 500 6 000 

1 Clinic 4 500 18 000
PHC outreach teams required for current uninsured 
population 6 907

Source:  National Department of Health, 2010.3

The outreach teams will operate in the community and will do 
household assessment, risk identification and active case-finding 
and facilitate community involvement. Two new mid-level health 
workers are also being introduced. The post-basic pharmacy 
assistant will provide dispensing services at the primary level and 
clinical associates will be employed at district hospitals to help 
alleviate the workload of doctors. 

In addition to the PHC outreach teams, the re-engineered PHC 
system will entail two other key components, district specialist 
support teams and school-based PHC services. 

HIV and AIDS

Although the public sector has considerably increased allocations 
for HIV and AIDS, SA is faced with the challenge of meeting future 
funding needs to reduce new infections, HIV prevalence and AIDS-
related mortality. As the rapid scale-up of ART in the public sector is 
projected from now until 2015/16, significant additional funding is 
required in the short-term. It is predicted that there will be a twofold 
increase of people on ART over the next 5 years, from 1.46 million 
to 3 million.19 High ART coverage rates will keep HIV prevalence 
high. The number of new infections is expected to remain high due 
to the lack of a coordinated and effective prevention response. The 
public sector will need to increase coordination and joint planning 
with external partners, the private sector and civil society to cope 
with escalating HIV and AIDS-related costs.

Tuberculosis

The findings of the national TB prevalence survey will potentially 
provide key information on the scale and magnitude of the disease. 
Financial management of TB requires strengthening at provincial 
level to better address the gaps in existing TB services. The 
Government commenced implementation of a new TB diagnostic 
tool, GeneXpert®, in March 2011. This technology identifies drug-
resistant cases more effectively than traditional diagnostic methods 
and can aid in starting patients on correct treatment sooner. The 
benefits of getting on correct treatment for MDR TB rapidly are 
substantial, including faster time towards clinical cure and reduced 
transmission of MDR TB from untreated, undiagnosed patients. 
There will be significant cost saving with this new technology by 
limiting the spread of MDR TB and preventing MDR patients from 
starting on the incorrect treatment regimen. GeneXpert® also has 
the potential to increase the rate at which patients go on treatment 
and the demand for treatment, which will require rapid expansion 
of TB treatment and management services in the public sector.

Maternal and child health

As part of the outcomes approach, the Government has prioritised 
maternal and child health. Some progress has been made 
through the introduction of pneumococcal and rotavirus vaccines 
and improved prevention of mother-to-child transmission double- 
and triple-therapy programmes. Introduction of the vaccines has 
already resulted in a decreased incidence of both pneumococcal 
disease and rotavirus in children. The soon to be established 
district specialist support team model under NHI aims to include a 
principal obstetrician and gynaecologist, a principal paediatrician, 
principal family physician, principal anaesthetist, principal midwife 
and principal PHC professional nurse, which should significantly 
reduce maternal and child mortality rates.

Health systems strengthening

Current management practices in the public health sector are driving 
procurement and implementation delays and poor value for money, 
as in the case of the Hospital Revitalisation and Health Infrastructure 
grants. NHI intends to utilise performance-based measures to 
encourage improved performance of health professionals through 
monetary incentives. In addition, advancements in the procurement 
of goods and services, hiring, empowering and retaining health 
personnel, financial management capacity in Government at 
the national, provincial and district levels and management of 
information systems are required to strengthen the health system. 
The recent turnaround in the financial affairs of the KwaZulu-Natal 
DoH focused centrally on more efficient procurement practices. 

Costing of health priorities

Improving efficiencies is key to reducing healthcare cost escalation. 
In many instances programme managers in the health sector don’t 
have a strong understanding of the cost information that underpins 
their work. Strengthening health economics and financial capacity, 
especially for programme and facility managers, requires attention.

Conclusion
SA faces numerous socio-economic challenges related to the 
poverty-disease nexus. Recent data suggest that a number of 
key outcome indicators have turned a corner and are beginning 
to improve. Trends shown in this chapter reveal significant real 
increases in health spending (averaging 8.5% per annum) over the 
past three years. The number of personnel employed in the health 
sector now exceeds 300 000 (a 40% increase over the past 10 
years, with an average annual growth of 4%), which is a significant 
landmark. Numbers of clients on AIDS treatment increased by over 
400 000 (or 39%) from July 2010 to June 2011. 

There are also signs of improved spending control in provinces, with 
the pattern of over-expenditure reversing in 2010/11. Inequity – still 
a major feature of health care in SA – is narrowing. Government 
appears set to speed up the pace of health financing reform through 
progressive introduction of an NHI system. By way of the outcome-
based NSDA and a reaffirmation of the PHC approach along with 
the promise of universal coverage by progressive implementation 
of NHI, it is envisaged that inequity will be further progressively 
narrowed in a sustainable manner.
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Although it remains uncertain how the new system will be financed, 
the SA Government appears committed to further increasing health 
funding levels to address the mounting quadruple burden of disease 
and improve the quality and diversity of services available to South 
Africans. However, more attention is required to understand the 
resource requirements and improve costing of certain priority areas, 
such as non-communicable diseases and maternal and child health. 

This chapter also showed significant increases in unit costs in both 
primary care facilities and hospitals, and significant variability 
across provinces. Improving efficiency and value for money 
continue to be key priorities. 
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The strategy document 
is a guide to action and 
requires participation of 

all stakeholders to make it 
a ‘living’ document which 
enables improvement in 

HRH. The long-term future 
of the health sector will be 
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in relation to HR in the short 
term, specifically in the next 

five years.
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Sector 2012/13 - 2016/17

i National Department of Health 

This chapter provides the context for development of South Africa’s (SA) Human 
Resources for Health (HRH) Strategy for the Health Sector 2012/13 - 2016/17, a 
brief description of some of the key trends and challenges for HRH in SA, and 
the strategic priorities of this strategy.

An overview of trends in and challenges for HRH for SA is grouped into three 
themes in which key issues are highlighted and brief recommendations which 
informed the HRH strategy are made. These themes are supply of health 
professionals and equity of access; education, training and research; and the 
working environment of the health workforce.

Eight priorities were identified which form the framework for the HRH strategy: 
leadership, governance and accountability; health workforce information and 
health workforce planning; re-engineering of the workforce to meet service 
needs; upscaling and revitalising education, training and research; creating 
infrastructure for workforce and service development – Academic Health 
Complexes and nursing colleges; strengthening and professionalising the 
management of human resources (HR) and prioritising health workforce needs; 
ensuring professional, quality care through oversight, regulation and continuing 
professional development; and improving access to health professionals and 
health care in rural and remote areas. Each of these are discussed.

The strategy document is a guide to action and requires participation of all 
stakeholders to make it a ‘living’ document which enables improvement in HRH. 
The long-term future of the health sector will be determined by our actions in 
relation to HR in the short term, specifically in the next five years.
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Introduction
On 11 October 2011 the Minister of Health (MoH) Dr Aaron 
Motsoaledi launched the South African Human Resources for Health 
(HRH) Strategy for the Health Sector 2012/13 - 2016/17 at the 
Faculty of Health Sciences of the University of the Witwatersrand, 
and stated:

Improving human resource planning, development and 
management is instrumental in the overhaul of the health 
system. It is a strategic intervention whose activities will 
contribute significantly to improved health outcomes. 
Compensation of employees is one of the biggest cost drivers 
in any institution … Therefore, as the most expensive asset, we 
have to manage human resources prudently ... this means that 
the health sector has to be staffed by an appropriately skilled 
workforce that is able to respond to the burden of disease and 
citizens’ expectations of quality service.1

The National Department of Health (NDoH) initiated a process to 
develop an HRH strategy in May 2011, which included reviewing 
existing policy, plans and research documents on HRH. Interviews 
and meetings were held with key informants and stakeholders, 
the aim being to identify problems and what should be done to 
strengthen the human resource (HR) capacity of the South African 
health sector for the immediate, medium- and long-term future. 

In his ‘Statement of Policy and Commitment’ in the opening section 
of the HRH document, the MoH states that this strategy serves as a 
guide to action: 

Starting with immediate effect we need to undertake a range 
of activities, make new policies, develop new programmes, 
make detailed staffing plans for new service strategies, and 
manage our health care workforce in ways that motivate them 
to provide quality health care. These activities need to be 
undertaken by provincial departments of health, faculties of 
health sciences, labour organisations, health care managers 
and professionals … HRH SA strategies need to be developed 
in all these organisations using the national HRH Strategy as 
a guide.1

The Minister further indicated that the NDoH was committed to a 
process of consultative engagement to work together to build HR 
capacity and a working environment to ensure quality health care, 
emphasizing that:

Health professionals and health cadres must know that we 
value and need them. Without their skills, knowledge and 
caring attitude we cannot build the re-engineered health 
system we are striving for.1

The HRH strategy document provides a strategic framework, 
a process and infrastructure for developing and implementing 
effective HR policies in health care. The strategic approach is 
grounded in a national vision for the population’s health which 
embraces re-engineered primary health care (PHC), strengthened 
hospital care, health promotion and protection.

Context of the HRH Strategy for the 
Health Sector 2012/13 - 2016/17
Workforce planning for the health service is challenging and 
complex, and visualising and implementing improvements in this 
arena is influenced by the health, policy, legislative and economic 
context.

Health context

South Africa (SA) is experiencing a quadruple disease burden, 
with health indicators showing a demand for service provision 
and health workforce development which has to be addressed. Of 
primary concern is that data indicate that the under-five mortality, 
infant mortality and maternal mortality rates in SA are unacceptably 
high and increasing.

The multiple burdens of disease are characterised by the co-
existence of diseases associated with underdevelopment, such 
as diarrhoea and malnutrition, with chronic non-communicable 
diseases such as diabetes and stroke. These are compounded 
by a high injury burden and the HIV and AIDS epidemics.2,3 The 
extensive and changing burden of disease in SA has implications 
for HR development and planning. In the short term the priority for 
the NDoH is to improve maternal and child health. However, health 
professional training and development must provide for the wide 
spectrum of conditions which form the disease burden. The aging 
trend in the population also calls for training and services to meet 
the needs of older people. 

Policy context

The MoH has signed a Negotiated Service Delivery Agreement 
“for a long and healthy life for all South Africans” with the President 
of SA. In this document the MoH and NDoH are committed to 
four strategic outputs that the health sector must achieve, which 
are increased life expectancy; decreased maternal and child 
mortality; combating HIV and AIDS and a decrease in the burden 
of disease from tuberculosis (TB); and strengthened health system 
effectiveness.4

To address these priorities, the re-engineering of the PHC system and 
overhauling of the health system are planned. PHC re-engineering 
will take place according to three main streams to consolidate PHC 
as the primary mode of healthcare delivery, focusing on prevention 
of disease and promotion of health.5 The PHC system will be located 
in a district-based service delivery model focusing especially on 
maternal and child mortality. The three main streams are as follows:

 ➣ District clinical specialist support teams: These teams will 
consist of four specialist clinicians (paediatrician, family 
physician, obstetrician/gynaecologist and anaesthetist), an 
advanced midwife, advanced paediatric nurse and advanced 
PHC nurse, and will be deployed in each district. 

 ➣ School Health Services: This programme aims to address 
basic health issues among school-going children, such as eye 
care, dental and hearing problems, as well as immunisation 
programmes. Contraceptive health rights, teenage pregnancy, 
HIV and AIDS programmes, and issues of drugs and alcohol in 
school will be part of this initiative.
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 ➣ Municipal ward-based PHC agents: This team will be based 
in a municipal ward and involve about seven PHC workers or 
PHC agents per ward (six community health workers and a 
specialist PHC nurse).

The MoH has indicated that improved management of healthcare 
institutions and health districts will be essential to facilitate re-
engineering of PHC, and also announced in 2011 the commissioning 
of five flagship academic hospitals as part of the process of re-
engineering and strengthening the health system and developing 
balanced capacity for healthcare delivery. 

Policy guidelines that inform the HRH priorities for the short to 
medium-term are informed by the re-engineering of the PHC system. 
Introduction of new financing mechanisms, such as National Health 
Insurance (NHI), will also pose service challenges which will 
demand strong HR capacity in the health sector. The HRH strategy 
of the NDoH is directed at creating HR capacity for meeting these 
new health goals and service needs. 

Development of the HRH strategy of the NDoH is governed by 
chapter seven of the National Health Act of 2003.6 In terms of the 
Act, the MoH:

 ➣ may establish Academic Health Complexes (AHCs);

 ➣ must ensure education and training of the health workforce 
to meet requirements of the health system, and adequate 
resources for this purpose;

 ➣ may create new categories of health workers and ensure 
sufficient skills, competencies and expertise;

 ➣ must identify shortages and find ways to fill them through local 
and foreign recruitment;

 ➣ must prescribe strategies for and retention of healthcare 
workers; 

 ➣ must ensure HRH planning development and management 
structures;

 ➣ must ensure institutional capacity at national, provincial and 
district levels to develop and manage HRH;

 ➣ must ensure clarity on roles and functions of the NDoH, 
provincial Departments of Health (DoHs) and municipalities 
with regard to planning, production and management of HRH.

A number of other aspects of legislation impact on management 
of HRH by the NDoH, including the Higher Education Act 1997,7 
which defines higher education as a national competence of the 
Department of Higher Education and Training, and the Public 
Service Act 19948 and Labour Relations Act 1995,9 both of 
which govern conditions of employment for public servants and 
remuneration. 

The legislative and operational framework of developing and 
managing HRH for the health sector necessitates a close and on-
going working relationship with the relevant ministries. 

Problem statement: Trends and challenges 
for HRH in SA 
The strategy development process involved identifying the trends 
in and challenges for HRH in SA, which were grouped into three 
thematic areas, outlined below.

Supply of health professionals

The first thematic area reviewed the supply of health professionals 
and equity of access to them. The data showed that from 1997 
to 2006 there was stagnation and a decline in public sector 
clinical posts up to 2002, which then began to change, with a 
slow growth up to 2010.1 However, in the past five years there has 
been a significant increase in public sector personnel expenditure 
budget due to the Occupation Specific Dispensation (OSD), which 
increased the salary package for most professional categories. 
Expenditure increased from R28.7bn to R59.9bn between 2006/07 
and 2010/11.1

The inequity of access to health professionals per 10 000 members 
of the population between rural and urban areas and between the 
public and private sectors has persisted over the past 15 years. 
For example, Gauteng has 69.23 health professionals per 10 000, 
compared with the Eastern Cape which has 44.83 per 10 000.1 

Comparison with several countries showed that SA has a much 
lower ratio of health professionals per 10 000 population; SA 
has 5.43 doctors per 10 000, compared with Brazil which has 
17.31 doctors per 10 000. In addition, SA has much poorer health 
outcomes for maternal health and infant mortality than the six 
comparative countries.

Table 1:  Comparative benchmarks for staffing per 10 000 population and health outcomes

Indicator International benchmarks

Brazil Chile Costa Rica Colombia Thailand Argentina SA current
Doctors 17.31 15.71 20.42 19.43 8.72 31.96 5.43
Nurses 65.59 10.45 22.19 5.83 33.21 4.87 36.1
Pharmacy 5.81 3.72 5.34 0 2.92 5.08 2.29
Oral health 13.69 7.44 4.85 8.26 1.73 9.28 1.2
Total 102.39 37.32 52.8 33.52 46.59 51.19 45.02
IMR (per 1 000 live births) 17.3 7 9.6 16.2 12 13 43.1
MMR (per 100 000 live births) 75 18.2 26.7 75.6 12.2 40 165.5

IMR = infant mortality rate; MMR = maternal mortality rate.

Source: National Department of Health, 2011.1 
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Education, training and research 

The second theme reviewed was the education, training and 
research environment necessary to ensure development of health 
professionals for the health system. The education and training 
system for the health sector in SA has not grown sufficiently to meet 
health needs and system requirements. Trends have been as follows:

 ➣ output of all health professions has not increased significantly 
over the past 15 years;

 ➣ 30% of specialist registrar and 75% of sub-specialist accred-
ited HPCSA training posts are unfilled and unfunded;

 ➣ specialist nursing output has notably declined, leading to 
reduced capacity for service in tertiary hospitals;

 ➣ development of specialists in the therapeutic sciences has 
been limited by budget and lack of public sector posts;

 ➣ academic clinician posts in all professions have been frozen 
and required growth in numbers has not taken place, leading to 
reduced academic capacity for clinical training and research;

 ➣ training of mid-level workers has not been planned and 
integrated into the higher education training platform;

 ➣ financing of health professional development and training has 
been under review for some time, and requires resolution; and

 ➣ the infrastructure for clinical training and service development, 
namely AHCs and nursing colleges, requires management and 
organisational strengthening.

These trends in the education sector are in part due to a lack of 
integrated planning between the health and education sectors on 
development of health professionals in relation to health care needs, 
and inadequate financing mechanisms for health professional 
development. 

Working environment

The third theme reviewed was the working environment of the 
health workforce. It is necessary to ensure a healthcare environment 
where the health workforce is valued and supported, and has the 
opportunity to develop while providing high-quality care. A set of 
interrelated issues, such as job design, performance management, 
remuneration, employment relationships, physical work environment 
and equipment, workplace cultures and HR practices, facility 
workforce planning and career pathing, affect the motivation and 
abilities of healthcare professionals. 

Central to the work environment is the issue of management and 
leadership in the health sector and healthcare institutions. The 
MoH has attributed weaknesses evident in the health sector to the 
weakness of management and leadership at all levels of the health 
system. 

Stakeholders identified abuse of remunerative work outside 
of the public service (RWOPS), staff turnover and insufficient 
implementation of performance management systems as affecting 
the productivity and motivation of health professionals. 

A review of the HR and service transformation plans of the provincial 
DoHs revealed a lack of reliable and comparable information for 
planning and financing the health workforce.

Part of the reason for the low ratio of health professionals per 10 000 
for SA is that our country is not retaining the health professionals 
that it produces. On average, 70% of health science graduates are 
not retained in the public sector, due in part to unavailability of 
posts in the public sector.1 

A significant proportion of community service professionals, who 
are required to practice for one year in the public sector upon 
completion of their first degree, either do not report for community 
service or leave SA soon thereafter due to inhospitable working 
conditions in the public sector. In 2009, 23.1% of community service 
doctors indicated in a survey that they are likely to leave SA due 
to the working conditions in the public sector.10 This is equivalent 
to the graduate output of one and a half medical schools leaving 
the country annually. One-third of the doctors trained in SA are 
reported to be working outside the country.11

Factors reported to affect attrition and migration include the lack 
of posts in the public sector, HIV and AIDS, working conditions, 
workload in the public sector, workplace security, relationship 
with management in the public sector, morale in the workplace, 
risk of contracting TB, and personal safety. Lifestyle and income 
were not the most significant factors.12 Working environment and 
management relationships are critical factors affecting why health 
professionals leave the public sector and SA. 

Table 2 provides a more comprehensive list of push and pull factors 
affecting health professionals’ choice to migrate. The high level 
of attrition of health professionals from SA is creating a shortage 
of health professionals in the country despite the numbers being 
trained. 

Table 2:  Main push and pull factors in migration and 
international recruitment of health workers from 
South Africa

Push factors Pull factors

Low pay (absolute and/or relative) Higher pay and opportunities for 
remittances

Poor working conditions Better working conditions
Lack of resources to work 
effectively

Better resourced health systems

Limited career opportunities Career opportunities

Limited educational opportunities Provision of post-basic education

Impact of HIV and AIDS Political stability
Unstable/dangerous working 
environment

Travel opportunities

Economic instability Aid work

Source:  Buchan, 2006.13

Managing recruitment of foreign-trained health professionals is an 
important aspect of managing the supply of health professionals. 
According to the Health Professions Council of SA (HPCSA), in 
2010, SA had 3 004 foreign-trained doctors. 
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HRH Strategy for the Health Sector 
2012/13 - 2016/17: Strategic priorities
Based on the review of the problems for HRH in the South African 
health sector, a vision and strategic priorities were developed. 

The vision to implement re-engineered PHC, improve access to 
health care for all and health outcomes makes it is necessary to 
develop and employ new professionals and cadres to meet policy 
and health needs, increase workforce flexibility, improve ways 
of working and productivity of the existing workforce, improve 
retention and productivity, and revitalise aspects of education, 
training and research. 

Achieving this requires an organisational infrastructure for 
education, training and service development – namely, effective 
and efficient AHCs. It also requires improved management of health 
professionals and cadres and improvement in their working lives.

Realising the vision of SA’s HRH strategy requires firm, accountable 
and consultative leadership, well informed by information and 
planning capacity, processes and tools. Most important is 
Ministerial leadership and leadership of the NDoH to drive the 
process of change. 

The following eight priorities were identified from the problem 
overview, to form the framework for the HRH strategy:

 ➣ leadership, governance and accountability;

 ➣ health workforce information and health workforce planning;

 ➣ re-engineering of the workforce to meet service needs;

 ➣ upscaling and revitalising of education, training and research;

 ➣ creation of the infrastructure for workforce and service 
development (AHCs and nursing colleges);

 ➣ strengthen and professionalise the management of HR and 
prioritise health workforce needs;

 ➣ ensure professional, quality care through oversight, regulation 
and continuing professional development; and

 ➣ improve access to health professionals and health care in rural 
and remote areas.

Each of these eight strategic priorities will be examined.

Strategic priority 1:  
Leadership, governance and accountability

The NDoH is committed to playing a consistent leadership role 
in workforce planning. It will provide information, direction and 
oversight for HRH, enable provincial planning and ensure capacity 
and alignment with national priorities and outcomes. The NDoH will 
provide the enabling framework to ensure structures and processes 
for transparency, consultation and accountability in HRH. The 
NDoH Health Workforce Secretariat will lead the national HRH 
workforce planning process, with task teams and forums aligned to 
the eight strategic priorities.

A National Committee on Recruitment and Retention will be formed 
to develop strategies on recruitment and retention, manage foreign 
recruitment, and monitor recruitment, migration and retention 
of HRH. The committee will be tasked with redrafting the policy 

on foreign recruitment, and will initiate a drive for international 
recruitment to attract South African health professionals abroad to 
return, recruit academic clinicians for the short term, recruit foreign 
doctors for rural areas for the short term, and manage migration of 
foreign health professionals.

Leadership and management are required across the health 
workforce and at all levels of the health sector. Development of an 
NDoH Institute of Leadership and Management in Health Care is 
proposed; this will detail competency frameworks for leadership 
and management in the health sector at all levels, define the 
management qualification framework for job specifications, and 
design and commission courses for professional and in-service 
training.

Strategic priority 2:  
Intelligence and planning 

A significant impediment to current oversight and planning of health 
professionals for the health system and the anticipated NHI system 
is absence of an electronic database on health professionals. 
Health workforce planning systems and processes are also 
essential to ensuring HRH and impacting on health outcomes. 
Health professional workforce planning is challenging and involves 
a range of activities which require a high level of skill. 

Box 1 shows some of the key components of health professional 
workforce planning, while Figure 1 shows the many dimensions of 
health workforce planning: the links between factors that influence 
inflow and outflow of health professionals, the link to policy, and 
interaction between derived demand and supply. 

Box 1:  Key components of health professional workforce 
planning

➣ Ongoing provision of data and information on a range of subjects, 
including numbers of health professionals, staffing numbers, training 
requirements, relevant policy developments.

➣ Analysis of future supply and demand, looking at how many and what 
type of staff are likely to be required in the future, and how many and 
what type are available.

➣ Creation of service plans which detail staffing requirements and 
link to what staff are available and how the staffing needs should be 
addressed.

➣ Decisions about level of funding and skills available to support health 
professional workforce planning and how it should be planned and 
implemented. 

➣ Commissioning of training and education across all professional 
categories employed in the health sector.

➣ A wide range of health professional development activities, including 
introduction of new and extended clinical roles and redistribution 
of staff responsibilities (task sharing and shifting), increasing 
productivity, efficiency and quality of patient professional interaction.

➣ Negotiation of contracts, including employment and service 
contracts.

Developing the information, processes, systems and capacity for 
health workforce planning is a priority for the NDoH. Reliable and 
live information is necessary to inform health workforce planning 
and management, and the development of a Centre for Health 
Workforce Intelligence in NDoH is proposed. The Centre will provide 
intelligence on the health workforce which informs evidence-based 
workforce planning and development, and empowers leaders to 
make meaningful and practical decisions on the health workforce 
to achieve improved health outcomes. 
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Figure 1:  Factors influencing health professional workforce supply and demand

The NDoH Health Workforce Secretariat will develop Provincial 
Health Workforce Committees and ensure capacity in health 
workforce planning, integration of national workforce planning 
initiatives, and information to manage HRH. 

Strategic priority 3:  
A workforce for new service strategies ensuring 
value for money

The priority of the MoH is re-engineering of PHC and overhauling 
of the health system. The policy is that the PHC re-engineering will 
take place in three main streams, which are the district clinical 
specialist team model, the School Health Programme and the PHC 
outreach team comprising municipal ward-based PHC agents. 

Training, regulatory and employment implications

To implement the re-engineered PHC model it will be necessary 
to review and define roles and scopes of practice, task shifting 
and sharing, new professional categories and new cadres, new 
team relationships and new health interventions. Re-orientation and 
reskilling of existing staff will be required as well as training of new 
categories of staff. Current post structures at district level will need 
to be reviewed and new post structures created.

Role of public health specialists and professionals

Public health specialists and public health professionals are going to 
be required to play a more strategic role in planning and monitoring 
population health. They are trained to assess the health needs of 
a community and recommend interventions, determine causes of ill 
health and disease, strengthen disease surveillance and prevention, 
develop health strategies and set priorities, evaluate effectiveness 

of health care interventions and translate evidence into action, 
manage resources and provide leadership in community health, 
monitor and evaluate services, and monitor and evaluate the health 
of the population. Public health units at district and provincial 
level are proposed. Most important is the appointment of public 
health specialists at senior management level in provincial DoHs 
and development of public health skills and knowledge for the 
many public health sector managers charged with managing the 
population’s health.

Strengthening of the hospital sector and five flagship 
academic central hospitals

Strengthening the hospital sector is also an area for attention, which 
includes strengthening hospital management and infrastructure as 
well as ensuring appropriate staffing. The MoH has initiated a 
process to develop five flagship academic central hospitals which 
will enhance the tertiary and training sectors of the health system. 
Academic clinicians and a range of health professionals will be 
required to strengthen the staffing of these institutions. 

Meeting the workforce needs for NHI

The service delivery model for NHI is in the process of being 
conceptualised. The first step is the re-engineered PHC model. The 
detail of the service delivery model will only unfold in a process of 
stakeholder consultation in the short term and after strengthening 
of the hospital sector. The HRH strategy project team will need to 
work closely with the MoH’s NHI Advisory Committee to detail 
HRH requirements as the NHI service model is formulated in detail. 
Clinical and non-clinical professionals will be required in greater 
numbers and with different skills and competencies. Essential will 
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be professionals skilled in management of resources, finance, 
health economics and clinical information, who will be responsible 
for facilitating the financing and contracting arrangements required 
for NHI. 

Contracting with private health professionals and 
private sector health care providers 

Development of an NHI service delivery model is a process which 
gradually involves all service providers in the public and private 
sectors. There are significant numbers of health professionals 
working in the private sector, especially at primary care level and 
in rehabilitative care, who can be contracted to offer services in 
the public sector. The shortage of health professionals in SA is 
in significant part due to maldistribution between the public and 
private sectors. Contracting arrangements at all levels will be 
investigated to enhance equity of access to health care.

Workforce planning for staffing all levels of the health 
system for NHI

Detailed workforce plans are required for all levels of the health 
system so that a minimum staffing level is built up and critical posts 
filled. Posts need to be planned and financed in order to build a 
balanced healthcare system which can provide a service delivery 
framework for NHI. In essence, all professional categories require 
strengthening. 

Strategic priority 4:  
Upscale and revitalise education, training and 
research

The NDoH is committed to expansion of the numbers of doctors, 
nurses and other health professionals as well as review of existing 
practice and productivity. Where appropriate the ways in which 
staff work will be changed to enhance skills and ensure retention 
of health professionals. The strategy is to realise the potential of 
the existing workforce and expand it where necessary. Expansion 
and recruitment must be carefully planned to avoid the ‘boom and 
bust’ scenario, with concurrent activities ensuring a meaningful 
working environment and funds for employing professionals upon 
graduation.

Expansion of most categories of the health professions and health 
cadres is required. Initial modelling on expansion has been 
undertaken as part of the HRH strategy development process, using 
the NDoH Health Workforce Planning Model. Higher education 
institutions and the professions will be encouraged to review these 
initial proposals and be part of a process of more refined forecast 
modelling, based on information informed by service plans and the 
current status and future of the professions.

The transformative role of health professional education for the 
health system needs to be recognised. In this way education 
becomes a crucial component of building the future health system. 

Strategic priority 5:  
Academic training and service platform interfaces

Academic Health Complexes and academic medicine have 
a critical role to play in the health system. The development 
of strong AHCs is central to development of the health system 
financed through NHI. Other training platforms, such as nursing, 
ambulance and provincial training colleges, are also critical to the 

development of health professionals. Strengthening health service 
training platforms is vital to the HRH strategy.

A draft definition of the concept of an AHC in SA is proposed for 
consideration by stakeholders; AHCs:

 ➣ may consist of one or more health establishments at all levels 
of the national health system, including peripheral facilities;

 ➣ may take different organisational forms;

 ➣ may include one or more educational institutions working 
together to educate and train health care professionals at 
under- and postgraduate level in health promotion, disease 
prevention, and curative and rehabilitative medicine at 
primary, secondary and tertiary levels;

 ➣ have integrated governance and leadership structures that 
have assumed the role of strategically and operationally 
managing both healthcare and relevant academic resources;

 ➣ undertake educational and research activities which increase 
knowledge and understanding of health and disease;

 ➣ use knowledge and evidenced-based research as the basis for 
treating illness and improving health;

 ➣ design and test new models for improved clinical care, service 
delivery and improvement of population health; and

 ➣ advise Government on population health and health care.

A project team appointed by the MoH is proposed to elaborate 
activities for strengthening of AHCs based on an organisational 
model which integrates governance and leadership structures 
to strategically and operationally manage both health care and 
relevant academic resources.

Strategic priority 6:  
Professional HR management

Provincial DoHs are responsible for development of HR management 
strategies and HRH plans, which also must comply with Department 
of Public Service and Administration (DPSA) requirements. A 
process of strengthening HR management strategies is proposed as 
well as alignment of the DPSA HR plan format with health sector-
specific requirements. Provincial DoHs are encouraged where 
appropriate to strengthen the HR management function to address 
work environment issues that affect the recruitment, retention and 
careers of health professionals. Provincial DoHs are encouraged 
to develop HRH strategic plans for 2012/13 - 2016/17 which are 
aligned with the priorities of the HRH SA strategy for 2012/13 - 
2016/17. 

An audit of the health workforce in each province is proposed, 
which specifically should detail health workforce numbers and 
requirements; structures, policies and procedures which act as 
barriers to recruitment and retention; and attitudes and perceptions 
which affect recruitment and retention. A proposal is made to 
strengthen the role and responsibilities of the HR management 
function to refine the roles of HR and line managers. 

Improved workforce performance is proposed through implement-
ation of performance management in healthcare institutions. The 
abuse of RWOPS and moonlighting is highlighted, and the relevant 
executive authority encouraged to ensure that the provisions of 
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the Public Service Act in relation to additional outside work are 
implemented. A review of the OSD is proposed with a view to 
ensuring appropriate incentives to retain health professionals’ in 
urban and rural areas.

Strategic priority 7:  
Quality professional care

Ensuring quality professional care is an ongoing process which 
requires strong Statutory Council oversight over professional training 
and practice, ensuring quality of the clinical training environment 
for undergraduate and postgraduate health professions. Ongoing 
professional development linked to health priorities, development 
of new technologies and new clinical interventions must be 
ensured. It must also be ensured that the working environment in 
which health professionals practice is conducive to quality health 
care, with oversight and firm action on professional malpractice. 
Guidance and protocols on clinical best practice and evaluation 
of new clinical interventions for NHI must be provided, with high-
level ongoing interaction between the NDoH and the Statutory 
Councils. The Statutory Councils must be adequately resourced for 
their functions.

Licensing of health professional practices

It is recommended that all health professionals must be licensed to 
practice, re-registration with the relevant council being a relevant 
criterion. Health professionals should only be allowed to practice 
in the clinical area for which they are professionally qualified. In 
addition, the physical facility of the practice must be licensed for the 
professional and service functions to be performed. 

National Coordinating Centre for Clinical Excellence in 
Health and Health Care 

The development of a health system financed by NHI and setting 
the objective of providing universal coverage and access to care 
requires that a similar standard of care should be offered to all. 
Currently national guidelines exist for priority programmes such 
as HIV and AIDS and TB, for example. All of the professional 
associations have guidelines and standards for care in their 
particular area. In an academic training setting protocols and 
standards are locally set, but need to become part of national 
guidelines for best practice. National protocols and guidelines will 
be required for the NHI services and healthcare interventions. In 
many cases this will mean coordinating with existing associations 
and professional groups. Additional resources will be required to 
develop guidelines and protocols, and provide evidence-based 
recommendations and standards for quality clinical care. 

An NDoH National Coordinating Centre for Clinical Excellence in 
Health and Health Care will be established. The operations of the 
Centre will be located at various sites: academic sites of excellence, 
the Medical Research Council and the NDoH. The central office will 
provide a coordinating function. It will bring together associations, 
professional groups, provincial DoHs and the academic community 
to define and oversee quality professional clinical health care. The 
Centre will:

 ➣ provide guidance on new and existing medicines, treatments 
and procedures, and treating and caring for people with 
specific diseases and conditions;

 ➣ make recommendations to the NDoH, provincial DoHs, 

municipalities and other organisations in the public, private, 
voluntary and community sectors on how to improve people’s 
health and prevent illness and disease;

 ➣ advise on cost and effectiveness of medicines, procedures 
and interventions that will be offered in an NHI healthcare 
environment;

 ➣ provide evidence for healthcare interventions and practice;

 ➣ develop and define the clinical standards of health care that 
people can expect to receive from services which are part of 
the NHI package of healthcare delivery;

 ➣ provide guidance on standards for clinical treatment (or set of 
clinical procedures) and indicate if they are considered highly 
effective, cost-effective and safe, as well as being viewed as a 
positive experience by patients; and

 ➣ develop a quality and outcomes framework for primary care 
practitioners and PHC NHI practice.

Strategic priority 8:  
Access to health professionals in rural and remote 
areas

Special strategy on access to health professionals in 
rural and remote areas

There has not been a substantial change in access to health 
professionals in rural and remote areas in the past 15 years, 
and health outcomes in rural areas have become worse. There is 
also no history or culture in SA of incorporating rural areas into 
mainstream health professional training, which is essential in 
making these sites attractive to future professionals. Most health 
services do not consider the provision of facilities for students, and 
there are no faculties yet running mainstream, longer-term rural 
health placements for students. There is also little understanding 
on the part of administrative staff of approaches required to recruit 
and retain health professionals in rural areas, and even sometimes 
of their value to the health service as having scarce skills. These 
specific issues indicate the need for a special strategy on access to 
health professionals in rural and remote areas.

Special financing mechanisms, staffing norms and other 
adjustments

The environment for rural health care is very different to that for 
urban health care, which impacts on strategies and interventions 
to improve access to HRH in rural areas. Some of the factors 
which need to be taken into account include the fact that access 
to health care is generally more difficult, and rural communities 
face additional economic costs in accessing the health care system. 
Indirect costs, including transport, are higher for the rural poor. 

People living in rural areas are often poor, and the health status 
of rural communities in SA is generally poorer than communities in 
urban areas. Also, the consequences for individuals of a failing in 
the poorly resourced health system are more costly to rectify in rural 
areas than among the urban poor.

How HR (inputs) is used to achieve desired outcomes (improved 
health outcomes) is different due to the different circumstances, and 
may require higher staffing ratios with special skills.

Strategies to overcome these inequities in rural health care need 
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to be customised and appropriately resourced. This may include 
a disproportionately high allocation of budget to attract, recruit 
and retain HRH in the health care sector. Development of facilities 
and staffing will also be more costly due to adjustments for lack of 
infrastructure and a generally under-resourced environment. 

Integrated strategy for improved access into rural and 
remote areas

An integrated strategy is proposed to improve access to health 
professionals in rural and remote areas, which includes short-term 
strategies to ‘nurture’ community service professionals and improve 
recruitment of foreign and local professionals for rural areas, and 
an educational strategy based on World Health Organization 
guidelines for rural and remote areas. It will also include regulatory 
strategies regarding competencies and scopes of practice for health 
professionals in rural and remote areas, and financial incentives to 
attract health professionals to work in rural areas. Personal and 
professional support will be provided for health professionals 
working and training in rural and remote areas.

Conclusion
The NDoH has proposed a strategy for HRH for SA for 2012/13 - 
2016/17. The strategy document is a guide to action and requires 
participation of all stakeholders to make it a ‘living’ document 
which enables improvement in HRH. The long-term future of the 
health sector will be determined by our actions in relation to HRH in 
the short term, specifically in the next five years.

The NDoH and stakeholders in the health sector have a responsibility 
to act in a purposeful and considered manner to improve HRH 
capacity and health outcomes. 
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Introduction 

Over a period of 60 years, evaluation of quality in health care 
has evolved into a dynamic and exciting modern science which 
plays a significant role in patient safety, quality assurance (QA), 
benchmarking and continuous quality improvement (CQI). Improved 
quality has a positive impact on patient and staff satisfaction, 
improving the efficiency and effectiveness of healthcare provision in 
both the public and private sector, eventually leading to increased 
trust in the health system.1

In recent years, the South African National Department of Health 
(NDoH) has shown an unwavering commitment to improving the 
quality of health care. This commitment has been further cast 
into the spotlight through the publication of the 10 Point Plan 
for improvement of the health sector (2012-2014) in July 2010.2 
The NDoH’s Strategic Plan for 2010/11-2012/13 states that the 
department’s vision is to ensure “an accessible, caring and high 
quality health system”.2 Its mission is “to improve health status 
through the prevention of illnesses and the promotion of healthy 
lifestyles and to consistently improve the health care delivery 
system by focusing on access, equity, efficiency, quality and 
sustainability”.2 This links directly with the 10 Point Plan which has 
improving quality of health services as one of its objectives, and 
improved patient care and satisfaction and accreditation of health 
facilities for quality as key activities and priorities. 

The introduction of the Negotiated Service Delivery Agreement3 
(NSDA) in October 2010 with its focus on PHC re-engineering and 
National Health Insurance (NHI) as a means to obtain universal 
coverage, has re-emphasized high-level governmental commitment 
to improving quality. To attain the NSDA objectives (increasing life 
expectancy; decreasing maternal and child mortality; combating 
HIV and AIDS and decreasing the burden of disease from 
tuberculosis; strengthening health systems effectiveness), improving 
quality at all levels of the health system is of paramount importance. 

PHC re-engineering, which represents a shift in focus from 
delivering curative health services to a more patient-centred one 
that encourages health promotion, prevention and community 
involvement, will be greatly enhanced by continuous quality 
assessments and accreditation processes. To this end, the NSDA 
identifies strengthening patient care and satisfaction, accreditation 
of health facilities for compliance, and improved health 
infrastructure availability, amongst others, as key to strengthening 
health systems effectiveness. It has set a target of 25% of all health 
facilities accredited on an annual basis by 2012/14. Furthermore, 
it states that rapid and visible improvement of physical infrastructure 
and provision of appropriate technology will be complemented 
by quality improvement, quality assurance and compliance 
programmes. Compliance with prescribed standards will also be 
written into the performance agreements of all managers to ensure 
that stipulated levels of standards are met.3 Ultimately, improving 
the quality of health services will ensure that facilities are ‘NHI-
ready’.

In this chapter global development of quality improvement and 
accreditation programmes for healthcare facilities will be briefly 
described. Thereafter, an overview of quality improvement 
initiatives in South Africa (SA) will be presented. The chapter 
will conclude with an overview of methods to evaluate quality in 
healthcare establishments. 

Since this area is a newly evolving discipline that is starting to 
gain ascendancy in SA, several key concepts are defined below 
in Box 1.

Box 1: Definitions of key concepts 

Quality in health care refers to the extent to which an organisation 
meets its clients’ needs and expectations. It is a complex, multifaceted 
concept which can be assessed and measured against predetermined 
standards. 

Quality assurance (QA) is oriented toward meeting the needs and 
expectations of the patient and the community; it focuses on systems 
and processes, uses data to analyse service delivery processes; 
and encourages a team approach to problem solving and quality 
improvement.4

Continuous quality improvement (CQI) differs from quality, as it aims 
to identify performance gaps between actual service delivery and the 
expectations of services. CQI is based on the principles of quality 
management and continually strives to achieve a standard of excellence 
in a healthcare system over time. If an organisation is to improve, it 
must undergo change, but not all changes bring about improvement. If a 
change is to be effective, it must take into account how component parts 
of systems are co-ordinated and interlinked, rather than focusing on a 
single component. Defining improvement in an organisation is complex, 
but it is measurable and quantifiable and can be used to evaluate 
sustainable success over time. Changes must therefore be tested for 
their potential to improve quality of care and the performance of the 
different services and divisions within healthcare establishments.

Standards in healthcare facilities are statements that define the required 
key functions, activities, processes and structures so that various 
departments in a facility can provide quality services. Standards are 
determined by professional bodies, healthcare professionals, staff, 
patients and citizens, and should be regarded as optimal and achievable, 
and should be designed to encourage continuous improvement. 
Standards typically go through several phases of development. First, 
the normative phase, when an ideal is suggested by professionals. 
Second, the empirical phase, when it is tested in pilot sites. Finally, the 
consensus phase, when final standards are modified and consolidated 
to achieve a useful balance between what is ideal and what is real.5

Accreditation is a formal process carried out by a recognised body, and 
involves detailed and critical assessment of all aspects of a healthcare 
facility against a predetermined set of standards and criteria. The facility 
is then scored as being compliant, partially compliant or non-compliant 
with the standards, and awarded accreditation if found to comply with 
standards to a substantial degree. Follow-up surveys are conducted at 
predetermined times to ensure that standards are maintained.5

“Licensing is a statutory mechanism by which a governmental 
authority grants permission to an individual practitioner to engage in 
an occupation or to a healthcare organization to operate and deliver 
services. Licensing allows governments to ensure basic public health 
and safety by controlling the entry of healthcare providers and facilities 
into the healthcare market and by establishing standards of conduct for 
maintaining that status.”5 

“Certification is a process by which a recognized authority – either a 
governmental agency or nongovernmental organization – evaluates 
and recognizes an individual provider or an organization as having met 
predetermined requirements, usually to demonstrate competence in a 
specialty area. Certification generally implies a specialization in a single 
technical area, while accreditation reflects overall facility performance 
and competence.”5 

Certification and accreditation are voluntary processes undertaken by 
a provider or a facility to demonstrate special competence or capability 
beyond the minimum required for licensure.5 
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Figure 1:  Universitas Hospital service and departmental standard compliance scores

Source:  COHSASA, 2004.11
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History of evaluation of healthcare 
standards
Three evolutionary periods can be identified in the history of 
healthcare standards evaluation: the period prior to 1950, when 
pioneering groundwork set the platform for later developments; a 
reactive period between 1950 and 2000, when poor outcomes in 
health care were addressed with increasing efficiency; and from 
2000 onwards – a proactive period during which evaluations of 
healthcare facilities have benefited from application of increasingly 
sophisticated methods, with evidence of improvement in quality of 
healthcare provision.

Prior to 1950 there was minimal formal evaluation of quality in 
healthcare services. An exception to this trend was the work of 
United States surgeon Ernest Codman, acknowledged as the 
founder of outcomes management in patient care. Codman’s 
pioneering work resulted in many of the evaluation processes used 
in healthcare facilities today, including: 

 ➣ morbidity and mortality meetings – a common practice in 
hospitals;

 ➣ a systematic approach to tracking patient outcomes after 
surgery;

 ➣ standardisation of hospital practices; and

 ➣ development of a case report system by the American College 
of Surgeons that ascribed responsibility for adverse outcomes.

Codman’s work in quality assessment led to the founding of the 
American College of Surgeons and its Hospital Standardization 
Program which eventually evolved into the Joint Commission on 
Accreditation of Healthcare Organizations (JCAHO). JCAHO 
inspired healthcare accreditation programmes around the 
world and marked the beginning of the formalisation of quality 
improvement methods linked to quality and safety standards which 
took place between 1950 and 2000. 

During this period Avedis Donabedian developed landmark 
methods (that are still in use) to measure structure, process and 
outcomes in healthcare facilities. His work led to an understanding 
of the systems approach to evaluating healthcare facilities. 

After several meetings between international health professionals 
to discuss the assurance of quality in medicine, and following the 
Donabedian tradition, the Secretariat of the International Society 
for Quality in Health Care (ISQua) was established in 1995 based 
in Melbourne, Australia. Since then ISQua has relocated to Dublin, 
Ireland and grown into a global movement to drive improvement in 
the quality and safety of health care through education, research, 
collaboration and dissemination of evidence-based knowledge. 
ISQua accreditation lasts for four years, after which organisations 
are required to submit themselves for re-accreditation.

South African quality improvement 
initiatives
Since 1993 a number of developments in the area of quality have 
taken place in the health sector. These are described in more detail 
below.

Council for Health Service Accreditation of 
Southern Africa

Hospital and later primary health care (PHC) clinic accreditation 
was introduced in SA in 1993 at six pilot sites across the country 
representing public and private hospitals. By the end of 1995, 
13 hospitals had completed the accreditation programme, and 
the not-for-profit Council for Health Service Accreditation of 
Southern Africa (COHSASA) was registered in the same year to 
implement quality improvement and accreditation in South African 
hospitals.7-9 COHSASA was first accredited by ISQua in 2002 and 
re-accredited in 2006 and 2010, in line with ISQua regulations.
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COHSASA’s approach differs from that of its counterparts in that 
it encourages and facilitates gradual improvements in quality 
in hospitals. For example, healthcare staff have been assisted 
to understand and implement standards, and a graded, step-
wise system of awarding certificates to provide momentum and 
encouragement towards accreditation has been introduced. These 
initiatives have been particularly useful in large public sector 
hospitals that start from a low baseline, where it may take up to three 
years before there is any realistic chance of becoming accredited.10 
Figure 1 shows the average levels of compliance with standards 
achieved by the various departments after a period of 2.5 years 
at the Universitas Hospital in Pretoria, where the accreditation 
programme was started in 2001. 

Figure 1 shows that most services were assessed as performing 
at poor to weak levels in 2001 (baseline). Hospital staff were 
then trained to understand the intention behind the process of 
setting standards, and on how to implement and monitor quality 
improvement programmes aimed at achieving standard compliance 
in all areas.12 Improvements in performance were noted in the 2004 
assessment, where scores achieved by the various departments 
improved from poor to good. 

COHSASA has accredited a wide range of facilities, including 
nursing agencies, rehabilitation centres, frail-care centres, 
emergency services, clinics, hospitals and hospices. Its work in 588 
facilities in both the private and public sector has shown that strictly 
applied quality improvement methods can improve patient safety 
and quality of care by guiding interventions, monitoring progress 
and identifying improvements. Besides SA, COHSASA has worked 
in Botswana, Lesotho, Swaziland, Namibia, Rwanda, Tanzania 
and Nigeria.1,13,14

As an example of standards in action, the Medical Research Council 
found a significant negative correlation between COHSASA’s 
overall facility standard compliance scores and perinatal mortality 
rates in babies weighing more than 1 000g in Level 1 facilities that 
provide a consistent, 24-hour caesarean section service but do not 
receive referred patients.15

The impact of accreditation programmes on healthcare facilities 
differs, depending on whether the facility has been accredited 
previously or not. In previously accredited facilities which have 
maintained a high level of standards compliance between surveys, 
the programme acts as a motivator for maintenance of quality 
standards. If facilities have not maintained substantial standard 
compliance, they are required to correct deficiencies if they wish to 
maintain their accreditation status. 

The situation is different in facilities entering the programme for 
the first time, particularly in developing countries. Such facilities 
frequently do not comply with most of the accreditation standards. 
In such cases the multidisciplinary accreditation standards are used 
as a blueprint to guide them towards establishing systems and 
processes required for safe, quality service provision in all clinical, 
clinical support, technical and management services.16

National Core Standards
As indicated in the introduction, in recent years there has been 
increasing public sector attention on improving quality of care and 
on the setting of standards of health care. The National Health Act 
(No. 61 of 2003), in section 30 (2)17 which relates to the district 
health system, states that services rendered must have due regard to 
the principles laid down in the Constitution of SA (Sections 27 and 
195)18 as well as, inter alia, quality, effectiveness and efficiency. 
Section 36 of the Act refers to licensing of both public and private 
health establishments, setting out the process for issuing a Certificate 
of Need. Regulations related to this process are not yet available. 

In 2008 the Office of Standards Compliance (OSC) within the 
NDoH developed and piloted a set of National Core Standards 
(NCS)19 which form the basic requirements for quality and safe 
care, while also reflecting existing Government policies and 
guidelines.20 The NCS set the benchmark for quality improvement 
in public health establishments’ standards, defined as “an expected 
level of performance”. The main purposes of the NCS are to:

 ➣ develop a common definition of quality of care which should 
be found in all health establishments in SA as a guide to the 
public and to managers and staff at all levels;

 ➣ establish a benchmark against which public health 
establishments can be assessed, gaps identified and strengths 
appraised; and

 ➣ provide a framework for national certification of public health 
establishments.

The NCS and assessment tools were revised and further piloted 
in 2010. A significant process in revision of the tools was 
benchmarking the NCS against other accreditation systems and 
aligning the standards with policy imperatives of the NDoH. The 
current set of NCS and associated measures were developed over 
a three-year period, and are still being refined.

Structure of the NCS for health 
establishments in South Africa
The NCS for health establishments in South Africa was first 
launched in 2008 and reflect the NDoH’s vision for South Africa’s 
health services and focus on what needs to be done to meet that 
vision. The standards are based on the existing policy environment, 
are tailored to suit South Africa’s health care context, and reflect 
international best practice and evidence base. According to the 
NCS document, the NCS reflect what is expected, and required, to 
deliver decent, safe, quality care, and are complemented by a set 
of measurement tools to assess compliance with these measures. 

The NCS are structured into seven cross-cutting domains to reflect 
a health systems approach, and define the scope or intent of 
assessing a health area where quality or safety might be at risk. The 
first three domains relate to the core business of the health system 
while the final four domains refer to the support system that ensures 
that the former are delivered. These domains are further divided 
into sub-domains (Table 1) which comprise a set of standards with 
associated measurement criteria and measures.19 The provinces 
are currently being trained by the NDoH to implement the NCS, 
although associated funding, staffing and training requirements 
have not yet been finalised.
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Table 1:  Domains and sub-domains of the NCS

Domain Sub-domain

Domain 1: Patient Rights 

The domain of Patient Rights sets out what a hospital or clinic must do to make sure that 
patients are respected and their rights upheld, including getting access to needed care and to 
respectful, informed and dignified attention in an acceptable and hygienic environment, seen 
from the point of view of the patient, in accordance with Batho Pele principles and the Patient 
Rights Charter.

Respect and dignity
Information to patients
Physical access
Continuity of care
Reducing delays in care
Emergency care
Access to package of services
Complaints management

Domain 2: Patient Safety, Clinical Governance and Care

The Patient Safety, Clinical Governance and Clinical Care domain covers how to ensure quality 
nursing and clinical care and ethical practice; reduce unintended harm to healthcare users 
or patients in identified cases of greater clinical risk; prevent or manage problems or adverse 
events, including health care-associated infections; and support any affected patients or staff.

Patient care
Clinical management for improved health outcomes
Clinical leadership
Clinical risk
Adverse events
Infection prevention and control

Domain 3: Clinical Support Services

The Clinical Support Services domain covers specific services essential in the provision 
of clinical care and includes the timely availability of medicines and efficient provision of 
diagnostic, therapeutic and other clinical support services and necessary medical technology, 
as well as systems to monitor the efficiency of the care provided to patients.

Pharmaceutical services
Diagnostic services
Therapeutic and support services
Health technology services
Sterilisation services
Mortuary services
Efficiency management

Domain 4: Public Health

The Public Health domain covers how health facilities should work with NGOs and other 
healthcare providers along with local communities and relevant sectors, to promote health, 
prevent illness and reduce further complications; and ensure that integrated and quality care is 
provided for their whole community, including during disasters.

Population-based service planning and delivery
Health promotion and disease prevention
Disaster preparedness
Environment control

Domain 5: Leadership and Corporate Governance

The Leadership and Corporate Governance domain covers the strategic direction provided by 
senior management, through proactive leadership, planning and risk management, supported 
by the hospital board, clinic committee as well the relevant supervisory support structures and 
includes the strategic functions of communication and quality improvement.

Oversight and accountabiity
Strategic management
Risk management
Quality managment
Effective leadership
Communications and public relations

Domain 6: Operational Management

The Operational Management domain covers the day-to-day responsibilities involved in 
supporting and ensuring delivery of safe and effective patient care, including management of 
human resources, finances, assets and consumables, and of information and records.

Human resource management and development
Employee wellness
Financial resource management
Supply chain management
Transport and fleet management
Information management
Medical records

Domain 7: Facilities and Infrastructure

The Facilities and Infrastructure domain covers the requirements for clean, safe and secure 
physical infrastructure (buildings, plant and machinery, equipment) and functional, well 
managed hotel services; and effective waste disposal.

Buildings and grounds
Machinery and utilities
Safety and security 
Hygiene and cleanliness
Linen and laundry
Food services

Source:  National Department of Health, 2011.19

Fast track to quality programme
Given the long-term nature of quality improvement programmes to 
address deficiencies identified in certification and accreditation 
systems, the NDoH has used information gleaned from patient 
complaints and satisfaction surveys to develop a plan entitled Fast 
Track to Quality – The six most critical areas for patient-centered 
care.21 The plan is based on the Constitution of SA, the Batho 
Pele principles, the Patients’ Rights Charter and the NCS, and is 
in accordance with the NSDA. This identifies six priority areas for 
immediate improvement, which are largely reflected in the first 
three domains of the NCS and consist of the following: 

 ➣ Values and attitudes of staff, so that patients are treated in a 
respectful manner with due respect for patient privacy and 
choice (Domain: Patient Rights).

 ➣ Reducing waiting times and queues for administration, 
assessment, diagnosis, pharmacy, surgery and referral and 
transfer time (Domain: Patient Rights).

 ➣ Cleanliness of hospitals and clinics, including buildings, 
grounds, amenities, equipment and staff (Domain: Patient 
Rights).

 ➣ Keeping patients safe and providing reliable care by reducing 
adverse events resulting from care given, including operations 
and failures of the system and its workers through ignorance, 
inadequate inputs, systems failure or negligence (Domain: 
Patient Safety, Clinical Governance and Care).

 ➣ Preventing infections from being passed on in hospitals and 
clinics, specifically hospital-acquired infections (Domain: 
Patient Safety, Clinical Governance and Care). 

 ➣ Ensuring that medicines, supplies and equipment are available 
and that patients get their prescribed medicine on the same 
day (Domain: Clinical Support Services). 
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The initiative acknowledges that there are many public facilities 
where a demonstrable change in practice and improvement has 
taken place. In these instances it is important that continuous self-
assessment, removal of barriers to improvement, and information 
systems that can continuously drive improvement and show results 
are in place. Critical inputs in weaker facilities include supported 
self-assessment, development and training, and competent and 
supportive management and supervision.21

Establishment of the Office of Health 
Standards Compliance 
In January 2011 the NDoH called for public comment on the 
intended National Health Amendment Bill to amend the National 
Health Act of 2003 and to provide for the establishment of the 
Office of Health Standards Compliance (OHSC) and matters 
connected with it.

In this initial draft Bill, the OHSC is described as “an organ of 
state at the national sphere of government”,22 and is headed by 
an Executive Director who reports to the Minister of Health and 
provides relevant information so that he/she can carry out this 
portfolio efficiently.

The OHSC’s purpose is to ensure that complaints from healthcare 
users are investigated properly and dealt with expeditiously through 
an independent mechanism. It will also facilitate compliance with 
the norms and standards of the national health system (NHS) by 
healthcare providers and health establishments, facilities and 
workers.

The functions of the OHSC will be to:

 ➣ advise the Minister of Health on the development of norms 
and standards for the NHS and on the review of such norms 
and standards;

 ➣ ensure compliance with these prescribed norms and standards 
by health establishments;

 ➣ certify health establishments as compliant with the prescribed 
norms and standards;

 ➣ monitor indicators of risk as an early warning system relating 
to serious breaches of standards; and

 ➣ establish competences and capabilities in its operations, 
which include but are not limited to (a) an inspectorate and (b) 
an ombudsperson.

In addition to the above, the OHSC must also develop and 
recommend QA and management systems for the NHS in order to: 

 ➣ identify levels and categories of health services in relation to 
categories of health establishments;

 ➣ promote the effectiveness and sustainability of the NHS;

 ➣ objectively measure and evaluate quality and health outcomes;

 ➣ empower healthcare funders and users to recognise and 
evaluate health establishments with regard to quality and other 
standards, and promote transparency of such standards to the 
general public;

 ➣ monitor and evaluate activities and processes designed 
for the purpose of quality management and QA in health 
establishments; 

 ➣ create incentives for health establishments to participate in 
quality improvement programmes; 

 ➣ identify areas where urgent intervention by a national or 
provincial Department of Health is required in order to meet 
prescribed norms and standards;

 ➣ detect fraud and corruption or abuse of the health system, 
insofar as it affects compliance with prescribed norms and 
standards;

 ➣ develop and recommend guidelines on the implementation of 
prescribed norms and standards;

 ➣ publish information relating to prescribed norms and standards 
through the media and, where appropriate, for specific 
communities;

 ➣ maintain records relating to prescribed norms and standards;

 ➣ assess information submitted by health establishments to 
determine compliance with prescribed norms and standards; 
and

 ➣ conduct inspections and certify healthcare providers, health 
facilities and health establishments in accordance with 
prescribed norms and standards and keep records of such 
inspections.

The Bill gives extensive powers to inspectors acting on the 
instructions of the ombudsperson to deal with any complaint relating 
to the health system. These powers include ordering of affidavits, 
obtaining information from any person under oath, issuing of 
subpoenas, hearing witness information; and referring matters to 
the Executive Director, who can in turn refer matters to the South 
African Police Service.

This gives rise to a number of policy and implementation issues  
which require attention if the OHSC is to be implemented success-
fully. 

Firstly, estimating and implementing the manpower, training and 
funding resources required to meet the requirements of the proposed 
Act will be a challenge, since at this stage the magnitude of the task 
cannot be estimated, particularly since the NCS and measurement 
tools are still being refined. Secondly, the OHSC has a large and 
difficult mandate and little experience in the field. It is therefore 
important that the Office be given sufficient time to develop the 
necessary skills and experience to successfully implement this 
important task. This will include having documented processes and 
an evaluated assessment system which has the confidence of the 
public and health professionals.

The SafeCare Initiative
Many resource-restricted countries struggle to meet their citizens’ 
healthcare needs and provide a safe level of quality of health care, 
exacerbated by a shortage of financial support for PHC providers 
and inefficient use of available funding. The SafeCare Initiative was 
founded to address these issues, and represents integration of three 
organisations with experience in improving the quality and safety 
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Tertiary (teaching) hospital providing all specialised medical 
procedures, including complex curative interventions such as 
oncology, all surgeries and ICU. Availability of a full range of 
medical and paramedical specialists 24/7. HIMS is used for data 
capturing and analysis. Laboratory, radiology and pharmacy 
services available.

Referral hospital providing a broad spectrum of medical 
procedures except specialised treatment such as listed in 1. 
Includes complicated abdominal services.

District hospital (or faith-based/private hospital with 
similar services) providing 24 hrs service, maternal 
health, HIV and TB treatment, minor and some major 
surgery.

Primary health centre consisting of a least 
one MD, nurse and laboratory technician 
offering minor sugery and chronic disease 
management.

Basic health centre staffed by 
clinical officer offering general 
health and maternal health care.

Health shop/nurse-driven 
clinic giving advice on basic 
health care issues.

of facilities in resource-poor settings: PharmAccess Foundation 
of The Netherlands, the Joint Commission International from the 
United States of America, and COHSASA in SA. The initiative is 
currently operational in Kenya, Tanzania, Ghana and Nigeria and 
plans to extend to the rest of Africa. The SafeCare Initiative aims to 
assist facilities by providing an upgrading programme designed to 
address limitations. This includes a step-wise system that recognises 
improvements, which may be linked to incentives that include 
practical, performance-based financing. Figure 2 indicates the 
range of facilities that the SafeCare Initiative focuses on. 

Category 3 - 6 facilities typically represent the main healthcare 
delivery channels for low-income citizens in Africa, which also often 
struggle with patient safety issues. 

The Medical Credit Fund is an affordable loan programme which 
is linked to the SafeCare Quality Improvement Programme.24 The 
Fund aims to help clinics obtain access to finance for upgrading 
equipment and infrastructure, as well as providing resources for 
improvement of skills and processes leading to sustainable health 
care improvement. 

Figure 2:  SafeCare quality standards are specifically tailored for category 3 - 6 medical providers, ranging from nurse-driven 
health clinics to district hospitals

Source:  SafeCare Initiative, 2011.23

When applied to a range of facilities, the SafeCare Initiative allows 
for benchmarking and data-driven resource allocation, leading to 
efficient use of available resources. This enables donors, investors 
and governing bodies to use SafeCare data collected during the 
upgrading and quality improvement process to make strategic and 
cost-effective decisions about how funds are allocated. 

Once a required level of quality and safety has been achieved, 
facilities are encouraged to work towards gaining accreditation, 
assuring clients, investors and regulators of the motivation and 
capacity of healthcare providers to steadily enhance performance.

Methods used to evaluate healthcare 
establishments
As alluded to throughout this chapter, there are a variety of 
methods that can be used to evaluate healthcare establishments. 
These are listed in Table 2. The NCS can be classified under both 
licensure and certification processes, while COHSASA standards 
are classified under accreditation.

Table 2:  Different evaluation methods and standards used to evaluate healthcare establishments

Process Issuing 
organisation

Object of 
evaluation

Components/Requirements Standards

Licensure (QA) 
(Mandatory)

Governmental 
authority

Individual 
organisation

Regulations to ensure minimum 
standards, exam or proof of education/
competence
Regulations to ensure minimum 
standards, on-site inspection

Set a minimum level to ensure an 
environment with minimum risk to health 
and safety

Accreditation (QI) 
(Voluntary)

Recognised tools. 
Usually an NGO

Facilities and 
organisation

Compliance with published standards, on-
site evaluation; compliance not required 
by law and/or regulations

Set at a maximum achievable level to 
stimulate improvement over time

Certification (QA 
or QI)

Governmental or 
NGO

Individual or an 
organisation

Compliance with predetermined 
requirements or criteria

Minimum level

Source:  Rooney and vanOstenberg, 1999.25
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Quality

Levels of 
quality 
without 
quality 
programmes

Levels of 
quality with
quality 
programmes

CQI

QA

Poor
Safe &

Acceptable Good Excellent

Continuous quality 
improvement (CQI) 

Process, Systems & 
Outcomes (Quality 

Improvement) 
Standards 

Clinical Care & Patient 
Safety (including 
infection control) 

Leadership & 
Governance

Quality assurance 
(QA) 

Structure & Basic 
Process Standards: 

Health & Safety
Cleanliness

Staff Attitudes
Medicine Procurement

etc.

Source:  Whittaker, 2011.26

The potential impact of the NCS (QA standards) is shown by the 
black curve in Figure 3. Such standards are designed to identify 
unacceptably low levels of standards compliance and hence 
eliminate poor quality and unsafe, dangerous and unacceptable 
practices. Accreditation standards are designed to continuously 
improve the quality of care, leading to increasing overall 
excellence, illustrated by the blue curve in Figure 3. The figure 
clearly demonstrates the difference between QA and CQI. Figure 
3 and Table 3 show that the potential exists for certification/
licensing and accreditation programmes to complement each other. 
This complementary relationship between accreditation standards 
and the NCS means that the two systems could be implemented 
together, with great benefit to health establishments. 

The NCS framework identifies and eliminates poor quality and 
unsafe practice by ensuring that core safety and quality standards 
set for each domain are implemented, while accreditation standards 
establish systems and processes required in each of the facility’s 
departments (covering all domains) to deliver safe, quality care on 
a continuous basis. In this way the NCS requirements would be 
maintained and strengthened over time. 

Table 3:  Comparison of system-based and domain-based standards

Level System-based standards (e.g. COHSASA) Domain-based standards (e.g. NCS)

1 Criteria Criteria
2 Standards Standards
3 Performance measures Sub-domains
4 Services and departments Domains / areas of risk
5 Overall scores Overall scores
6 Guidelines on system requirements guide scoring of criteria Detailed assessment of internal process guides scoring of criteria
7 Criteria assessed as non-compliant, partially compliant, compliant or 

not assessed 
Criteria assessed as compliant or non-compliant

8 Measure whether the systems and processes are in place to ensure 
that the correct things happen

Measure whether required activities and actions have been carried 
out, required consumables, medicine, technology are available, etc.

9 In COHSASA one service usually deals with a number of domains In the NCS one domain usually applies to a number of service areas

Source:  Whittaker, 2011.26

Figure 3:  An illustration of the synergistic interaction 
between the standards aimed at quality 
assurance (licensing/certification) and standards 
aimed at continuous quality improvement 
(accreditation)

Conclusion
Licensing, certification and accreditation of healthcare facilities 
and its progressively evolving methodology is now an accepted 
scientific process. Accreditation programmes began slowly but 
have now developed in many countries and are being implemented 
in Africa with some success, depending on the level of management 
support and available resources. An increasing number of countries 
are developing quality standards and programmes to improve the 
quality of their healthcare services.

The emerging African experience shows that accreditation is 
achievable by a wide range of facilities, ranging from poorly 
supported, rural PHC clinics to sophisticated public and private 
tertiary level facilities. A rewarding aspect of the change taking 
place in those undergoing accreditation is the establishment of a 
culture of quality, identification of best practice protocols, and the 
drive towards CQI. 

An important initiative in SA is the development and implementation 
of the NCS and fast-track programme. These have been given high 
priority in order to prepare the country for implementation of the 
NHI programme.
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Leadership is a necessary 
element of strong health 
systems, and so it is vital 

that SA nurtures and 
sustains leaders who can 
work strategically within 

their complex environments 
to develop a rights-based 

health system that promotes 
health equity. 

The importance of health management has long been noted in South Africa 
(SA). Most recently, the 2010-2014 Negotiated Service Delivery Agreement 
identified health management strengthening as a core element of health system 
strengthening, and the 2010 health management competency assessment was 
an important first step in this effort. 

However, there has so far been limited open discussion about the nature of 
leadership required within the South African health system, or sustained 
engagement about how to develop leadership across the system. Both sets of 
issues are addressed in this chapter. 

Leadership is a necessary element of strong health systems, and so it is vital 
that SA nurtures and sustains leaders who can work strategically within their 
complex environments to develop a rights-based health system that promotes 
health equity.
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Introduction
Successful implementation of policies to promote equity and 
inclusion requires a focus on human interactions at the micro 
level, as well as the development of supportive institutional 
systems for financing, information and regulation. Development 
of a rights-based health system that increasingly addresses the 
systematic barriers to care experienced by poor and vulnerable 
groups requires managers who are more than administrators, 
managers who understand a given context and are able to take 
appropriate action.1 

Internationally, leadership and governance is recognised as a 
critical entry-point in strengthening health systems and attaining 
the Millennium Development Goals.2 Indeed, the opening quote of 
this chapter, taken from the report of the UN Millennium Project’s 
task force on child health and maternal health, emphasizes the 
importance of managers who lead the health systems transformation 
necessary to promote equitable health care and a rights-based 
health system.1 Change in the structures and financing of health 
systems must be married with concern for the human dimensions 
of every health system. Managers who lead such change make 
their own decisions about how to meet local-level needs within 
the policy and resource frameworks that guide them, rather than 
simply administering instructions received from their bureaucratic 
and political principals. Similarly, The World Health Report 2008: 
Primary health care now more than ever, concludes that leadership 
reforms are one of the four sets of reforms needed to transform 
health systems so that they can better meet the range of existing 
health challenges.3 

At national level the importance of health management was 
already recognised in the 1998 edition of the South African Health 
Review (SAHR).4 It remains important – and indeed, is an element 
of the Negotiated Service Delivery Agreement (NSDA) between the 
President and the Minister of Health. This agreement identifies three 
activities in strengthening management:

 ➣ developing a common competency framework and using it to 
assess current managerial performance; 

 ➣ delegation of managerial responsibilities and functions to 
facility level; and

 ➣ developing managerial training as well as support and 
performance management systems. 

The first activity has now been implemented, and additional actions 
to strengthen management and leadership are proposed within the 
National Health Insurance (NHI) Green Paper5 and the Human 
Resources for Health Strategy for the health sector 2012/13 - 
2016/17.6 

However, there has been limited national conversation about the 
nature of leadership required to re-engineer primary health care 
(PHC) and implement NHI, or coordinated and coherent strategies 
of leadership development. This chapter seeks to contribute to 
current policy debates by: 

 ➣ looking outside the country to understand how health 
leadership is discussed and considered elsewhere;

 ➣ reminding ourselves who the South African health leaders 
are and what we already know about the opportunities and 
challenges they face; and

 ➣ outlining what support health leaders are likely to need over 
time to strengthen their practices.

The significance of such discussions in achieving the health system 
goals enshrined in the NSDA is well noted by Julio Frenk, former 
Minister of Health of Mexico, as follows: 

Probably the most complex challenge in health systems is 
to nurture persons who can develop the strategic vision, 
technical knowledge, political skills, and ethical orientation 
to lead the complex processes of policy formulation and 
implementation. Without leaders, even the best designed 
systems will fail.7

What is leadership?
Although ‘health management’ is the more commonly used term 
in South Africa (SA), this chapter focuses on issues of leadership. 
Both management and leadership are important in health system 
development; however, wider experience suggests that the complex 
demands of bringing about change within health systems requires 
leadership. Leadership is not, then, a luxury to be pursued when 
‘the management is right’, but a vital aspect of health system 
strengthening. 

The difference between management and leadership is commonly 
summed up as follows: 

 ➣ management focuses on being efficient, doing things right; 
and 

 ➣ leadership focuses on being effective, doing the right thing.8 

On the one hand, managing entails organising the internal parts of 
the organisation to coordinate resources and implement activities 
to produce reliable performance. Relevant processes include 
planning, budgeting, organising and staffing. On the other hand, 
leading is about enabling those within and outside the system to 
face challenges and achieve results under complex conditions. 
Leadership thus involves creation of a vision and strategic direction 
for the organisation, communication of that vision to the people 
and customers of the organisation, and inspiring, motivating and 
aligning people and the organisation to achieve this vision.9,10 

For the health sector, the critical importance of leadership lies in 
the fact that it comprises a complex set of people and organisations 
– inside and outside the health sector and inside and outside of 
Government – all of whom work within a dynamic environment of 
changing health needs, medical and technological advances and 
resource conditions. Given this complexity, leadership is necessary 
to guide and enable the different parts of the system to work towards 
common goals. As Management Sciences for Health argue, based 
on experience in many different countries, health managers must 
therefore always be ‘managers who lead’.11 

However, as Table 1 illustrates, becoming a manager who leads 
requires significant changes in an individual’s mind-set. Instead 
of understanding management as primarily a mechanistic or 
administrative function, entailing efficient implementation of pre-
designed roles, tasks and instructions, such a manager must see 
management as a dynamic and strategic process occurring in 
conditions of uncertainty. Table 1 also suggests that such leadership 
demands a focus on promoting the common good and taking 
responsibility for working with others on problem solving to achieve 
that goal. 
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Table 1:  Key features of leadership mind-sets 

Managers that administer Managers that lead 

Focus on individual actions Focus on collaborative actions 
taken by groups 

Express despair and cynicism 
about problems and obstacles 
preventing change

See possibilities to make things 
better 

Blame others for problems and 
failures

Take responsibility for challenges 
and take the initiative to tackle 
them 

Focus on scattered, disconnected 
activities undertaken for their own 
sake, with no larger purpose in 
mind

Focus on purposeful work directed 
towards achieving results that 
matter 

Preoccupation with own needs 
and interests 

Display generosity and concern 
to serve the common good, and 
inspire others to do the same 

Adapted from Galer and Vriesendorp, 2005.9 

The importance of values

Values also matter to the leader’s mind-set, since they underpin not 
only the common good being pursued, but also personal action. 

Personal values guide the daily decisions leaders make and the 
behaviour they role model to others. Indeed, values can be seen 
as the motivational drivers of managers – stimulating them to take 
responsibility and providing a kick-start to their use of knowledge 
and competencies in providing leadership.12 The range of values 
underpinning positive leadership encompasses integrity and 
commitment, respect and trust, courage to take calculated risks and 
openness to learning.9 

For public sector leaders, the notion of public value allows 
consideration of the common good or outcomes being pursued. It 
also focuses attention on the different sorts of outcomes pursued in 
the public sector as compared to the private sector. 

Whereas shareholder value ultimately drives private sector 
leadership, the notion of public value suggests that outcomes 
pursued by public sector leaders are those judged as valuable by 
the public at large as well as by political stakeholders and policy 
makers.13 These outcomes go beyond service delivery, to encompass 
the wider impacts of services on the broader circumstances in 
which citizens live.14,15 In other words, they include impacts on the 
wider community rather than only on the individuals benefiting from 
services – on future generations and not just today’s users – and 
impacts on trust in and the legitimacy of Government.15 A health 
system may not only be seen as valuable by the public because it 
offers treatment in times of sickness, but also because it acts as a 
safety net for all – and particularly the most vulnerable – in times 
of personal and health crisis, or because it promotes processes 
that the public deems valuable in themselves, such as being treated 
respectfully.16,17

At the same time, the notion of public value focuses attention on 
the nature of management and leadership required in the public 
sector. Unlike in the private sector, public sector leadership occurs 
within a political context, in conditions of high transparency and 
accountability, and is directed at multiple (and often ambiguous 
and contested) goals. So these leaders need political analysis 
and leadership skills, and may be required to manage across 
organisational boundaries rather than just within them.18

Based on his experience of working with public sector managers, 
and reflecting on the idea of managers who lead, Moore argues 
that the pursuit of public value requires public managers to take 
active roles in policy and management processes rather than being 
simple administrators, thus, “public managers are seen as explorers 
who, with others, seek to discover, define and produce public value 
… [they are] strategists rather than technicians”.13

Their strategic action or leadership has three core dimensions: 
engagement with a range of stakeholders – and particularly the 
public – to establish common purposes and agreed upon outcomes; 
securing political support for actions, both by responding to 
political direction and also by being prepared to challenge it; and 
concern for ensuring efficient organisational functioning to support 
activities. Moore terms these three dimensions managing outwards, 
managing upwards and managing downwards.

At its best (see also Box 1), such leadership invests policy and 
management decisions with a high degree of legitimacy, power and 
accuracy, because it ensures that they have both of the following:

 ➣ substantive virtue, because they are based on all relevant 
available evidence to show the values at stake in the decision, 
the main choices available to policy makers, and the likely 
consequences of the decision; and 

 ➣ process virtue, because they are generated through consultation 
processes between officials and citizens, engaging actors by 
listening not instructing, while working within the legal rules 
governing decision making.

Box 1:  Three key leadership abilities for PHC reform

1. Use a wide range of data and information in decision making, going 
beyond the statistics normally produced by health information 
systems to draw on field-level experimentation and adaptation, and 
identifying operational and systemic constraints; 

2. Exercise authority through participation and negotiation, rather than 
control and command, establishing fair and transparent procedures 
that engage key stakeholders (political authorities, the scientific 
community, health professionals, civil society and citizens) in the 
process of decision making, generate legitimate decisions and 
contain the influence of particular interest groups; and

3. Manage the political and implementation process actively to secure 
high-level political support and other resources needed to initiate 
reforms, and to bring about changes in organisational structure and 
culture that sustain implementation and limit resistance to change.

Source:  World Health Organization, 2008.3 

Who provides leadership within the South 
African health system?
Leadership is often thought to be provided only by those located 
at the apex of the health system. However, the notion of distributed 
leadership emphasizes that leadership must be seen as a collective 
capacity in any organisation or system.18 Managers at every level 
of the system and in both the public and private sectors must thus 
become managers who lead.

Drawing on Figure 1, which represents the different levels of 
managers, the leaders of the SA health system thus include 
the often forgotten public PHC facility managers and clinical 
managers who, like hospital chief executive officers, are managers 
of teams. In addition, in the public system there are district and 
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Level 4:  
a top level manager, 
head of department 
of health

Level 1:  
a team 
manager

Level 2:  
manager of 
other managers

Level 3:  
a senior manager, 
an organisational 
decision-maker

sub-district managers, provincial and national managers, and the 
heads of health departments within local, provincial and national 
Government. As with any organisation, there are also informal 
leaders who may not hold managerial positions but draw authority 
from (for example) their personality, practices or reputation. These 
may be experienced colleagues, those who have been in their 
positions for a long time, or those who can link into wider networks 
of power and support (personal or professional).

Figure 1:  Leadership levels within the health system

Effective leadership requires that those at all levels are aware of 
their different and yet interconnected roles in the system. While 
facility and district managers in the public sector are at the front-
line of service delivery, managers at provincial and national level 
are removed from service delivery but provide the guidance, 
frameworks and support that enable coordinated action across the 
system. Those in the middle, at provincial level, have particularly 
critical roles as the intermediaries between the local and national 

Source:  Derived from Galer and Vriesendorp, 2005.9

Table 2 illustrates the tasks of managers at different levels and their 
different skill needs. 

Table 2:  Different tasks and skills of different managerial levels

Level Critical management and leadership tasks Critical skills

1.  Managing a 
team 

Continues to work directly with patients, but also: 
•	 makes sure work of team clearly defined
•	 ensures that tasks are assigned to right person
•	 spots new tasks and distributes among team
•	 ensures each team member has resources and support to do job 

well

•	 Organising work
•	 Delegating
•	 Recruiting staff
•	 Networking

2.  Managing 
other 
managers

•	 Makes sure managers reporting to them receive necessary 
support so that their units can fulfil mandates

•	 Maintains facility’s reputation in community, good relationships 
with authorities and community leaders

•	 Produces results spelt out in annual and three-year plans
•	 Helps first-level managers to support their staff

•	 Spotting leadership talent
•	 Giving constructive feedback and support
•	 Holding first-line managers accountable for results and 

managerial work
•	 Deploying and redeploying resources among units or 

teams
•	 Managing competing priorities and conflicts

3.  Becoming 
a senior 
manager

•	 Pays more attention to strategic issues than their own area of 
technical expertise 

•	 Manage themselves in the public eye as they manage crises and 
criticism – role model for constructive behaviour

•	 Develops managerial and leadership talent, fosters collective 
success 

•	 Strategic thinking
•	 Coaching others
•	 Managing external consultants contracted to do work
•	 Managing conflict
•	 Using reflective skills

4.  Managing at 
the top

•	 Needs to consider all regions, specialities, functions – 
understands all parts of the business

•	 Has to have some understanding of how to anticipate changes 
and trends – prepares organisation for the future 

•	 Demonstrating belief in self and others
•	 Fostering independence
•	 Model integrity and authenticity
•	 Using authority wisely
•	 Being a systems thinker
•	 Being a strategic thinker

Source: Galer and Vriesendorp, 2005.9 

levels, and need to ensure that local-level needs and concerns 
are heard in national policy debates, and to provide support 
for local-level leadership.9 Effective leadership thus requires not 
only effective managers but also a set of processes that enables 
coordination among them. 

Why does leadership matter to health 
system governance in SA? 
As in other countries, there are two main reasons why leadership 
matters to current South African health system improvement and 
development initiatives. First, new efforts to strengthen the health 
system, such as re-engineering PHC, introducing NHI or improved 
quality assurance, must recognise the complexity of policy 
implementation and the leadership it demands. Second, leadership 
is needed to transform the existing organisational structures and 
culture of the public health system in particular, and translate new 
policies into routine ways of doing business within the system. Both 
issues are considered here.

Challenges of policy implementation

The challenges of policy implementation in SA are widely recognised 
across sectors, and were clearly identified as a key health system 
weakness in the 2008 ‘Road Map’ report of the Development Bank 
of South Africa (DBSA).19 

Existing experience of health policy implementation in SA has 
demonstrated that new policies have generated unexpected and 
sometimes negative outcomes. These include: 

 ➣ throwing up barriers to access rather than removing them;20,21

 ➣ resistance to equity-promoting health management action;22 
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Simple top-down assumptions:
policy developers can control 
implementation conditions and 
implementing actors; there is linear 
causality in policy change

Complex realities at bottom:
hard to predict all relevant conditions and 
implementation rarely a linear, coherent 
process; implementing actors have minds of 
their own; new policies create support and 
resistance; policy change is based on 
complex causality

 ➣ undermining quality of care rather than improving resource-
use efficiency;23 

 ➣ undermining provider-patient relationships rather than streng-
thening them;24 and 

 ➣ undermining health provider motivation rather than streng-
thening it.25 

Such studies have also highlighted the complexity of policy 
implementation: 

 ➣ New policies always interact with existing policies in 
unpredictable ways, even when the policy goals are widely 
accepted. For example, user fee removal in 1994 and 1996 
to reduce access barriers was implemented in parallel with a 
wide range of other policy and health system changes – and 
came to be seen by many health staff as just an extra burden.21 
Similarly, proposed staff reallocations to under-resourced 
areas in Cape Town in 2003 occurred against a backdrop of 
system-wide change, and only generated resistance to further 
change.22 

 ➣ Local leaders have a strong influence on how policies are 
actually implemented and hence experienced by health 
workers as well as patients and the community, regardless 
of the level of central direction and guidance. Examples here 
include determining how ‘rural’ was defined in implementing 
the 2004 rural allowance,25 selecting which of an existing 
group of voluntary community health workers (CHWs) would 
be chosen to receive the smaller number of new stipends 
available through the 2003 CHW policy,20 and interpreting the 
Public Finance Management Act to fit operational realities.23

These experiences demonstrate that the usual ‘command and 
control’ approach to public sector policy implementation is flawed. 
Figure 2 highlights the complex realities at ‘the bottom’ – the 
implementation level – illustrated by these experiences, indicating 
how they contradict the inherent assumptions of the top-down 
approach. 

Figure 2:  Contrasting understandings of policy 
implementation 

Policy implementation approaches that recognise these complex 
realities entail instead considerable local-level decision making to 
be responsive to complex local needs, problems and circumstances. 
PHC in particular requires dynamic interventions based on local 
decision making to change people’s behaviour in conditions of great 
uncertainty – uncertainty about the particular person presenting for 
care, their health needs and the social determinants of those needs. 

Effective PHC interventions therefore cannot all be standardised and 
routinised, for example through clinical algorithms. Many require 
interaction with the broader community about the circumstances 
generating health needs and cross-sectoral action to tackle the 
root causes of health problems, both environmental and social. 
Developing these interventions and managing the networks of 
actors involved in implementing them requires local-level decision 
making.3,9,26 

Nonetheless, some central direction and guidance is important, 
since it can establish the vision and goals for new policies and 
set clear parameters within which implementation can occur (e.g. 
of management authority or resources). In this way it enables the 
flexible local-level decision making necessary to adapt policies 
to local circumstances through listening to and working together 
with local actors, and by establishing deliberate strategies for 
innovation, evaluation, learning and reflection.27 

Rather than command and control leadership, therefore, those at 
national and provincial levels must adopt policy implementation 
approaches that support and enable distributed leadership – 
leadership across the health system.

International experience with quality improvement28 and public 
sector innovation29,30 shows the value of combining top-down 
and bottom-up processes of decision making. Indeed, the World 
Health Organization has noted that “while some types of health 
challenges, e.g. public-health emergencies or disease eradication, 
may require authoritative command-and-control management, 
effective stewardship (leadership) increasingly relies on ‘mediation’ 
to address current and future complex health challenges”3 (such as 
PHC reforms).

South African experience with the introduction of syndromic 
management guidelines for sexually transmitted infections (STIs) 
and antiretroviral rollout are two of the few experiences that have 
been specifically examined in order to understand the influence 
of policy implementation approaches on their achievements. These 
demonstrate the value of implementation processes that engage 
multi-actor networks and enable learning through doing, allowing 
policy design details to be developed by local decision makers 
during implementation (Box 2). 



SAHR 201174

Box 2:  Experiences of successful policy implementation in SA

Case 1: Syndromic management guidelines for STIs31

Initiated in 1996, development of the STI syndromic management 
strategy was based on networking among researchers and managers 
at national, provincial and district level, allowing for and learning from 
provincial experimentation and variation. Ultimately a set of harmonised 
guidelines was developed for application across provinces. 

Against the backdrop of the HIV epidemic, in 18 months this process 
supported a shift from a situation of often poor-quality STI care 
provided only in specialist facilities, to syndromic management being 
applied in over 80% of PHC facilities nationwide. Good access to a 
service vital in the era of HIV and AIDS was assured. 

Case 2: Antiretroviral (ARV) rollout 2005-200732

Comparison of early experiences in the rollout of the ARV programme 
in Gauteng, Free State and the Western Cape shows that despite clear 
national policy guidance and funding, provincial experiences differed 
considerably. It suggests that differences in performance (e.g. in 
terms of coverage) between provinces reflect different approaches to 
strategic management of the rollout process. 

Stronger performance in the Western Cape province appeared to 
have its roots in a model of partnership between Government and 
external actors that allowed for experimentation and learning through 
doing, and through which standardised approaches were developed. A 
supportive political context and networks with the activist community 
also facilitated this experience.

Ultimately, therefore, leadership for policy implementation re-
quires: “a strategic mentality that colours how they think about 
their responsibilities and actions ... much of it lies in the realm of 
inspiration, intuition, and informal problem-solving”.33

Challenges of organisational structures and 
culture

The second critical leadership challenge in SA concerns the 
organisational structures and culture of the South African public 
health system, which often act as a barrier to new policies intended 
to establish a PHC-oriented health system and promote health 
equity and human rights. 

Against the demands of PHC, Box 3 outlines five common structural 
shortcomings of healthcare delivery anywhere, all also found to 
different degrees in SA. Tackling fragmentation and specialisation 
is perhaps less often discussed than the other shortcomings, yet  
these barriers are particularly influential since they are part of 
routine practices and ways of doing business in the health system – 
i.e. part of the organisational culture. All shortcomings also reflect 
and are underpinned by the particular configuration of power 
balances within the health system: of consultant over junior doctor, 
of specialist over generalist, of doctor over nurse, and of provider 
over patient.

Box 3:  Five common shortcomings of healthcare delivery

Inverse care: People with the greatest needs and least resources 
consume the least health resources, and those with least need and 
most resources consume the most health resources.

Impoverishing care: People fall into poverty because they pay out 
of pocket to access services (not just for consultations, but also for 
transport, drugs, etc.). 

Fragmented and fragmenting care: Excessive specialisation of 
healthcare providers and the narrow focus of many disease control 
programmes discourage a holistic approach to individuals and families 
and do not appreciate the need for continuity of care. Health services 
for poor and marginalised groups are often highly fragmented and 
under-resourced.

Unsafe care: Poor system design that is unable to ensure safety and 
hygiene standards leads to high rates of hospital-acquired infections 
and other avoidable problems that are an underestimated cause of ill-
health and death.

Misdirected care: Resource allocation favours curative care, neg-
lecting the potential of primary prevention and promotion to prevent up 
to 70% of the disease burden. At the same time, the health sector lacks 
the expertise to mitigate the negative effects of other sectors on health 
and to work with them to promote health.

Source:  Adapted from World Health Organization, 2008.3

A sixth widely recognised problem in SA, that of abusive provider 
attitudes towards patients, is also almost a routine practice – an 
element of organisational culture – and widely recognised as a 
critical barrier to providing equitable and respectful health care.34 

Again, available evidence shows that this problem reflects the 
existing power balances within the health system, indicating that 
action to address it has to confront and change those balances. 
Indeed, the key challenge of implementing the Patient’s Rights 
Charter intended to empower patients within the health system and 
protect their rights is ultimately that of how to re-engineer power 
relationships within the health system.24 PHC re-engineering will 
inevitably face similar challenges.

As shown in Figure 3 and Table 3, the dominant experience of those 
who work within the public health system is that “people at every 
level [of the health system], but particularly front line managers and 
providers, feel that they work in isolation from others at their own 
level, and face a top heavy and rigid management hierarchy that 
imposes multiple and often conflicting demands”.35 The persistence 
of this experience is demonstrated by comparing Table 3 and Box 
4, which present the voices of health system leaders in 2001 and 
2011 respectively.
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& Support Managers
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other 
Departments

hierarchy

The View from the Bottom

Figure 3:  The inverted pyramid within the South African health system

Source:  Local Government and Health Consortium, 2004.36

Table 3:  The voices of health system leaders, 2001

Category of 
experience

PHC facility managers Hospital managers District managers Provincial and national 
managers

Job demands High workload and low 
remuneration.
Increasing workload demands 
from service expansion, 
without increasing resources

Salary scales do not recognise 
managerial position.
Delays in appointment

Heavy workload and wide 
span of control 

Lack of authority Increasing responsibilities 
without necessary rank, skill 
and guidance

Little authority to resolve 
problems

Lack of control over resources

Weak 
support and 
organisational 
culture 

Ineffective district, regional 
and senior management and 
systems

External demands on time 
– authoritarian management 
styles of seniors.
Poor relationships with 
provinces.
Lack of consultation with 
hospitals in planning services.
Bureaucratic red tape.
Ineffective and inappropriate 
structures and systems of 
management 

External demands on time 
– authoritarian management 
styles of seniors.
Lack of provincial support 
(50%). 
Lack of integration between 
support systems and service 
delivery.

Excessive and unpredictable 
demands, from higher levels, 
arbitrary and unrealistic.
Political layer a major source 
of day-to-day demands on 
managers.
Poor prioritisation.
Depersonalised environment 
of bureaucracy – culture 
of not giving a pat on the 
back, forgetting people’s 
achievements.
Bureaucratic administrative 
procedures.

Infrastructural 
challenges 

Limited physical space.
Security and crime

Poor infrastructure Lack of office space – 
infrastructure

Source:  Health Systems Trust, 2001.35
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Box 4:  Messages for the Minister of Health from participants 
at the 2011 Celebrating Innovative Health 
Management Conference

Challenges of bureaucratic structures

➣ Bureaucracy in the system creates a lot of operational challenges 
for the implementers

➣	We must encourage one another and not work in silos 

➣	Provide autonomy and decentralised decision making with 
accountability 

Need for support 

➣	Give us recognition as people and individuals to make mistakes 
and learn from them in a conducive learning environment

➣	Managers are willing to address the challenges in the health 
system but support from provinces/national is paramount

➣	Managers need to be supported, especially by the national 
department, and not only to have fingers pointed at them when 
there is a crisis

➣	Allow managers the space to manage. Hold them accountable, 
by all means, but allow them to manage (try out new things, learn 
from failures)

➣	Health managers are willing to take risks and lead by example; a 
vital issue in their area of work is limited resources for effective 
and efficient delivery of service

➣	Strengthen management capacity

Political challenges 

➣	Managers’ positions are threatened every day with situations 
they are faced with in their institution. They need a platform 
with the Minister to express their challenges, because what the 
Minister says is not what our provinces say when he has left

➣	Remove political interference in the procurement system of 
medical equipment

➣	Clean up political appointments

➣	Develop task-oriented health managers to implement policies 
and give them the required support without political interference

Source:  Doherty and Gilson, 2011.37

Together these experiences clearly demonstrate that the 
organisational culture of the health system is strongly hierarchical, 
with decision making dominated by command and control 
approaches implemented through organisational silos (of direc-
torates and units), in which management is traditionally seen as an 
administrative function rather than a proactive process of enabling 
learning, and in which control is exercised in an authoritarian 
manner. This organisational culture resists the new policies and 
organisational changes needed to ensure equity-promoting 
performance improvements. 

As Von Holdt and Murphy note from their assessment of public 
hospital experiences: 

Bureaucratic inertia caused by the fragmentation and 
dispersion of decision-making and accountability structures 
and the pervasive constraint of complex and drawn out 
rules and procedures, together with embedded hierarchies 
as well as the sheer scale of many state institutions such 
as departments of health, make them relatively impervious 
to new policies and attempts to introduce change. The 
accumulated weight of existing practices and procedures, 
together with embedded hierarchies that institutionalise 
a specific distribution of power and privilege, tend to 
overwhelm rational policy debate and the implementation 
of new policy.38

There are no simple interventions to bring about changes in 
organisational culture, since this always requires multiple actions.28 
Macro-level financing and structural changes, such as those 
envisaged in relation to NHI, set parameters for health system 
functioning and offer institutional signals as to what is valued within 
the system. Perhaps the most critically needed structure change in 
SA is the devolution of management authority to public hospitals 
and districts within a coherent accountability framework.19 

However, structural change will not be enough by itself to secure 
change in organisational culture – and changes in organisational 
culture are essential to sustain the actions needed to achieve the 
goals established within the NSDA. Bringing new values alive and 
embedding them within the everyday practices of the health system 
requires leadership that inspires and encourages new routines 
among the many different people and organisations that comprise 
the health system as a whole. Indeed, that is the critical role of 
leadership. 

It is leadership that creates a sense of organisational mission, 
establishing the organisational values and purpose that fosters 
positive performance across an organisation.39-41 In building 
a rights-based health system, attention has to be paid to human 
interactions and not only to financing, information and regulation.2

Strengthening leadership within the South 
African health system
The Celebrating Innovative Health Management Conference 
organised by the University of Cape Town in June 2011 provided 
many examples of health leaders and leadership from all levels of 
the system in SA. Presentations were made by organisational and 
professional leaders based in hospitals, districts, provinces and at 
national level, working both within the public sector bureaucracy 
and through partnerships bringing public sector and external actors 
together. These diverse speakers all offered positive examples of 
health system leadership. As one delegate noted, the most valuable 
lesson of the conference was: “that we should have hope. There is 
an enormous amount of wisdom among us and collectively listening 
to each other we can correct the system and improve service 
delivery”.37 

So what can be done to build on this base and strengthen South 
African health system leadership? First, we need to develop a 
system-wide understanding of what leadership entails to guide 
its development; and second, a wide-ranging and sustained 
leadership development strategy is required. 

Developing an understanding of leadership 

The 2010 assessment of managerial competencies was an 
important foundation for South African leadership development. 
However, to become more than a once-off assessment it is important 
that the competency framework underpinning it (see Table 4) is 
subject to review and translated into a set of human resource (HR) 
development and management approaches. 

From the perspective of this chapter, a key question is whether it 
pays enough attention to the difference between management 
and leadership discussed earlier. An initial and superficial review 
of the framework suggests that it has some clear strengths in this 
regard. It emphasizes the importance of values-based leadership, 
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for example, and combines a focus on the more managerial end 
of leadership (as reflected perhaps in programme and project 
management and financial management) with concern for 
competencies important in managing complexity – such as change 
and knowledge management, and communication. 

However, comparison with the UK National Health System’s 2011 
leadership competency framework,42 an alternative from which SA 
could draw lessons, suggests there may be room to strengthen, for 
example, the focus on personal qualities and on networking. The 
UK framework has six domains, two of which are ‘demonstrating 
personal qualities’ (demonstrating effectiveness in developing self-
awareness, managing yourself, continuing personal development 
and acting with integrity) and ‘working with others’ (demonstrating 
effectiveness in developing networks, building and maintaining 
relationships, encouraging contributions, and working within 
teams). 

Certainly, emotional intelligence (recognition of one’s emotional 
state and the ability to manage that state) and social intelligence 
(the interpersonal abilities that support teamwork, relationship 
building and networking) are as important to leadership as 
cognitive intelligence (the ability to problem solve).12 Wider and 
more detailed consideration of these issues is needed.

Table 4:  Competency framework used in assessment of senior management 2010 

Competency name Competency definition

Strategic capability and 
leadership

Must be able to provide a vision, set the direction for the organisation and inspire others in order to deliver on the 
organisational mandate.

Programme and project 
management

Must be able to plan, manage, monitor and evaluate specific activities in order to deliver the desired outputs.

Financial management Must be able to compile and manage budgets, control cash flow, institute risk management and administer 
tender procurement processes in accordance with generally recognised financial practices in order to ensure 
achievement of strategic organisational objectives.

Change management Must be able to initiate and support organisational transformation and change in order to implement new initiatives 
successfully and deliver on service delivery commitments.

Knowledge management Must be able to promote the generation and sharing of knowledge and learning in order to enhance the collective 
knowledge of the organisation.

Service delivery innovation Must be able to explore and implement new ways of delivering services that contribute to improvement of 
organisational processes in order to achieve organisational goals.

Problem solving and analysis Must be able to systematically identify, analyse and resolve existing and anticipated problems in order to reach 
optimum solutions in a timely manner.

People management and 
empowerment

Must be able to manage and encourage people, optimise their outputs and effectively manage relationships in 
order to achieve organisational goals.

Client orientation and customer 
focus

Must be willing and able to deliver services effectively and efficiently in order to put the spirit of customer service 
(Batho Pele) into practice.

Communication Must be able to exchange information and ideas in a clear and concise manner appropriate for the audience in 
order to explain, persuade, convince and influence others to achieve the desired outcomes.

Honesty and integrity Must be able to display and build the highest standards of ethical and moral conduct in order to promote 
confidence and trust in the public service.

Source:  Adapted from South African Department of Public Service and Administration, 2003.43

In addition, to ensure sustained leadership development across 
the whole health system it will be important to review whether 
existing tools for HR development and management support its 
implementation. The UK framework, for example (and reflecting 
Figure 1) recognises four stages of career progression: moving 
from a focus on your own practice and immediate team; to 
building relationships across and working with teams; to working 
across teams and departments within the organisation; to building 
broader partnerships across and outside the usual organisational 
boundaries. 

Moreover, the overarching UK leadership framework is comple-
mented by a medical leadership competency framework for doctors 

who wish to get more actively involved in planning and service 
delivery transformation, and a clinical leadership competency 
framework for clinicians. The framework has also been translated 
into a set of indicators for various work situations (to demonstrate the 
types of activities that would represent leadership), into supporting 
tools (including a 360° appraisal tool, entailing feedback from 
subordinates, colleagues, superiors and even clients), and is linked 
to examples of learning and development opportunities. 

Leadership development 

International experience suggests that leadership support 
interventions should focus on developing practice, values, people 
and teams, systems, and an outcomes focus.9 In terms of the learning 
process it highlights five different forms of leadership development: 
formal training, on-the-job training, action learning and non-formal 
training.18,44-47 On-the-job training itself encompasses a wide range 
of activities, including use of 360° feedback processes to enable 
personal development, mentoring and coaching, learning networks 
and in-service training courses. Finally, non-formal training is 
essentially self-directed learning, such as colleagues supporting 
each other in peer groups or networks which are sometimes also 
called communities of practice. 

Table 5 summarises the pros and cons of each of these approaches 
in relation to leadership competency development. Although there 
is surprisingly little empirical evidence (nationally or internationally) 
on the relative value of the alternatives, existing experience 
does suggest that a combination of approaches is likely to be 
important.48 While formal training gives people the space to stand 
back from their experience and acquire formal knowledge of 
relevance to aspects of leadership, practical experience generates 
the tacit knowledge that allows them to make use of this knowledge 
and the related skills – and, as importantly, to develop leadership 
behaviours. 
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Table 5:  Advantages of training approaches in achieving 
selected goals

Training approach Formal On-the-
job

Action 
learning 

Non-
formal

Acquire knowledge ● Ө ● ●

Understand concepts ● O ● Ө

Understand techniques ● Ө ●

Acquire skills in use of 
techniques Ө ● ● O

Acquire skills in analysis 
of organisation problem Ө ● ● O

Acquire skills in 
developing and 
implementing action 
plans

Ө Ө ● O

Key: ●	High	potential;	Ө	Medium	potential;	O	Low	potential.

Source:  Kerrigan and Luke, 1987.49

These experiences suggest that there is a need to strengthen existing 
training programmes in SA as well as to move beyond them. For 
example, taught courses could be structured differently to allow for 
more action-oriented, hands-on learning periods and to provide 
time to reflect on and absorb new ideas. 

In addition, more innovative approaches to experiential and action 
learning might include:

 ➣ Internships: Allowing younger leaders to work with more 
experienced colleagues, perhaps within the context of formal 
training programmes;

 ➣ Mentoring and coaching systems: To allow reflective learning 
through peer and other support;

 ➣ Innovation fellowships: To support dedicated efforts to 
introduce innovation within the health system through projects 
and activities undertaken with expert and peer support; and

 ➣ Sabbatical and reflection periods: To allow experienced 
leaders to take the time to stand back from experience and 
reflect on it, with others, to distil lessons to strengthen their own 
and others’ leadership. 

Participants at the 2011 Celebrating Innovative Health Management 
Conference also highlighted ways in which networking could 
support leadership development (Table 6). 

Table 6:  Supporting health leadership in SA

What do you believe could support you in sharing experiences and 
networking with fellow health managers?
Category of response % (out of total  

99 responses)
Establishing networks and communities of 
practice 35

Conferences to allow sharing and networking 23
Establishing an electronic communications 
platform 19

Sharing publications on experience 6
Training 5
Sharing contacts and presentations after the 
conference 5

Smaller, regular meetings 4
Resources, team building 2

Source:  Doherty and Gilson, 2011.37

Finally, provincial HR development units must develop more strategic 
approaches to developing health leadership across the system. 
There have been very few partnerships between Government 
and training organisations to jointly develop training programmes 
or other forms of learning support or, more ambitiously, a set 
of leadership interventions. Yet the development of distributed 
leadership requires such strategic thinking. 

Team training is also widely recognised to be valuable in building a 
critical mass of people with common understandings and skills, but 
is rarely undertaken in SA. Provincial HR development units need to 
see training as an opportunity to support career enhancement for 
individuals as leaders and managers. Training programmes should 
be selected to match both personal and organisational career 
objectives. 

Conclusion
Much of what is proposed here is not new, although the language 
may have changed a little. In the SAHR 1998 Schaay and 
colleagues from the then Public Health Programme at the University 
of the Western Cape outlined many similar ideas, concluding 
their chapter on Health Service Management Training with these 
recommendations:

Changing the nature of management will require strong 
leadership, adequate funding and a degree of vision, 
innovation and risk taking from all concerned ... The focus has 
to shift away from bureaucracy and administration towards 
people-centred service delivery, where there are incentives 
for better management by effective, multidisciplinary teams. In 
addition, there is a need for a decisive management training 
needs assessment to be conducted which defines the required 
knowledge, skills and attitudes for managers at each level, 
identifies the level of current management capacity, and 
assess the training required to fill the gap. In support of this 
any evaluation of current management training must be done 
within the context of the overall management development 
process and the organisational structures which support it – as 
well as looking at what is now required in terms of training 
methodology and programme content.4



SAHR 2011 79

Leadership and governance within the South African health system  6

It is an indictment of the level of attention paid to health leadership 
that action has only recently begun to be taken to address these 
recommendations, more than 10 years later. Yet without support 
for large-scale leadership development activities which move 
beyond training, efforts to re-engineer PHC, improve quality or 
implement steps towards NHI will most likely achieve less than what 
is intended.

To capitalise on the 2010 competency assessment conducted by the 
DBSA, strategic and focused leadership development efforts based 
on long-term partnership between Government and training and 
other organisations are needed. The key requirements are: 

 ➣ developing a shared understanding of health system leadership 
competencies for SA among all concerned actors – that is, 
leaders and future leaders, the organisations that employ them 
and those interested in supporting leadership development;

 ➣ debate and discussion about the substance and approach of 
formal training programmes that seek to support development 
of leadership practice;

 ➣ developing a coherent set of formal training opportunities for 
people at different stages of their career, that support career 
development for health management and leadership;

 ➣ developing a range of practice support initiatives to 
complement formal training opportunities; 

 ➣ adopting approaches to HR development for management 
and leadership that focus on personal and system issues, 
supporting both; 

 ➣ clear identification of the organisational constraints on effective 
leadership and advocacy for action to address them; and

 ➣ evaluation and regular review of all formal and practice-based 
training activities.

The Institute for Leadership and Management in Health Care 
proposed within the recent Human Resources for Health strategy6 
could provide the vision and direction required to stimulate and 
coordinate such actions, facilitating networking and wider initiatives 
among relevant actors. 

Finally, as noted, both leadership development and structural 
change are needed to embed the new routines and practices that 
are necessary within the health system to sustain implementation of 
new PHC initiatives and NHI development. 

Leaders across the system make a difference – but together they will 
be much more effective when there is real devolution of authority to 
them, this within clear frameworks of accountability. 
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Introduction
A health information system (HIS) provides the foundation for the 
generation of good-quality data, and is a major building block 
of the health system.1 It integrates collection, processing, reporting 
and use of information required for improving effectiveness and 
efficiency of health services through enhancement of management 
at all levels within the health system.1 In recent times the requirement 
for better and more timely health and health-related information 
has been driven by the need to be more responsive to emerging 
and urgent health threats;2 increasing emphasis on health sector 
reform and decentralisation; global and national shifts towards 
performance-based disbursements by many funders; and results-
based approaches to monitoring progress towards attaining health 
goals by Government departments and development partners.3 
It is thus acknowledged that without the existence and optimal 
functioning of a coherent and harmonised HIS, the production 
and availability of health information required for health systems 
strengthening and health evaluation and reporting will be 
fragmented and sub-optimal, and will not meet the needs of end-
users.4

South Africa (SA) has made many gains in the establishment and 
implementation of an HIS post-1994. Of note was development 
of a free and open-source software solution, the District Health 
Information Systema (DHIS), developed as a repository for 
aggregated routine health data from a variety of sources.5 
Nationally the pool of information management staff has increased, 
and so has availability of HIS resources such as data collection tools, 
hardware and software.6 Data quality has improved substantially 
and a standardised reporting system for data submission to the 
National Department of Health (NDoH) on a monthly and quarterly 
basis is in place. There have, however, been numerous challenges 
along the way, many of which will be presented here.5-8

This chapter reviews progress towards strengthening the South 
African HIS in the light of the Negotiated Service Delivery 
Agreement (NSDA) and re-engineering of primary health care 
(PHC) and other recent health sector policy changes. It provides 
an overview of the NSDA and other key policies which impact on 
the structure and functioning of the HIS, and a brief assessment of 
the HIS implications of two key NSDA sub-outputs. An overview 
of persistent challenges and a summary of recent developments to 
address these are presented, as well as SA’s vision for the HIS. The 
chapter concludes with an overview of proposed steps for future 
HIS strengthening.

Recent policy developments and 
increasing demand for a strong HIS

The NSDA

In 2010 the South African Government identified 12 priority areas 
(outcomes) and corresponding key indicators and targets for 2010-
2014.8 Outcome 2 (‘A long and healthy life for all South Africans’) 
falls within the domain of the NDoH,8,9 and the NSDA, detailing 
key outputs and associated activities for this outcome, was signed 
by the Minister of Health Dr Aaron Motsoaledi, a number of other 

a The DHIS software program should not be confused with the concept of a 
DHIS for managing health information within the district health system. It 
has been implemented nationally and in eight of the nine provinces.

Government ministers and provincial Members of the Executive 
Councils. The delivery agreement is designed to complement 
the national 10 Point Plan for overall strengthening of the health 
system, and contains four strategic outputs that the health sector 
must achieve.10 These outputs and corresponding sub-outputs 
are presented in Table 1. Output 4 (strengthening health systems 
effectiveness) forms the foundation for achieving outputs 1 - 3 and 
aims to strengthen the entire public health system. Undoubtedly the 
introduction of PHC re-engineering (sub-output 4.1) will have major 
impacts on the healthcare system and subsequently on the HIS. This 
will be described in more detail below.

Table 1:  Four strategic health outputs and sub-outputs of 
the NSDA 

1. Increasing life expectancy
2. Decreasing maternal and child mortality
3. Combating HIV and AIDS and decreasing the burden of disease 

from tuberculosis (TB)
4. Strengthening health system effectiveness

4.1 Re-engineering of PHC system
4.2 Improving patient care and satisfaction
4.3 Accreditation of health facilities for compliance
4.4 Improved health infrastructure availability
4.5 Improved human resources (HR) for health
4.6 Strengthening financial management (monitoring and 

evaluation)
4.7 Improving healthcare financing through implementation of 

National Health Insurance (NHI)
4.8 Strengthening HIS

PHC re-engineering

The ultimate goal of PHC re-engineering is to create a healthcare 
system that moves from being predominantly curative to including 
a greater emphasis on cost-effective health care focusing on 
prevention, health promotion and rehabilitation that is closer to 
communities and households.11 The package of services to be 
delivered will extend beyond that currently provided at health 
facilities, and community outreach and home-based care services 
form the backbone of this approach.12 Quality assessments and 
accreditation processes will serve to strengthen PHC facility 
activities. More details can be found in Chapter 5.13

HIS implications of PHC re-engineering

PHC re-engineering will undoubtedly demand an increase in 
human, financial and infrastructural resources, with an increase 
in the number of staff collecting data across SA. Teams will be 
required to collect community-level data for routine reporting to 
the health facility they are linked to and will be expected to know 
the demography and epidemiological status of their catchment 
population, and must collect and analyse data related to their 
activities. Each team member must be appropriately trained to 
collect the data, use data collection tools, and collate, report and 
use the resultant information. Sufficient user-friendly and durable 
stationery has to be made available, and systems for storage of 
these data set up. Data collection tools and data management, 
analysis and reporting processes need to be aligned with those 
used at the facilities, and modified according to need and local 
practices.
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Aggregated data collected by teams will be included in the 
facility’s routine monthly report. The existing HIS at facility level will 
need strengthening, with more data capturers, hardware (functional 
computers and printers) and software, including access to the 
intranet and, over time, to the Internet. This will ensure electronic 
reporting of data to higher levels and facilitate communication. 

HR requirements

In order to support front-line facilities with feedback and reporting of 
information, there should be sufficient capacity of health information 
staff at sub-district, district and provincial levels. Technical skills are 
required to analyse, interpret and present data in a format that is 
useful for planning and management. Ideally managers should also 
possess these skills, but it is preferable that public health specialists, 
demographers, epidemiologists, geographic information system 
practitioners and statisticians be available to do this work in more 
detail and with greater sophistication. Appropriate information 
and communication technology (ICT) infrastructure should be 
in place and information technology (IT) staff are required for 
troubleshooting and maintenance of the IT system. 

Staff responsible for certifying patients will have to be trained in how 
to complete death certificates accurately, and those responsible for 
completing discharge forms should receive training in application 
of ICD-10 coding. Database developers and managers will be 
required to develop large databases that can link health and 
health-related data with those of other relevant sectors, ultimately 
to form a secure, centralised and integrated data repository for use 
and access at all levels. The integrated data repository database 
must provide easily retrievable linked population, administration, 
finance, HR for health, logistics, pharmacy and infrastructure data.

Successful implementation and monitoring of the NSDA goals 
requires a well-functioning and integrated HIS which is adequately 
resourced and funded. 

SA’s vision for strengthening the HIS
Since 1994 much has been done to support establishment of a 
strong HIS. This includes legislation governing health information 
(e.g. the National Health Act (NHA) which assigns the stewardship 
role to the NDoH and provides a framework for use of information in 
the health sector);14 laws governing official statistics15 (e.g. Census 
data) and civil registration16 (e.g. vital statistics); and policies 
providing guidance on improving data quality and monitoring 
and evaluation (M&E) of performance. The recently released 
District Health Management Information policy presents a vision to 
develop a well-functioning district health management information 
system (DHMIS) that will provide good-quality, reliable and timeous 
evidence, useful for tracking and improving health service delivery 
and ultimately to develop a national HIS. The Auditor-General of 
SA is constitutionally mandated as responsible for accountability 
and governance in the public sector through auditing financial 
and performance (health) data.17 These and other key HIS-related 
legislative documents and policies are presented in more detail in 
Table 2.

The NSDA document also presents a vision for the HIS in SA, 
proposing that a framework be created for development of a 
comprehensive and integrated M&E system and associated HIS.9 
It calls for development of common standards, norms and systems 

and establishment of a set of defined roles for M&E at national, 
provincial and district levels, with emphasis on improving data 
quality. It also proposes that an electronic health record system be 
developed for the country. The document states that strengthening 
the HIS will “… involve a range of analytical and research activities 
using existing datasets and refining information collection systems 
and tools used to collect and manage health workforce data, 
and the use of these to drive the evaluation of workforce-related 
interventions in the system, and assist with planning”.9 
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Table 2:  Summary of key Acts and policies relating to health information 

Acts Key components relating to health information

NHA (Act 61 of 2003)14  ➣ The NDoH shall facilitate and coordinate the establishment, implementation and maintenance of the 
information systems by provincial departments, district health councils, municipalities and the private health 
sector at national, provincial and local levels in order to create a comprehensive national HIS

 ➣ The Minister may (section 74(2)) for the purpose of creating, maintaining or adapting databases within the 
national HIS, prescribe categories/kinds of data for collection and submission and the manner and format in 
which and by whom the data must be compiled, collated and submitted to the NDoH

 ➣ Future development of the National Health Management Information System will include incorporation and 
integration of health information from the private sector. The promulgation of Chapter 9 of the NHA of 2003 
will provide the legal framework for this process 

Births and Deaths Registration Act 
(Act 51 of 1992)16

 ➣ This Department of Home Affairs (DHA) legislation governs notification of registration of births, deaths and 
stillbirths

 ➣ Births are to be notified at the DHA within 30 days
 ➣ Death due to natural causes, stillbirths and deaths occurring outside of the country are also to be registered 

at the DHA
Statistics Act (No. 6 of 1999)15  ➣ The Statistician-General is responsible for all matters governing statistics in SA, such as formulating quality 

criteria and establishing standards, classifications and procedures for statistics
 ➣ The Statistician-General is also responsible for promoting coordination of the producers of official national 

statistics to ensure harmonisation of information and avoid duplication
Promotion of Access to 
Information Act (No. 2 of 2000)18

 ➣ Gives effect to the constitutional right of access to data/information held by the State and that is required for 
exercise of protection of any rights 

 ➣ Additionally, it provides a framework for requesting such data and information
 ➣ Aims to foster a culture of transparency and accountability 
 ➣ The DHIS predominantly contains aggregated public health data that should, within the parameters 

provided in this policy, be available to all South Africans
Public Finance Management Act 
(No. 1 of 1999)19

 ➣ The accounting officer of an institution must establish procedures for quarterly reporting to the executive 
authority to facilitate effective performance monitoring, evaluation and corrective action

Public Finance Management 
Amendment Act of 1999 (No. 29 
of 1999)20

 ➣ The accounting officer for a department must submit within five months of the end of a financial year to the 
relevant treasury/executive authority: (a) an annual report on the activities of the department; (b) the audited 
financial statements for the financial year; and (c) the Auditor-General’s report on those statements

Public Audit Act of 2004 (No. 25 
of 2004)17 

 ➣ An audit report must reflect such opinions and statements as may be required by any legislation applicable 
to the auditee, but must reflect at least an opinion or conclusion on the reported information relating to 
performance of the auditee against objectives set out in the audit

Policies Key components relating to health information

Government-wide M&E (GWME) 
guidelines (2007)3

 ➣ Developed by the Presidency and presents an overarching policy framework for M&E in the South African 
Government

 ➣ Consists of four parts: understanding M&E; the GWME system; M&E at institutional level; implementation of 
the system

 ➣ Clarifies M&E concepts, principles and processes and describes the purposes and processes of M&E 
activities in Government

 ➣ Provides guidance on how M&E should be aligned and linked to managerial systems such as planning, 
budgeting, project management and reporting

 ➣ Prescribes the type of data to be submitted but is more flexible about data collection processes
DHMIS policy (2011)6  ➣ Provides a regulatory framework in terms of the NHA of 2003

 ➣ Developed by the NDoH and focuses on seven priority areas: health information coordination and 
leadership; indicators; data management; data security; data analysis and information products; data 
dissemination and use; HIS resources

 ➣ States that health managers at all levels of the healthcare system assume ownership of the HIS
 ➣ Aims to standardise implementation of the DHMIS and to clarify roles and responsibilities of each level of 

the health system
 ➣ Objectives are to strengthen M&E as well as the use of information in policy and programme planning
 ➣ Clarifies the roles and responsibilities of each administrative level and category of staff
 ➣ Ensures data security and integrity
 ➣ Policy is to be used in conjunction with a set of standard operating procedures (SOPs) produced in a 

separate document
National Evaluation Policy 
Framework (2011)21

 ➣ Provides the basis for a minimum system of evaluation across Government. Its main purpose is to promote 
quality evaluation which can be used for learning to improve the effectiveness and impact of Government, 
by public entities reflecting on what is working and what is not and revising their interventions accordingly

 ➣ Seeks to ensure that evidence from evaluation is used in planning, budgeting, organisational improvement 
and policy review, as well as ongoing programme and project management, to improve performance. 
Provides a common language for evaluation in the public sector 

 ➣ While it provides for a Government-wide system, the main focus is on evaluations specified in the national 
evaluation plan 
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As can be seen from Table 2, the legislative and policy environment 
exists to support information management in SA. However, the 
gap between policy and implementation is wide. It is therefore 
imperative to identify the key challenges which persistently hinder 
translation of key health sector policies into practice.

Persistent challenges
Key challenges which persistently act as barriers to the establishment 
of a strong HIS and adoption of a culture of information are 
summarised below.

Legislative and policy challenges

An overarching national Health Information Strategy that seeks to 
harmonise and standardise HIS activities has not been developed. 
This was also identified as a key challenge in an HIS assessment 
conducted using the Health Metrics Network Framework in 2009.4 

Clear and comprehensive policies and guidelines to support 
implementation of much of the above legislation have also not 
been developed. Sections of some Acts have not been enacted; for 
example, the NHA of 2003 stipulates that private sector data be 
integrated with public sector data, but this has not yet been done.14

A Government-wide IT governance framework and IT strategic 
plan does not exist,22 and an ICT strategy for health has yet to be 
developed.6 

Governance and leadership challenges

There is poor alignment between measurement of health system 
inputs and processes, key indicators and health sector objectives 
and goals in the information system. 

There is also a lack of standardisation and governance by health 
managers, leading to large numbers of indicators at all levels in 
the health system. These are often poorly selected and not sensitive 
enough to track changes in service delivery or coverage. 

Limited buy-in and involvement of health system managers in 
data management activities, particularly data analysis, use and 
feedback, is a persistent challenge which needs attention. In 
addition, for the most part data are not used for decision making 
and planning by health managers.

Resources, software and hardware challenges

Studies have shown that HR are inadequate, with high attrition rates, 
inadequate training and limited availability of physical resources 
(e.g. data collection tools, registers, computers, printers).23 To 
compound this, roles and responsibilities of HIS staff are often not 
standardised, so they are often burdened with non-HIS activities.23 
There is limited HR development planning and no established HIS 
career path; furthermore, accredited HIS training programmes do 
not exist.23 Inadequate technical support (e.g. epidemiologists, 
statisticians, public health specialists, demographers, geo-spatial 
information systems expertise) at all levels in the health system is 
a significant challenge. Amongst other software problems there is 
also limited or no versional control.23

Data sources and storage

The DHIS software stores aggregated data, which precludes 
detailed patient-level analysis. Web-based versions of DHIS are not 
available in provinces, resulting in data being exported from the 
various levels to ultimately produce a national report.

There are also no fixed cut-off dates for data input into the DHIS, and 
data are not “frozen” after particular dates, resulting in reporting 
of different information regarding the same facility and indicator. 

At hospital level the various information systems are often not 
integrated, and service data are not linked to hospital administration 
and finance data.

The transversal Personnel Administration System (PERSAL), an 
integrated system for administering HR transactions and salary 
payments at national and provincial level, is designed to routinely 
record staff information and has limited analytical or planning 
capabilities.

There is also a failure to use the Basic Accounting System (BAS) 
systematically to determine allocation of expenditure in financial 
programmes, sub-programmes or expenditure categories, rendering 
comparison across provinces very difficult. Data exchange between 
systems is ineffective or non-existent (e.g. PERSAL and BAS with 
DHIS).

A single data repository that integrates routine health data, 
population-based (e.g. vital statistics, Census, survey data) and 
relevant non-health data from other sectors does not exist, and there 
is also no master facility list or standardisation of facility types or 
definitions.

Data management and feedback challenges

There is a general climate of poor data collection practices. For 
example, there is a lack of standardisation of data collection tools 
and large numbers of registers, many developed for vertical data 
collection activities. These are often not controlled at national and 
provincial levels. Finally, poor data feedback mechanisms between 
national and provincial levels and between provincial, district and 
sub-district levels need to be addressed.

Recent developments aimed at 
strengthening the HIS in SA
The NDoH has acknowledged the existence of key HIS challenges 
and policy translation gaps, and is attempting to remedy these 
through the National Health Information Systems Committee of 
South Africa (NHISSA), a sub-committee of the Technical Advisory 
Committee chaired by the Director-General (DG) of the Department 
of Health. NHISSA has been assigned a number of responsibilities,  
including:

 ➣ development of policies and regulations to govern information 
management in the health sector;

 ➣ coordination of revision of the National Indicator Dataset; 

 ➣ oversight of procurement of HIS resources, and protection and 
accuracy of information; 

 ➣ standards setting for coding systems; 

 ➣ integration of longitudinal systems (e.g. TB and HIV M&E) with 
the DHIS;
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 ➣ establishment of a unique patient identifier with a long-term 
view of establishing electronic medical record systems; 

 ➣ piloting of mobile technology to improve aspects of the HIS; 
and 

 ➣ oversight of development of an HIS that is harmonised and 
standardised.6

Successful implementation of these interventions will ensure 
improvement in the assessment of progress towards attaining the 
goals of the NSDA. Some of these interventions are discussed in 
more detail below.

Development of the DHMIS policy

The DHMIS policy (2011) was developed to provide an overarching 
regulatory framework in terms of the NHA of 2003,6 and focuses 
on the routine DHMIS. The goal of the policy is to standardise 
implementation of the DHMIS and create uniformity across SA, and 
its objectives are to:

Table 3: Aspects of DHIS policy which address key HIS challenges

Ownership and governance
 ➣ Overall ownership of the DHMIS resides with the DG at national level, heads of department (HoDs) at provincial level, and the district manager at 

district level.
 ➣ NHISSA will ensure that all HIS adhere to national guidelines and specifications.

HIS resources
 ➣ Financing: Provincial and district heads are responsible for ensuring that finances and systems are in place for sourcing adequate resources at 

all levels. The policy does not provide guidance on how the costing must be done, nor the percentage of the budget which should be allocated to 
the HIS.

 ➣ Staffing: Various staff categories with uniform job descriptions are to be appointed at different levels of the health system. Positions of data 
capturers, health information officers and health information managers are to be included in the list of critical posts in each province. No 
guidance is provided on training or requirements for career progression.

 ➣ Equipment and ICT: All managers are to ensure that adequate equipment are made available at all levels. National and provincial ICT units 
will be responsible for acquisition of hardware and software and for data storage, standardisation, maintenance, and upgrading of computer 
equipment. There will be a gradual shift towards server- and web-based solutions.

Indicators
 ➣ The NDoH is responsible for developing and monitoring the national indicator dataset (NIDS) and its associated data elements. 
 ➣ A dataset incorporating relevant data produced by other sectors (e.g. private, non-governmental organisations) will be developed.
 ➣ The NIDS will be revised every two years and written requests for additions must be submitted to the DG along with sufficient motivation for its 

inclusion. The DG will communicate the new NIDS to the provinces at least six months prior to commencement of the next financial year. 
 ➣ Requests from within the province for changes to the provincial indicator set (PIDS) must be submitted to the provincial HoD at least three 

months before commencement of the new financial year.
 ➣ The DG is also responsible for ensuring that annual targets are developed for all indicators, and these are to be adapted by each province and 

district.
Data sources

 ➣ Administrative systems: The NDoH will be responsible for ‘matching’ the BAS and DHIS reporting units and for establishment of a set of 
financial data elements that can be imported from BAS each month or quarter. Steps will be taken to synchronise the various information 
systems within the Department of Health, and between the NDoH and other departments such as Statistics SA and the National Health 
Laboratory Services.

Data use, management and feedback
 ➣ Data collection tools: The National Information Cluster is to lead the process of streamlining and standardisation of a set of data collection 

tools, to be replicated within the provinces.
 ➣ Data flow: SOPs will guide the data flow process and timelines for data submission, and all data are to be signed off by the respective 

managers before submission to the next level. The deadline for routine data submission will be progressively reduced from 60 days to 45 days.
 ➣ Data quality assurance: Eight dimensions of data quality will be monitored: relevance, integrity, timeliness, accessibility, reliability, 

completeness, accuracy, and coherence and comparability.
 ➣ Data analysis: Provincial HoDs are required to analyse data reported in their provinces for each reporting period. Two types of reports will be 

produced: a standardised quality report for the reporting period; and a standardised performance report. This will be done at all levels. A web-
based reporting system will also be developed.

 ➣ Data dissemination and use: Managers at all levels in the health system must ensure that their data are reviewed, and data have to be used 
in development of legislated strategic plans (e.g. district health plans and annual performance plans). The NDoH will also complete geo-
referencing of public health establishments, which will further assist with data analysis and feedback. The DHIS policy places emphasis on 
leadership and states that ownership of the HIS lies with the various departmental heads and that M&E must form part of the performance 
agreements of these managers.

 ➣ Feedback: Quarterly and informal monthly feedback to lower levels on data quality and programme performance is to be provided by all levels. 
The NDoH will produce a comprehensive health statistics publication which will reflect the performance of the entire health system and be 
disaggregated by province. A tender for completion of this work was published in October 2011.

 ➣ strengthen M&E as well as use of information in policy 
and programme planning and decision making through 
standardising data management processes;

 ➣ clarify roles and responsibilities at each administrative level 
and staff category in order to promote increased data quality 
and ownership; and

 ➣ ensure data security and integrity. 

The policy has seven priority focus areas: health information 
coordination and leadership; indicators; data management; data 
security; data analysis and information products; data dissemination 
and use; and HIS resources. It is intended to be used in conjunction 
with a set of SOPs which will be finalised in 2012. 

Table 3 summarises some of the key aspects of the DHIS policy 
relating to the challenges identified. Implementation of the DHIS 
policy and adherence to SOPs represents a significant step towards 
obtaining an unqualified audit from the Auditor-General of SA and 
improving quality of the entire M&E process.
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Implementation of the three-tiered antiretroviral 
treatment M&E system 

SA has the largest antiretroviral therapy (ART) programme in the 
world. In March 2011 in an attempt to standardise facility-level 
ART data management the National Health Council approved 
the adoption of a three-tiered strategy for monitoring provision of 
ART in all provinces.24 This strategy was renamed the Systematic 
Monitoring of ART, Evaluation and Reporting (SMARTER) by 
NHISSA. This World Health Organization-derived strategy 
comprises the following:

 ➣ paper-based ART registers (tier 1);

 ➣ an electronic non-networked system (tier 2); and

 ➣ electronic networked systems using a patient information 
system (tier 3).

A sub-committee of NHISSA has been established to oversee and 
govern the implementation process, and a national implementation 
team of national M&E staff, governmental partner staff, and the 
University of Cape Town’s Centre for Infectious Disease Epidemiology 
and Research (CIDER), provide ongoing implementation support. 
Pilot training was conducted in Bushbuckridge in July 2011. Tiers 1 
and 2 Master Training of provincial staff and development partners 
has started and is being rolled out country-wide. 

The ‘3535’ Data Capturer Project

The previously-named Basic Routine Health Information System 
for Data Capturers (the ‘3535’ Data Capturer Project), which is 
funded by the NDoH, aims to train matriculants as data capturers 
for deployment in public health facilities.25 Implemented through 
a collaborative partnership between Continuing Education at 
the University of Pretoria, the Health Systems Trust and the HIS 
Programme (HISP), the project aims to train 3 535 data capturers. 
The course has five modules: basic computer literacy; HIS; data 
management; DHIS; and the Electronic TB Register (ETR.net). After 
training the trainees are placed at health facilities as part of a 
one-year internship programme. By the end of February 2011, 
2 500 data capturers were trained and 1 700 were subsequently 
employed. More courses are planned for 2011/12.

Rapid assessment of HIS needs in provinces

NHISSA has commissioned John Snow Inc.’s Enhancing Strategic 
Information (JSI/ESI) project to conduct a rapid assessment of the 
routine HIS – people, processes, hardware and software – and 
surveillance system needs by means of an online survey.b In addition, 
qualitative data were gathered through appreciative inquiry 
workshops as part of nine Integrated Provincial Data Improvement 
workshops. The main purpose of these workshops was to draft 
quality improvement plans, prepare provinces for implementation 
of the DHMIS policy, present the rapid needs assessment’s 
preliminary results, and present data quality assessment results 
to assist provinces with development of data quality improvement 
plans. The full report will be made available early in 2012.

b The rapid assessment was based on an earlier survey conducted by 
the Health Systems Trust in 200623 as part of the National HIS project, 
and builds on the 2011 JSI/ESI NDoH DHIS Rapid Resource Assessment 
project.26

Improving data quality through national data 
clean-up workshops

Data clean-up workshops were held in each province to ensure 
alignment between data submitted to provincial level and that 
stored at district level. A similar process takes place when data 
submitted to national level are disaggregated and reconciled with 
data stored at provincial and district levels. The aim is to ensure 
consistency across all levels. A number of workshops were held in 
2011 with plans for more in 2012.

Monitoring of progress towards compliance with 
audit requirements

NHISSA has put in place regular monitoring of progress towards 
implementation of provincial action plans to institute corrective 
action in response to audits by the Auditor-General of SA in each 
province. Progress is reported at each NHISSA meeting.

The Health Data Advisory and Co-ordination 
Committee 

The Health Data Advisory and Co-ordination Committee (HDACC) 
was established by the DG to assist in improving the quality of health 
outcomes data and to advise on NSDA indicators. The Committee 
consists of representatives from Government, higher educational 
institutions, public entities, non-governmental organisations and the 
private sector. In 2011 the HDACC reviewed the NSDA indicators, 
identified additional indicators, reviewed data sources and advised 
on suitable targets. Newly proposed high-level NSDA indicators 
were published in the 2011 HDACC report.27

Proposed next steps for HIS strengthening
In addition to the interventions already under way, there are a 
number in the pipeline, including:

 ➣ Development of a costed five-year HIS strategy for SA. The 
DHMIS Task Team will take the lead on this, and develop 
it through a collaborative process. The strategy itself will 
encompass all aspects of HIS and be developed through 
collaboration with various stakeholders, including entities 
responsible for producing essential health-related data (e.g. 
Statistics SA and the Department of Home Affairs).

 ➣ Revision of the NIDS.

 ➣ Finalisation of national M&E strategies for:

 • the NSDA;

 • PHC re-engineering; and

 • community-based care services.

 ➣ Finalisation and adoption of an eHealth Strategy; a draft was 
developed in July 2011 and is currently being finalised. It will 
provide guidance on infrastructure, mobile health technology 
(mHealth), telemedicine and electronic health records.

 ➣ Development of a national Unique Patient Identifier to enable 
registration of all patients on a National Patient Registry.

 ➣ National training of staff on completion of death certificates 
and ICD-10 coding.
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 ➣ Publication of a national statistics document that will ensure 
feedback of data to lower levels.

Conclusion
The recent introduction of the NSDA will undoubtedly demand an 
increase in human, financial and infrastructural resources. Auditing 
of performance management data has also increased demand for 
good-quality data and standardisation and streamlining of tools 
and processes. The NDoH has displayed a willingness to strengthen 
the HIS, as evidenced by introduction of the DHMIS policy and the 
activities of NHISSA. Plans to develop a costed health sector five-
year HIS strategy demonstrate responsiveness and willingness to 
collaborate with other health sectors in order to develop a coherent 
and harmonised information system.

However, many challenges facing the HIS have persisted for 
years, partly as a result of failure of managers to translate key HIS 
legislation and policies into practice. Finances, political will and 
identification of champions to advocate for HIS and promote buy-
in at the highest levels in the health system are essential to ensure 
success of the five-year strategy. 
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Health technology (HT) is an important part of health systems, the acquisition, 
assessment, management and costs of which have brought about increasing 
challenges in delivery of healthcare services. In order to address the high 
levels and wasteful use of HT, the National Department of Health published a 
Framework for Health Technology Policies in 2001, following this with a draft 
National Health Technology Strategy document in 2005. The key outcomes 
envisaged in these documents are discussed against the backdrop of South 
Africa’s high burden of disease and resource constraints in the public healthcare 
sector. The imminent piloting and implementation of National Health Insurance 
and Government’s renewed drive for improved access to quality health care for 
all have placed HT firmly in the spotlight. 

This chapter looks at some of the HT challenges and what improvements can be 
made in the key areas of prioritisation of public HT needs, HT management, HT 
regulation, HT innovation and public-private partnerships. It is notable that the 
long-awaited national audit of assets in public health facilities has commenced 
and is scheduled for completion in 2012. The inventory arising from this audit 
will provide the basis for effective asset management, including facilitating 
scheduling of preventative maintenance and providing financial information to 
support budget proposals and procurement requests. A further development has 
been the establishment of a Medical Devices Innovation Platform to harness 
and integrate skills and expertise from a number of universities and research 
institutions in the country. Promotion and pursuit of HT innovations present South 
Africa with an opportunity to build capacity to solve health challenges, and thus 
to have a positive impact on health and development.

Niresh Bhagwandini

Health Technology for 
Equitable Access to Quality 
Health Services

i  Medical Research Council
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Introduction
According to the Framework for Health Technology Policies, 
the universally accepted definition of health technology (HT) 
includes devices, drugs, medical and surgical procedures and the 
knowledge associated with these, used in the prevention, diagnosis 
and treatment of disease as well as in rehabilitation, including the 
organisational and supportive systems within which health care is 
provided.1 This includes physical infrastructure such as buildings, 
utilities and healthcare equipment as well as supportive logistical 
systems which include supply, information and communication 
systems and transport. 

For the purposes of this chapter HT refers to medical devices and 
medical equipment only and excludes drugs and pharmaceuticals.

The World Health Organization (WHO) defines medical devices 
and medical equipment as follows:2 

A medical device is an article, instrument, apparatus or machine 
that is used in the prevention, diagnosis or treatment of illness 
or disease, or for detecting, measuring, restoring, correcting 
or modifying the structure or function of the body for some 
health purpose. Typically, the purpose of a medical device is 
not achieved by pharmacological, immunological or metabolic 
means; 

while 

Medical equipment are medical devices requiring calibration, 
maintenance, repair, user training, and decommissioning – 
activities usually managed by clinical engineers. Medical 
equipment is used for the specific purposes of diagnosis and 
treatment of disease or rehabilitation following disease or 
injury; it can be used either alone or in combination with any 
accessory, consumable, or other piece of medical equipment. 
Medical equipment excludes implantable, disposable or single-
use medical devices.

HT forms an integral component of health systems, being used for 
the prevention, diagnosis and treatment of disease and to alleviate 
disability and functional deficiency:3

From a clinical perspective, health technology is utilized to 
reduce the risk of disease, reduce duration of illness, improve 
quality of care, increase access and restore or limit the loss of a 
person’s quality of life. Health technologies are also expected to 
contain costs and improve the management of risks associated 
with health interventions through enhancement of service 
efficiency and productivity of health care professionals.4

Rapid developments and innovations in HT have contributed 
significantly to the quality of health care – but have also brought 
increasing challenges in the management of healthcare services 
for both developing and developed countries. Challenges include 
provision of the necessary infrastructure and human resources 
required to plan, deploy, manage and assess new technologies, 
and also the strategies required to manage cost-containment.5

From an HT point of view the Negotiated Service Delivery 
Agreement,6 commitment to primary health care (PHC) re-
engineering7 and the 10 Point Plan8 (which highlights development 
of an HT plan for the country as a key objective) all impact on 
the management and use of such technology and effective and 
equitable delivery of health services. 

South African context
According to the WHO, most developing countries are characterised 
by poor management of healthcare equipment, which results in 
high levels of inefficient and wasteful use of HT.9

Similarly, studies in South Africa (SA) show that a significant 
percentage of equipment is not fully functional, that there are 
unacceptable levels of maintenance backlogs, and that equipment 
is under-utilised due to a scarcity or lack of trained users. A 
fragmented approach to planning and/or lack of a strategy, 
approved guidelines and a coherent approach to HT planning 
combined with haphazard procurement procedures and processes 
compound the problems.4,10

The findings of these studies resonate with problems that SA’s draft 
National Health Technology Strategy (referred to below) aims to 
address. Specifically, the strategy notes that:

the present lack of systematic planning in the acquisition of health 
technologies, specifically during the procurement and utilization 
phases, has resulted in high levels of inappropriate utilisation 
of HT, and in unnecessary expenditure. The lack of proper and 
uniform acquisition strategies also contributes to high health 
technology costs, and results in a lack of equity with respect to 
patient access and distribution of technology. More importantly, 
there is no coherent system of regulation and assessment of these 
technologies. The fragmented, inefficient and ineffective manner 
in which some HT resources are managed and distributed is 
thus cause for concern. This observation is of equal concern in 
the public and private sectors and applies both inter and intra-
provincially, at both local and provincial levels and between 
academic institutions.11

In 2001 the National Department of Health (NDoH) published its 
Framework for Health Technology Policies which set out to ensure 
that HT is harnessed to its fullest extent as one of the tools to 
improve delivery of health services.1 The envisaged outcome was 
to create a unified and harmonious HT system that ensured optimal 
distribution of limited HT resources and to facilitate equity in access, 
the ultimate aim being to improve the quality of health services and 
enhance positive health outcomes.

The proposed framework model comprises four subsystems in 
the following domains: planning; assessment; acquisition and 
procurement; and utilisation. The key focus areas and elements of 
the HT policy framework are illustrated in Figure 1.

In 2005 the NDoH published a draft National Health Technology 
Strategy to ensure implementation of its policy framework.11 
The strategy is aimed at enabling HT to play a significant role 
in improving the quality of the health care of the people of SA, 
and to assist those involved and interested in delivery of quality 
health care. The vision espoused in this strategy is realisation of 
appropriate, safe and cost-effective HT available at the point of 
need.

Key challenges that the strategy aims to address are the lack of a 
scientific mechanism to decide on appropriate technologies in the 
face of increasing numbers and variety of medical devices, poor 
management of HT in general, and the fragmented approach to 
planning for acquiring new HT or replacing it. The key outcomes 
envisaged in the strategy are shown in Box 1.11
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Figure 1:  HT policy framework 

Source:  National Department of Health, 2001.1

Box 1:  Key outcomes of the National Health Technology 
Strategy

➣ Development of Essential Equipment Lists as a planning tool. 
Essential HT Packages should be used as the basis of HT planning;

➣ establishment of multidisciplinary HT committees at each hospital, 
whose responsibilities will include determining HT needs at all levels 
of care and technology utilisation oversight;

➣ standardisation of medical equipment to reduce costs, ease the 
training burden and enhance implementation of national and 
sectoral strategies;

➣ a national tendering mechanism to centralise HT acquisition to 
reduce costs by bulk purchasing, streamlining processes and avoid 
duplication;

➣ adoption of Good Management Practice Standards;
➣ introduction of a National Healthcare Technology Management 

Information System;
➣ HT Asset Management Systems which would incorporate HT 

inventory lists and medical equipment management information 
such as maintenance, service, redundancy and replacement; 

➣ a supporting clinical engineering infrastructure prioritised to address 
the current dearth of appropriate capacity; 

➣ establishment of a Health Technology Assessment (HTA) Agency, 
with a governance model for the Agency and the process;

➣ regulation of medical devices with a focus on ensuring safety and 
equity and reducing the cost of health care;

➣ building of capacity in critical HT areas, especially clinical 
engineering and HT fields;

➣ establishment of a Ministerial Advisory Committee on HT, whose 
functions will include appointment of task teams to advise on HT, 
draw up guidelines concerning HT and make recommendations on 
HT acquisitions; and

➣ establishment of a National Health Technology Committee 
and Provincial Technology Management Committees, and an 
operational arm (the Equipment Committees) as well as District and 
Hospital Technology Management Committees.

Source:  National Department of Health, 2005.11

The NDoH has prioritised delivery of appropriate HT in their 
2010/11 - 2012/13 strategic plan.8 There is no specific budget 
allocation for HT, which falls under the Hospital Services sub-
programme; according to the NDoH Annual Report 2010/11 they 
have underperformed in meeting the HT targets set for the reporting 
period.12

Prioritising public HT needs
Burden of disease (BoD) information is an important component 
of health information required for health planning as well as 
planning for and provision of appropriate HT. Public health needs, 
also based on SA’s BoD profile, should guide determination of HT 
needs to prevent a mismatch between needs and available HT. It is 
essential to link the disease priorities as identified by BoD data with 
specific medical devices that can be used for prevention, diagnosis, 
treatment and rehabilitation. The WHO has proposed a sequence 
of steps to determine medical device needs based on priority public 
health needs, as shown in Figure 2.13 First a theoretical medical 
device list for clinical procedures, diseases, disasters or emergencies 
is compiled; this is then used to determine the real need by selecting 
HT from the list, based on the BoD of the specific health facility and 
clinical protocols for managing the specific disease conditions. 
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Figure 2:  Setting medical device priorities based on public health needs

Source:  World Health Organization, 2011.13

The “real need” then becomes the desired standard. The desired 
standard can be determined at national, provincial, district and 
health facility level. A comparison between the real need and the 
existing situation concerning HT at a specific level will determine 
what needs to be procured and managed. The cost of the real 
need should be determined per level so that an adequate budget 
is established.14

HT management
HT management covers a wide range of activities, some of which 
are listed in Box 2.9

Box 2:  Activities associated with HT management

➣ Providing technical advice
➣ Planning and costing work
➣ Selection and procurement
➣ Installation and commissioning
➣ Training users and maintenance personnel
➣ Operating equipment
➣ Maintenance and repair work
➣ Monitoring contracts
➣ Decommissioning and disposal 
➣ Managing workshop facilities
➣ Managing staff 
➣ Record-keeping
➣ Managing the inventory 
➣ Stock control of parts, consumables, etc.
➣ Managing waste 
➣ Implementing safety protocols

Source:  Lenel, 2005.9

A broad spectrum of skills is required to cover the HT management 
needs for the whole range of equipment at various levels of 
healthcare facilities. Where feasible these skills should be shared 
across facilities in a particular health district or region.

The range of skill levels required includes persons who are semi-
skilled, such as in-house artisans or equipment users; skilled people 
such as in-house technicians or people who have a basic certificate 
or diploma; skilled people such as technologists and engineers 
with higher national diplomas/technical degrees; and people with 
specialised skills, such as equipment manufacturers or their in-
country representatives or independent private sector maintenance 
companies.9

Evidence indicates that there is a grave shortage of highly skilled 
personnel in the public health sector, which means work would 
have to be outsourced to the private sector in the short to medium-
term and expertise imported from other countries.1,11

Asset management

Public healthcare facilities are subject to South African Treasury 
guidelines for asset management, according to which asset 
management is “the process of guiding the acquisition, use, 
safeguarding and disposal of assets to make the most of their service 
delivery potential and manage the related risks and costs over their 
entire life.”15 Although Treasury has published guidelines, evidence 
suggests that asset management does not have the strategic profile 
it requires.11 Asset management should be seen as a key part of 
business planning which connects strategic-level decisions about 
an organisation’s business needs, deployment of assets and future 
investment needs.16

In respect of HT asset management across all healthcare facilities, 
development and implementation of national, standardised 
guidelines on classification, categorisation and definition of 
medical equipment assets in both the public and private sectors 
is critical.9,16,17 It is also important to align investment and asset 
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with key stakeholders on practical considerations for regulations, 
and prepare for implementation of regulations.23 

HT innovation
In 2011 the WHO published a compendium of new and emerging 
technologies suitable for use in low-resource settings, which 
“specifically focuses on innovative technologies that are not yet 
widely available in developing countries, and product concepts 
under way.”24

Given the huge BoD in SA and the vast inequities in health services, 
the challenge is to accelerate HT innovations that address inequity, 
accessibility, affordability and availability in a cost-effective way, 
at the same time targeting the health priorities of the country. 

Experience has shown that innovation can only thrive if there 
is a pool of critical skills to engage in research, a considerable 
cash injection into a medical device and equipment research and 
development (R&D) infrastructure, strong ties between the public 
and private sector, and support of key Government departments 
including the Department of Science and Technology (DST), DoH 
and Department of Trade and Industry. This calls for a major 
national effort to bring together the three most important elements 
which are still disconnected – scientific research, industry partners 
and funding.25

HT innovations are most likely to take place if there is good, long-
term, sustainable collaboration between academia, clinicians, 
users, industry and patients: “A multidisciplinary approach is 
required given that technology must have clinical utility, should 
integrate seamlessly with the relevant operational activities 
with the healthcare system and be readily embraced by health 
professionals.”26

National Facilities Audit

The need for an audit of assets in public healthcare facilities was 
expressed more than a decade ago, and further attention was 
drawn to it in the HT strategy document as well as the Green Paper 
on National Health Insurance (NHI) which calls for an assessment 
of existing health infrastructure (including facilities, technology 
and management capacity) and a plan to improve its capacity 
and effectiveness to support health services delivery and provision 
(especially within the context of NHI).1,11,27

In response to this need, the NDoH released a tender in 2010 which 
sought to appoint a service provider to conduct a national PHC 
facilities audit, including district hospitals.28 As described in the 
tender document, the aim of the audit was “to conduct a national 
audit of public health facilities, including all clinics, community 
health centres, maternity and obstetric units, district hospitals as 
well as regional, specialized and tertiary hospitals”.28 Briefing 
documents required that the audit be conducted in all provinces 
using standardised existing measurement tools, with the data being 
deposited into a database established by the NDoH. 

Among the specific objectives of the audit as it relates to HT are 
provision of input that will assist with developing certain norms and 
standards where these are deficient, in particular (but not limited 
to) those related to HT and infrastructure, and to conduct an audit 
regarding availability and basic functionality of medical equipment 
and back-ups, including an age analysis of replacements required, 

management at a strategic level to ensure a national framework 
which balances planning for future investment with full utilisation 
and maintenance of existing assets. There is also a need to deploy 
asset management expertise more effectively, particularly where 
such expertise is limited and in high demand. This would also 
entail coordination of existing skills within the public sector and 
reinforcement with expertise from the private sector to address 
weaknesses in capacity of government agencies to work creatively 
on optimising disposal values and engaging productively with the 
private sector. Here public-private sector partnerships should be 
considered, and automation of HT asset management should be a 
top strategic priority. Finally, development and/or adoption of data 
standards that uniquely identify products and locations through 
automatic capture and transmission of information via barcode 
scanning will improve operational inefficiency, eliminate errors in 
the HT supply chain and drive down overall healthcare costs.18

Regulation of HT
Safety, quality and efficacy of medical devices and equipment 
are critical. It is estimated that about 95% of all medical devices 
and equipment is imported into SA.19 In 2004 the South African 
market for medical devices was estimated at US$435 million, which 
translated into 3% of SA’s national expenditure and 0.3% of the 
global medical device market.20

At present a comprehensive system of medical device regulation 
is not in place. However, electromedical devices are currently 
regulated in terms of the Hazardous Substances Act (Act 15 of 
1973) and Regulation No. R1302, 14 June 1991.21 In terms of the 
Act and Regulation, prior to a listed device being sold in SA a 
licence for each model of electromedical device shall be obtained 
from the Directorate: Radiation Control, NDoH. Devices with a CEa 
marking are normally approved by the Directorate.

Draft Regulations have recently been published for comment, in 
terms of which provision has been made for eight categories of 
devices, ranging from non-invasive devices which do not penetrate 
the body (category C1) to category C8: in vitro diagnostic medical 
devices which are intended for in vitro examination of specimens 
derived from the human body to provide information for diagnostic, 
monitoring or compatibility purposes.22

Medical devices will also be classified into low-risk, low-moderate 
risk, moderate-high risk and high-risk categories, and in terms 
of draft regulations a licence holder shall have in place a post-
marketing surveillance system and systems for recall and disposal 
of devices.

The NDoH is planning to establish a new authority, the South 
African Health Product Regulatory Authority (SAHPRA), to oversee 
registration of both medicines and medical devices. It will operate 
as an independent and autonomous body and function under the 
mandate of the Minister of Health, replacing the Medicines Control 
Council and starting operations in 2012. 

In September 2011 the NDoH convened a Medical Devices 
Regulatory Summit in Johannesburg in order to raise awareness 
and understanding of the regulatory framework, share information 

a The letters “CE” stand for “Conformité Européenne”. With the CE marking 
on a product the manufacturer ensures that the product conforms with the 
essential requirements of the applicable European Community medical 
device directives.
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status of HT and replacement requirements for critical equipment.

Some of the deliverables include an estimate of costs required to 
close identified gaps in human resources, missing equipment and 
infrastructure (space and repairs).

The tender was awarded to the Health Systems Trust, a not-for-profit 
organisation specialising in health systems strengthening support, 
and the audit commenced in February 2011. At last count (in 
November 2011) approximately 2 800 of the 4 200 facilities had 
been audited, with the entire exercise scheduled to be completed 
in 2012.29

Several questionnaires and checklists have been developed for the 
audit. In respect of the HT component the domains and number of 
types of medical equipment being assessed are shown in Table 1.

Table 1:  HT audit domains and numbers of equipment per 
domain

Domain No. of equipment 
types

Trauma and emergency 30

Maternity room 38

General wards 16

Diagnostic radiology 35

Theatres and recovery room 117

Outpatients department 54

Intensive care – adult dept 27

Intensive care – neonatal dept 37

Emergency trolleys 26

Critical equipment – maintenance records 5

Source:  Health Systems Trust, 2011.b

In the audit exercise the following information is recorded: number 
of units available, number of units functional, and number of units 
required for each piece of equipment. 

The inventory arising from the audit and ongoing updating of the 
inventory should provide a technical assessment of the assets on 
hand, giving details of the type and quantity of equipment and the 
current operating status, as well as provide the basis for effective 
asset management, including facilitating scheduling of preventive 
maintenance and tracking of maintenance, repairs, alerts and 
recalls.2 In addition, such an initiative is likely to provide financial 
information to support economic and budget assessments and serve 
as the foundation needed to organise an effective asset management 
department. Items such as equipment logbooks, operating and 
service manuals, testing and quality assurance procedures and 
indicators can be created, managed and maintained under the 
umbrella of the equipment inventory. Accessories, consumables 
and spare parts inventories can be directly correlated with the main 
medical equipment inventory.

Ideally, an economic analysis should complement the audit. The 
economic dimensions may include a cost-benefit analysis, cost-utility 
analysis, cost-effectiveness analysis and cost-minimisation analysis, 
and also budget-impact analysis and other forms of economic 
assessments. Quality-adjusted life years (QALYs) and disability-
adjusted life years (DALYs), as used in cost-utility analyses, are often 

b Personal Communication Jeanette Hunter: 16 October 2011.

seen as the hallmarks of HTA, but in many situations budget is much 
more important and useful for decision-makers.

Overall, the use of HTA to inform national coverage policies leads 
to a more explicit and transparent resource-allocation process, 
improving not only technical or allocative efficiency but also health 
equity.14

eHealth

With the advent of the digital age several innovations in the delivery 
of health services have been made possible. eHealth is a recently 
coined term for healthcare practice that is supported by electronic 
communication and encompasses a range of services or systems; 
it includes telemedicine and mobile health (the latter commonly 
referred to as mHealth). However, in the South African context 
there are a number of hurdles to overcome – including the high cost 
of mobile communications, compliance with health legislation and 
ethical rules that cover privacy and doctor/patient confidentiality.

Telemedicine can be broadly defined “as the use of tele-
communications technologies to provide medical information 
and services”, and is increasingly being used as shorthand for 
‘remote electronic clinical consultation’.30 It seeks to deliver the best 
medical advice and treatment options to patients irrespective of 
their location.

In 2009 the Botshabelo community in the Free State was one 
of the first beneficiaries of four PHC telemedicine workstations 
developed by the South African Medical Research Council (MRC) 
and Stellenbosch University under a DST/National Research 
Foundation Innovation Fund award. The DST is also supporting 
the Botshabelo telemedicine project together with the MTN SA 
Foundation, which is providing bandwidth. This partnership is an 
example of government, research institutions and the private sector 
working together to enhance healthcare delivery.

Telemedicine’s major constraints include access to and cost of the 
higher bandwidth required for transmitting physiological data and 
complex medical images, the skills level and willingness of health 
workers to embrace and use this technology, and the rapid pace of 
changes in digital technology which result in an inability to continue 
to use the ’older’ technologies.30 Research is required to determine 
the feasibility and sustainability of the pilot telemedicine projects 
currently being undertaken in SA.

Medical Device Innovation Platform 

In 2010 the MRC established the MRC-University Medical 
Device Innovation Platform (MDIP) to engage in research and 
development of innovative medical devices for the South African 
and international markets. MDIP is a collaborative research and 
development platform that integrates the medical device research 
expertise and competence found at various universities in SA. It is 
based on a hub-and-spoke model where all universities with HT 
R&D competence are encouraged to be part of the platform. The 
MRC is responsible for co-ordinating and managing the MDIP and 
provides funding for approved projects, including support for MSc 
and PhD graduates engaged in such projects. There are now 10 
South African universities that have signed or are in the process of 
signing up to be part of the platform, and a number of collaborative 
projects are in progress. Science councils such as the Council for 
Scientific and Industrial Research and international universities 
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may also become collaborative partners in specific projects. In this 
regard the MRC has proposed that African universities involved in 
ANDI – the African Network for Drugs, Diagnostics and Medical 
Device Innovation – engage in the MDIP to meet the objectives of 
this pan-African initiative. The DST together with the MRC provides 
funding support for the MDIP initiative.

The focus of MDIP activities is to develop appropriate technologies 
to meet unmet health needs in underserved communities through:

 ➣ capacity development of students leading to Masters and 
Doctoral postgraduate qualifications, with emphasis on 
previously disadvantaged individuals;

 ➣ identification of clinical needs and proposed solutions by 
medical researchers and practising medical doctors, leading 
to market-focused projects;

 ➣ utilisation of specialised prototyping and manufacturing 
facilities and product development expertise found within 
certain universities;

 ➣ generation and protection of intellectual property, spin-out 
company creation and development of manufacturing and 
distribution activity in the field; and 

 ➣ development of new academic courses (MSc/MTech and PhD/
DTech) and entrepreneurial career paths in HT for mainly black 
engineers, scientists and managers who are often enticed 
prematurely into professions such as energy, mining and 
construction.

Public-private partnerships
The private health sector in SA is well developed and provides 
world-class care and patient services. Their skills and experience in 
a wide range of HT areas need to be brought to bear on the public 
health sector through public-private partnerships. These include:1

 ➣ knowledge transfer;

 ➣ procurement practices;

 ➣ HT acquisition, assessment and management;

 ➣ outsourcing of services;

 ➣ quality assurance programmes;

 ➣ alternate financing methods and mechanisms; and

 ➣ public sector provision of health services to private patients, 
and vice versa.

Conclusion
The need for improved HT regulation, assessment and management 
has long been recognised as essential to address patient safety, 
poor asset planning and management, inappropriate procurement 
practices, inadequate technical support services and skill shortages 
in critical areas of healthcare service delivery. In response to this 
need the DoH has published a visionary policy framework and 
draft strategy for HT. Furthermore, the long awaited audit of assets 
in public health facilities has commenced, National Core Standards 
for health establishments in SA have been published and the draft 
policy paper on NHI in SA has been gazetted for public comment. 

Most of the critical building blocks are now in place to have a 
significant impact on the unacceptably high BoD in SA and 
promote optimal use of HT assets and skills in the public health 
sector. The piloting and phased implementation of the NHI is 
likely to fast-track the finalisation of the HT strategy, leading to 
development of implementation and action plans and identification 
of organisational structures and resources required to implement the 
plans at national, regional, district and local level. Monitoring and 
evaluation will be important to determine performance in achieving 
the objectives and targets of the implementation plan and to ensure 
accountability.
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A number of questions 
must be taken into 

consideration to ‘rural-proof’ 
key strategies currently 

being introduced, such as 
PHC re-engineering and 

National Health Insurance. 
From policy development 

to resource allocation and 
implementation, requirements 

for rural populations need 
to be taken into account to 
ensure equitable outcomes.

This chapter explores successes and constraints in terms of the right to access 
health care in rural areas. We present a case study that provides insight into 
daily challenges patients from poor rural communities face when accessing 
health care. While assessment of health and health care in rural areas is 
challenged by lack of a standardised definition of rurality, marked inequities 
are noted between health outcomes in more urbanised and rural provinces. 
Reasons include inadequate efforts to address social determinants of disease 
such as the levels of deprivation in rural areas. Furthermore, rural communities 
experience significant barriers to accessing health care, including financial 
barriers, inadequate transport, and distance to the nearest facility as well as 
limited services available. Understaffing and the poor state of infrastructure in 
many rural facilities further entrench existing inequities. 

The central role of management in providing adequate care within the healthcare 
system is emphasized. There are several examples of good practices in rural 
areas. With good leadership and innovation, access to health care is possible in 
rural areas – even with limited resources. The rural healthcare context needs to 
be taken into account during design and implementation of health policies and 
strategies. A number of questions must be taken into consideration to ‘rural-proof’ 
key strategies currently being introduced, such as National Health Insurance and 
the new Human Resources for Health Plan. From policy development to resource 
allocation and implementation, requirements for rural populations need to be 
taken into account to ensure equitable outcomes.
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Marije Versteegii

The State of the Right to 
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i Department of Rural Health, University of KwaZulu-Natal 

ii Centre for Rural Health, Faculty of Health Sciences, University of the 
Witwatersrand, Johannesburg



SAHR 2011100

Box 1:  Case study

Sarah (48 years old) lived in Gauteng and had been treated for 
hypertension. She had a stroke, for which she was treated at a local 
hospital, and was left with weakness of the right side. She was unable 
to continue to work, and returned to the rural area where she grew up. 
She had referral letters from hospital to receive occupational therapy 
and medication. 
Sarah moved into her family homestead where her sister and her 
children lived, as well as some of her own children and grandchildren. 
The homestead was situated on a hill about four km from the tarred road, 
with no piped water and a pit latrine. Sarah had previously provided most 
of the family’s income. 
The community caregiver paid her a visit and advised her to go to the 
local clinic with the referral letters. She explained that Sarah should 
apply for a disability grant, but said that this would not be easy. 
It was difficult for Sarah to get to the clinic because of her one-sided 
weakness, but when she did manage to get there the rehabilitation 
team was not available and she was given an appointment to return in 
five weeks time. A nurse took the letter but due to unavailability of the 
prescribed treatment at the clinic, she was prescribed a first-line agent 
according to the standard treatment guidelines. She indicated that she 
was not able to refer Sarah for a disability grant as the forms needed to 
be completed by the doctor – who would come the following week.
The effort involved in getting to the clinic was too great. The family 
discussed what to do next. They considered traditional medication or 
a visit to a general practitioner (GP), but to see the doctor at the clinic 
would have meant at least two more trips. They decided to spend the 
money on going to a GP, who said Sarah needed to go to the local district 
hospital with a referral letter stating that she needs occupational therapy 
and a grant. When they got to the hospital a sister shouted at them for not 
going to the clinic. Sarah was told to go back to the clinic – and still had 
no referral for occupational therapy nor a disability grant.

Introduction
The experience of Sarah outlined in Box 1 is not an exception. 
In rural South Africa (SA) accessing affordable, good quality and 
comprehensive health care remains a real challenge for many. There 
have been significant improvements in the healthcare system since 
1994, such as introduction of free primary health care (PHC) for 
all, the establishment of a district-based health system, introduction 
of the essential drugs programme and the hospital revitalisation 
programme.

This chapter explores how far the right to health has been realised 
for the rural population of SA, and starts by discussing the legal 
framework for rural health. We then explore the health outcomes 
of rural populations and discuss their determinants, including the 
ability of the current health system to deliver health care in rural 
areas. We draw attention to successes and opportunities to improve 
access to health care in rural SA, concluding by reflecting on how 
to ‘rural-proof’ the significant policy initiatives under way in SA. 

Legal framework for rural health
Along with many other socio-economic rights, the right to access 
healthcare services is guaranteed by section 27 of the Constitution.1 
However, the legislation does not require the elected Government 
to fully realise this mandate with immediate effect, since this 
would be unreasonable given the resources required, and the 
dire state of health care and health inequities inherited from the 
previous dispensation. Rather, the constitutional imperative requires 
Government to progressively realise this right within available 
resources. This imperative places on Government the duty to take all 
reasonable measures to address poor health outcomes and health 
services in rural communities.2 Progressive realisation implies that it 
is unconstitutional for access to health care to deteriorate. For this 

mandate to be realised in rural communities, the specific conditions 
of rural areas need to be taken into account when planning 
health services to ensure that policies and strategies relate to rural 
strategies.

Reforms to the healthcare system post-1994 have been inspired by 
the principles of PHC as captured in the Alma Ata Declaration.3 
In this chapter we use the principles underlying the Declaration to 
reflect on the care provided to rural communities, and to assess 
whether Government’s constitutional mandate is being met.

Defining rural

In SA there is no standardised definition of rurality, and Government 
bodies, research institutions and other stakeholders use a range of 
criteria to define rural – or do not use rural as a variable at all. 
For instance, despite rural development being a specific focus of 
the Government, the development indicators used by the National 
Planning Commission do not distinguish between urban and rural 
areas.4

There have been some attempts to develop definitions, including 
the use of population densities, sizes of towns, characteristics of 
the infrastructure or predominance of agriculture.5 In its report on 
urbanisation and migration, Statistics South Africa estimated that 
43.7% of SA’s population was rural.5 The authors used 1996 and 
2001 Census data and defined ‘rural’ on the basis of a number 
of indicators, including whether an area fell under a traditional 
authority, whether it was located outside of the metros and whether 
it lacked ‘urban characteristics’ such as availability of amenities 
and infrastructure. Following their methodology, the percentage of 
rural inhabitants per province was calculated (Table 1). 

Table 1:  Percentage of rural populations per province, from 
most to least rural

Province % rural population

Limpopo 90

Northern Cape 80

Eastern Cape 62

Mpumalanga 61

North West 59

KwaZulu-Natal 55

Free State 25

Western Cape 10

Gauteng 4

Source:  Kok and Collinson, 2006.5

The table illustrates the basis for using a provincial comparison 
as a proxy for making a rural-urban comparison. Provinces such 
as Limpopo or Northern Cape are juxtaposed with Gauteng and 
Western Cape. Another indicator that has been used as a basis 
for defining rural areas is deprivation,6 as there are high levels of 
deprivation in rural areas and the 10 most deprived districts in SA 
were found to be rural (defined by population density).7 Yet caution 
is required in equating rurality with deprivation, since there are 
inequities within and between rural districts while at the same time 
urban areas also have high levels of deprivation.
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The lack of a standardised definition of what constitutes ‘rural’ poses 
a challenge to making consistent and meaningful comparisons of 
data on rural health, which is a limitation to the data presented 
in this chapter. However, the trends that emerge even with an 
inconsistent definition of rural are important to note, and support 
the call for a more consistent definition to be finalised. 

Health outcomes in rural areas

SA has poor health outcomes in both rural and urban areas, despite 
spending significantly more on health than other middle-income and 
developing countries which produce better outcomes.8,9 A review 
of the state of health in SA found insufficient progress in combating 
HIV, AIDS and malaria, no progress in improving maternal health, 
and a deterioration in the mortality of children under five years 
of age.9 There are large provincial differences, with the two most 
urbanised provinces, Gauteng and Western Cape, faring much 
better in health outcomes than the more rural provinces (Table 2).

Table 2:  Comparison of selected health outcomes

Best performing  
province

Worst performing  
province

Maternal mortality ratio  
per 100 000 live births Gauteng: 112 Free State: 313

Infant mortality rate per  
1 000 live births Western Cape: 22.9 Eastern Cape: 57.1

Tuberculosis cure rate Gauteng: 78.7 North West: 58.3
HIV prevalence  
(age 15-49 years) Western Cape: 9.7 KwaZulu-Natal: 25.7

Source:  Day and Gray, 2010.10 

The table shows that a child living in the Eastern Cape is more than 
twice as likely to die in the first year of life than a child from the 
Western Cape, while a person with tuberculosis (TB) in Gauteng 
has a 19.9% higher chance of being cured than a person with TB 
in the North West. In 2007 infant mortality rates were found to be 
71.2 per 1 000 live births in rural areas compared with 43.2 per 
1 000 live births in urban areas.11

The next section discusses factors that entrench such inequities. 

Determinants of health outcomes 
Social determinants of the right to health 

The relationship between health and social determinants such as 
poverty, food security and nutrition is well documented.12 The high 
levels of deprivation in rural areas contribute significantly to poor 
health outcomes.7 Issues of education, sanitation, availability of 
potable water, household income, and food security all have an 
impact on the health status of individuals and households. Social 
determinants have a greater impact on the health status of a nation 
than the availability of curative healthcare services.11

One social determinant of disease that has strongly shaped rural 
health in SA is migrancy. There are high levels of mobility between 
rural and urban and within rural areas, particularly among the 
economically active (and healthier) part of the population.5,13 In 
some areas seasonal labour in the agricultural sector contributes 
significantly to the mobility of the rural population. Similar to the 
case study, when falling ill many people in the economic centres of 

the country return to their homes in the rural areas to be cared for 
within the extended family system.5,13 

While space is inadequate to comprehensively discuss the impact 
of social determinants of disease, the levels of deprivation in rural 
areas suggest that insufficient attention has been given to the role 
of social determinants of health in uplifting the health of rural 
communities. 

Access to health care

The World Health Organization describes access to health care 
in terms of financial, population and service coverage.14 Financial 
coverage refers to social protection against the financial and socio-
economic implications of accessing health care. In rural areas 
population coverage is influenced by distances to facilities and 
service coverage includes quality of care provided at facilities as 
well as the package of services available at different levels of care. 
In the section below several factors that play either a limiting or 
enabling role in accessing health care in rural areas are identified. 

Financial coverage

SA has developed a much more robust system of social security than 
other African countries which includes disability, care dependency 
and old-age grants. These transfers play a crucial role in the survival 
of many rural households.15 Changes in making access to certain 
health services free of charge, such as maternal and child care 
and provision of antiretrovirals, have been critical steps in removing 
barriers to access to care.

Yet, as the case study illustrates, substantial barriers remain to 
receiving care, even in the context of free PHC in the public sector. 
Many families are not able to access healthcare services due to the 
costs involved. Rural populations are affected to a greater degree 
due to higher levels of deprivation.16 An episode of illness within 
a family with few resources can have a catastrophic impact on the 
entire family which may be hard to recover from.15

Transport

Closely related to financial coverage is the need for affordable 
and reliable transport, particularly when there are large distances 
and few facilities in rural areas. A number of studies have found 
that considerably greater access barriers are experienced by rural 
compared to urban communities, including distance, time and cost 
of accessing health services.17-19 Rural populations are particularly 
disadvantaged regarding emergency transport to access healthcare 
facilities.16 

The case study also highlights the challenges faced by people with 
physical disabilities in accessing health facilities. There are few 
public transport systems available for disabled people, particularly 
people using wheelchairs – and even fewer in rural areas. While 
transport policies have sought to be inclusive, implementation and 
regulation of the transport industry has not adequately addressed 
barriers of access for rural poor and disabled people living in SA.16
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Rural population coverage by private health care 

Rural populations are not as well provided for in terms of private 
health care compared to urban populations. The private sector 
in rural areas comprise mostly of GPs who run cash practices, 
and either use local public sector hospitals or private facilities in 
larger towns and cities as referral centres. There are fewer private 
specialists and private hospitals in rural areas. Table 3 provides 
a comparison of numbers of private hospitals across provinces, 
and shows that the rural provinces tend to have the fewest private 
sector hospitals. The same pattern is evident in the distribution of 
private hospital beds and medical scheme beneficiaries across 
provinces.21 It further emphasizes that rural populations are reliant 
to a much greater extent on public sector hospitals than urban 
populations are. 

Rural population coverage by the public sector

Since 1994 efforts to improve access to PHC facilities in SA have 
been beneficial for rural populations, as the public healthcare 
system provides coverage through a network of community-level 
care services, PHC facilities and hospitals. Yet, as discussed below, 
there is uneven progress. Fifteen per cent of poor rural households 
live more than an hour away from the closest clinic and 20% live 
more than an hour away from the closest hospital.22

Community-level care

Historically there has been a high reliance on home-based care to 
support families often on a voluntary basis in rural areas. To a large 
degree, this reflects the communities’ response to the HIV pandemic. 
Community-level care is a sphere upon which Government has 
recently been focusing more attention, as evidenced by the decision 
to re-engineer PHC23 and the introduction of programmes such as 
Sukuma Sakhe in KwaZulu-Natal. The latter explicitly attempts to 
address social issues beyond healthcare services, such as access to 
social services and grants, and to move beyond health education 
and home support.

This shift in focus is likely to benefit rural populations by bringing 
services closer to communities and addressing some of the access 
barriers. For equity purposes it will be critical that the current uneven 
spread of community caregivers be addressed. However, the 
degree to which community-level care is integrated into the network 
of PHC clinics is variable across the country, and information from 
community-level care is seldom used or considered at higher levels. 
International evidence suggests that community care-givers can 
play a critical role in improving health outcomes if well supported 
and sufficient in numbers.2

Table 3:  Private hospitals per province

Private sector facilities per province

Eastern 
Cape

Free State Gauteng KwaZulu-
Natal 

Limpopo Mpuma- 
langa

Northern 
Cape 

North 
West 

Western 
Cape 

Total population20 6 527 747 2 773 059 10 451 713 10 259 230 5 238 286 3 643 435 1 058 060 3 271 948 5 278 585
% of population  
that is rural5 62% 25% 4% 55% 90% 61% 80% 59% 10%
No. of private 
hospitals21 13 15 95 27 5 9 3 10 39
No. of private 
hospitals/100 000  
rural population 0.32 2.16 22.72 0.48 0.11 0.40 0.35 0.53 7.39

PHC clinics and district hospitals

Many new clinics have been built since 1994, particularly in 
rural areas. However, large differences remain in the numbers of 
facilities per population, utilisation rates and staffing levels across 
provinces, reflecting under-provisioning in rural areas.7 The new 
facilities in rural areas often cannot be adequately utilised due to 
lack of human resources (HR). A study on PHC facilities in four rural 
districts of the Eastern Cape and KwaZulu-Natal found challenges 
with basic infrastructure such as water, electricity or telephone 
connections (Table 4).25

Table 4:  Access to basic amenities in the Eastern Cape and 
KwaZulu-Natal 

EC (n=20) KZN (n=20)

Availability of safe drinking water 20% 25%

Availability of electricity 45% 85%

Availability of flush toilets 40% 75%

Operational telephones 20% 5%

Source:  Schoeman and Faber, 2010.25

The study further reported that inadequate infrastructure negatively 
impacted on the quality of services since basic functions such as 
calling an ambulance have the potential to become major service 
delivery challenges.

Service coverage

In terms of equity, within the healthcare system the whole population 
should be able to access similar levels of care.26 However, in many 
instances the package of services at PHC and district hospitals is at 
times much more limited than in urban settings (as seen, for instance, 
in a very low caesarean section rate).7 Since in rural settings the 
public sector often constitutes the only health service in the area, 
the options are much more limited for these patients. 

Referral system and access to specialist services

Rural hospitals and clinics form part of a larger referral system, 
which is not always based on rational planning but rather on 
historical factors such as location and, perhaps more importantly, 
availability of services. The availability of specialist services at 
regional hospitals may be very variable; for example, Limpopo had 
only one regional hospital with a qualified anaesthetist in 2007.27 
If regional services are poor or unavailable, a patient from a rural 
hospital has to be referred to tertiary services, usually even further 
removed geographically. Outreach programmes by specialists to 
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argue that stronger leadership and greater local accountability are 
conditions for improvement in coverage and quality of maternal 
and child health services.34 

Multiple systemic issues such as the availability of HR, the 
procurement system, transport, clinical audits and availability 
of drugs impact on capacity to provide a good-quality service. 
Appropriate, informed decisions can limit the negative impact of 
severe resource constraints, while critical gains are possible even 
with limited increases in resources if managed well. For instance, 
instead of keeping doctors at the hospital during times of severe 
understaffing, a manager may decide to send doctors to service the 
peripheral clinics in order to prevent congestion at the hospital. This 
also has direct positive implications for patients, who can access 
care more locally.35 However, a recent Delphi study involving 64 
rural healthcare experts identified “the appointment of people to 
senior posts in hospitals, district offices and provincial Departments 
of Health without requisite knowledge, skills and experiences” as 
the biggest challenge for rural health care.36

The shortage of health professionals is a significant barrier to the 
right to health in rural SA and has been touched on already. North 
West and Limpopo residents have the lowest access to health 
professionals of different categories, while Gauteng and Western 
Cape residents are the best off.10 Small teams of health professionals 
are particularly vulnerable, with the loss of one professional 
having a much larger impact on service delivery.29 The urgency 
of replacement is not always well understood by decision makers 
located far from the rural services. This has become apparent with 
provinces imposing staffing moratoriums across the board, severely 
affecting recruitment in already understaffed rural areas.37 

Resource allocation for rural areas

A recent study found that the provinces with the greatest health 
burdens, least economic resources and largest populations received 
the smallest share of national public healthcare funds.18 The racial 
and geographical inequities of the apartheid past have not been 
adequately addressed in current healthcare spending processes, 
and provinces with greater existing capacity in terms of hospitals 
and number of doctors benefited from higher funding allocations. 
The continued inequities are explained by the “infrastructure-
inequality trap”, where better-resourced health infrastructure re-
quires higher levels of funding to maintain current levels of care, 
and also has greater capacity to spend the funds allocated and 
leverage additional funds.18 As a result, the inequitable distribution 
of healthcare infrastructure continues to perpetuate inequalities 
between urban and rural areas, such as per capita spending on 
PHC.7 

Performance of the healthcare system is frequently assessed by 
efficiency indicators such as cost per patient day equivalent.7 
However, efficiency indicators should not be the only criteria for 
resource allocation. In order to provide a certain service, a number 
of basic resources need to be available, regardless of how well 
utilised the service is. An example of this is caesarean sections. In 
order to be able to perform a caesarean section, minimum staff and 
equipment needs to be available, regardless of whether one or 10 
caesarean sections are performed in one night. The cost of only a 
few caesarean sections in a rural hospital is thus proportionately 
higher. However, in certain instances concerns about cost and 
workload should not dictate the availability of vital services. This is 

mostly district hospitals has been a strategy that has improved the 
clinical support for peripheral services.26,28 Evidence suggests 
that a more integrated visit that includes teaching, clinical audits 
and consultations may have a better overall impact than merely 
relocating the specialist clinic in to another setting.28 Strengthening 
of regional services is vital for good support of rural hospitals, 
particularly when outreach programmes become part of the core 
functions of regional services.

Emergency services both within and between rural areas and 
regional or tertiary centres are also typically less resourced than 
emergency services in urban areas, resulting in long waiting 
times.16 In emergencies (particularly obstetric cases) this may be 
catastrophic, and there is a push to increase capacity for managing 
increasingly complicated cases in the periphery.27, 29, 30 

Quality of care

An important aspect of service coverage is not just availability of 
facilities or the range of services available, but also the quality of 
the care received. The public healthcare system relates to patients in 
particular ways, often perpetuating stereotypes and assumptions. 
The biomedical focus of the healthcare system does not address the 
social determinants of disease, and nor does it engage adequately 
with cultural expectations, migrancy or social dynamics of changing 
cultures.16 The case study highlights how patients are assumed to 
understand the structure and bureaucracy of the healthcare system, 
including levels of care and requirements for access to care.

Many concerns have been raised regarding the quality of care 
that rural people are receiving at public sector facilities. Recent 
community consultations around healthcare in rural areas showed 
that rural health care users have identified shortages of staff, bad 
staff attitudes, large distances to health facilities and services, 
insufficient medication, lack of monitoring and evaluation, patient 
transport and shortage of ambulance services as major areas of 
concern.31 

Although the national average for delivery without a skilled 
attendant is 9%, case studies in rural areas such as Hlabisa, 
KwaZulu-Natal, show that an estimated 63.5% of women gave 
birth at home; for Agincourt in rural Mpumalanga the figure was 
23.1%.17 In terms of delivery at health facilities by a skilled health 
attendant (a Millennium Development Goal 5 process indicator), the 
national average was 84% in 1998 – but only 74% for rural women 
compared to 93% for urban-based women.32 These findings point 
to the unequal chances rural women have for a safe delivery, most 
likely due to their geographical location and socio-economic status. 

However, when assessing quality of care indicators, a hetero-
geneous picture emerges, with variable quality of care throughout 
the country. 

Functioning of the healthcare system
Leadership and management 

In order to address the issues of access to health care in rural 
areas as described above, the healthcare system has to function 
adequately. This is influenced strongly by leadership and govern-
ance as well as equity in resources. Local leadership and 
management are crucial to improving patient care.33 Chopra et al. 
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true for many mobile services, which may spend an extraordinary 
amount of time and resources travelling long distances to see only a 
few patients. By definition the services are going to be less efficient, 
and a more nuanced understanding of resource allocation needs 
to be in place to address the right to health for remote populations. 

There is little doubt, however, that severe inefficiencies and poor 
management contribute strongly to both the cost and quality of 
healthcare delivery.16 In as far back as 1996 a research report 
commissioned by the Department of Health found a strong urban 
bias and high levels of inefficiency and inequity in resource 
allocation. This was aggravated by a lack of systems and capacity 
to rationalise, manage future resource allocation and develop 
efficient use of resources at the micro level.38 The Integrated 
Support Team reports made similar findings in 2009.37

Governance 

Many of the current health reforms draw on the experience of other 
countries such as Brazil, which managed to move rapidly toward 
achieving the Millennium Development Goals by implementing 
PHC strategies. A critical feature of their healthcare reform was that 
it took place in a particular social and political context in which 
there was increased demand for local governance and improved 
services.39,40 In SA however, governance, both in terms of provincial 
accountability to implement national strategies as well as local 
accountability to communities, remains poor.37 The accountability 
of local leadership has been identified as a particular concern 
for rural health.36 The role of the community and meaningful and 
empowered mechanisms of holding services accountable locally 
are crucial – yet largely lacking. 

Good practices
There are ample exceptions to the trend of poor service delivery, 
staffing and management in rural health care. In many instances 
rural doctors and nurses have managed to form strong relationships 
with individuals and communities as well as organisations working 
in the community. The role of these relationships in service provision 
has not been adequately explored in SA. 

The first antiretroviral (ARV) programmes in the country to reach 
the 2011 targets in terms of coverage of catchment populations (as 
defined in the National Strategic Plan) have been rural, defined 
by low population densities,41 and programmes that pioneered 
ARV integration into PHC clinics were also rural sites.42 There have 
been dramatic improvements in perinatal mortality rates43 and 
inpatient mortality rates in some rural hospitals, often performing 
better than urban hospitals.30 The horizontal integration of vertical 
programmes such as TB and HIV care has been successful in many 
rural services. Working in resource-limited settings prompted 
initiatives such as task-shifting and extending the scope of practice. 
Many such innovations in rural areas preceded (and at times 
informed) national policies. 

Success stories are not recorded and published enough, and 
the many dedicated healthcare professionals working in rural 
communities in difficult circumstances remain hidden and seldom 
acknowledged. The role played by foreign qualified doctors in 
particular is often not recognised, despite the high level of reliance 
upon them. Working in a resource-limited environment requires 

healthcare professionals to go beyond their scope of practice and 
often to break professional rules (such as a single doctor giving 
the spinal anaesthetic and performing the surgery in cases of 
caesarean section) in order to save lives.29 

Implications for the future 
Mechanisms need to be in place to rectify the inequalities and 
inequities of the past. Internationally, guidelines have been 
developed for the ‘rural-proofing’ of policies by applying a set 
of questions that need to be explored when developing any new 
policy.44 Such tools need to be applied to ensure that legislation, 
policies and strategies are aligned with stated objectives and are 
constitutionally sound (see Box 2). 

Box 2:  Critical questions to ask when designing or reviewing a 
new health policy 

➣ Does this policy assist in the progressive realisation of access to 
healthcare services in rural areas in an equal manner compared to 
urban communities?

➣ Have rural health practitioners been involved in the design of the 
policy?

➣ Have rural communities been engaged in the design of the policy?
➣ Has research from rural areas been used in formulating the policy?
➣ How will remote communities access this service? What can be done 

to make it easier for them to do so?
➣ At what facility level will this service be delivered, e.g. clinic, district 

hospital or regional hospital? 
- Is the type of facility level the closest possible to rural communities?
- Are proper referral systems in place to ensure accessibility for 

communities living far from the proposed facility?
- Have the costs for rural patient transport been factored in?
- What minimum levels of HR are required to implement this policy?
- Are these levels available in rural areas? 
- If not, what can be done to ensure accessibility of the promised 

service as a result of this policy in rural areas?
- Do we need relatively more HR in rural areas to reach remote 

communities with this service?
➣ What financial resources are required to roll-out this policy? What 

factors may make this more expensive in rural versus urban areas?
➣ What additional equipment is required to rollout this policy in rural 

areas?
➣ How will monitoring and evaluation of the implementation be carried 

out?
➣ Have efforts been made to minimise paperwork?
➣ How will we ensure that rural and remote communities are adequately 

informed about the new policy?
➣ Are there any risks that the policy will entrench further inequities if 

the above questions are not addressed?

Source: Adapted from Versteeg and Couper, 2001.36

These questions need to be critically explored and applied to all the 
current policies and strategies, such as the NHI, re-engineering of 
PHC and the new HR plan, to mention a few. Detailed reflections 
and explorations are needed to understand the impact of the new 
policies on rural areas and how to achieve equity, particularly for 
resource-intensive interventions. 

An equally rigorous process needs to follow the development of 
regulations, strategies and resource allocations for implementation 
of the policies. Clear mechanisms have to be in place to ensure that 
the processes and allocations are rural-friendly. It is crucial that 
the detail of issues such as funding care at the point of delivery, 
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achieving compliance with the National Core Standards (in order 
to qualify for NHI funding) or managing HR requirements for 
initiatives are explored from a rural perspective in order for the 
system to start addressing the inequities of the past successfully.

Conclusion 
The right to health care in rural areas is compromised by a number 
of health system and socio-economic barriers. The inequities of 
the past have persisted, with inadequate focus on addressing the 
barriers to accessing health care holistically, including the rural 
patients’ journey from their dwelling to the point of care. 

To realise the right to health, the specific conditions and realities 
of rural areas need to be taken into account. This in turn requires 
sufficient insight by policy makers into rural health systems, so 
that implementable policies are designed that can achieve their 
intended goals equally among citizens. The focus on inequities 
related to race and socio-economic status needs to be broadened 
to include the explicit link to geographical location. 
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The stark reality of a gross 
shortage of health workers 

sustains poor health 
outcomes for rural people, 

and needs immediate 
attention.

This chapter reviews the realities of and challenges to improving human 
resources (HR) for rural health care in South Africa. The difficulties are serious 
- and progress towards solutions is slow. The stark reality of a gross shortage 
of health workers sustains poor health outcomes for rural people, and needs 
immediate attention. This chapter places current progress in context.

The lack of acknowledgement of the uniqueness of rural health care with respect 
to HR is evident in different Government policy initiatives. The recent National 
Department of Health (NDoH) plan to re-engineer the primary health care sector 
is critiqued, as are the Negotiated Service Delivery Agreement and the recent 
NDoH Human Resources for Health strategy. 

HR interventions in the short term, as well as longer-term recommendations in 
the categories of education, regulations, finance and personal and professional 
support, based on international guidelines are suggested.

Richard Cookei

Ian Couperi

Marije Versteegi

Human Resources for  
Rural Health

i Centre for Rural Health, Faculty of Health Sciences, University of the 
Witwatersrand, Johannesburg
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Introduction
While the 2008 edition of the South African Health Review 
(SAHR) included a comprehensive chapter on strengthening human 
resources (HR) for primary health care (PHC), there was no specific 
focus on progress in tackling the unique and complex challenges 
faced in HR for rural health. It is therefore significant that this edition 
includes a chapter focusing on this topic.

There is no denying that a more equitable distribution of health 
care workers is required in South Africa (SA). This is accepted by 
all stakeholders, not least the Government under the leadership of 
the current Minister of Health, Dr Aaron Motsoaledi. The immediate 
question, however, is according to what characteristics the decision 
makers define the ‘inequity’ in the South African health system. 

Health care in SA has been characterised by three levels of 
inequity in healthcare delivery. Firstly, the divide between public 
vs private healthcare spending: the former only spends R875 per 
person/per year on 85% of the population, while the private sector 
spends R6 500 per person per year on the remaining 15% of the 
population.1 Secondly, provision of care is focused on hospitals, 
rather than on health prevention and promotion in the communities, 
despite a PHC approach being Government policy since 1994.2 
Lastly, and perhaps most significantly, health care is generally 
better resourced, better organised and better supported in urban 
areas compared to rural health care, which has historically been 
neglected in SA. 

In SA, 30% of doctors and 15.5% of pharmacists are employed in 
the public sector,3 yet only a minority of these public sector workers 
are based in rural areas – where 43% of the population resides.4 
Increasing access to health workers in remote and rural areas 
through improved recruitment and retention is critical to achieving 
the rights of rural communities to comprehensive, quality health 
care. 

Rather than only reviewing the isolated local efforts to improve 
the situation to date, this chapter also places these efforts within 
the context of local and international policy guidelines and plans. 
These then give weight to the recommendations aimed at increasing 
recruitment and retention of health workers in rural areas in SA. 

Key findings regarding a focus on HR for 
rural health at policy level

PHC re-engineering – a new opportunity to focus 
on HR for rural health care?

2010/11 has witnessed Government plans to re-engineer PHC, 
based in part on the Brazilian model. In an effort to further 
preventative and promotive health efforts in the community setting, 
this plan is structured around new roles and functions of health 
workers, particularly three interlinking but distinct groups: district 
specialist teams, PHC outreach teams, and school health teams. 
However, rural areas are unique and the implementation of the re-
engineering PHC plan has to be tailored accordingly. When the 
PHC re-engineering plan was made known, input by stakeholders 
actively involved in provision of rural care was provided. This 
process of ‘rural-proofing’ resulted in a response to the plan 
submitted to the National Department of Health (NDoH) in May 

2011.5 The following are the main points related to HR which are 
detailed in the submission:

 ➣ There is an urgent need for a comprehensive HR for health 
plan, the importance of which is not stressed in the PHC 
re-engineering plan. This must incorporate strategies for 
production, recruitment and retention of PHC teams and the 
entire rural health workforce at large. 

 ➣ According to the PHC re-engineering plan, community health 
workers (CHWs) will be formally employed as core members 
of PHC outreach teams. Improved first contact with rural 
communities through the CHWs is crucial, because patients 
are easily lost to follow-up due to broken referral systems.6 

However, the planned one CHW per 250 households is 
unlikely to yield enough CHWs in most rural areas. The 
following variables will contribute to a formula for calculating 
the optimum number in each sub-district: baseline health 
indicators, density of households, topography of area, scope 
of practice, presence of home-based carers, availability and 
budget for public/designated transport, and level of social 
solidarity in the area. 

 ➣ Both home-based carers and CHWs should be formal 
PHC outreach team members. In the model proposed in 
the re-engineering strategy the two fall under different 
employers (non-governmental organisations and Government 
respectively), which can potentially complicate the working 
relationship so vital for delivering assistance in the household, 
as well as limiting carer liaison with staff at other levels of care 
within the health sector.

 ➣ Nursing staff must receive specialised training in PHC in order 
to be fully effective. PHC is a specialised discipline in health 
delivery and training; this training is especially required in 
rural health care where reliance on individual (not collective) 
capability is more the norm in these isolated and poorly 
resourced areas. 

 ➣ The PHC re-engineering plan requires enrolled nurses to be 
trained as staff nurses (to lead outreach teams). However, the 
training and number of professional nurses to substitute in the 
interim are insufficient for successful PHC outreach in rural 
areas. Specific mentoring and training will be required for 
these professional nurses. 

 ➣ It is envisaged that community health centres (CHCs) will be 
staffed with doctors, but many rural doctors fear isolation and 
therefore resist placements in remote CHCs. HR plans must 
therefore be supported with resources to ensure that these 
CHCs are direct ‘extensions’ of the district hospital with regard 
to supervision, training and social networking of doctors. The 
understated role of doctors in the community-based health 
teams, contrary to the Brazilian model, is of concern.

 ➣ The plan requires training of post-basic pharmacy assistants, 
and the process of equipping facilities with appropriately 
trained staff will be slow. Thought must be given to the use 
of basic-trained pharmacy assistants to do outreach to CHCs 
and clinics. There is a major shortage of pharmacy personnel, 
but the multidisciplinary team can shoulder responsibilities 
collectively under the guidance of the available pharmacist. 
Thus task sharing, proper supervision and teamwork are also 
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important for efficient and cost-effective continuity of care in 
rural areas.

 ➣ The success of the new Bachelor of Medical Clinical Practice 
(Clinical Associates or ClinAs) training is crucial. Although 
employed at district hospitals, ClinAs will be important to 
the successful rollout of the PHC plan. Posts must be created 
for ClinAs at district hospitals in all provinces, particularly 
in rural areas. Awareness of their role and function must be 
actively promoted among other cadres of health professionals, 
especially since the ClinAs are not independent clinicians. 
Community service should be a requirement, as for other 
health professionals. 

 ➣ Efficient referrals would be a huge improvement on the current 
system, creating a seamless continuum of care. District-based 
specialist support teams must work in parallel with outreach 
teams of specialists at regional hospitals. Duplication of 
specialists (e.g. obstetricians, paediatricians) at district and 
regional hospital level is not counter-productive, but the fact 
that few specialists are available underlines the important 
coordinating role of the district-based specialist, namely the 
family physician. Family physicians function as clinicians first 
and foremost, but will play a vital role in integration and 
quality of health services within the (sub)district, especially in 
rural districts where other specialists are scarce.

 ➣ While decentralising authority to facility level is important, 
careful attention must be paid to the sensitive dynamic between 
off-site supervisors and facility management at all levels of 
PHC. Complementary roles will operate in a facilitative not 
merely authoritative environment. For example, recruitment 
targets must be included in the key performance indicators 
of the district management team, but job offers should be 
decentralised to district hospitals and sub-districts. 

Does the Negotiated Service Delivery Agreement 
(NSDA) reflect a new focus on improved HR in rural 
health?

The NSDA details activities to address challenges in each of its 
output areas effectively:

 ➣ increasing life expectancy;

 ➣ decreasing maternal and child mortality;

 ➣ combating HIV and AIDS and decreasing the burden of 
disease from tuberculosis (TB); and

 ➣ strengthening health system effectiveness.7 

In discussing the failings of the PHC system to date, the NSDA 
identifies the lack of integration of different levels of care and 
spheres of Government, and between public and private sectors. 
The document states that patients get “lost in the system”, resulting 
in poor access to health care and poor quality of care. No mention 
is made of the lack of integration of rural and urban health care. 
Rural patients not only get lost in the system, but struggle to access 
the system in the first place.

There is no reference to ‘rural’ in the NSDA document. While the 
agreement includes a commitment “not to keep doing things as 
usual, but to identify solutions and develop new strategies,”7 there is 
no recognition that a specific focus on rural health care is required.

It is significant that two of the top five priorities for rural health 
care identified during 2010 by the Rural Health Advocacy Project 
(through an expert panel) are “the need to focus on how to 
recruit, retain and support senior health care professionals in rural 
hospitals for the long term” and “the need for the development and 
implementation of a national Human Resource Plan that is relevant 
to the rural health care context.”8

While acknowledging that improvement in HR for health is a priority 
for Government, there is little evidence in the NSDA of a plan for 
rural health workers and communities, who are currently the worst 
off with respect to HR.9 Future generations of health professionals 
need to be developed within the public health service if it is to be 
adequately staffed in future. To help achieve this goal, all levels of 
the health service need to be seen and utilised as training facilities; 
the staffing crisis cannot be left to universities or the Department of 
Higher Education. The NDoH must realise that the education and 
training of health professionals is part of its mandate. 

Furthermore, an HR plan for rural health needs to be underpinned 
by certain principles,a as noted by the World Health Organization 
(WHO).10 A discussion of the relevant principles in the context of 
the NSDA follows. 

HR for health and the broader social, 
political and economic context
The NSDA points out that “despite spending 8.7% of its GDP on 
health,”7 SA is a middle-income country which produces poorer 
health outcomes than some lower-income countries. Poor rural 
communities are the worst off, due to the historical inequities in 
resource allocation, geographical challenges and the highest levels 
of deprivation. 

To solve problems at the coalface requires decisions to be made and 
implemented at a local level. This need to decentralise authority and 
budgets to district management teams and facilities is recognised 
within the PHC re-engineering plan and the NSDA. Both also 
state that the current National Health Act will be amended to give 
authority to efforts at decentralising management decisions and 
jurisdiction. This needs to occur in the context of a comprehensive 
HR plan, which must include strategies for rural recruitment and 
retention.

Understanding the workforce 

The NSDA refers to the skewed distribution of health professionals 
between the public and private healthcare sector. This is indeed 
the case, and the ratio of 4 200 uninsured people to one general 
doctor in the public sector is concerning. However, no mention is 
made of the skewed distribution between urban and rural areas. 
The typical urban province has 30 generalists and 30 specialists 
for each 100 000 people not covered by medical aid, while there 
are an average of 13 generalists and two specialists available 
per 100 000 people in rural provinces.11 With 43% of the current 
population living in rural areas the latter figures translate to a ratio of 
7 692 people to every general doctor in rural areas – considerably 
worse than the national average.12 The differences in terms of other 
categories of health care professionals are often greater. 

a The WHO global policy recommendations for increasing access to 
health workers in remote and rural areas calls for every country to 
consider certain guiding principles before starting to design specific 
recommendations.
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While there is a lack of reliable HR statistics in the country, there 
is enough evidence to demonstrate that universities are not training 
sufficient health care workers to meet the country’s needs, and that 
health care professionals are least likely to work in rural areas. 
Analysis of SAHR 2010 data show that vacancy rates for public 
sector medical practitioners in Limpopo reached a peak of 84%, 
while 66.8% of professional nursing posts were vacant in the 
Eastern Cape (both largely rural provinces). Further analysis shows 
that the Western Cape has more than double the number of doctors 
per 100 000 people than North West province.13 

Aggregated data can be misleading. Whereas the Northern 
Cape and KwaZulu-Natal seem to have a more equitable share of 
doctors compared to other rural provinces, one needs to take into 
account the concentration of doctors in urban centres and around 
academic teaching hospitals within rural provinces.14 Nurses are 
proportionally higher in numbers in the more rural provinces, a 
reflection of nurses substituting for doctors in provinces where they 
are scarce.15 Nursing faces additional challenges, such as an aging 
workforce and migration into alternative employment, and the 
country faces a severe nursing crisis in the short to medium-term.16

Most rural provinces rely heavily on foreign qualified doctors rather 
than South African doctors due to a failure to attract local doctors 
to work in deeply remote areas. In Limpopo 30% of all public sector 
doctors are foreign.17 The severity of the staffing crisis is further 
illustrated by career choices made by new graduates. Of the 1 200 
medical graduates annually, 50% go overseas and 25% go into 
the private sector. Of the remaining 25% that choose to work in 
the public sector, only 35 (less than 3%) choose to work in a rural 
area.18

Strategic concerns regarding HR in SA 

Guided by health outputs of the NSDA, the NDoH has identified 
several strategic concerns regarding the HRH situation in the SA 
health system (see Box 1). 

Box 1:  Strategic concerns identified for HR for health in SA

➣ Inequality in access to health services resulting from an inadequate 
distribution of the workforce 

➣ Inadequate workforce
➣ Weak platforms for planning and implementing workforce strategies
➣ Inconsistencies in the quality, extent and oversight of management 

of the health workforce
➣ Absence of integrated planning with respect to services, HR and 

financing

Source:  National Department of Health, 2010.19 

Although inequality in access to health care is reflected above, 
these concerns do not bring rurality into the picture. To address the 
crisis in rural areas, strategies and specific targets for HR for rural 
health have to be set.

The WHO Global Code of Practice on the International Recruitment 
of Health Personnel (adopted at the World Health Assembly 
in May 2010) requires countries to implement effective health 
workforce strategies in order to develop and sustain an appropriate 
health workforce and reduce the need to recruit migrant health 
personnel.20 To complement this initiative the WHO had already 
started a parallel process of developing guidelines to recruit and 
retain health workers in rural areas. This process led to WHO 

policy recommendations on increasing access to health workers 
in remote and rural areas through improved retention.10 The 
guidelines were launched in SA at the Faculty of Health Sciences 
at the University of the Witwatersrand in September 2010. They 
contain recommendations in five core categories: education, 
regulatory strategies, financial incentives and professional and 
personal support. A group of organisations working in rural health 
care subsequently drafted a South African contextualisation of 
these WHO guidelines, detailed later in this chapter.

Ensure HR expertise is strong

The NSDA recognises the “weak implementation of HR policies 
… which translates to poor performance management and weak 
accountability”.7 The agreement largely mirrors WHO guidelines 
specifying the importance of professional and competent HR 
managers able to perform relatively complex and varied functions 
compared to the norm. These include active management of issues 
around workforce planning, job performance and supervision in 
particular.

Improvement is especially important in HR management in rural 
health. Lengthy recruitment processes compound the challenges 
of shortages and retention of health professionals in rural areas, 
with recruitment turnaround times across the various departments 
ranging from six to nine months.21

At an operational level, supervision and retention strategies are 
closely interlinked. The impact of poor supervision of and support 
for rural health workers can prompt resignations. 

Short-term recommendations for HR for 
health
Progressively realising the right to health requires immediate short-
term interventions (Box 2) as well as longer-term strategies. 

Box 2:  Short-term urgent NDoH priorities for HR for health

➣ Establish a national strategic forum on the health workforce
➣ Reconfigure/recost Health Professionals Training and National 

Tertiary Services Grant
- Target all main health categories, not just medicine and 

dentistry
- Determine the conditionalities and oversight requirements
- Allocate appropriate grant components to education and 

training providers
- Develop a framework for training providers to contract with 

provincial Departments of Health (DoHs)
- Ring-fence the budget for joint academic and other related 

posts
➣ Develop strategic service plans for hospital services, district 

services, emergency medical services, and service platforms with 
a teaching function and priority programmes (HIV and AIDS, TB, 
maternity, CHWs)

➣ Improve marketing, registration and visa requirements for any 
foreign doctors and nurses wanting to work in SA

Source:  National Department of Health, 2010.19

It is pleasing to note that there are some similarities between 
the short-term priorities of the NDoH and those contained in a 
letter submitted to the national Minister of Health in April 2010 
by a coalition of organisations involved in rural health workforce 
issues.22 These are discussed in more detail below.
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Nurturing rural community service professionals 

Whereas community service officers (CSOs) were introduced 
to address inequities in access to HR for health, the allocations 
remain highly inequitable, favouring urban areas. Considering the 
SAHR 2010 data from a rural perspective, Gauteng received 215 
community service medical officers, while Limpopo (with the highest 
vacancy rate) received only 98; Gauteng received 58 clinical 
psychologists, Mpumalanga received only 2; Gauteng received 71 
physiotherapists, while North West received only 12.13

Research in SA has shown that negative experiences during 
community service contribute towards ‘pushing’ health workers to 
the private health sector and developed nations.23 To address this 
there is a need to ensure that: 

 ➣ a transparent process for equitable allocation of CSOs, with 
preference being given to rural hospitals and districts, is 
developed; 

 ➣ mechanisms to encourage community service professionals to 
opt for rural placements and to stay on thereafter (such as 
credits when applying for postgraduate positions) are in place; 

 ➣ there is an improvement in the orientation and support 
programmes for new community service professionals 
with districts taking responsibility for practical and prompt 
orientation of them; and 

 ➣ national and provincial departments facilitate communication 
between future community service professionals and senior 
staff at hospitals in which they have an interest. There is also a 
clear need to create a central database profiling the relevant 
hospitals.

The recently adopted Policy on Community Service Officers 
adopted by the KwaZulu-Natal DoH addresses some of the above 
matters, and sets an example for other provinces in the country.24 
It provides clear guidelines for the equitable allocation of CSOs 
to public health facilities in KwaZulu-Natal with appropriate 
supervision and a supportive working environment “that would 
enable and encourage Community Service Officers to remain in 
the public service, particularly in underserved areas”. The stated 
aim is that 100% of CSOs will undergo a structured orientation 
programme within two weeks of arrival. Some of the rural-friendly 
components include:

 ➣ rural and underserved areas being given preference when 
allocating CSOs of all professional categories; and

 ➣ CSOs will be required to provide services in PHC settings and 
may be required to travel to deep rural areas. Rehabilitation 
and therapeutic therapists are required to travel at least 40% 
of their time at PHC level (including clinics, community-based 
services, non-profit organisations and schools).

The policy further contains detailed guidelines for accommodation, 
training, supervision and mentorship. Successful implementation of 
the policy will depend inter alia on recruitment and retention of 
senior health practitioners, since they are needed to provide the 
required support and supervision. 

Revise policies on who may work in the public 
service in SA 

Recruitment of foreign doctors to work in the South African public 
health service has theoretically been limited to those originating 
from developed countries, but little active recruitment has been 
done. While steering clear of active recruitment from developing 
countries, there have been calls from local stakeholders to allow 
suitably skilled doctors from such countries, who have already left 
their home countries and who apply to work in SA on their own 
initiative, to be employed as well as actively recruiting doctors and 
other health professionals from developed countries. In order to 
address this there is a need for the following to be done:

 ➣ review policies that dictate circumstances under which 
doctors and nurses may be endorsed to work in SA, without 
compromising standards of patient care; 

 ➣ review all applications for endorsement pending with the 
Foreign Workforce Management Programme of the NDoH; 
and 

 ➣ conduct marketing and recruitment drives in wealthy nations 
which potentially have excess doctor and nurse capacity or at 
least greater resources for training. 

Increase support to the nursing profession 

Nurses play a vital role in rural health teams, but face many 
challenges. Urgent actions required include:

 ➣ revision of current lengthy registration processes, including the 
requirements for South African Nursing Council registration; 

 ➣ ensuring a speedy process for appointment of nurses in rural 
health facilities;

 ➣ improving support structures for nurses working in rural 
facilities; and 

 ➣ considering the role of foreign qualified nurses in rural health 
care delivery. Foreign nurses have shown growing interest to 
work in SA but move to other countries due to blockages and 
delays in getting registered in SA. 

Improve recruitment and retention processes for 
healthcare workers 

The process for recruiting local and foreign health workers into the 
system can also be carried out more efficiently. This would greatly 
assist in filling vacancies quickly and avoid losing health care 
workers to other posts due to delays. To address this, the following 
are required:

 ➣ ensure rapid turnaround times for advertisements and appoint-
ment of key health professional categories with set, measurable 
norms;

 ➣ ensure that recruitment targets are included in performance 
management agreements for HR personnel and managers; 

 ➣ identify and unblock bottlenecks and avoid duplication in 
the recruitment process of health workers by, among others, 
automating suitable points in the process and facilitating 
cooperation between players such as the Foreign Workforce 
Management Programme, the Health Professions Council of 
South Africa (HPCSA) and provincial DoHs; and 
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 ➣ reconsider Occupation Specific Dispensation (OSD) scaling 
of mid-level medical officers, who are the backbone of 
rural health care. Review impact of current OSD of nurses 
on recruitment and retention of different nursing categories. 
Adjust salaries adequately to recruit and retain experienced 
doctors and nurses in the public sector. 

Revisit priorities for cutting costs at provincial level 

In response to health overspending, provincial health departments 
have attempted cost-cutting by freezing medical posts in 
Government health facilities. Rural communities historically receive 
support below the critical level required to be sustainable and thus 
often move from crisis to crisis. This means that doctors and other 
health professionals who leave rural facilities are not replaced, 
which has led to the collapse of entire health teams. Previous 
measures to allow for motivation of ‘unfreezing of critical posts’ 
have not worked due to the tedious and lengthy processes involved, 
with potential candidates moving elsewhere. In recognition of the 
matter, a 2009 KwaZulu-Natal provincial report made a number of 
points, outlined in Box 3. 

Box 3:  Recognition of problems with cost-cutting measures

The moratorium on staff recruitment is severely affecting the capacity of 
the various components at provincial and district levels to provide quality 
service delivery.
The overly bureaucratic recruitment procedures from the Department 
for Public Service Administration and the moratorium imposed by head 
office on staff recruitment have a number of negative effects, including: 

- Staff recruitment seems to be one of the biggest challenges 
facing the department; for example, there is currently a shortage 
of about 78% of pharmacists in the whole of KwaZulu-Natal, 
which is acutely felt in rural areas. 

-  Potentially interested candidates are going elsewhere. 
- A number of managers expressed extreme frustration since the 

moratorium does not take cognizance of increased demand for 
service delivery. 

- It has also resulted in key staff leaving the department for other  
opportunities within other sections of Government and the 
private sector.

Source:  Integrated Support Team, 2009.25

Given the disproportionate negative effect of appointment 
moratoria on rural hospitals, it is imperative that these are not used 
as a tool for managing budgets or, at least, should clearly exclude 
all health professional positions without a specific motivation being 
required.

Long-term recommendations
In its national strategy to improve HRH released in October 2011 
(Box 4), the NDoH documented longer-term strategies.

Box 4:  Longer-term strategic NDoH priorities

➣ Leadership, governance and accountability
➣ Intelligence and planning for HR
➣ Re-engineering of the workforce to meet service needs
➣ Revitalisation of education, training and research
➣ Academic training and service platform interfaces
➣ HR management
➣ Quality professional care
➣ Access to health professionals in rural and remote areas

Source:  National Department of Health, 2011.26

The problem statement on access to rural health professionals is 
clear. Similarly, the last of the priorities listed above is evidence of 
the clear intention of Government and a welcome addition to the 
proposed policy. This is a significant step forward, since it is the 
first time specific attention is being given to staffing in rural and 
remote areas.

However, many officials and organisations still do not recognise 
the need for a specific focus on rural areas, believing that 
implementation of the District Health System will achieve this, 
despite the fact that it has singularly failed to provide targeted 
measures to solve the ‘rural problem’ of access and equity.

The proposed establishment of a working group with HR for rural 
and remote health as the terms of reference is a positive move, but 
there is concern that the specific focus on rural health care carries 
a risk that it will remain out of mainstream priorities at local level 
and thus will not have the necessary resources allocated. Each of 
the priority areas listed above should be modified to include a plan 
for a customised ‘rural response’.

There are no quick-fix solutions, but longer-term strategies need to be 
developed and implemented now in order to ensure future supply. 
Longer-term strategies are set out according to the framework of the 
WHO guidelines on increasing access to health workers in rural 
and remote areas.10 High-priority recommended interventions are 
presented below.

Educational strategies

Educational strategies are critical in long-term planning, and 
without them the future health workforce cannot be developed. 
International evidence is clear that educational strategies targeted 
at producing health professionals for rural areas are required in 
order to impact the future health workforce in such areas.27,28 In 
fact, the educational recommendations have the most evidence 
behind them of all of the WHO recommendations. 

SA already has good localised examples which need to be scaled 
up. In order to identify how universities are preparing students for 
service in rural or underserved areas, a peer review evaluation 
of nine health science faculties was conducted. As judged by a 
number of criteria developed during this process, most South 
African faculties fall short with regard to preparation of students for 
practice in rural or underserved areas after qualification, despite 
implicit or explicit intentions to achieve the contrary.29 
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Considering the wider scope, universities need to recruit and train 
on the basis of their core mandate: producing HR for the health 
care needs of the entire SA population. International experience 
has shown that there are no grounds to believe that the HR needs 
of the 43% of the population who live in rural areas will be 
addressed by a trickle-down effect, unless targeted interventions 
are implemented. 

What kinds of interventions are required?

Targeted admission policies: Students from rural areas are 2-5 times 
more likely to work in rural areas.30 Currently fewer than 30% of 
students in key health science programmes are from rural areas, 
with most faculties having fewer than 15% of students from rural 
areas.31 Recruitment of rural students should be a mandatory 
component of selection policies, and universities should be 
required to report on progress in this regard. However, support 
for such students from both the faculties and districts from which 
these students originate is critical, along with processes to 
identify such students currently at high school level.

 Walter Sisulu University Medical School in the Eastern Cape is 
an example of a school that considers the rural origin and future 
practice intent of applicants, with positive outcomes in terms of 
rural practice.32 

Location of undergraduate clinical training outside of major cities: 
There are numerous examples of the success of locating training 
outside of major centres,33,34 and the impact of this on students 
has been shown to be significant in SA.35

 In May 2010 a group of deans and their representatives 
from eight medical schools and a dental school in SA visited 
Australia to have a closer look at programmes offered in the 
rural clinical schools of Monash and Flinders universities, with 
a view to seeing what lessons could be learnt by South African 
universities in expanding rural health training facilities. Their 
report indicated that universities need to commit to training 
students in different settings, particularly underserved and rural 
settings.36 They stated that in order for this training to succeed 
there is a need for political commitment and a national policy 
framework, financial investment by Government, partnership 
with private sector practitioners, and community cooperation.

 There are existing district-based campuses and nursing schools 
in rural areas that should be supported and developed. Far 
less costly than establishing new facilities from scratch, these 
facilities prolong the stay of graduates. As members of the 
multidisciplinary health care teams, such students contribute 
to the job satisfaction and retention of qualified health 
professionals. 

 Exposure of students to rural clinical experiences through 
rotations in existing district health systems is cheaper than 
establishing purpose-built facilities, but the rotations need to be 
long enough and have a positive impact. The programme and 
all logistics need to be resourced properly, including transport 
and supervision (academic and administrative), and especially 
accommodation. Stellenbosch University Medical School has 
made a major commitment to the development of a multi-
professional rural clinical school, with the establishment of a site 
at Worcester where students in their clinical years will spend  
12-18 months living and learning in health facilities in the district.

Location of postgraduate clinical training outside of major cities: 
Opportunities for postgraduate training must be established 
in rural areas. In terms of medicine, all registrar training 
programmes should include rotations in regional hospitals and 
outreach to district hospitals. Other training programmes such 
as family medicine training can be fully placed in rural areas.

There are already a number of medical schools which have 
incorporated regional hospitals into specialist training. For 
example, the Klerksdorp-Tshepong Hospital Complex in North 
West province has become an important part of specialist training 
(‘the registrar circuit’) at the University of the Witwatersrand 
(Wits), in disciplines including medicine, surgery, paediatrics 
and obstetrics. 

 Since the promulgation of family medicine as a specialty by 
the Health Professions Council of South Africa (HPCSA) in 
2007,37 many of the Departments of Family Medicine in SA 
have established rural district-based registrar training for family 
medicine. This is expected to have an important positive effect 
on retention of both doctors and other health workers in the long 
term. Some of the first graduates are already working in district 
hospitals in Robertson and Ceres in the Western Cape. 

Continuing professional development (CPD) programmes: Support 
for appropriate, well-organised and locally based CPD is an 
important factor in retention. Good examples exist in SA, using 
innovative training approaches such as facility-based mentoring 
or web-based learning, and need to be supported in order to 
scale up.38 An appropriately skilled training coordinator should 
be appointed to be responsible for this in each district. Career 
development opportunities are then needed for all professional 
categories.

 A project established in 2010 to support CPD in rural districts 
in the Eastern Cape, with a CPD coordinator in each district, 
is showing great promise.39 Working within three districts, 
programme achievements include establishing a working 
relationship with all Level 1 remote facilities. By June 2011 more 
than 16 fully accredited CPD activities had been completed, 
involving a minimum of 24 health professionals each.

 Further examples include an emergency skills training 
programme, the Basic Emergency Skills Training (BEST) course 
(a collaboration between Wits, Monash University in Australia 
and the North West DoH), which has become a requirement for 
all doctors working in emergency departments in North West 
province.

The evidence provided above is particularly relevant when these 
recommendations combine into a ‘rural pipeline’ in medical 
education and training. This pipeline involves recruiting students 
from rural backgrounds, delivering training in regions, a rural 
curriculum providing repeated rural exposures, and building 
regionally based postgraduate training pathways.40
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Regulatory strategies

Educational strategies are most effective in the context of a 
supportive regulatory environment.

Enhanced scope of practice: The skills mix required in urban district 
hospitals is different from that required in rural district hospitals, 
and definition of an appropriate skills mix for rural hospitals is 
urgently needed. Furthermore, restrictive narrowing of the scope 
of practice that often occurs in urban areas must not impact 
negatively on rural areas, which need multi-skilled generalists 
more than specialists, regardless of the health professional 
cadre. One example is the need for generic mid-level 
rehabilitation assistants in rural areas as opposed to discipline-
specific assistants in order to provide a comprehensive level of 
PHC care amid staffing shortages. The scope of practice must 
therefore be appropriate for rural areas, with flexibility.

Different types of health workers: The optimum range of health 
workers required for rural district hospitals and health services 
must be determined as a matter of urgency. The appropriate 
skills of such workers must be determined, and job descriptions 
should be based on need rather than professional protection.

Clinical Associates: This is given special, separate attention 
because they are a new category of health worker, but could 
also be included under educational strategies. The first 23 
ClinA graduates joined the workforce at the end of 2010, with 
around 100 expected at the end of 2011. Training of this mid-
level medical worker cadre must be scaled up urgently, with 
appropriate resources given to institutions engaged in training, 
and adequate numbers of posts created in the public service to 
ensure that district hospitals can employ sufficient numbers of 
them. In the short term, increased funding to the three existing 
training institutions (Walter Sisulu, Wits and Pretoria universities) 
and regulation of community service for ClinAs should be a 
priority.

Incentives for return of service: Rural scholarship schemes abound 
internationally and have had good success. Two South African 
schemes, Umthombo Youth in KwaZulu-Natal and the Wits 
Initiative for Rural Health Education in North West, have 
shown that these can work here.41,42 Critical to their success 
are local involvement in student selection, facilitation of an 
ongoing relationship with the district during training through 
vacation service and regular contact, educational mentoring 
and service posting back to the district of origin. Extension of 
such programmes will assist targeted admission of rural-based 
applicants to faculties.

Some of the regulatory strategies may meet with resistance from 
professional bodies and students who may wish to avoid rural 
placements. However, it is the country’s health needs that should 
inform the strategies, which requires stakeholders to look beyond 
professional boundaries and personal interests. Some of the 
recommendations, such as training of new cadres, will take time – 
but cannot be avoided. 

Training of mid-level workers is a cost-efficient strategy, although 
the need for additional supervision needs to be considered. The 
value of implementing these recommendations is enhanced because 
these health workers may be less inclined to leave rural areas than 
doctors. Enhancing their scope of practice can then reduce the 

shortage gap while scaling-up the supply of higher-trained health 
workers. 

In the meantime staffing norms (Box 5) need to be introduced to 
ensure the equitable allocation of HR and the required supervisory 
support. 

Box 5:  Staffing norms

Staffing norms need to be set as an overall guideline for health managers 
responsible for service delivery. The Rural Doctors Association of 
Southern Africa (RuDASA) argues that a minimum of six doctors 
should apply to smaller rural hospitals of about 60 - 80 beds. RuDASA 
recommends the following formula for determination of doctor posts at 
district hospitals as an accepted minimum level requiring no motivation 
for filling of posts, regardless of financial situation, job freezes and 
budget cuts:
1 000 uninsured population = 1 bed
10 beds = 1 doctor
100 beds = 10 doctors for 100 000

uninsured population
= 1 doctor per 10 000 people

Interns still undergoing training should not be calculated in this pool, 
and not more than two community service doctors should be part of 
the minimum doctors/population. The staffing norms take into account 
leave days, a 24-hour service, the fact that caesarean sections and other 
surgical operations require at least two doctors in theatre, and the need 
for outreach to support CHCs and clinics. It must be stressed that this 
is the minimum that should be available, and areas with high disease 
burdens and high levels of socio-economic deprivation should be first in 
line to receive additional doctors. Similar staffing norms for other health 
professionals need to be established. 

Source:  Adapted from Versteeg and Couper, 2011.8

Financial incentives

In terms of financial incentives, there is a need to:

 ➣ review the OSD to ensure that it favours rural careers;

 ➣ evaluate the rural allowance to ensure that appropriate 
facilities attract the rural allowance; 

 ➣ investigate the possibility of sabbatical leave for rural health 
professionals; and

 ➣ consider increased leave days for rural health professionals, 
e.g. increasing by one day per year after each leave cycle 
for two years served. (The latter carries very little direct cost, 
increases quality of life for rural health workers and may 
prevent burn-out.)

Whereas some of the above incentives are costly to the State, not 
reviewing the OSD and rural allowance means forfeiting their 
original purposes. The OSD has been declared ‘anti-rural’ by 
RuDASA and Rural Health Advocacy Project,43 and there are health 
care workers at urban-based facilities that receive rural allowances. 

The financial incentives can only be successful within a broader 
package of interventions. 

Personal and professional support 

Outreach support: There is a need to change the mindset of 
clinicians and managers in order to reorientate the whole health 
service towards outreach and support, so that each level is 
supporting and taking responsibility for those that refer to it. 
It is more reliable and cost-effective for health professionals to 
move to where the patients are than for patients to be referred 
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and, more importantly, this allows for appropriate skills transfer 
and professional support. Outreach should be included in the 
performance management agreements of all health professionals 
in tertiary, regional and district hospitals. Appropriate transport 
resources will need to be provided for this. 

 Outreach is beneficial for all patients; specific outreach guidelines 
should be compiled for each category of health worker. At 
Grey’s Hospital in KwaZulu-Natal, for example, outreach by 
consultants to district hospitals (particularly in paediatrics) has 
been shown to improve clinical care and teaching, assist with 
mortality audits linked to quality improvement projects, and aid 
in system and infrastructure development.44

Improve living conditions: Priority should be given to improving 
facility-based accommodation for health professionals (because 
appropriate housing is often not available in small towns and 
villages), and providing good Internet access not only for work 
but also private purposes. 

Safe and supportive working environment: This requires not only 
attention to security and community relationships but also good 
leadership and functional health care teams, with a critical 
minimum number of health professionals.

Career development programmes: As noted above (under 
‘Educational strategies’), study opportunities must be provided 
with structured recognition and rewards, as well as promotion 
opportunities within the rural context. External recognition can 
also support this, such as the RuDASA annual Rural Doctor of 
the Year Award.

Managerial and administrative support: Management teams and 
administrators need to take cognizance of the vulnerability of 
small rural health teams and need to make the replacement of 
health professionals that leave a major priority, with succession 
planning and rapid turnaround times. Health professionals need 
to be valued and treated as the scarce commodity that they are.

The above recommendations are not difficult to implement and are a 
low- or medium-cost burden – but the expected outcomes are high. 
Private-public partnership proposals exist for the accommodation 
needs. Good leadership, a feeling of appreciation and a strong 
support system within the formal health system are valued highly 
by rural health care workers, as several studies confirm. The 
challenging part in relation to the above recommendations is the 
change of mindset – which requires high-level leadership and 
managers that lead by example. 

Conclusion
It cannot be assumed that addressing HR generally will sort 
out the problem of HR for rural and remote areas of SA. The 
interventions relating to improving HR for rural health each require 
the commitment of individuals as stakeholders in the process. 
Individuals and organisations are already engaged in actively 
trying to implement some of these recommendations. What is now 
needed is the universal commitment of everyone involved in rural 
health care. 

To progress from outputs to the intended impacts of improved 
health service delivery and improved health status of South 
Africans requires determination and enthusiasm that no set of 

recommendations will achieve alone. There are signs that an 
environment in which to nurture this determination is beginning to 
develop among our health professionals and other stakeholders. 
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limitations, including that the “[u]se of services does not follow 
district boundaries strictly, because people can cross boundaries 
to obtain the nearest or better services, that countries may redefine 
district boundaries periodically, and that district sizes vary widely”. 
They also noted that “health status indicators, and some coverage 
indicators, might only be available or sufficiently precise at higher 
levels of aggregation, such as provinces or subnational regions”. 
The same careful considerations need to be given to the data 
provided in this chapter. It needs to be pointed out that wards are 
political structures at local level, but are also subject to even more 
frequent changes. Trying to capture and use data on health services 
and health status at ward level is unlikely to occur. That said, the 
districts vary considerably in size and population, so district-based 
specialist teams will also face very different challenges in different 
settings. Finally, given the need to harness the resources of both 
the public and private sectors in any future NHI-based system, the 
extent to which private sector health data are available will also 
be examined.

In early November 2011, the Health Data Advisory and Co-
ordination Committee (HDACC), appointed by the Director-General 
of Health, reported on their initial review of issues relating to health 
data [HCACC Report 2011]. They had been tasked with “i) improving 
the quality and integrity of data on health outcomes, ii) establishing 
consensus among research experts from various academic 
institutions, research institutions and government departments on 
indicators and indicator values, identification of reliable empirical 
data sources to be used to monitor these indicators as well as 
mechanisms to improve data systems, and iii) advising on baseline 
values and targets for the Negotiated Service Delivery Agreement 
(NSDA) for the 2010-2014 period”. The NSDA has four specific 
outputs: 1. Increased life expectancy; 2. Reduction in maternal and 
child mortality rates; 3. Combating HIV and AIDS and decreasing 
the burden of disease from tuberculosis; and 4. Strengthening health 
systems effectiveness. The HDACC sought high-level indicators 
that were clear (precise and unambiguous), relevant (appropriate 
to the subject at hand), economic (available at reasonable cost), 
adequate (provide a sufficient basis to assess performance) and 
‘monitorable’ (amenable to independent validation). In doing so, 
they also outlined three important cross-cutting principles: that, 
where possible, service delivery indicators should have provincial 
targets; that available data from the private sector should be 
incorporated for all indicators; and that the indicators used in 
the health sector should follow the same nomenclature used by 
the international community, in order to facilitate easy reporting. 
Proposals on additional high-level indicators were made for each 
of the NSDA outputs. 

Introduction
This edition of the South African Health Review (SAHR) coincides 
with an unprecedented moment in South African health policy, the 
release of the Green Paper on National Health Insurance (NHI). 
Not only will accurate data on health status and health services 
be necessary to inform the design of the NHI, but such data will 
also be used by those responding to the Green Paper. Arguments 
about the adequacy and accuracy of health indicator data will 
therefore be ever sharper as a final policy for the radical reform 
of the health system in South Africa is decided and implemented. 
As Harris et al. have noted “In South Africa, health-care access for 
all is constitutionally enshrined; yet, considerable inequities remain, 
largely due to distortions in resource allocation. Access barriers 
also include vast distances and high travel costs, especially in rural 
areas; high out-of-pocket (OOP) payments for care; long queues; 
and disempowered patients” [J Public Health Policy 32(S102-23)]. 
Routine health indicators can sometimes illuminate such problems, 
but can also obscure them from view. In one of a series of articles 
marking the 24th anniversary of the Centre for Health Policy, Ruff 
et al. remarked that “[s]ystem performance is best assessed by 
the outcomes it produces. Society invests significantly in health 
infrastructure and organizations, and it must produce value for 
money, especially in respect of desirable ‘hard’ outcomes – including 
longevity, and freedom from disability. Thus, the throughput and 
quality produced must be measured accurately and effectively; 
simple measures of services supplied can easily mask enormous 
waste and create the wrong incentives for local management.” [J 
Public Health Policy 32(S184-92)]. In the accompanying editorial to 
the theme issue of the Journal of Public Health Policy which contained 
both these papers, Rispel, Padarath and Walt identified lessons 
for public health practitioners and policy-makers [J Public Health 
Policy 32(S1-9)]. One of their lessons has particular resonance 
for this chapter: “ ... a robust information and evidence base is 
indispensable for monitoring both progress towards reducing 
health and health-care inequities, and the impact of public health 
policy initiatives. However, the existence of information in itself 
is not sufficient to ensure implementation of research or policies. 
Public health professionals also take on important advocacy and 
networking roles, and the facilitation of partnerships with policy-
makers and implementers”. It is hoped that this chapter provides a 
resource for such advocacy and engagement.

Coincident with the overall policy debate, the national authorities 
have also embarked on a process of ‘re-engineering’ the primary 
health care (PHC) system [Re-engineering PHC in SA]. Three areas 
of focus have been identified: the creation and deployment of 
ward-based PHC outreach teams, renewed attention to school 
health services, and the creation and deployment of district clinical 
specialist teams. Successful implementation of these initiatives will 
also depend on strengthening of the District Health System (DHS), 
including the District Health Information System (DHIS). This chapter 
will, as before, focus on what data are available at district level to 
inform management of the national health system. Victora et al., in 
proposing a format for large-scale effectiveness evaluation in the 
context of the Millennium Development Goals, have emphasized 
that “[t]he preferred unit of study design and analysis for evaluations 
is usually the district, because this is the core administrative unit 
for government health and other programmes in many countries” 
[Lancet 377(85-95)]. However, they have identified several 
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Data sources and collection

As before, while this chapter attempts to identify most of the 
key international and national data sources and literature on a 
range of health indicators, it cannot claim to be exhaustive. In 
addition, although known issues of data quality or interpretation 
are highlighted where possible, it is not possible in such a broad 
chapter to verify, adjust and correct every data source in detail. The 
reader is advised to be cautious about which types of indicators 
are presented and whether their use is suitable for the intended 
purpose. The data provided in this chapter are only a sub-set of 
those available. More data, particularly those showing trends 
over time, are stored in the Health Statistics Database, which can be 
accessed on the Health Systems Trust (HST) website (www.hst.org.za). 
In addition, a substantial set of district-level data are presented in 
the District Health Barometer reports, which can also be accessed 
from the HST website.

Reference sources in the text are indicated by the use of a short name 
for the reference, enclosed in square brackets e.g. [StatsSA Mid-year 
Estimates]. For the data tables, the short name of the reference/source 
is given in the reference notes to each table, together with any specific 
notes about the section of the reference used or the data itself. At the 
end of the chapter, page 241, full details of each reference are provided, 
ordered by the short names used. Where possible, the means to access 
the complete data electronically are provided. 

Indicator definitions: The definitions of all indicators appearing in the 
tables are given at the end of the chapter on page 235.

Trends and time-series: For most indicators data are given for 
several years, often from multiple different sources. In most cases 
these data can thus not be used to assess trends and changes over 
time due to possible differences in methodology and data presentation 
issues. Even data from regular surveys may not be comparable over 
time, or revised data for a historical time series may be released, as for 
example with the General Household Surveys and mid-year population 
estimates. This may result in different values being published compared 
to previous editions. Therefore, when using time series data, the most 
recent revisions should be obtained from the online database and not 
from previous printed editions of this chapter.

This chapter has sought to provide data disaggregated by province 
and ethnic group, and where possible by district. As described 
below, many of the municipal and district boundaries were changed 
in 2011. As this occurred subsequent to data collection, the data 
presented here are according to the demarcations in place from 
2006 to 2010.
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Provincial overview
The maps, graphs and tables in the following pages represent a 
selection of available data per province. All sub-provincial data 
presented in this chapter were collected prior to May 2011, and are 
according to the 2006-2010 demarcations.

The maps show the district and sub-district boundaries according 
to the new demarcation which came into effect with the local 
government elections in May 2011. The boundaries of wards and 
districts are determined by the Municipal Demarcation Board 
(MDB). As at September 2010, the MDB demarcated 4 277 wards 
in 231 local municipalities within eight metropolitan councils and 
45 districts. Wards are voting areas, as used by the Independent 
Electoral Commission and have been identified as the level of 
service delivery for PHC outreach teams by the new PHC Re-
engineering Strategy [Re-engineering PHC in SA]. One issue with 
using the voting districts for healthcare delivery is that these are 
adjusted regularly. For example, the MDB has announced more 
than 500 possible boundary changes to be implemented before 
the national and provincial elections in 2014.a Even the district level 
is problematic as a unit for healthcare delivery, since population 
data at this level are only collected via census every 10 years and 
boundaries may change more frequently than this. In addition there 
are enormous differences in population size between metropolitan 
areas, which are treated as a single district, and some rural districts.

The main changes made to district boundaries included the 
following (Table 1):

 ➣ the removal of all district managed areas (DMAs) and the 
incorporation of these areas within district municipalities 
(DMs);

 ➣ the creation of two new metropolitan municipalities (Buffalo 
City and Mangaung);

 ➣ the removal of the Motheo district in the Free State, with 
the outlying areas reallocated to the Xhariep and Thabo 
Mofutsanyane DMs and the Bloemfontein urban area 
becoming the Mangaung metropolitan municipality;

 ➣ the absorption of Metsweding DM into the City of Tshwane 
metropolitan municipality;

 ➣ the reallocation of the local municipalities of Mbizana (EC151) 
and Ntabankulu (EC152) from the OR Tambo DM to the Alfred 
Nzo DM, becoming EC443 and EC444 respectively;

 ➣ the merger of Kagisano (NW391) and Molopo (NW395) into 
one local municipality, Kagisano/Molopo (NW397); and

 ➣ the renaming of several districts and municipalities.

The following graphs and maps show provincial/district variation for 
some key indicators of the Negotiated Service Delivery Agreement 
(NSDA) or national priorities:

 ➣ Demographic

Figure 1: Population pyramids by province (number and 
percentage of population by age group and gender), 2011

a http://www.demarcation.org.za/ODM/Uploads/2011 Media Statement 
28062011-final final.pdf

 ➣ Socio-economic

Map 10: National Blue Drop performance certification 
results for water service authorities, 2011

Map 11: National Green Drop performance certification 
for waste water management, 2011

 ➣ Tuberculosis

Figure 2: TB case finding by type of TB (number and 
percentage of cases reported), by district, 2010

 ➣ Malaria

Figure 3: Reported deaths from malaria by province 
according to surveillance and vital registration, 1999-2011

 ➣ HIV

Figure 4: Monthly trends in total number of adults and 
children on ART (public sector) by province, 2004-2011

 ➣ Maternal mortality

Figure 5: IHME estimates for the maternal mortality ratio in 
South Africa, 1980-2010 

Figure 6: Scaling up of postnatal baby and mother care 
relative to live births in facility by province, 2008/09-
2010/11

 ➣ Under-5 mortality

Figure 7: U5MR estimate using loess regression with 
recommended data sources, with adjustment for HIV

Figure 8: IHME estimates of U5MR for South Africa, 1990-
2011

Figure 9: U5MR estimates from adjusted vital registration 
compared to selected other data sources
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Table 1:  Municipalities according to the new (2011) and previous (2006-2010) demarcations

2011 Boundaries 2006 Boundaries
Province District New Municipality code and name Municipality code and name (2006)
EC BUF Buffalo City Metropolitan 

Municipality
A Metropolitan Municipality BUF Buffalo City EC125 Buffalo City

DC10 Cacadu District Municipality B Local Municipality EC101 Camdeboo EC101 Camdeboo

Local Municipality EC102 Blue Crane Route EC102 Blue Crane Route

Local Municipality EC103 Ikwezi EC103 Ikwezi

Local Municipality EC104 Makana EC104 Makana

Local Municipality EC105 Ndlambe EC105 Ndlambe

Local Municipality EC106 Sunday’s  River Valley EC106 Sunday’s River Valley

Local Municipality EC107 Baviaans EC107 Baviaans

Local Municipality EC108 Kouga EC108 Kouga

Local Municipality EC109 Kou-Kamma EC109 Kou-Kamma

DC12 Amathole District Municipality B Local Municipality EC121 Mbhashe EC121 Mbhashe

Local Municipality EC122 Mnquma EC122 Mnquma

Local Municipality EC123 Great Kei EC123 Great Kei

Local Municipality EC124 Amahlathi EC124 Amahlathi

Local Municipality EC126 Ngqushwa EC126 Ngqushwa

Local Municipality EC127 Nkonkobe EC127 Nkonkobe

Local Municipality EC128 Nxuba EC128 Nxuba

DC13 Chris Hani District Municipality B Local Municipality EC131 Inxuba Yethemba EC131 Inxuba Yethemba

Local Municipality EC132 Tsolwana EC132 Tsolwana

Local Municipality EC133 Inkwanca EC133 Inkwanca

Local Municipality EC134 Lukanji EC134 Lukanji

Local Municipality EC135 Intsika Yethu EC135 Intsika Yethu

Local Municipality EC136 Emalahleni EC136 Emalahleni (EC)

Local Municipality EC137 Engcobo EC137 Engcobo

Local Municipality EC138 Sakhisizwe EC138 Sakhisizwe

DC14 Joe Qadi District Municipality 
(Ukhahlamba)

B Local Municipality EC141 Elundini EC141 Elundini

Local Municipality EC142 Senqu EC142 Senqu

Local Municipality EC143 Maletswai EC143 Maletswai

Local Municipality EC144 Gariep EC144 Gariep

DC15 O.R. Tambo District Municipality B Local Municipality EC153 Ngquza Hill EC153 Qaukeni

Local Municipality EC154 Port St Johns EC154 Port St Johns

Local Municipality EC155 Nyandeni EC155 Nyandeni

Local Municipality EC156 Mhlontlo EC156 Mhlontlo

Local Municipality EC157 King Sabata 
Dalindyebo

EC157 King Sabata Dalindyebo

DC44 Alfred Nzo District Municipality B Local Municipality EC441 Matatiele EC441 Matatiele (Maluti)

Local Municipality EC442 Umzimvubu EC442 Umzimvubu

Local Municipality EC443 Mbizana EC151 Mbizana

Local Municipality EC444 Ntabankulu EC152 Ntabankulu

NMA Nelson Mandela Bay 
Metropolitan Municipality

A Metropolitan Municipality NMA Nelson Mandela Bay NMA Nelson Mandela Bay

FS DC16 Xhariep District Municipality B Local Municipality FS161 Letsemeng FS161 Letsemeng

Local Municipality FS162 Kopanong FS162 Kopanong

Local Municipality FS163 Mohokare FS163 Mohokare

Local Municipality FS164 Naledi FS171 Naledi (FS)

DC18 Lejweleputswa District 
Municipality

B Local Municipality FS181 Masilonyana FS181 Masilonyana

Local Municipality FS182 Tokologo FS182 Tokologo

Local Municipality FS183 Tswelopele FS183 Tswelopele

Local Municipality FS184 Matjhabeng FS184 Matjhabeng

Local Municipality FS185 Nala FS185 Nala

DC19 Thabo Mofutsanyane District 
Municipality

B Local Municipality FS191 Setsoto FS191 Setsoto

Local Municipality FS192 Dihlabeng FS192 Dihlabeng

Local Municipality FS193 Nketoana FS193 Nketoana

Local Municipality FS194 Maluti a Phofung FS194 Maluti a Phofung

Local Municipality FS195 Phumelela FS195 Phumelela

Local Municipality FS196 Mantsopa FS173 Mantsopa

DC20 Fezile Dabi District Municipality B Local Municipality FS201 Moqhaka FS201 Moqhaka

Local Municipality FS203 Ngwathe FS203 Ngwathe

Local Municipality FS204 Metsimaholo FS204 Metsimaholo

Local Municipality FS205 Mafube FS205 Mafube
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2011 Boundaries 2006 Boundaries
Province District New Municipality code and name Municipality code and name (2006)
FS MAN Mangaung Metropolitan 

Municipality
A Metropolitan Municipality MAN Mangaung FS172 Mangaung

GP DC42 Sedibeng District Municipality B Local Municipality GT421 Emfuleni GT421 Emfuleni

Local Municipality GT422 Midvaal GT422 Midvaal

Local Municipality GT423 Lesedi GT423 Lesedi

DC48 West Rand District Municipality B Local Municipality GT481 Mogale City GT481 Mogale City

Local Municipality GT482 Randfontein GT482 Randfontein

Local Municipality GT483 Westonaria GT483 Westonaria

Local Municipality GT484 Merafong City GT484 Merafong City

EKU Ekurhuleni Metropolitan 
Municipality

A Metropolitan Municipality EKU Ekurhuleni EKU Ekurhuleni

JHB City of Johannesburg 
Metropolitan Municipality

A Metropolitan Municipality JHB City of Johannesburg JHB City of Johannesburg

TSH City of Tshwane Metropolitan 
Municipality 

A Metropolitan Municipality TSH City of Tshwane TSH City of Tshwane

GT461 Nokeng tsa Taemane

GT462 Kungwini

KZN DC21 Ugu District Municipality B Local Municipality KZN211 Vulamehlo KZN211 Vulamehlo

Local Municipality KZN212 Umdoni KZN212 Umdoni

Local Municipality KZN213 Umzumbe KZN213 Umzumbe

Local Municipality KZN214 UMuziwabantu KZN214 UMuziwabantu

Local Municipality KZN215 Ezingoleni KZN215 Ezinqoleni

Local Municipality KZN216 Hibiscus Coast KZN216 Hibiscus Coast

DC22 UMgungundlovu District 
Municipality

B Local Municipality KZN221 uMshwathi KZN221 uMshwathi

Local Municipality KZN222 uMngeni KZN222 uMngeni

Local Municipality KZN223 Mpofana KZN223 Mpofana

Local Municipality KZN224 Impendle KZN224 Impendle

Local Municipality KZN225 The Msunduzi KZN225 The Msunduzi

Local Municipality KZN226 Mkhambathini KZN226 Mkhambathini

Local Municipality KZN227 Richmond KZN227 Richmond

DC23 Uthukela District Municipality B Local Municipality KZN232 Emnambithi/Ladysmith KZN232 Emnambithi/Ladysmith

Local Municipality KZN233 Indaka KZN233 Indaka

Local Municipality KZN234 Umtshezi KZN234 Umtshezi

Local Municipality KZN235 Okhahlamba KZN235 Okhahlamba

Local Municipality KZN236 Imbabazane KZN236 Imbabazane

DC24 Umzinyathi District Municipality B Local Municipality KZN241 Endumeni KZN241 Endumeni

Local Municipality KZN242 Nqutu KZN242 Nqutu

Local Municipality KZN244 Msinga KZN244 Msinga

Local Municipality KZN245 Umvoti KZN245 Umvoti

DC25 Amajuba District Municipality B Local Municipality KZN252 Newcastle KZN252 Newcastle

Local Municipality KZN253 Emadlangeni KZN253 Emadlangeni (Utrecht)

Local Municipality KZN254 Dannhauser KZN254 Dannhauser

DC26 Zululand District Municipality B Local Municipality KZN261 eDumbe KZN261 eDumbe

Local Municipality KZN262 UPhongolo KZN262 uPhongolo

Local Municipality KZN263 Abaqulusi KZN263 Abaqulusi

Local Municipality KZN265 Nongoma KZN265 Nongoma

Local Municipality KZN266 Ulundi KZN266 Ulundi

DC27 Umkhanyakude District 
Municipality

B Local Municipality KZN271 Umhlabuyalingana KZN271 Umhlabuyalingana

Local Municipality KZN272 Jozini KZN272 Jozini

Local Municipality KZN273 The Big 5 False Bay KZN273 The Big 5 False Bay

Local Municipality KZN274 Hlabisa KZN274 Hlabisa

Local Municipality KZN275 Mtubatuba KZN275 Mtubatuba

DC28 Uthungulu District Municipality B Local Municipality KZN281 Mfolozi KZN281 Mbonambi

Local Municipality KZN282 uMhlathuze KZN282 uMhlathuze

Local Municipality KZN283 Ntambanana KZN283 Ntambanana

Local Municipality KZN284 uMlalazi KZN284 uMlalazi

Local Municipality KZN285 Mthonjaneni KZN285 Mthonjaneni

Local Municipality KZN286 Nkandla KZN286 Nkandla

DC29 iLembe District Municipality B Local Municipality KZN291 Mandeni KZN291 Mandeni (eNdondakusuka)

Local Municipality KZN292 KwaDukuza KZN292 KwaDukuza

Local Municipality KZN293 Ndwedwe KZN293 Ndwedwe

Local Municipality KZN294 Maphumulo KZN294 Maphumulo
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2011 Boundaries 2006 Boundaries
Province District New Municipality code and name Municipality code and name (2006)
KZN DC43 Sisonke District Municipality B Local Municipality KZN431 Ingwe KZN431 Ingwe

Local Municipality KZN432 Kwa Sani KZN432 Kwa Sani

Local Municipality KZN433 Greater Kokstad KZN433 Greater Kokstad

Local Municipality KZN434 Ubuhlebezwe KZN434 Ubuhlebezwe

Local Municipality KZN435 Umzimkhulu KZN435 Umzimkhulu

ETH eThekwini Metropolitan 
Municipality

A Metropolitan Municipality ETH Ethekwini ETH Ethekwini

LP DC33 Mopani District Municipality B Local Municipality LIM331 Greater Giyani LIM331 Greater Giyani

Local Municipality LIM332 Greater Letaba LIM332 Greater Letaba

Local Municipality LIM333 Greater Tzaneen LIM333 Greater Tzaneen

Local Municipality LIM334 Ba-Phalaborwa LIM334 Ba-Phalaborwa

Local Municipality LIM335 Maruleng LIM335 Maruleng

DC34 Vhembe District Municipality B Local Municipality LIM341 Musina LIM341 Musina

Local Municipality LIM342 Mutale LIM342 Mutale

Local Municipality LIM343 Thulamela LIM343 Thulamela

Local Municipality LIM344 Makhado LIM344 Makhado

DC35 Capricorn District Municipality B Local Municipality LIM351 Blouberg LIM351 Blouberg

Local Municipality LIM352 Aganang LIM352 Aganang

Local Municipality LIM353 Molemole LIM353 Molemole

Local Municipality LIM354 Polokwane LIM354 Polokwane

Local Municipality LIM355 Lepele-Nkumpi LIM355 Lepelle-Nkumpi

DC36 Waterberg District Municipality B Local Municipality LIM361 Thabazimbi LIM361 Thabazimbi

Local Municipality LIM362 Lephalale LIM362 Lephalale

Local Municipality LIM364 Mookgopong LIM364 Mookgopong

Local Municipality LIM365 Modimolle LIM365 Modimolle

Local Municipality LIM366 Bela-Bela LIM366 Bela-Bela

Local Municipality LIM367 Mogalakwena LIM367 Mogalakwena

DC47 Greater Sekhukhune District 
Municipality

B Local Municipality LIM471 Ephraim Mogale LIM471 Greater Marble Hall

Local Municipality LIM472 Elias Motsoaledi LIM472 Elias Motsoaledi (Greater 
Groblersdal)

Local Municipality LIM473 Makhuduthamaga LIM473 Makhuduthamaga

Local Municipality LIM474 Fetakgomo LIM474 Fetakgomo

Local Municipality LIM475 Greater Tubatse LIM475 Greater Tubatse

MP DC30 Gert Sibande District Municipality B Local Municipality MP301 Albert Luthuli MP301 Albert Luthuli

Local Municipality MP302 Msukaligwa MP302 Msukaligwa

Local Municipality MP303 Mkhondo MP303 Mkhondo (Piet Retief)

Local Municipality MP304 Pixley Ka Seme MP304 Pixley Ka Seme

Local Municipality MP305 Lekwa MP305 Lekwa

Local Municipality MP306 Dipaleseng MP306 Dipaleseng

Local Municipality MP307 Govan Mbeki MP307 Govan Mbeki

DC31 Nkangala District Municipality B Local Municipality MP311 Victor Khanye MP311 Delmas

Local Municipality MP312 Emalahleni MP312 Emalahleni (MP)

Local Municipality MP313 Steve Tshwete MP313 Steve Tshwete (Middelburg)

Local Municipality MP314 Emakhazeni MP314 Emakhazeni (Highlands)

Local Municipality MP315 Thembisile MP315 Thembisile

Local Municipality MP316 Dr JS Moroka MP316 Dr JS Moroka

DC32 Ehlanzeni District Municipality B Local Municipality MP321 Thaba Chweu MP321 Thaba Chweu

Local Municipality MP322 Mbombela MP322 Mbombela

Local Municipality MP323 Umjindi MP323 Umjindi

Local Municipality MP324 Nkomazi MP324 Nkomazi

Local Municipality MP325 Bushbuckridge MP325 Bushbuckridge

NC DC45 John Taolo Gaetsewe District 
Municipality

B Local Municipality NC451 Joe Morolong NC451 Moshaweng (Kudumane)

Local Municipality NC452 Ga-Segonyana NC452 Ga-Segonyana (Kudumane)

Local Municipality NC453 Gamagara NC453 Gamagara
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2011 Boundaries 2006 Boundaries
Province District New Municipality code and name Municipality code and name (2006)
NC DC6 Namakwa District Municipality B Local Municipality NC061 Richtersveld NC061 Richtersveld

Local Municipality NC062 Nama Khoi NC062 Nama Khoi

Local Municipality NC064 Kamiesberg NC064 Kamiesberg

Local Municipality NC065 Hantam NC065 Hantam

Local Municipality NC066 Karoo Hoogland NC066 Karoo Hoogland

Local Municipality NC067 Khai-Ma NC067 Khai-Ma

DC7 Pixley ka Seme District 
Municipality

B Local Municipality NC071 Ubuntu NC071 Ubuntu

Local Municipality NC072 Umsobomvu NC072 Umsobomvu

Local Municipality NC073 Emthanjeni NC073 Emthanjeni

Local Municipality NC074 Kareeberg NC074 Kareeberg

Local Municipality NC075 Renosterberg NC075 Renosterberg

Local Municipality NC076 Thembelihle NC076 Thembelihle

Local Municipality NC077 Siyathemba NC077 SiyaThemba

Local Municipality NC078 Siyancuma NC078 Siyancuma

DC8 Siyanda District Municipality B Local Municipality NC081 Mier NC081 Mier

Local Municipality NC082 Kai !Garib NC082 Kai !Garib

Local Municipality NC083 //Khara Hais NC083 //Khara Hais

Local Municipality NC084 !Kheis NC084 !Kheis

Local Municipality NC085 Tsantsabane NC085 Tsantsabane

Local Municipality NC086 Kgatelopele NC086 Kgatelopele

DC9 Frances Baard District 
Municipality

B Local Municipality NC091 Sol Plaatjie NC091 Sol Plaatjie

Local Municipality NC092 Dikgatlong NC092 Dikgatlong

Local Municipality NC093 Magareng NC093 Magareng

Local Municipality NC094 Phokwane NC094 Phokwane

NW DC37 Bojanala District Municipality B Local Municipality NW371 Moretele NW371 Moretele

Local Municipality NW372 Local Municipality of 
Madibeng

NW372 Local Municipality of Madibeng

Local Municipality NW373 Rustenburg NW373 Rustenburg

Local Municipality NW374 Kgetlengrivier NW374 Kgetlengrivier

Local Municipality NW375 Moses Kotane NW375 Moses Kotane

DC38 Ngaka Modiri Molema District 
Municipality

B Local Municipality NW381 Ratlou NW381 Ratlou

Local Municipality NW382 Tswaing NW382 Tswaing

Local Municipality NW383 Mafikeng NW383 Mafikeng

Local Municipality NW384 Ditsobotla NW384 Ditsobotla

Local Municipality NW385 Ramotshere Moiloa NW385 Ramotshere Moiloa (Zeerust)

DC39 Dr Ruth Segomotsi Mompati 
District Municipality

B Local Municipality NW392 Naledi NW392 Naledi (NW)

Local Municipality NW393 Mamusa NW393 Mamusa (Schweizer Reneke)

Local Municipality NW394 Greater Taung NW394 Greater Taung

Local Municipality NW396 Lekwa-Teemane NW396 Lekwa-Teemane

Local Municipality NW397 Kagisano/Molopo NW391 Kagisano (Ganyesa)

NW395 Molopo

DC40 Dr Kenneth Kaunda District 
Municipality

B Local Municipality NW401 Ventersdorp NW401 Ventersdorp

Local Municipality NW402 Tlokwe City Council NW402 Tlokwe (Potchefstroom)

Local Municipality NW403 City of Matlosana NW403 Matlosana (Klerksdorp)

Local Municipality NW404 Maquassi Hills NW404 Maquassi Hills

WC CPT City of Cape Town Metropolitan 
Municipality

A Metropolitan Municipality CPT City of Cape Town CPT City of Cape Town

DC1 West Coast District Municipality B Local Municipality WC011 Matzikama WC011 Matzikama

Local Municipality WC012 Cederberg WC012 Cederberg

Local Municipality WC013 Bergrivier WC013 Bergrivier

Local Municipality WC014 Saldanha Bay WC014 Saldanha Bay

Local Municipality WC015 Swartland WC015 Swartland

DC2 Cape Winelands District 
Municipality

B Local Municipality WC022 Witzenberg WC022 Witzenberg

Local Municipality WC023 Drakenstein WC023 Drakenstein

Local Municipality WC024 Stellenbosch WC024 Stellenbosch

Local Municipality WC025 Breede Valley WC025 Breede Valley

Local Municipality WC026 Langeberg WC026 Breede River/Winelands

DC3 Overberg District Municipality B Local Municipality WC031 Theewaterskloof WC031 Theewaterskloof

Local Municipality WC032 Overstrand WC032 Overstrand

Local Municipality WC033 Cape Agulhas WC033 Cape Agulhas

Local Municipality WC034 Swellendam WC034 Swellendam
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2011 Boundaries 2006 Boundaries
Province District New Municipality code and name Municipality code and name (2006)
WC DC4 Eden District Municipality B Local Municipality WC041 Kannaland WC041 Kannaland

Local Municipality WC042 Hessequa WC042 Hessequa (Langeberg)

Local Municipality WC043 Mossel Bay WC043 Mossel Bay

Local Municipality WC044 George WC044 George

Local Municipality WC045 Oudtshoorn WC045 Greater Oudtshoorn

Local Municipality WC047 Bitou WC047 Bitou (Plettenberg Bay)

Local Municipality WC048 Knysna WC048 Knysna

DC5 Central Karoo District 
Municipality

B Local Municipality WC051 Laingsburg WC051 Laingsburg

Local Municipality WC052 Prince Albert WC052 Prince Albert

Local Municipality WC053 Beaufort West WC053 Beaufort West

District managed areas 
incorporated into one or more of 
the local municipalities adjacent 
to them.

ECDMA10 Aberdeen Plain DMA

ECDMA13 Mount Zebra National Park DMA

FSDMA19 Golden Gate Highlands National 
Park DMA

GTDMA48 West Rand DMA

KZNDMA22 Highmoor/Kamberg Park DMA

KZNDMA23 Giants Castle Game Reserve 
DMA

KZNDMA27 St Lucia Park DMA

KZNDMA43 Mkhomazi Wilderness Area DMA

LIMDMA33 Kruger National Park DMA

MPDMA32 Kruger National Park DMA

NCDMA06 Namaqualand DMA

NCDMA07 Pixley ka Seme DMA

NCDMA08 Siyanda DMA

NCDMA09 Diamondfields DMA

NCDMA45 Kgalagadi DMA

WCDMA01 West Coast DMA

WCDMA02 Cape Winelands DMA

WCDMA03 Overberg DMA

WCDMA04 Eden DMA

WCDMA05 Central Karoo DMA

Source:  Demarcation Board, 2011.
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Map 1:  Districts and municipalities of the Eastern Cape, 2011
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Map 2:  Districts and municipalities of the Free State, 2011
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Map 3:  Districts and municipalities of Gauteng, 2011
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Map 4:  Districts and municipalities of KwaZulu-Natal, 2011
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Map 5:  Districts and municipalities of Limpopo, 2011



SAHR 2011134

M
P

32
5

M
P

30
2

M
P

32
1

M
P

30
1

M
P

32
2

M
P

30
4

M
P

30
3

M
P

32
4

M
P

31
4

M
P

30
5

M
P

31
3

M
P

30
7

M
P

31
2

M
P

30
6

M
P

31
5

M
P

32
3

M
P

31
1

M
P

31
6

D
C

32
Eh

la
nz

en
i

D
C

30
G

er
t S

ib
an

de

D
C

31
N

ka
ng

al
a

Le
ge

nd Lo
ca

l M
un

ic
ip

al
ity

M
et

ro
po

lit
an

 M
un

ic
ip

al
ity

D
is

tri
ct

s

P
ro

vi
nc

e

Map 6:  Districts and municipalities of Mpumalanga, 2011
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Map 7:  Districts and municipalities of the Northern Cape, 2011
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Map 8: Districts and municipalities of the North West, 2011
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Map 9:  Districts and municipalities of the Western Cape, 2011
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Prov AgeC..

0K 100K 200K 300K 400K 500K 600K

Population (numbers)

0% 2% 4% 6% 8% 10% 12% 14%

% of population

EC 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

FS 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

GP 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

KZ 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

LP 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

Population pyramids (No. and % of population by age group and gender per geographic area), 2011

Gender
Male

Female

Gender
Male

Female
Male

Female

Prov   AgeCat

Figure 1:  Population pyramids by province (number and percentage of population by age group and gender), 2011
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Prov AgeC..

0K 50K 100K 150K 200K 250K

Population (numbers)

0% 2% 4% 6% 8% 10% 12%

% of population

MP 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

NC 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
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10-14
05-09
<5

NW 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

WC 80+
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
05-09
<5

Population pyramids (No. and % of population by age group and gender per geographic area), 2011

Gender
Male

Female

Gender
Male

Female
Male

Female

Prov   AgeCat

Source:  NDoH/HISP population estimates, 2001-2016.
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Map 10:  National Blue Drop performance certification results for water service authorities, 2011

Source:  Adapted from district and sub-district data included in Blue Drop 2011.

Note:  Blue Drop Certification is an indication that a water supply authority has complied with stringent procedural, chemical, biological and other 
requirements. A score of 100% (green) represents ‘Exceptional Drinking Water Quality Management (DWQM)’ and implies that the water service 
institutions comply 100% with all Blue Drop certification criteria. A score of <33.3% (red) represents ‘Significant improvement required in DWQM’ 
and is an indication that urgent intervention is required to ensure drastic improvement in DWQM.

Map 11:  National Green Drop performance certification for waste water management, 2011

Source:  Green Drop 2011.

Note:  Green Drop Certification is an indication that waste water treatment works comply with design capabilities, physical condition of the 
plant and process knowledge of operational staff. A score of 100% (green) represents excellent situation and management. A score 
below 30% (red) represents a critical state, requiring urgent intervention for all aspects of the waste water services business.
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Figure 2:  TB case finding by type of TB (number and percentage of cases reported), by district, 2010

Source:  Created from data from DoH TB.
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Figure 3:  Reported deaths from malaria by province according to surveillance and vital registration, 1999-2011

Source:  DoH Malaria Statistics and StatsSA Causes of death 2004-2008 (ICD-10 codes B50-B54).

Figure 4:  Monthly trends in total number of adults and children on ART (public sector) by province, 2004-2011

Source:  CCMT ART Jun 2011.

Note:  Public sector only. Initial figures are the cumulative number on treatment (antiretroviral therapy). From around 2009 the figures exclude transfers out, 
deaths and those lost to follow up, and thus represent the actual number currently on treatment.
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Figure 5: IHME estimates for the maternal mortality ratio in South Africa, 1980-2010

Source:  Adapted from Lancet 378(1139-65). Institute for Health Metrics and Evaluation (IHME).

Figure 6:  Scaling up of postnatal baby and mother care relative to live births in facility by province, 2008/09-2010/11

Source:  DHIS. No data from Western Cape for postnatal services.
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Figure 7:  U5MR estimate using loess regression with re-
commended data sources, with adjustment for HIV 

Source:  Adapted from Child Mortality 2011 IGME: Child Mortality 
Estimation (CME) tool available at

 www.childmortality.org, downloaded September 2011.

Figure 8:  IHME estimates of U5MR for South Africa, 1990-
2011

Source:  Lancet 378(1139-65). Institute for Health Metrics and Evaluation 
(IHME).

Note:  Vital registration (VR), Demographic and Health Survey (DHS), 
Living Standard Measurement Survey (LSMS).

Figure 9:  U5MR estimates from adjusted vital registration compared to selected other data sources, 1985-2015

Source: Compiled from multiple sources [ASSA2003, ASSA2008, Burden of Disease Prov 2000, Countdown 2010, Child Mortality 2010 IGME, Child 
Mortality 2011 IGME, IHME Maternal and Child Mortality, IHME 2011 - Lancet 378(1139-65), Murray - Lancet 370(1040-54), StatsSA Mid-year 
Estimates, SADHS revised - SAHR 2000 Ch4, VR adjusted - Darikwa 2009].
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Demographic indicators

Context Demographic indicators are critical input variables for many other indicators, as they provide denominator 
data over time. In order to monitor progress towards equity, South Africa still tracks ethnic differences, using 
four self-attributed categories (African, Coloured, Indian, and White).

New data sources Some of the key new sources of national data included in this section are:

•	 StatsSA - 2011 mid-year population estimates

•	 StatsSA Recorded live births 2010

•	 StatsSA General Household Survey (GHS) 2010

•	 ASSA2008 model

•	 NHI Policy Brief 18: Projected Population and HIV/AIDS Update (IMSA)

Internationally:

•	 Population Reference Bureau World Population Data Sheet 2011

Key issues and trends  ➣ The scheduled Census was conducted by StatsSA in October 2011. However, it will take some time before 
new population figures are reported, and therefore the mid-year population estimates will continue to be 
used as the basis for many indicators.

 ➣ Different models can result in quite different projected populations. If projected figures are used as 
denominators, subsequent changes in the model used or new data will necessitate recalculation of previous 
indicators.

The planned national Census was conducted in October 2011. 
This entails, as defined by the United Nations, “the total process 
of collecting, compiling, evaluating, analysing and publishing or 
otherwise disseminating demographic, economic and social data 
pertaining, at a specified time, to all persons in a country or a well-
defined part of the country”.b The first post-apartheid Census was 
conducted in 1996, and repeated after 5 years, in 2001. The next 
Census was thus expected in 2006, but it was decided to conduct 
this major effort only every 10 years. As the StatsSA site notes: 
“For many people, the census may be the only time that the state 
reaches them and asks them a question”.c A comprehensive website 
for the Census 2011 can be accessed at http://www.statssa.gov.
za/Census2011/. Importantly, the results of the Census 2011 will be 
reported according to the revised municipal boundaries adopted 
in May 2011.

Regular updates to key demographic variables were released by 
StatsSA in 2011, including the 2011 mid-year population estimates 
and the 2010 General Household Survey. A report on recorded 
live births in 2010 was also released [StatsSA Live Births]. StatsSA 
reported that the level of completeness of birth registration increased 
from 2002 to 2010, with 83.3% of births registered within the year 
of birth in 2010, compared with 47.9% in 2002. For 2010, a total of 
939 646 births were recorded as at 30 June 2011, down from the 
peak recorded in 2006 (1 068 175 births). More births are likely 
to be recorded from late registrations; however routine data from 
DHIS also suggest that the number of births each year has started 
to decline.

Internationally, coinciding with the global emphasis on non-
communicable diseases, attention has been paid to the 
consequences of the demographic transition in different settings. 
The Population Reference Bureau World Population Data Sheet

b http://unstats.un.org/unsd/demog/docs/symposium_03.htm
c http://www.statssa.gov.za/Census2011/

2011 provides a global context of demographic issues, highlighting 
the extremes in size, age structure and growth across countries in 
the world [PRB Pop Data Sheet 2011]. It points out that, despite all 
four phases of the demographic transition being seen in various 
settings, “[v]irtually all population growth is concentrated in the 
world’s poorest countries, making it difficult to lift large numbers of 
people out of poverty”.

An important source of population projections has been provided 
by the Actuarial Society of South Africa’s (ASSA) models. In March 
2011, the ASSA2003 model was replaced with the ASSA2008 
version. This model provides long term projections for the population 
of the country and provinces by age and sex, as well as many other 
related variables such as fertility and mortality rates. More details of 
the model are provided in the HIV and AIDS section. A particularly 
useful set of policy briefs has been provided for public access by the 
pharmaceutical industry lobby group Innovative Medicines South 
Africa (IMSA), aimed at informing debate about NHI.d The NHI 
Policy Brief 18, prepared by Professor Heather McLeod, provides a 
very useful comparison of the main sources of population estimates, 
the ASSA2003 and ASSA2008 models, StatsSA official estimates 
and the NDoH/HISP projections which are used in the DHIS and 
many population-denominated indicators [NHI Policy Brief 18]. 
McLeod notes that the ASSA2008 model is projecting a “larger 
and growing population” compared to the ASSA2003 model. 
By 2025, the difference in the projected populations is marked: 
56.256 million people based on ASSA2008, compared to 51.818 
million people based on ASSA2003. She also notes concerns 
about the NDoH/HISP projections, as “none of the totals sum to the 
underlying age profiles”, but emphasizes that these are the figures 
used for planning purposes by the National Treasury, the National 
Department of Health (NDoH) and provincial governments, since

d http://www.imsa.org.za/national_health_insurance_library.html
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they are the only projections available at municipality level. The 
differences in population projections and the 2010 mid-year 
estimates are shown in Figure 10, as are the standardised age 
profiles for the provinces for 2010, based on the ASSA2008 model 
(Figure 11). 

The ASSA2008 model reflects substantial differences at the 
provincial level, in part due to changes in provincial boundaries, 

Figure 10:  Comparison of population estimates and projections for South Africa, 2001-2025

Source:  NHI Policy Brief 18.

Figure 11:  Standardised age profiles of provinces using ASSA2008, 2010

Source:  NHI Policy Brief 18, based on ASSA2008 projections for 2010.

particularly between Gauteng and North West (Figure 12). At 
national level ASSA2008 gives a slightly higher total population, 
and substantially more women aged 35-55 than the NDoH/
HISP projection, but fewer children aged 15-19. Revised mid-year 
estimates for 2001-2016 from StatsSA are expected soon, after 
which updated NDoH/HISP time series will become available. 
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Figure 12:  Comparison of provincial population estimates, 2010

Source:  NHI Policy Brief 18.

Table 2:  Demographic indicators by province 

EC FS GP KZN LP MP NC NW WC SA Ref
Aging index
2009 18 17 17 13 14 12 20 15 19  15 a

2010 18 17 17 13 14 12 21 15 19  16 a

2011 18 17 17 13 15 13 20 16 21  16 a

Annual population growth rate
2009 - - - - - - - - -  1.06 b

2010 - - - - - - - - -  1.10 c

Area (square km)
2009 168 966 129 825 18 178 94 361 125 755 76 495 372 889 104 882 129 462  1 220 813 d

Area as a % of total area of South Africa
2009 13.8 10.6 1.5 7.7 10.3 6.3 30.5 8.6 10.6  100.0 d

Crude death rate (deaths per 1 000 population)
2009 StatsSA - - - - - - - - -  12.4 e

2010 StatsSA - - - - - - - - -  11.9 e

2011 StatsSA - - - - - - - - -  11.7 e

Population
2009 mid-year 6 648 601 2 902 518 10 531 308 10 449 141 5 227 503 3 606 572 1 147 137 3 450 517 5 356 844  49 320 141 f

2010 mid-year 6 743 823 2 824 570 11 192 029 10 645 508 5 439 552 3 617 513 1 103 918 3 200 649 5 223 908  49 991 470 f

2011 mid-year 6 829 959 2 759 644 11 328 203 10 819 128 5 554 657 3 657 181 1 096 731 3 253 390 5 287 863  50 586 757 f

2010 NDoH/HISP 6 656 032 2 917 931 10 728 768 10 540 690 5 248 184 3 635 188 1 153 287 3 475 994 5 455 121  49 811 195 g

2011 NDoH/HISP 6 654 852 2 930 369 10 929 388 10 622 198 5 261 983 3 661 839 1 158 080 3 497 832 5 553 968  50 270 509 g

2012 NDoH/HISP 6 671 956 2 941 267 11 091 033 10 703 919 5 282 562 3 689 833 1 162 538 3 519 130 5 641 880  50 704 118 g

Population % by province
2009 mid-year 13.6 5.7 22.2 21.3 10.9 7.3 2.2 6.4 10.4  100.0 f

2010 mid-year 13.5 5.7 22.4 21.3 10.9 7.2 2.2 6.4 10.4  100.0 f

2011 mid-year 13.5 5.5 22.4 21.4 11.0 7.2 2.2 6.4 10.5  100.0 f

Population density (people per km2)
2009 39.3 22.4 579.3 110.7 41.6 47.1 3.1 32.9 41.4  40.4 h

2010 39.9 21.8 615.7 112.8 43.3 47.3 3.0 30.5 40.4  40.9 h

2011 40.4 21.3 623.2 114.7 44.2 47.8 2.9 31.0 40.8  41.4 h
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EC FS GP KZN LP MP NC NW WC SA Ref
Public sector dependent population
2009 non med scheme 5 957 982 2 522 588 7 621 353 9 215 201 4 848 074 3 053 071 978 426 3 009 606 4 061 858  41 251 636 i

2010 non med scheme 6 035 726 2 436 056 8 181 730 9 358 289 5 032 142 3 041 487 928 600 2 739 128 3 929 820  41 675 752 j

2009 GHS 5 891 724 2 379 862 7 730 717 9 143 416 4 773 494 3 125 455 970 283 2 976 312 3 993 152  40 979 612 k

2010 GHS 5 927 820 2 350 042 8 226 141 8 974 163 4 971 751 3 089 356 953 785 2 730 154 3 949 274  41 192 971 k

2011 GHS 5 849 615 2 438 067 8 033 100 8 954 513 4 809 452 3 127 211 1 000 581 2 983 651 4 198 800  41 422 899 l

Total fertility rate
2009 StatsSA - - - - - - - - -  2.4 f

2010 StatsSA - - - - - - - - -  2.4 f

2011 StatsSA - - - - - - - - -  2.4 f

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a StatsSA Mid-year Estimates. Calculated from source.
b StatsSA Mid-year Estimates. For 2009-2010. 2010 mid-year estimates.
c StatsSA Mid-year Estimates. For 2010-2011. 2011 mid-year estimates.
d Demarcation Board. From Municipal Boundaries of South Africa GIS 

dataset received 2009-10-15.
e StatsSA Mid-year Estimates. 2011 mid-year estimates. CDR 

assumption used in population projections.
f StatsSA Mid-year Estimates. 
g NDoH/HISP Population Estimates.
h StatsSA Mid-year Estimates. Calculated from Municipal Boundaries of 

South Africa GIS dataset received 2009-10-15 and latest StatsSA mid-
year population estimates.

i Medical Schemes 2009-10. Calculated from total number of bene-
ficiaries subtracted from total population. Beneficiaries: 8 068 505. 
Population: 49 320 141.

j Medical Schemes 2010-11. Calculated from total number of bene-
ficiaries subtracted from total population. Beneficiaries: 8 315 718. 
Population: 49 991 470.

k StatsSA GHS 2009 and 2010. Calculated using provincial medical 
schemes coverage (from GHS) and StatsSA population estimates 
relevant year (updated in 2010).

l StatsSA GHS 2010. Calculated using provincial medical scheme 
coverage (GHS 2010) and National DoH/HISP Population Estimates 
for 2011.

Table 3:  Demographic indicators by ethnic group

African Coloured Indian White All Ref
Aging index
2009 11 16 31 74  15 a

2010 12 17 33 77  16 a

2011 12 16 31 77  16 a

Population
2009 mid-year 39 136 068 4 432 940 1 279 085 4 472 057  49 320 141 b

2010 mid-year 39 682 651 4 424 334 1 299 743 4 584 744  49 991 470 b

2011 mid-year 40 206 275 4 539 790 1 274 867 4 565 825  50 586 757 b

Population % by ethnic group
2009 mid-year 79.2 8.9 2.6 9.3  100.0 b

2010 mid-year 79.4 8.9 2.6 9.2  100.0 b

2011 mid-year 79.5 9.0 2.5 9.0  100.0 b

Public sector dependent population
2009 GHS 35 613 822 3 483 271 733 491 1 146 948  40 979 612 c

2010 GHS 35 613 989 3 461 333 691 398 1 333 931  41 192 971 d

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a StatsSA Mid-year Estimates. Calculated from source.
b StatsSA Mid-year Estimates.
c StatsSA GHS 2009. Calculated using provincial medical schemes 

coverage (from GHS) and StatsSA population estimates relevant year 
(updated in 2010).

d StatsSA GHS 2010. Calculated using provincial medical schemes 
coverage (from GHS 2010) and StatsSA population estimates for the 
relevant year.
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Socio-economic indicators

Context Socio-economic indicators are keenly monitored as they reflect many of the determinants of health status. The 
degree to which they change over time is also an important measure of the impact of social spending and 
infrastructure development.

New data sources Nationally, new data have been reported in the:

•	 StatsSA General Household Survey (GHS) 2010

•	 StatsSA Living Conditions Survey, 2008/09

•	 StatsSA Quarterly Labour Force surveys

•	 Blue Drop 2011 report on drinking water quality management

•	 Green Drop 2011 report on waste water management

•	 Development Indicators 2010 (The Presidency)

•	 National Planning Commission Diagnostic reports

•	 First Steps to Healing the South African Family

Internationally, reports of interest include:

•	 World Development Report 2012: Gender Equality and Development

•	 Hidden Cities: Unmasking and overcoming health inequities in urban settings (WHO, UN Habitat)

Key issues and trends Many of the socio-economic indicators described here have been considered in the reports issued by the 
National Planning Commission (NPC). These included the Development Indicators 2010 report, the Diagnostic 
Overview report and the Human Conditions Diagnostic report.

The National Planning Commission (NPC) was appointed by 
the President in April 2010. This is an advisory body, consisting 
of 25 part-time commissioners, and is tasked with “preparing 
recommendations for the Cabinet on issues affecting South Africa’s 
long-term development”. Their initial diagnostic exercise envisaged 
reports on ‘Human Conditions’, ‘Material Conditions’, ‘Nation 
Building’, the ‘Economy’ and ‘Institutions and Governance’. The 
initial Diagnostic Overview report identified nine problem areas:

1. “Too few South Africans are employed.

2. The quality of education for poor black South Africans is 
substandard.

3. Poorly located and inadequate infrastructure limits social 
inclusion and faster economic growth.

4. South Africa’s growth path is highly resource-intensive and 
hence unsustainable.

5. Spatial challenges continue to marginalise the poor.

6. The ailing public health system confronts a massive disease 
burden. 

7. The performance of the public service is uneven. 

8. Corruption undermines state legitimacy and service delivery. 

9. South Africa remains a divided society” [NPC Diagnostic 
Overview].

The Human Conditions Diagnostic report puts the consequences in 
stark and concise terms: “The legacy of racial, economic, gender 
and spatial exclusion continues to shape human development 
among South Africa’s poor majority. New epidemiological 
and environmental disasters, and shocks and vulnerabilities 
arising from the recent global economic crisis, are grafted onto 
existing inequalities. New risks and vulnerabilities collide with 
old crises, stretching the resilience and capacities of households 
and communities to limits that are unsustainable and inhumane. 

The plight of millions of citizens who cannot overcome disease, 
who cannot get jobs, who live in squalor and who do not have 
enough food requires urgent attention”. It also made this important 
observation about measures of poverty: “South Africa does not 
have a single official poverty line. Government uses US$2 a day 
or R524 a month per person (in 2008 prices, updated to 2010) 
as a rough guide. Using this indicator, the proportion of people 
living below the poverty line was about 53% in 1995; the figure 
subsequently varied, reaching 58% in 2001 and declining to 48% 
in 2008. By international standards, this is a very high level of 
poverty” [NPC Human Conditions Diagnostic].

The StatsSA Living Conditions of Households in SA report was based 
on a survey of 25 075 households conducted from September 2008 
to August 2009. This was the first Living Conditions Survey (LCS) 
ever conducted by StatsSA and the next LCS will be conducted in 
2013/14. Importantly, the survey is based on household expenditure 
data collected by means of diaries maintained for a month as well 
as household questionnaires. In the period surveyed, the average 
spend per household was R71 910 per annum, excluding in-
kind incomes/expenditures such as free water. Such expenditure 
averaged R2 381 per household per annum. As expected the three 
major expenditure categories were housing, electricity, water and 
other utilities (24.9%); food and non-alcoholic beverages (19.3%); 
and transport (15.3%). Although average household expenditure 
on health was stated as only 1.3% of the total (accounting for 
R950 per annum on average), this excluded medical scheme and 
health insurance premiums. However, as always, averages hide 
considerable differences. For example, households in the bottom four 
deciles spent more than 40% of their total household expenditure 
on food and non-alcoholic beverages, compared with only 9.6% 
of expenditure on this category in households in the top decile. As 
expected, there were persistent ethnic differences. Whereas 80.8% 
of Whites were in the highest quintile in expenditure terms (more 
than R98 053 per annum), only 8.2% of Africans were in the same 
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1st quintile 25.0 8.7 0.1 0.7 20

2nd quintile 24.5 13.1 1.7 0.7 20

3rd quintile 23.2 20.4 11.7 2.0 20

4th quintile 19.1 30.5 32.6 15.8 20

5th quintile 8.2 27.3 54.0 80.8 20

quintile. Conversely, while 25.0% of Africans were in the lowest 
expenditure quintile (which cut off at R16 406 per annum), only 
0.7% of Whites were in the same quintile (Figure 13).

Figure 13:  Percentage distribution of households during 
Sep 2008 - Aug 2009 by household consumption 
expenditure quintile and population group of 
household head

Waste water management is more challenging and the Green Drop 
2011 report shows that more than half of the country’s sewerage 
works are performing poorly or are in a ‘critical state’ (Map 11). 
Poor effluent quality poses a significant risk to public health and the 
environment. In the Eastern Cape 64% of sewerage works posed 
health and environmental risks, and no water treatment plants in 
Limpopo received certification, suggesting weak performance 
across the entire province.

Internationally, the WHO/UN Habitat report “Hidden Cities: 
Unmasking and overcoming health inequities in urban settings” has 
drawn attention to pockets of extreme poverty in cities. Conditions 
in such areas, including “substandard housing and crowded living 
conditions, problems with food and water safety, inadequate 
sanitation and solid waste disposal services, air pollution, and 
congested traffic”, contribute to increased risk of communicable 
and non-communicable diseases, as well as injuries, violence and 
crime [Hidden Cities]. 

Source:  StatsSA Living Conditions 2008/09.

Note: Quintiles based on household consumption expenditure including 
in-kind expenditure.

 1st quintile = R16 406, 2nd quintile = 26 330, 3rd quintile = 
R43 897, 4th quintile = R98 053, 5th quintile = more than R98 053.

Data from the Department of Water Affairs reports in 2011 for 
drinking water quality management (DWQM) [Blue Drop 2011] 
and waste water management [Green Drop 2011] are depicted 
in the maps provided in the Provincial overview. Blue Drop 
Certification is an indication that a water supply authority has 
complied with stringent procedural, chemical, biological and 
other requirements. The number of water authorities receiving 
certification increased from 38 in 2010 to 66 in 2011. The scores 
given to each municipality are based on a performance rating from 
less than 33% (inadequate DWQM, urgent intervention required) to 
100% (exceptional DWQM). The national average Blue Drop score 
has improved from 51.4% in 2009 to 67.2% in 2010 and 72.9% in 
2011.e The reported results were given for a mixture of municipal 
and district areas, which were overlaid to create one map (Map 10 
in Provincial overview). 

e The report states that “[p]rovincial performance profiles are the sum-mation 
of the respective municipal performances”, although it is not clear whether 
these averages are weighted by the output of the different systems or the 
size of the population served. The national average score is a simple 
average of the provincial scores, although the report notes that Gauteng 
manages the bulk of the national supply (38%) followed by the Western 
Cape (18%) and KwaZulu-Natal (13%).
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Table 4:  Socio-economic indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Drinking Water System (Blue Drop) Performance Rating
2009 54.3 40.0 74.4 73.0 40.8 51.0 28.3 40.0 60.3  51.4 a

2010 79.4 48.5 85.5 65.9 55.0 65.4 46.9 66.0 92.5  67.2 a

2011 77.3 64.1 95.1 80.5 64.0 56.5 62.1 62.3 94.1  72.9 a

Education level: percentage of population 20 years and older with no schooling
2009 no schooling 8.6 7.4 2.9 8.9 13.8 11.6 11.0 11.3 2.1  7.4 b

2010 no schooling 8.5 5.9 2.9 8.1 13.4 11.3 10.9 10.2 2.1  7.0 c

Percentage of households by type of housing
2009 informal 7.2 14.8 22.3 8.5 5.1 8.3 8.0 16.0 17.1  13.4 d

2010 informal 7.4 13.2 21.5 7.2 3.8 9.9 8.5 18.8 17.0  13.0 e

Percentage of households using electricity for cooking
2009 53.9 78.8 86.1 68.5 44.3 59.9 79.4 68.5 87.5  71.1 d

2010 53.7 85.0 83.8 68.1 47.1 61.9 77.8 70.1 85.4  71.1 e

Percentage of households with access to piped water
2009 75.1 95.0 98.0 84.3 80.8 87.3 95.9 87.9 99.6  89.3 d

2010 73.9 96.2 96.9 84.4 83.6 87.4 92.5 90.0 98.8  89.3 f

Percentage of households with no toilet
2009 18.9 7.5 1.6 6.3 8.8 5.0 8.7 3.9 4.2  6.6 g

2010 16.8 6.1 1.2 6.1 8.8 6.8 7.1 4.3 3.0  6.1 h

Percentage of households with telephone (telephone in dwelling or cell phone)
2009 75.0 83.9 91.1 83.9 84.6 87.8 75.5 81.1 81.1  84.3 d

2010 80.6 85.7 93.7 89.2 90.4 92.4 77.2 86.5 88.5  88.9 e

Unemployment rate (official definition)
2009 Q2 27.9 26.9 23.1 19.3 24.9 26.5 26.5 27.7 20.5  23.6 i

2010 Q2 27.7 28.0 27.1 20.8 22.6 28.1 30.1 28.1 21.8  25.3 i

2011 Q1 26.9 27.9 26.9 20.3 19.3 30.8 31.3 25.0 22.2  25.0 j

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a Blue Drop 2011. Some values revised since original reports.
b StatsSA GHS 2009. Percentage of population aged 20 years and 

above with no schooling.
c StatsSA GHS 2010. Percentage of population aged 20 years and 

above with no schooling.
d StatsSA GHS 2009.
e StatsSA GHS 2010.
f StatsSA GHS 2010. Includes piped (tap) in building or yard, neighbour’s 

tap or public/communal tap.
g StatsSA GHS 2009. Percentage of households that have no toilet 

facility or were using a bucket toilet.
h StatsSA GHS 2010. Percentage of households that have no toilet 

facility or were using a bucket toilet.
i StatsSA Labour Force Survey. Quarter 2, 2010 Report.
j StatsSA Labour Force Survey. Quarter 1, 2011 Report.

Table 5:  Socio-economic indicators by ethnic group

African Coloured Indian White All Ref
Unemployment rate (official definition)
2009 Q2 27.9 19.5 11.3 4.6  23.6 a

2010 Q2 29.5 22.5 10.1 6.4  25.3 a

2011 Q1 29.0 22.6 11.7 5.9  25.0 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a StatsSA Labour Force Survey. Quarter 2, 2010 Report.
b StatsSA Labour Force Survey. Quarter 1, 2011 Report.
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Health status indicators

Mortality 

Context Cause of death statistics provide essential data for monitoring the health of populations, identifying health 
priorities and planning health service delivery. There have been consistent calls to improve the quality of cause 
of death reporting in South Africa. This section only focuses on adult mortality issues.

New data sources Nationally:

•	 StatsSA released Mortality and causes of death in South Africa, 2008: Findings from death notification 
(P0309)

•	 Cause of death statistics for SA: Challenges and possibilities for improvement (MRC) – analyses of cause 
of death data from 1997-2007

•	 District Health Barometer (DHB) 2010/11 chapter on Burden of Disease

•	 ASSA2008 model

Internationally:

•	 Exposing misclassified HIV/AIDS deaths in South Africa (Bull World Health Organ)

Key issues and trends  ➣ An unacceptably high proportion of deaths (13.6%) is reported as due to ill-defined causes.

 ➣ There does appear to be a reversal in mortality trends in recent years, with various sources showing a 
decline in mortality rates.

 ➣ The Health Data Advisory and Co-ordination Committee (HDACC) has recommended a target of 58.5 
years for life expectancy at birth by 2014 (56 for males and 61 for females), and to reduce premature adult 
mortality to 43% by the same year.

The Stats SA report “Mortality and causes of death in South Africa, 
2008: Findings from death notification” (P0309.2) was released in 
November 2010 [StatsSA Causes of death 2008]. The data reported 
are based on the information recorded on death notification forms 
received from the Department of Home Affairs (DHA). After a death 
is registered, the DHA issues a death certificate, and, in the case 
of South African citizens and permanent residents whose births 
were already registered, updates the national population register 
(NPR). All death notification forms, regardless of the civil status of 
the deceased, are collected by StatsSA for data processing. In the 
2009/10 period, Stats SA recorded data on a total of 592 073 
deaths that occurred in 2008, excluding late registrations for 
previous years. There are still concerns about the completeness 
of reporting. StatsSA reported that “just over 80% of deaths for 
2008 were covered by the civil registration system”, but noted that 
“information on province of birth and population group was not well 
reported”. Of particular concern, 13.6% of deaths were assigned 
ill-defined causes (ICD-10 codes R00 - R99). While 44.7% of the 
deaths in 2008 occurred in hospitals, 30.5% occurred at home. The 
trend in crude death rates (adjusted for incompleteness), by year of 
death and sex, for the 2001-2008 period is shown in Figure 14.

Figure 14:  Crude death rates by year of death and sex, 
2001-2008

Source:  StatsSA Causes of death 2008.

Note:  Data for 1997-2007 have been updated to include late registrations 
processed in 2009/10.

The issue of the quality of medical certification of cause of death 
was again raised by Pillay-van Wyk et al. [SAMJ 101(5047)]. These 
authors, from the MRC Burden of Disease Research Unit, noted 
that “[c]ause of death statistics are an essential data source for 
monitoring the health of populations, identifying health priorities 
and planning health service delivery”. Noting the “unacceptably 
high proportion of deaths ... reported as due to ill-defined causes”, 
they further remarked that “ill-defined conditions constitute only 
part of what the Global Burden of Disease (GBD) experts call 
‘garbage’ causes”. Other problematic identified ‘garbage’ includes 
risk factors (such as hypertension), intermediate causes of death 
(such as septicaemia), mechanisms of death (such as cardiac arrest) 
or partially specified causes (such as cancer with unknown site). 
Although an improvement in the quality of reporting was noted 
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between 1998 and 2008 (Table 6), “nearly a third of the deaths 
in 2008 had the underlying cause of death certified as a garbage 
cause”. They felt that the “quality of cause of death data is therefore 
still inadequate to monitor the health status of the nation and 
understand the burden of disease, without adjustment”. Apart from 
problems with the quality of certification by medical practitioners, 
this team identified challenges in obtaining the cause of death for 
injury cases and the issue of tribal headmen certifying the cause of 
death in rural areas. 

Birnbaum et al. estimated the extent to which deaths due to HIV 
were misattributed in South Africa [Bull World Health Organ 
89(278-85)]. They concluded that, whereas only 2.0-2.5% of all 
registered deaths were attributed to HIV between 1996 and 2006, 
the true cause-specific mortality fraction rose from 19% (uncertainty 
range: 7–28%) to 48% (uncertainty range: 38–50%) over the same 
period. Thus, more than 90% of HIV deaths were found to have 
been misattributed to other causes.

For the first time, the District Health Barometer has provided analysis 
of the StatsSA cause of death data at district level, based on the 
2008 dataset [DHB 2010/11]. Cause of death profiles were created 
for each of the 52 districts after coding all the deaths to a revised 
South African National Burden of Disease (NBD) List based on 

Table 6:  Number and proportion of deaths in garbage categories, 1998 and 2008

1998 (n=365 853) 2008 (n=592 073)

Type Garbage category n % of total n % of total

1 Ill-defined conditions that are not causes of death/risk factors 55 853 15.3 90 410 15.3

2 Intermediate causes of death 30 314 8.3 48 609 8.2

3 Mechanisms 5 037 1.4 5 400 0.9

4 Not clearly specified 51 533 14.1 30 453 5.1

Total garbage 142 737 39.1 174 872 29.5

Source:  SAMJ 101(5047), quoting SAMJ authors’ own analysis of data from StatsSA Causes of death.

ICD-10. Deaths of unknown ages were redistributed proportionally 
by age and sex for each cause of death. Deaths misclassified as 
ill-defined signs and symptoms and other ‘garbage’ codes were 
proportionally redistributed to specified causes within each age/
sex category. Figure 15 shows the leading causes of Years of Life 
Lost (YLLs) for South Africa. The list was then aggregated into three 
broad cause groups (communicable, non-communicable diseases 
and injuries), but with HIV-related deaths presented separately from 
other communicable diseases. TB deaths were reported with HIV 
deaths. The relative proportion of YLLs due to these broad causes 
is shown by district for 2008 (Figure 16). YLLs are an estimate of 
premature mortality based on the age at death and thus highlight 
the causes of death that should be targeted for prevention. The 
highest observed national life expectancy was selected as the 
standard against which YLLs are calculated. YLLs are estimated for 
each age, sex and cause category by multiplying the observed 
number of deaths in each category by the expected life expectancy 
in each age category, implying that YLLs are greater when age at 
death is younger. Since people value years of life gained in the 
future less than years gained in the present, a 3% discount rate 
was applied.

Figure 15:  Leading causes of Years of Life Lost (YLLs) for SA, 2008

Source:  DHB 2010/11, based on analysis of StatsSA Causes of death 2008.
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Figure 16:  Percentage of YLLs by broad causes, by district, 2008

Source:  DHB 2010/11, based on analysis of StatsSA Causes of death 2008.

Note:  YLLs sorted in order of the combined proportion of communicable, maternal, perinatal and nutritional YLLs and YLLs due to HIV and TB.
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Table 7:  Mortality indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Adult mortality (45q15 – probability of dying between 15-60 years of age)
2010 IHME female - - - - - - - - -  43.9 a

2010 IHME male - - - - - - - - -  53.2 a

2010 ASSA2008 40.0 49.0 40.0 52.0 33.5 47.6 36.7 46.3 31.9  43.1 b

2010 ASSA2008 female 53.5 41.1 33.7 44.0 29.3 42.9 30.4 38.6 26.5  36.3 b

2010 ASSA2008 male 50.9 56.8 46.3 60.0 37.8 52.2 43.0 54.0 37.4  50.0 b

2011 ASSA2008 39.4 47.2 39.4 51.3 33.9 46.1 37.2 44.8 32.5  42.6 b

2011 ASSA2008 female 46.0 39.6 33.5 43.6 29.5 41.3 31.2 37.6 27.2  36.1 b

2011 ASSA2008 male 46.6 54.8 45.3 59.0 38.4 51.0 43.2 52.1 37.7  49.2 b

2012 ASSA2008 40.1 46.3 39.2 51.1 34.3 45.5 37.6 44.1 32.9  42.5 b

2012 ASSA2008 female 46.1 39.0 33.8 43.7 29.8 40.8 31.9 37.3 27.9  36.2 b

2012 ASSA2008 male 46.4 53.5 44.7 58.4 38.7 50.3 43.3 50.8 37.9  48.8 b

Life expectancy at birth
2010 StatsSA - - - - - - - - -  56.5 c

2010 StatsSA female - - - - - - - - -  58.5 c

2010 StatsSA male - - - - - - - - -  54.3 c

2011 StatsSA - - - - - - - - -  57.1 c

2011 StatsSA female - - - - - - - - -  59.1 c

2011 StatsSA male - - - - - - - - -  54.9 c

2010 ASSA2008 55.2 55.1 60.3 53.4 63.0 55.6 61.6 57.2 64.7  58.2 b

2010 ASSA2008 female 58.7 58.7 63.4 56.9 65.8 57.9 64.9 60.6 68.0  61.5 b

2010 ASSA2008 male 51.8 51.6 57.2 49.9 60.3 53.3 58.3 53.8 61.5  54.9 b

2011 ASSA2008 55.7 56.0 60.5 53.8 62.9 56.4 61.4 57.8 64.6  58.4 b

2011 ASSA2008 female 59.1 59.5 63.5 57.3 65.7 58.9 64.7 61.1 67.7  61.7 b

2011 ASSA2008 male 52.2 52.5 57.6 50.3 60.1 54.0 58.2 54.5 61.5  55.2 b

2012 ASSA2008 55.9 56.4 60.6 53.9 62.8 56.8 61.4 58.1 64.5  58.5 b

2012 ASSA2008 female 59.3 59.9 63.5 57.3 65.7 59.3 64.5 61.3 67.5  61.7 b

2012 ASSA2008 male 52.4 53.0 57.8 50.6 60.0 54.3 58.3 55.0 61.5  55.4 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a Lancet 375(1704-20). Data from source converted from value per 1 000 
to percentage.

b ASSA2008.
c StatsSA Mid-year Estimates. 2011 mid-year estimates. Life expectancy 

assumptions used in development of the current mid-year estimates.
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Disability

Context Interpreting measures of the prevalence of disability over time requires careful attention to the exact definitions 
used and the means by which responses are elicited in various surveys. In the South African context, there is 
persistent evidence that the differences seen between ethnic groups reflect the consequences of healthcare 
deficits seen in under-served areas and previously disadvantaged communities.

New data sources Nationally:

•	 StatsSA General Household Survey (GHS) 2010

•	 Cataract surgery data reported by the NDoH

•	 Hospital Accessibility 2010

•	 SA’s cataract surgery rates – why are we not meeting our targets? [SAMJ 101(510-2)]

Internationally:

•	 World Report on Disability 2011

Key issues and trends  ➣ Revised estimates of the prevalence of disability have been released by StatsSA, based on the General 
Household Surveys for 2009 and 2010, but removing data for children under five years.

Measures of disability are particularly dependent on the exact 
definitions used and the means by which responses are elicited 
in survey instruments. This was clearly depicted in the revisions to 
the General Household Surveys (GHS) for 2009 and 2010 which 
were issued in August 2011 [StatsSA GHS 2010]. The revised 
estimates excluded data on children under the age of five years, 
as it was thought they were “often mistakenly categorised as being 
unable to walk, remember, communicate or care for themselves 
when it is due to their level of development rather than any innate 
disabilities they might have”. The same approach will be used in the 
GHS 2011, due to be released in March 2012. Based on the new 
estimation methods, 6.3% of South Africans over five years of age 
were classified as disabled, with slightly more women (6.5%) than 
men (6.1%) being disabled. The highest rates were found in Free 
State (10.1%) and the Northern Cape (9.8%), and the lowest rates 
in Gauteng (3.3%), Mpumalanga (5.0%) and the Western Cape 
(5.0%).

The relevance of definitions was underlined in the World Report on 
Disability 2011, which endorsed the International Classification of 
Functioning, Disability and Health (ICF) approach [World Report 
Disability 2011]. Accordingly, the report points out that “disability 
can be conceptualized on a continuum from minor difficulties 
in functioning to major impacts on a person’s life. Countries are 
increasingly switching to a continuum approach to measurement, 
where estimates of prevalence of disability – and functioning – are 
derived from assessing levels of disability in multiple domains. 
Estimates vary according to where the thresholds on the continuum 
of disability are set, and the way environmental influences are taken 
into account”. The issue of thresholds is key: “It is always necessary 
to set a threshold and there is no ‘gold standard’ for where this line 
should be drawn. What is important is not so much where the line 
is drawn, as the reasons justifying that decision”. 

Responses also depend on how the questions are posed in a survey 
instrument. Questions that ask about ‘difficulty’ are more easily 
understood and elicit a more complete response than those framed 
as ‘disability’. Asking merely, “Do you have a disability” is likely to 
elicit the lowest responses. StatsSA used questions developed by 
the United Nations Washington Group on Disability Statistics in 
its two most recent General Household Surveys (2009 and 2010). 
Participants were therefore asked to rate their ability level for a 

range of activities, including seeing, hearing, climbing a flight of 
steps or walking a kilometre, concentrating and remembering, self-
care and communicating in their most commonly used language, 
including sign language. Each question included four possible 
responses – “no difficulty”, “some difficulty”, “a lot of difficulty” and 
“not able”. Those who self-identified as having difficulty in two or 
more of the activities or a significant/total impairment in any one 
activity were classified as disabled. Importantly, as these questions 
are different from those used in previous surveys, direct comparisons 
are not possible with estimates made prior to GHS 2009.

The World Report on Disability 2011 reported figures based on two 
sources: the World Health Survey (WHS) conducted in 70 countries 
between 2002-2004 (which applied an ICF-based approach to 
disability) and the WHO Global Burden of Disease study (2004 
update). Participants in the WHS were asked about difficulties 
in functioning over the previous 30 days in eight life domains 
(mobility, self care, pain and discomfort, cognition, interpersonal 
activities, vision, sleep and energy, affect f ), with two questions 
per domain scored on a 5-point difficulty scale (1 = no difficulty; 
5 = extreme difficulty/cannot do). A composite score for each 
individual was calculated across all 16 items. As the average score 
from respondents who reported extreme difficulties/total inability 
in any of the eight domains was about 40 (on a scale where 0 = 
no functioning difficulty and 100 = complete difficulty), this was 
chosen as the threshold point between ‘disabled’ and ‘not disabled’ 
On this basis, the global prevalence of disability was estimated as 
15.6%. However, if the threshold was raised from 40 to 50, the 
global estimate of disability prevalence was 2.2%. Once the WHS 
results for South Africa were weighted and age standardised, the 
estimate of disability prevalence (based on the 40 threshold) was 
24.2%, considerably higher than the figure reported in the GHS 
2010 (6.3%), GHS 2009 (5.7%), StatsSA Community Survey 2007 
(4.0%) or the 2001 Census (4.0%). 

In contrast, the Global Burden of Disease (GBD) study uses the 
metric of “years lived with disability (YLD) per 100 persons”.g The 
World Report on Disability 2011 stated that there was “moderate 
correlation (Spearman rank order correlation of 0.46, and a 

f ‘Affect’: feeling depressed, worry, anxiety.
g http://www.globalburden.org/
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Table 8:  Disability indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Cataract surgery rate (surgeries per million uninsured population)
2007 893 1 435 1 175 680 878 866 910 474 1 388  946 a

2008 958 1 213 1 523 902 947 941 419 559 1 373  1 083 a

2009 1 030 916 1 574 840 823 1 051 396 777 1 485  1 072 a

2010 1 102 1 329 1 345 681 717 962 471 778 1 501  1 016 a

Prevalence of disability (%)
2007 CS 5.1 4.9 2.9 4.3 3.7 3.7 5.4 4.3 3.4  4.0 b

2009 GHS 5.3 9.1 5.3 7.7 4.8 3.7 5.6 4.9 4.0  5.7 c

2010 GHS 7.9 10.1 3.3 6.6 8.2 5.0 9.8 8.5 5.0  6.3 d

Prevalence of hearing disability (%)
2007 CS - - - - - - - - -  0.4 b

Prevalence of mental illness (%)
2007 CS - - - - - - - - -  0.3 b

Prevalence of physical disability (%)
2007 CS - - - - - - - - -  1.6 b

Prevalence of sight disability (%)
2007 CS - - - - - - - - -  0.5 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

Pearson product moment correlation of 0.35)”. The GBD estimate 
for South Africa, based on 2004 data, was 12.2 YLD per 100 
persons. The report of the GBD 2010 Study is expected in 2012.

Two related issues are the extent to which health facilities are 
accessible to patients with disabilities, and the extent to which 
sight-preserving cataract surgery is provided in the public sector. 
An audit of the accessibility of health facilities for people with 
disabilities was conducted in 2006/07, assessing 213 public health 
facilities in seven provinces (excluding the Northern Cape and 
Eastern Cape) [Hospital Accessibility 2010]. As expected, a range 
of barriers were identified, particularly at district hospitals. Less 
than 10% of health facilities were able to provide a fully accessible 
toilet for people with disabilities. The authors recommended that 
“at least one toilet be made fully wheelchair accessible in each 
hospital as a minimum priority in all the provinces”. 

Noting that “[c]ataract is the leading cause of blindness in South 
Africa, responsible for about 50% of the prevalence of blindness”, 

Lecuona and Cook reviewed South Africa’s cataract surgery rates 
(CSR), using data from 2005 to 2010 [SAMJ 101(510-2)]. In order 
to eliminate cataract blindness, the CSR should be a least 2 000 
procedures per million population. The national target was set to 
increase from 1 000 in 2005 to 2 000 in 2010, but lack of progress 
has led the Department of Health to lower targets for 2010 to 1 500. 
However, as pointed out in the SAHR 2010, the NDoH has used the 
provincial population from the 2001 Census, with 80% assumed 
to be uninsured (public sector dependent), for every year since 
2001. The reported figures have therefore not taken population 
growth or changes in medical scheme coverage into account. 
Using the appropriate estimate for the uninsured population, the 
estimated CSR for 2010 was well below the target, at 1 016 per 
million population. Lecuona and Cook note that the failure to meet 
targets is largely driven by inadequate surgical capacity, and that 
all hospitals equipped for cataract surgery have waiting lists. The 
required human resources for eye care and cataract surgery are far 
below the recommended number for the public sector. 

a DoH. Total surgeries: 39 074 (2007), 44 360 (2008), 43 943 (2009) and 
41 863 (2010). Uninsured population for the relevant year calculated 
from the most recent available data from StatsSA on mid-year 
population estimates and medical scheme coverage (GHS). Note that 
these rates will differ from those published in the NDoH annual reports, 
having used 80% of the 2001 Census population as the denominator, 
not the current best estimate of the uninsured population for the 
relevant year. Data for 1999-2009 as received from A Croasdale in Sep 
2010. Data for 2010 as received from A Croasdale in June 2011.

b Community Survey 2007.
c StatsSA GHS 2009 revised. This analysis only includes the percentage 

of persons aged five years and older with a disability. 
d StatsSA GHS 2010. This analysis only includes the percentage of 

persons aged five years and older with a disability.

Table 9:  Disability indicators by ethnic group

African Coloured Indian White All Ref
Prevalence of disability (%)
2007 CS 4.0 4.2 4.6 3.2 4.0 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a Community Survey 2007.
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Infectious disease

Context Data on infectious disease incidence are expected to be obtained from the Notifiable Disease system as well as 
from surveillance programmes operated by the National Institute for Communicable Diseases (NICD). Although 
data on HIV and TB are increasingly accessible, and there are some data on malaria, data on notifiable 
diseases are not being made publicly available in a timeous manner. The NICD issues regular communiqués, 
which include data on their surveillance programmes.

New data sources Nationally:

•	 Data on syphilis prevalence from the annual Antenatal Survey 2009

•	 Surveillance data, surveillance bulletins and other reports issued by NICD

Key issues and trends  ➣ The NDoH website has recently been redesigned. However, regular updates in the form of the Epidemiological 
Comments or Statistical Notes publications have not been made publicly available.

 ➣ The results of the annual Antenatal Survey 2010 were released after this chapter was written.

Although data from the separate TB and malaria information 
systems are available, no new national data on the incidence of the 
following notifiable conditions can be provided: 

 ➣ Acute flaccid paralysis 

 ➣ Anthrax 

 ➣ Brucellosis

 ➣ Cholera 

 ➣ Congenital syphilis

 ➣ Crimean-Congo haemorrhagic fever or other haemorrhagic 
fevers of Africa 

 ➣ Diphtheria

 ➣ Food poisoning 

 ➣ Haemophilus influenzae type B

 ➣ Lead poisoning

 ➣ Legionellosis

 ➣ Leprosy

 ➣ Measles

 ➣ Meningococcal infection

 ➣ Paratyphoid fever

 ➣ Plague

 ➣ Poisoning agricultural stock remedies

 ➣ Poliomyelitis 

 ➣ Rabies, human

 ➣ Rheumatic fever

 ➣ Tetanus

 ➣ Tetanus neonatorum

 ➣ Trachoma

 ➣ Typhoid fever 

 ➣ Typhus fever (lice-borne)

 ➣ Typhus fever (ratflea-borne)

 ➣ Viral hepatitis type A 

 ➣ Viral hepatitis type B 

 ➣ Viral hepatitis non-A non-B 

 ➣ Viral hepatitis unspecified

 ➣ Whooping cough

 ➣ Yellow fever. 

Data on some of these conditions are reported by the NICD, based 
on positive identification by their laboratories or surveillance sites 
or following their involvement in investigations of outbreaks.

The NDoH Annual Report 2010/11 contains some information about 
the performance and plans of the Health Information, Research 
and Evaluation sub-programme within the Department, which is 
“responsible for developing and maintaining a national health 
information system and commissioning and co-ordinating research 
for the department”. Although some successful elements were noted 
(such as the report to the United Nations General Assembly Session 
on HIV and AIDS, the annual national antenatal HIV and syphilis 
prevalence survey and the draft regulations for the planned cancer 
registry), other elements were notably not completed as planned. 
These included the HIV and AIDS notification strategy (citing 
the need for extensive consultation with key stakeholders) and 
conducting the South African Demographic Health Survey (SADHS) 
by 2011 (citing budgetary constraints, but noting the agreement 
to incorporate some SADHS modules into two household surveys 
conducted by the HSRC). Of particular interest was the plan to 
establish a disease control hub that would “enable the synthesis 
and analysis of existing and collected information from numerous 
data systems that currently operate separately”. This was to be 
established as a public entity. The report stated that this had not 
happened, due to a “policy change to rather invest in state entities 
i.e. National Institute for Communicable Diseases and strengthen it 
rather than set up a section 21 entity”. The initial plan was to use 
the 2010 FIFA World Cup “as an opportunity for developing an 
accountability framework for the public and private sector hospitals 
and laboratories together with the WHO to strengthen public health 
surveillance systems”. During the FIFA 2010 World Cup, the NDoH 
had developed a web-based disease notification surveillance 
system, but only data from FIFA dedicated hospitals, private hospital 
groups, the main airports and harbours, eight public viewing areas 
and 10 stadia were collected. While the report claimed that “staff 
were all trained in the implementation of the web-based notification 
system and active surveillance during mass gatherings and the skills 
base has remained within the health sector”, the lack of data being 
produced and made publicly accessible by the NDoH, as opposed 
to the NICD, is still of concern.
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Table 10:  Selected infectious diseases by province

EC FS GP KZN LP MP NC NW WC SA Ref
Reported cases of cholera
2008 - - - - - - - - -  4 343 a

2009 2 0 47 0 618 6 855 0 28 4  7 554 a

2009 NICD lab confirmed cases - - 37 - 449 61 - 19 4  570 b

2010 NICD lab confirmed cases - - 1 - - - - - -  1 b

2011 NICD lab confirmed cases - - - - 1 - - - -  1 c

Reported cases of congenital syphilis
2008 - - - - - - - - -  6 a

2009 - - - 2 - - - - -  2 a

Reported cases of measles
2008 - - - - - - - - -  4 867 a

2008 NICD lab confirmed cases 7 1 12 5 1 3 2 5 4  40 d

2009 314 198 4 359 2 215 282 218 87 563 447  8 683 a

2009 NICD lab confirmed cases 80 165 4 114 423 220 131 65 453 209  5 860 b

2010 NICD lab confirmed cases 1 309 674 1 617 3 837 290 1 844 374 758 1 796  12 499 b

2011 NICD lab confirmed cases 1 2 32 23 1 1 8 6 6  80 c

Reported cases of rabies
2008 - - - - - - - - -  30 a

2008 NICD lab confirmed cases 7 0 0 5 3 1 0 0 0  16 e

2009 NICD lab confirmed cases 8 0 0 5 2 2 0 0 0  17 b

2010 NICD lab confirmed cases 2 0 1 3 3 1 1 0 0  11 b

2011 NICD lab confirmed cases 0 0 0 0 3 0 0 0 0  3 c

Syphilis prevalence rate (%) (antenatal)
2008 ANC survey 1.9 2.3 2.7 0.6 0.4 0.7 6.8 1.5 3.8  1.9 f

2008 DHIS 4.5 4.1 2.1 3.2 1.7 3.1 4.9 5.0 5.4  3.3 g

2009 ANC survey 2.2 2.1 2.9 0.8 0.3 2.4 5.6 1.7 2.0  1.9 h

2009 DHIS 3.7 5.4 2.4 2.8 2.2 2.6 4.1 3.8 3.8  3.0 g

2010 ANC survey 2.1 1.2 2.8 0.3 0.5 2.1 3.6 1.3 1.2 1.5 i

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DoH Notification System. Statistical Notes Nov 2009.
b NICD surveillance. Communicable Diseases Surveillance Bulletin Mar 

2011.
c NICD surveillance. Communicable Diseases Surveillance Bulletin Aug 

2011. Data for Jan-Jun 2011.
d NICD surveillance. Communicable Diseases Surveillance Bulletin Mar 

2010. Data for Jan-Dec 2008.
e DoH Notification System. Epi Comments Apr-Jun 2009. Quoting NICD.
f Antenatal Survey 2008.
g DHIS. Data for financial (not calendar) years.
h Antenatal Survey 2009.
i Antenatal Survey 2010.
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Malaria

Context Malaria control is considered to be one of the key success stories of recent years, with substantial reductions 
in case load and mortality.

New data sources Nationally:

•	 NDoH malaria surveillance

•	 StatsSA Causes of Death 2008

Internationally:

•	 World Malaria Report 2010

Key issues and trends  ➣ Since 2008 NDoH has reported malaria cases and mortality for all provinces.

 ➣ The discrepancy between the number of malaria deaths reported in the cause of death statistics compared 
to the malaria surveillance system remained very large for 2006-2008.

According to the World Malaria Report 2010, only 4% of the 
population of South Africa is at high risk of malaria and 6% at low 
risk, while 90% live in malaria-free areas. However, presumably 
due to increased mobility and travel, both malaria cases and 
deaths are increasingly being reported from a wider distribution 
of provinces than the three provinces directly affected (Limpopo, 
Mpumalanga and KwaZulu-Natal). Since 2008 the NDoH has 
reported malaria cases and mortality for all provinces, and there 
are now more cases reported in Gauteng than in KwaZulu-Natal. 
However, it is not known whether data quality is comparable in 
all provinces, as the three affected provinces have traditionally 
had dedicated staff tracking malaria cases in the public sector 
facilities. This is particularly important when considering the large 
discrepancies between deaths recorded in the malaria surveillance 
system and those attributed to malaria in vital registration (VR) 
data, as reported in the StatsSA Causes of Death report 2008. 
A consistent difference can be seen for data from 2004 to 2008 
(Figure 3 in Provincial overview section). 

The South African response relies heavily on indoor residual 
spraying (IRS) with DDT and the provision of effective artemesin-
combination therapy (ACT) for identified cases. The World Malaria 
Report 2010 noted that South Africa protected more than 70% of 
its populations at risk with IRS per year during 2007-2009 and also 
provided sufficient courses of ACTs to treat all patients attending 
public health facilities. An area that is still receiving attention is the 
shift from IV quinine to IV artesunate as the preferred option for the 
treatment of severe malaria. 
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Table 11:  Malaria indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Access to malaria treatment within 24 hours
2003 - - - - - - - - -  80 a

2006 - - - - - - - - -  100 b

Case fatality rate: malaria
2009 0.0 0.0 0.0 0.9 1.1 0.6 - 2.3 -  0.8 c

2010 0.0 0.0 1.1 1.3 0.8 1.2 10.0 2.2 0.0  1.0 c

2011 - 0.0 0.7 1.3 0.8 0.7 - 0.0 -  0.8 c

Reported cases of malaria
2009 1 41 515 428 3 155 1 924 - 86 -  6 150 c

2010 9 34 960 380 4 174 2 187 10 186 66  8 006 c

2011 - 28 1 483 375 2 549 2 292 - 65 -  6 792 c

Reported cases of malaria (per 100 000)
2009 0.0 1.4 4.9 4.1 60.4 53.3 0.0 2.5 0.0  12.5 d

2010 0.1 1.2 8.6 3.6 76.7 60.5 0.9 5.8 1.3  16.0 d

2011 0.0 1.0 13.1 3.5 45.9 62.7 0.0 2.0 0.0  13.4 d

Reported deaths from malaria
2006 DoH surveillance - - - 11 57 21 - - -  89 c

2006 VR 20 6 125 41 182 82 2 20 4  496 e

2007 DoH surveillance - - - 5 29 17 - - -  51 c

2007 VR 4 10 74 33 59 58 4 21 8  278 e

2008 DoH surveillance - - - 3 31 8 - 1 -  43 c

2008 VR 8 7 92 22 79 33 2 21 4  279 e

2009 DoH surveillance - - - 4 34 11 - 2 -  51 c

2010 DoH surveillance 0 0 11 5 35 26 1 4 0  82 c

2011 DoH surveillance - 0 10 5 21 15 - 0 -  51 c

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DoH Malaria Statistics.
b DoH Malaria Statistics. Personal communication: Dr FG Benson, 

quoting survey done for Roll Back Malaria.
c DoH Malaria Statistics. Data file received 2011-06-20. Data for 2011 

are as at end of May 2011.
d Calculated from DoH Malaria Statistics and mid-year population 

estimates. Data file received 2011-06-20. Data for 2011 are as at end of 
May 2011.

e StatsSA Causes of death 2006, 2007 and 2008. Calculated from 
StatsSA Causes of Death online database using ICD-10 codes 
B50-B54 as underlying cause of death. Includes deaths occurring 
outside of SA.
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Source:  Global TB 2011.

Note:  Only countries reporting outcomes for >200 cases of MDR-TB with <20% not evaluated are shown. Countries ranked by proportion successfully 
treated (cured + completed). The total number of patients in each cohort is shown under each country.

Figure 17:  Treatment outcomes for patients with MDR-TB in 14 countries, 2008
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Tuberculosis 

Context South Africa remains one of the countries most affected by tuberculosis, with significant numbers of drug-
resistant cases. Tuberculosis is also fatally intertwined with the HIV/AIDS pandemic, and the need to integrate 
the management of both diseases requires continued attention at all levels of the healthcare system. In time, the 
rollout of the GeneXpert MTB/RIF testing platform by the National Tuberculosis Control Programme will provide 
an important new source of data, while also transforming clinical practice.

New data sources Nationally:

•	 NDoH Electronic Tuberculosis Register (ETR) data

•	 NICD Communicable Diseases Surveillance Bulletin (Aug 2011)

•	 National Tuberculosis Management Guidelines 2009

Internationally:

•	 Global TB Control 2010 and Global TB Control 2011

Key issues and trends  ➣ TB continues to be a challenge for the South African health system, not least because of the complex inter-
relationship with HIV.

 ➣ It needs to be emphasized that the number of reported TB cases shown in the data tables below includes only 
those patients who are diagnosed and recorded in the ETR. The difference between incidence (estimated) 
and reported cases per 100 000 thus reflects the various causes of non-registration or identification of 
cases.

 ➣ In addition, it is worth noting that the WHO no longer makes any distinction between reporting for DOTS 
and non-DOTS management. By 2007, South Africa reported that 99% of notified TB cases were treated 
in DOTS programmes. Also, as from the 2010 Global TB Control report, the reported TB mortality excludes 
deaths occurring in HIV-positive TB cases (in accordance with the definition used in ICD-10). Previous reports 
did not make this distinction, and therefore reported TB mortality figures were substantially higher.

Data from the WHO’s Global Tuberculosis Control 2011 report 
provide an important context and comparator for the South 
African data included in this chapter [Global TB Control 2011]. 
In 2010, there were 8.8 million incident cases of TB globally. The 
five countries with the largest number of incident cases in 2010 
were India (2.0-2.5 million), China (0.9-1.2 million), South Africa 
(0.40-0.59 million), Indonesia (0.37-0.54 million) and Pakistan 
(0.33-0.48 million). Treatment success rates varied, but 15 of 22 
high-burden countries reached the 85% target. The countries that 
failed to do so were Brazil (72%), Ethiopia (84%), Nigeria (83%), 
the Russian Federation (55%), South Africa (77%), Uganda (67%) 
and Zimbabwe (78%). 

The WHO estimated that 290 000 of the global TB cases notified 
in 2010 had multi-drug resistant TB (MDR-TB), but that only 18% of 
these were diagnosed with MDR-TB and notified. South Africa had 
the third highest number of patients registered for MDR-TB treatment 
(5 402 in 2010), after Kazakhstan and the Russian Federation. 
The proportion of MDR-TB cases successfully treated varied 
considerably, with South Africa faring poorly compared with the 
other 13 countries reported (Figure 17). By mid-2010, 58 countries 
had reported at least one case of extensively drug-resistant TB 
(XDR-TB), defined as resistance to isoniazid and rifampicin (which 
constitutes MDR-TB) plus resistance to a fluoroquinolone and at 
least one second-line injectable agent (amikacin, kanamycin and/
or capreomycin). 
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The National Tuberculosis Control Programme is presently 
implementing the GeneXpert instruments and Xpert MTB/RIFh 
cartridges in a number of ‘hotspot’ centres. This should not only 
enable improved detection of cases, particularly those that are 
currently smear-negative, but also identify rifampicin-resistant cases 
far earlier in the clinical course. South Africa was responsible for 
ordering more than half of all the GeneXpert instrument modules 
purchased by countries eligible for concessional prices (361 of 681 
instrument modules ordered by 26 countries by July 2011).

h The Xpert MTB/RIF is a cartridge-based, automated diagnostic test that 
can identify Mycobacterium tuberculosis (MTB) and resistance to rifampicin 
(RIF).

As is shown in the Provincial overview section, the number of cases 
identified and the proportion that is smear-positive varies widely 
between districts (Figure 2). The NHLS data-warehouse provides an 
important source of information about MDR- and XDR-TB diagnoses 
made prior to the introduction of the GeneXpert platform [NICD 
surveillance, Aug 2011]. This source shows that 6 031 MDR-TB 
cases were recorded in eight provinces (excluding KwaZulu-Natal) 
in 2009 (Table 12), which exceeds the figure of 5 200 (range 4 300 
– 6 600) reported in the WHO Global Tuberculosis Control Report 
2010. The NICD report containing these data also noted that the 
ratio of MDR-TB patients to new TB cases in the same time period 
was 5.0%, “appreciably higher” than the 1.8% (1.5-2.3%) reported 
in a 2002 drug resistance survey. This suggested “a deteriorating 
situation which may be due to deficient adherence to treatment 
and/or transmission of MDR-TB with consequent increase in primary 
MDR-TB cases, or as a result of increased drug susceptibility testing”. 
Vital registration data showed that XDR-TB (ICD-10: U52) was noted 
as the underlying cause of death in 135 death certificates in 2008, 
up from 84 in 2007 [StatsSA Causes of death 2007 and 2008]. 
The corresponding figures for deaths attributed to MDR-TB (ICD-10: 
U51) were 712 and 597, respectively.

Table 12:  New culture-confirmed TB, MDR- and XDR-TB patients identified annually in eight provinces, 2007-2011

EC FS GP KZN LP MP NC NW WC SA (excl KZN)
2007 New sm+ TB 18 169 6 740 32 800 2 754 5 302 6 622 6 629 29 138 108 154

MDR 1 253 179 1 063 106 549 203 372 1 623 5 348

XDR 127 5 40 3 13 15 3 54 260

2008 New sm+ TB 24 723 5 914 38 949 3 490 7 910 7 445 7 848 30 484 126 763

MDR 1 567 342 1 031 176 691 244 305 1 818 6 174

XDR 195 9 39 3 13 29 10 62 360

2009 New sm+ TB 25 486 6 446 36 792 4 276 13 090 7 738 7 307 34 099 135 234

MDR 1 639 261 1 264 196 421 353 387 1 510 6 031

XDR 196 10 60 9 16 36 12 76 415

2010 New sm+ TB 30 006 4 827 37 690 5 058 9 908 8 085 7 632 34 180 137 386

MDR 2 011 367 1 116 185 591 306 210 1 412 6 198

XDR 235 7 64 2 27 33 3 83 454

2011 New sm+ TB 13 808 2 644 17 047 1 931 5 206 3 611 3 220 16 116 63 583

MDR 1 161 180 794 151 405 261 120 999 4 971

XDR 154 9 29 4 8 30 3 44 281

MDR-TB cases as % of new sm+ patients (2007-2011)
6.8 5.0 3.2 4.6 6.4 4.1 4.3 5.1 5.0

XDR-TB cases as % of new MDR-TB cases (2007-2011)
11.9 3.0 4.4 2.6 2.9 10.5 2.2 4.3 6.2

Source:  NICD surveillance. Communicable Diseases Surveillance Bulletin Aug 2011.

Note:  Data for 2011 up to 30 June 2011.

The South African National Tuberculosis Management Guidelines 
2009 were released in 2010 [TB Guidelines 2009]. The document 
noted several challenges facing TB control, including inadequate 
financial and human resources, including poorly trained or 
supervised healthcare personnel, poor community participation 
and inadequate community support, poor health-seeking 
behaviour amongst those who are symptomatic, and inadequate 
health systems which result in low case detection, poor continuity 
of care and high levels of treatment interruption, as well as poor 
quality data collection, analysis and use. It also noted low levels 
of accountability of healthcare personnel, with non-adherence to 
protocols. Critically, it identified low levels of integration of TB 
and HIV services at patient management level. The Guidelines 
also reprised the basis for TB control, which includes standardised 
case definitions, matched with standardised treatment regimens. 
It emphasized that “[m]onitoring and evaluation of programme 
performance focuses on new smear-positive TB cases”, as this is the 
“largest group, containing the most infectious clients and therefore 
important from a public health perspective”. Put simply, the TB control 
targets for 2011 are a case detection rate of 70%, a cure rate of 
85% and a treatment success rate greater than 85%, based on new 
or retreatment smear-positive TB cases. However, the increasing 
proportion of smear-negative, culture-positive cases poses a 
challenge to this monitoring approach. Figure 2 in the Provincial 
overview shows the TB caseload per district, and the distribution 
of case types. Some districts show a worryingly low proportion 
of smear-positive cases, while others show a high proportion of 
retreatment cases or extra-pulmonary TB. This issue has also been 
noted by the Health Data Advisory and Co-ordination Committee 
(HDACC), which has recommended that TB indicators should reflect 
the entire spectrum of the disease (i.e. be reported for all TB types)
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[HDACC Report 2011]. An important element of the new Guidelines 
that has not perhaps received sufficient attention, and requires 
active monitoring, is the change in paediatric doses for first-line TB 
medicines, based on the WHO Rapid Advice issued in 2010.i The 
new target doses cannot be achieved easily using the available 
fixed-dose combinations, and require access to supplementary 
doses of individual agents.

As always, in-depth data analysis from a small area can also yield 
important insights. Wood et al. [SAMJ 101(111-4)] provided an 
extensive analysis of TB data from Cape Town, where over 85% of 
patients receive provider-initiated HIV testing. In Cape Town, there 
were already high rates of TB transmission before the emergence of 
the HIV/AIDS pandemic. The authors question the extent to which 
the “HIV-associated TB epidemic has caused the failure to control TB 
or the manifestation of the failure to contain TB transmission”. They 
noted that “[a]lthough 44% of the total TB case load in Cape Town 
in 2009 was HIV-related, only 14.3% of smear-positive pulmonary 
disease was HIV-related”, concluding that “[i]t therefore appears 
likely that the HIV epidemic disproportionately increases TB case 
load rather than TB transmission”. They accordingly recommended 
that, in high transmission settings, the DOTS strategy alone (focusing 
on passively presenting TB cases) was insufficient, as “lower case-
finding rates and delays in diagnosis and initiation of chemotherapy 
result in ongoing transmission”. However, they also noted that a 
“change in priority focus from case management to TB transmission 
reduction should be accompanied by incorporating new outcome 
measures that reflect ongoing TB transmission at national and 
sentinel sites”. The DHIS reports data on the percentage of new HIV-
positive patients screened for TB, which does point to increasingly 
active case finding and integration of the clinical management of 
HIV and TB. However, the quality of data showing the percentage 
of new diagnosed TB patients who are tested for HIV is still of 
concern [DHB 2010/11].

Fairlie et al. reported a retrospective analysis of children with culture-
confirmed TB seen at two academic hospitals in Johannesburg in 
2008 [BMC Infect Dis 11(28)]. In this cohort, the prevalence of 
HIV co-infection was 52.1% in children with drug-susceptible TB 
and 53.9% in children with MDR-TB, thus no association between 
HIV infection and MDR-TB could be demonstrated. Nonetheless, 
the authors felt that “[r]outine HIV and drug-susceptibility testing is 
warranted to optimize the management of childhood tuberculosis” 
in such settings.

i WHO Rapid Advice 2010: Treatment of tuberculosis in children – http://
whqlibdoc.who.int/publications/2010/9789241500449_eng.pdf.
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Figure 18:  Overview of TB indicator trends by province, 1998-2010

Sources:  DoH TB, StatsSA Causes of death 2003-2008.
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Figure 19:  Overview of TB indicator trends for South Africa by data source, 1990-2010

Sources:  DoH TB, Global TB database, StatsSA Causes of death 2003-2008.

Note:  Vital registration data for South Africa includes a large number of HIV deaths miscoded as TB deaths [Global TB Control 2011].
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Table 13:  TB programme management and other indicators

EC FS GP KZN LP MP NC NW WC SA Ref
Case detection rate (all forms)
2007 GlobalTB - - - - - - - - -  68 a

2008 GlobalTB - - - - - - - - -  72 a

2009 GlobalTB - - - - - - - - -  74 a

2010 GlobalTB 72 a

HIV prevalence in TB incident cases
2007 GlobalTB - - - - - - - - -  58.0 a

2008 GlobalTB - - - - - - - - -  58.0 a

2009 GlobalTB - - - - - - - - -  58.0 a

Incidence of TB (PTB new Sm+) (per 100 000)
2007 GlobalTB - - - - - - - - -  358 a

2009 GlobalTB - - - - - - - - -  354 b

Incidence of TB (all types) (per 100 000)
2007 GlobalTB - - - - - - - - -  948 a

2008 GlobalTB - - - - - - - - -  960 a

2009 GlobalTB - - - - - - - - -  971 a

2010 GlobalTB 981 a

Prevalence (%) of multidrug resistance among new TB cases
2007 Of all TB cases - - - - - - - - -  2.8 c

2008 GlobalTB - - - - - - - - -  1.8 b

2008 Of cases with DST results - - - - - - - - -  9.6 d

Treatment success rate, (%)
2007 GlobalTB - - - - - - - - -  74 a

2008 GlobalTB - - - - - - - - -  76 a

TB deaths (vital registration)
2007 all TB (ICD-10 A15-A19) 11 737 6 072 10 859 23 817 4 962 6 785 1 657 5 601 4 534 76 080 e

2007 Multidrug-resistant tuberculosis (U51) 79 24 64 223 16 19 29 36 106 597 e

2007 Extensively drug-resistant tuberculosis (U52) 20 1 5 38 3 2 2 5 8 84 e

2008 all TB (ICD-10 A15-A19) 11 325 5 747 11 311 22 468 4 835 6 604 1 727 5 570 4 364 74 016 f

2008 Multidrug-resistant tuberculosis (U51) 119 24 53 264 19 22 39 43 129 712 f

2008 Extensively drug-resistant tuberculosis (U52) 57 1 3 47 0 0 2 2 23 135 f

Tuberculosis death rate per 100 000
2007 GlobalTB - - - - - - - - -  230 a

2007 vital registration 178 212 107 233 96 191 146 165 88  158 e

2008 vital registration 173 200 110 220 93 185 155 164 86  153 f

Tuberculosis death rate per 100 000 (excluding HIV)
2007 GlobalTB - - - - - - - - -  58 a

2008 GlobalTB - - - - - - - - -  54 a

2009 GlobalTB - - - - - - - - -  52 a

2010 GlobalTB 50 a

Tuberculosis prevalence rate per 100 000 population
2007 GlobalTB - - - - - - - - -  805 a

2008 GlobalTB - - - - - - - - -  806 a

2009 GlobalTB - - - - - - - - -  808 a

2010 GlobalTB 795 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a Global TB database. Downloaded 2011-05-25, updated 2011-10-12.
b Global TB Control 2010. 
c Global TB 2009 update. Estimated % of all TB cases with MDR-TB.
d MDR TB 2010. Percentage of cases with DST results that were MDR 

(does not match standard definition exactly as data not reported for 
new and existing cases separately).

e StatsSA Causes of death 2007. Calculated from 76 080 deaths due to 
TB (ICD10 A15-A19) and StatsSA mid-year population estimates for the 
relevant year. No adjustment has been made for under-reporting or ill-
defined causes of death notification. The rate for South Africa includes 
deaths that are not allocated to a specific province and will therefore 
be higher than the average provincial value. Based on the recorded 
province of death.

f StatsSA Causes of death 2008. Calculated from 74 863 deaths due 
to TB (ICD10 A15-A19, U51 (MDR) and U52 (XDR-TB)) and StatsSA 
mid-year population estimates for the relevant year. No adjustment 
has been made for under-reporting or ill-defined causes of death 
notification. The rate for South Africa includes deaths that are not 
allocated to a specific province and will therefore be higher than the 
average provincial value. Based on the recorded province of death.
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Table 14:  TB case-finding indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Bacteriological coverage rate
2008 TB register 81 83 87 80 75 73 87 76 95  82 a

2009 TB register 80 83 81 74 77 69 86 70 95  79 a

2010 TB register 81 83 85 80 75 64 79 70 94  80 a

Proportion of extra-pulmonary TB
2008 TB register 9 16 16 15 13 9 5 11 10  13 a

2009 TB register 10 17 17 15 15 9 8 11 10  13 a

2010 TB register 9 17 16 15 16 9 8 10 10  13 a

Reported cases of TB (PTB new Sm+) (per 100 000)
2008 TB register 377.5 332.7 184.1 316.7 179.6 299.0 373.7 340.1 321.9  283.8 a

2009 TB register 369.0 340.9 195.1 300.0 176.1 312.6 374.4 354.0 305.9  281.6 a

2010 TB register 349.7 329.9 202.3 262.2 178.1 263.4 304.6 332.2 296.0  264.3 a

Reported cases of TB (PTB)
2008 TB register 57 517 21 013 40 134 98 876 19 146 20 777 9 978 24 259 44 545  336 245 a

2009 TB register 57 017 20 273 42 424 102 464 19 230 25 032 9 646 28 042 44 175  348 303 a

2010 TB register 55 744 19 917 47 060 100 421 18 365 23 217 9 435 26 706 43 805  344 670 a

Reported cases of TB (all types)
2008 TB register 63 533 25 621 48 659 118 062 22 189 22 604 10 567 27 378 50 169  388 782 a

2009 TB register 63 807 24 940 51 660 122 642 22 836 27 511 10 503 31 682 50 118  405 699 a

2010 TB register 62 029 24 395 56 501 120 421 22 138 25 683 10 252 29 789 49 840  401 048 a

Reported cases of TB (all types) (per 100 000)
2008 TB register 947.8 913.6 450.6 1 130.6 417.2 635.7 966.1 869.1 994.6  794.9 a

2009 TB register 948.2 885.9 469.9 1 162.6 424.6 767.1 956.0 997.0 976.0  820.2 a

2010 TB register 919.8 863.7 504.8 1 131.2 407.0 709.9 928.7 930.6 954.1  802.2 a

Reported cases of TB (new Sm+)
2008 TB register 25 304 9 329 19 882 33 071 9 551 10 631 4 088 10 713 16 234  138 803 a

2009 TB register 24 827 9 597 21 447 31 652 9 470 11 210 4 113 11 249 15 709  139 274 a

2010 TB register 23 584 9 318 22 641 27 913 9 689 9 528 3 363 10 633 15 462  132 131 a

Retreatment ratio
2008 TB register 27 19 13 14 12 11 25 20 30  19 a

2009 TB register 24 17 9 13 10 11 20 18 27  17 a

2010 TB register 25 18 12 16 11 12 21 17 31  19 a

Smear positivity (percentage of PTB cases which are new Sm+)
2008 TB register 44 44 50 33 50 51 41 44 36  41 a

2009 TB register 44 47 51 31 49 45 43 40 36  40 a

2010 TB register 42 47 48 28 53 41 36 40 35  38 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DoH TB.
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Table 15:  TB case-holding indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Cure rate (new Sm+ cases)
2007 TB register 62.0 71.3 75.6 55.4 62.2 60.4 62.8 54.1 77.7  64.0 a

2008 TB register 60.9 70.9 78.7 62.9 66.7 64.5 65.6 58.3 79.4  67.5 a

2009 TB register 66.0 71.4 79.0 66.3 70.3 73.0 69.7 64.6 80.9  71.1 a

Defaulter (interruption) rate (new Sm+ cases)
2007 TB register 7.4 4.9 6.3 10.1 7.4 8.9 10.1 10.9 9.2  8.5 a

2008 TB register 7.5 4.7 5.9 8.3 7.9 8.2 5.8 9.3 8.2  7.5 a

2009 TB register 7.8 4.6 6.3 7.3 7.7 7.1 5.8 8.7 7.1  7.1 a

Smear conversion rate (new Sm+ cases)
2007 TB register 58.9 71.8 75.1 52.0 56.4 57.8 50.3 49.2 71.1  60.4 a

2008 TB register 58.1 73.2 77.0 57.3 58.5 59.0 55.5 48.7 70.6  62.5 a

2009 TB register 61.2 72.9 78.6 61.1 63.0 69.5 66.8 53.3 74.9  66.5 a

2010 TB register 60.6 73.5 80.1 66.6 65.1 60.3 70.8 55.5 75.5  68.1 a

Successful completion rate (new Sm+)
2007 TB register 74.8 77.4 78.4 70.7 71.8 67.6 76.1 65.5 82.2  73.9 a

2008 TB register 77.1 76.8 80.8 74.0 74.1 70.3 79.2 69.4 83.5  76.4 a

2009 TB register 76.9 76.4 80.0 73.8 74.5 77.4 80.4 73.4 83.3  77.1 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DoH TB.
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HIV and AIDS

Context HIV and AIDS continues to dominate much of the discourse in South Africa, and this is reflected in the sheer 
quantum of data available on this subject, particularly from the public sector.

New data sources Nationally:

•	 NDoH Antenatal Survey 2009 (2010 survey released after chapter written)

•	 ASSA2008

•	 NDoH HCT Campaign and ART Expansion newsletters 

•	 Comprehensive Care Management and Treatment (CCMT) monthly statistics

•	 Draft National Strategic Plan for HIV and AIDS, STIs and TB, 2012-2016

•	 NHI Policy Brief 18: Projected Population and HIV/AIDS Update (IMSA)

•	 NICD bulletins and communiqués (CD4 and PCR test information)

•	 DHB 2010/11 chapter on PMTCT

•	 National Prevention of Mother-to-Child Transmission Evaluation 2010 (PMTCT Survey 2010)

Internationally:

•	 Children and AIDS: Fifth Stocktaking Report, 2010 (UNICEF)

•	 Opportunity in Crisis: Preventing HIV from early adolescence to young adulthood (UNICEF)

•	 Global Report: UNAIDS Report on the Global AIDS Epidemic 2010 (UNAIDS)

Key issues and trends  ➣ The release of the ASSA2008 model will allow for more accurate modelling of the HIV epidemic in South 
Africa. However, the model does not take into account the major shifts in practice that have occurred in 
2010 and 2011.

 ➣ Major gains have been claimed in relation to PMTCT, with the 6-week vertical transmission rate estimated 
at 3.5% in 2010, and a target for 2014 of under 2% recommended by the Health Data Advisory and Co-
ordination Committee (HDACC). 

 ➣ The national HCT campaign has reached almost 15 million South African residents.

 ➣ South Africa continues to provide the world’s largest antiretroviral treatment (ART) programme, with 1.4 
million initiated on treatment by mid-2011. However, measuring the proportion of those in need who are 
accessing treatment remains challenging, and is complicated by changes in treatment guidelines. An 
electronic patient information management system is not yet in place across the public sector. Combining 
data from public and private sector sources remains a problem.

 ➣ Draft versions of the National Strategic Plan for HIV and AIDS, STIs and TB, 2012-2016, have been released 
for comment. The development of indicators for the Negotiated Service Delivery Agreement (NSDA) by the 
HDACC is being harmonised with this process. The incidence of HIV among women has been identified as 
the single high-level indicator of the epidemic, although there are methodological challenges in measuring 
it regularly [HDACC Report 2011].

 ➣ The fourth national HIV prevalence, behaviour and communication survey, in 2011, will provide updated 
information for many indicators.

The key new event has been the release of the Actuarial Society 
of South Africa’s ASSA2008 AIDS and Demographic model. 
Compared with the ASSA2003 model, the 2008 version took 
account of the slower rollout of access to prevention of mother-
to-child transmission (PMTCT) services (measured in terms of the 
percentage of pregnant women tested and the percentage of 
women on nevirapine who also receive ART) and a lower uptake 
of single-dose nevirapine. The model also incorporated different 
ART rollout rates for men, women and children, but allowed for 
greater reduction in viral load on ART and higher rates of retention 
on ART. There were therefore different rates of HIV survival for adult 
males and adult females. A longer mean survival time for untreated 
adults was assumed, but with greater variance, and the survival 
of untreated children was assumed to be longer, especially for 
children infected at or before birth. The model therefore allowed 

for the survival of some infected children to adulthood. There were 
also changes in the way condom usage was modelled. However, it 
must be noted that the ASSA2008 model does not take into account 
the changes in eligibility for ART that were introduced in 2010 and 
2011. Other changes in prevention strategies, such as widespread 
access to circumcision, will also require incorporation in future 
models. 

The impact of the ASSA2008 model on estimates of the total 
number of South Africans living with AIDS is shown in Figure 20, 
as reported in the IMSA NHI Policy Brief 18: Projected Population 
and HIV/AIDS Update.
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Figure 20:  Number living with AIDS and receiving ARVs, ASSA2003 and ASSA2008, 1985-2025

Source:  NHI Policy Brief 18.

Based on the ASSA2008 model, with standard assumptions about 
treatment and other interventions, the projected numbers of South 
Africans at various stages of the disease are shown in Figure 21.

Figure 21:  Staging of HIV infection using ASSA2008, 1985-2025

Source:  NHI Policy Brief 18.

In August 2011, the South African National AIDS Council (SANAC) 
published “Draft Zero” of the National Strategic Plan for HIV and 
AIDS, STIs and TB, 2012-2016, for consultation. “Draft One” was 
released in October 2011. A press release on the day “Draft Zero” 
was released also provided a status report on the national HIV 
counselling and testing (HCT) campaign that had been launched 
in April 2010. The national HCT campaign aimed to test 15 million 
people by June 2011, and reported a remarkable 14.8 million 
counselling sessions and 13 million tests for HIV. In addition, 
approximately 7.7 million people were symptomatically screened 
for TB. At the same time, the national medical male circumcision 
(MMC) programme had been launched. The aim here was to reach 

80% of men aged 15-49 (approximately 4.3 million men) by 2015. 
By June 2011, 237 812 medical male circumcisions had been 
performed. The Health Data Advisory and Co-ordination Committee 
noted that information needs to be added to the National Indicator 
Data Set (NIDS) in order for the required information to be routinely 
collected in DHIS [HDACC Report 2011]. The NSP “Draft Zero” also 
noted that the number of male condoms distributed had increased 
from 308.5 million in 2007 to 495 million in 2010. The number 
of female condoms distributed free in the public sector had also 
increased from 3.6 million in 2007 to 5 million in 2010. 



SAHR 2011172

The NSP “Draft Zero” also reported on progress with the 
implementation of prevention of mother-to-child HIV transmission 
(PMTCT) programmes, stating that, by 2010, “PMTCT was offered 
at 98% of health facilities with virtual universal coverage of mothers 
booking and delivering in health facilities”. However, this statement 
needs to viewed in the context of the adoption of new PMTCT 
guidelines in 2010, in line with new guidance provided by the 
World Health Organization (WHO). In terms of the new guidelines, 
combination antiretroviral treatment would be provided to all HIV-
positive pregnant women with a CD4 count of 350 or below. All 
HIV-exposed infants would also receive six weeks of antiretroviral 
prophylaxis with nevirapine, and all HIV-exposed breastfed infants 
whose mothers were not on antiretroviral therapy (ART) would 
receive nevirapine prophylaxis until one week after complete 
cessation of breastfeeding. The first South African national PMTCT 
evaluation survey took place between June and December 2010 
[PMTCT Survey 2010]. The plan is for this survey to be conducted 
annually. In 2010, the rate of vertical HIV transmission at six weeks 
post-partum was reported to be 3.5%. Routine data on the results 
obtained from early infant polymerase chain reaction (PCR) tests 
conducted by the National Health Laboratory Service (NHLS) are 
also now accessible. However, the choice of denominator still makes 
tracking the proportion of HIV-exposed infants who are tested by 
PCR difficult. Based on NHLS data and the estimate of HIV-exposed 
infants using live births reported in the DHIS and HIV prevalence 
from the antenatal surveys, the national coverage of PCR testing in 
2010/11 was estimated at 53% [DHB 2010/11]. The NHLS data 
also showed a decrease in the proportion of positive PCR tests, 
from 7.5% in 2008/09 to 3.6% in 2010/11, consistent with the 
rate reported in the 2010 National PMTCT Evaluation (3.5%). DHIS 
data showed that, on average, 100% of public sector antenatal 
clients were tested for HIV in 2010/11, also consistent with the rate 
reported in the 2010 National PMTCT Evaluation (98%). However, 
as so often, the average hides a host of problems, probably related 
to data quality and changes in definitions. While HIV test coverage 
was below the 95% target in 14 districts (including all districts in the 
Western Cape), it was above 100% in 30 districts. One contributory 
factor may have been a change in the denominator used, from 
the number of antenatal first visits to the number of antenatal first 
visits minus those women who already knew their status at their first 
antenatal visit (and were therefore not eligible for an HIV test). The 
numerator could also have been inflated by the erroneous inclusion 
of repeat HIV tests conducted at 32 weeks. 

South Africa can confidently claim to have the world’s largest ART 
programme, with the NSP reporting that 1.4 million patients had 
been initiated on ART by the end of June 2011 (Figure 4, Figure 
22, Table 16). Treatment initiation rates had, by that time, reached 
30 000 per month. As with the PMTCT programme, determining 
the proportion of those in need who have accessed the necessary 
treatment is complicated by the changes in guidelines, first raising 
the CD4 threshold for adults and adolescents from 200 to 350 
for pregnant women, patients co-infected with TB and HIV or with 
AIDS-defining illnesses, then to all patients. In addition, ART is to 
be initiated in all HIV-positive infants, regardless of CD4 level. 
Accurate data on the number of patients on treatment will not 
be available until either an electronic register or a full-fledged 
electronic patient information management system is in place. 
Johnson and Boulle [Bull World Health Organ 89(157-60)] have 
pointed out that the usual measure of coverage (“defined as the 

number of individuals receiving ART at a point in time divided by 
the number of individuals who are eligible to receive treatment at 
the same point in time, including those who are already receiving 
ART”), is a cross-sectional measure, “a ‘snapshot’ of the cumulative 
ART enrolment relative to the ‘backlog’ of unmet need, at a point in 
time”. They noted that “[a]s ART programmes mature, the increasing 
number of patients on ART, included in both the numerator and 
denominator, render the measure increasingly insensitive to annual 
changes in ART enrolment”, and that the definition is “also very 
sensitive to the ART eligibility criteria”. Instead, they have proposed 
an enrolment ratio, in which the numerator is “the number of 
individuals starting ART in a given year” and the denominator is 
“the number of individuals becoming eligible for ART in the same 
year, according to the ART guidelines that are in place during that 
year”. This would be a longitudinal measure rather than a cross-
sectional measure, requiring estimation of the numbers of events 
over a one-year period.

“Draft Zero” contained the following criticisms of the previous Plan, 
in relation to monitoring and evaluation: “The 2007-2011 NSP 
had an unwieldy number of indicators that were undifferentiated 
between those that relate to outcome from those related to 
process. The NSP targets were not clearly defined and monitoring 
and evaluation systems were not well coordinated. Throughout 
the system, monitoring evaluation (M&E) and analysis capacity 
is lacking, reducing the reliability of data used for budget and 
planning processes.” A three-tier monitoring system for patients 
on ART (paper-based, electronic register and electronic patient 
information management system) is being ‘rolled out’, but has yet to 
deliver markedly different data. “Draft One” of the NSP notes that 
the Plan is based on the UNAIDS 20-year vision of ‘three zeros’ 
(zero new infections, zero deaths associated with HIV and TB, and 
zero discrimination), and proposes the following broad goals: 

 ➣ “Reduce new HIV infections by at least 50% using combination 
prevention approaches (75% reduction in vertical transmission, 
50% in high-risk group, 50% reduction in the general 
population); 

 ➣ Initiate at least 80% of eligible patients on antiretroviral 
treatment (ART), with 80% alive and on treatment 5 years after 
initiation;

 ➣ Reduce the number of new TB case registrations by 50%; 

 ➣ Reduce the number of TB deaths by 50%; 

 ➣ Ensure an enabling and accessible legal framework to support 
implementation of the NSP; 

 ➣ Reduce self-reported stigma related to HIV and TB by 50% 
(using the stigma index)”. 

The mention of ‘high-risk’ groups is important, as estimates by the 
South African Centre for Epidemiological Modelling and Analysis 
(SACEMA) are that 9.2% of new HIV infections are related to men 
who have sex with men (MSM), and that 19.8% of all new HIV 
infections are related to sex work. Targeted interventions will be 
needed for each identified risk group, in addition to those directed 
at the general population. A survey was also conducted among 
farm workers in Mpumalanga and Limpopo in 2010 [IBBSS 
Survey 2010]. A higher HIV prevalence was demonstrated among 
farm workers than was reported for the surrounding districts. For 
instance, the HIV prevalence for farm workers in the Musina area 
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was 28.1%, compared with 14.7% reported by the HSRC for the 
surrounding Vhembe district. HIV prevalence was similar among 
all participants, whether migrants and non-migrants, but migrants 
were shown to be at greater risk of being HIV positive than would 
be expected from the national data in their country of origin. In 
the survey, 41.5% of migrant farm workers from Mozambique were 
HIV-positive, compared with the UNAIDS reported figure of 13% 
for that country. 

Table 16:  Number of adults and children on comprehensive HIV and AIDS treatment (public sector) by province, 2004-2011

Patients Year Month EC FS GP KZN LP MP NC NW WC SA
Adults 2005 Dec  11 328  1 876  31 148  24 816  4 220  3 432  1 401  11 133  12 062  101 416

2006 Dec  23 110  3 006  56 134  62 079  11 741  11 446  4 326  23 230  20 803  215 875

2007 Dec  39 215  22 024  92 964  118 342  20 292  21 911  6 398  33 759  31 410  386 315

2008 Dec  63 908  35 612  149 397  188 479  39 291  36 895  9 327  51 231  44 887  619 027

2009 Dec  87 213  43 165  170 132  276 128  53 410  60 057  10 046  77 343  63 833  841 327

2010 Dec  112 254  64 241  261 728  387 414  92 681  86 223  11 615  103 315  84 798 1 204 269

2011 Jun  138 400  71 184  345 504  434 961  100 592  111 689  13 970  121 041  94 992 1 432 333

Children 2005 Dec  1 054  465  3 885  3 005  441  261  355  616  1 877  11 959

2006 Dec  1 354  806  7 066  7 173  1 068  899  550  1 804  2 649  23 369

2007 Dec  3 141  806  9 844  11 841  2 061  1 874  1 120  3 502  3 505  37 694

2008 Dec  4 737  2 066  14 445  19 689  4 136  2 983  1 441  5 530  4 496  59 523

2009 Dec  8 160  3 601  19 519  28 791  5 897  5 033  1 921  7 319  5 389  85 630

2010 Dec  11 659  5 851  26 399  38 522  6 893  6 245  3 151  8 790  6 249  113 759

2011 Jun  13 478  8 020  30 294  46 848  8 529  9 827  3 437  9 860  6 820  137 113

Total 2004 Dec  3 163  898  8 684  5 511  729  754  386  2 083  6 185  28 393

2005 Dec  12 382  2 341  35 033  27 821  4 661  3 693  1 756  11 749  13 939  113 375

2006 Dec  24 464  3 812  63 200  69 252  12 809  12 345  4 876  25 034  23 452  239 244

2007 Dec  42 356  22 830  102 808  130 183  22 353  23 785  7 518  37 261  34 915  424 009

2008 Dec  68 645  37 678  163 842  208 168  43 427  39 878  10 768  56 761  49 383  678 550

2009 Dec  95 373  46 766  189 651  304 919  59 307  65 090  11 967  84 662  69 222  926 957

2010 Dec  123 913  70 092  288 127  425 936  99 574  92 468  14 766  112 105  91 047 1 318 028

2011 Jun  151 878  79 204  375 798  481 809  109 121  121 516  17 407  130 901  101 812 1 569 446

Source:  CCMT ART Jun 2011.

Note:  Public sector only. Initial figures are the cumulative number on 
treatment. From around 2009 the figures exclude transfers out, 
deaths and those lost to follow up and thus represent the actual 
number currently on treatment.
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Figure 22:  Number, % of total and year-on-year change of adults and children on ART (public sector) by province, 2005-2011

Source:  CCMT ART Jun 2011.

Note:  Public sector only. Initial figures are the cumulative number on 
treatment (antiretroviral therapy). From around 2009 the figures 
exclude transfers out, deaths and those lost to follow up and thus 
represent the actual number currently on treatment.
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Table 17:  HIV and AIDS indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
AIDS orphans (maternal orphans <18 years)
2008 ASSA2008 140 921 71 879 199 421 335 168 80 744 106 896 8 602 89 558 34 564 1 013 136 a

2009 ASSA2008 154 204 78 836 224 215 364 280 86 239 117 962 9 871 97 351 38 611 1 122 086 a

2010 ASSA2008 163 805 83 937 243 216 383 803 89 427 125 987 10 794 103 449 41 541 1 202 727 a

2011 ASSA2008 171 190 87 341 257 667 397 715 93 590 131 613 11 758 107 775 45 005 1 264 771 a

2012 ASSA2008 176 955 89 353 268 550 407 190 98 219 135 452 12 729 110 540 48 708 1 313 260 a

2013 ASSA2008 181 485 90 299 276 490 413 145 102 965 138 031 13 673 112 088 52 397 1 351 144 a

2014 ASSA2008 184 941 90 480 281 811 416 079 107 574 139 608 14 563 112 733 55 869 1 379 917 a

2015 ASSA2008 187 391 90 079 284 602 416 265 111 858 140 340 15 365 112 672 58 905 1 400 267 a

AIDS sick (number of people with AIDS-defining conditions)
2008 ASSA2008 61 294 41 072 133 525 158 350 29 789 50 387 5 674 45 248 19 045 526 677 a

2009 ASSA2008 58 175 38 790 123 228 143 241 24 712 47 490 5 131 45 740 17 262 492 425 a

2010 ASSA2008 57 821 36 085 122 551 143 549 28 508 44 720 6 044 44 222 21 119  495 374 a

2011 ASSA2008 60 525 35 390 126 240 149 621 32 285 44 827 6 868 44 230 24 533  519 214 a

2012 ASSA2008 64 849 36 010 132 375 158 413 36 035 46 712 7 617 45 384 27 595  553 253 a

2013 ASSA2008 69 948 37 490 139 348 168 173 39 672 49 513 8 293 47 342 30 323  591 116 a

2014 ASSA2008 75 325 39 323 146 240 177 961 43 143 52 712 8 896 49 611 32 721  629 183 a

2015 ASSA2008 80 652 41 238 152 552 187 299 46 526 55 965 9 432 51 915 34 743  665 502 a

Antenatal client HIV 1st test positive rate
2008 DHIS 21.1 26.4 26.5 30.4 19.6 30.1 12.0 24.6 10.7  24.3 b

2009 DHIS 21.3 25.6 26.0 29.3 19.7 29.9 12.7 25.0 14.0  24.3 c

2010 DHIS 19.6 24.0 25.0 27.3 17.0 30.6 12.0 23.7 12.3  22.7 c

Antiretroviral coverage
2008 adults 32.4 25.8 43.5 39.4 32.2 31.2 61.1 35.4 71.7  40.2 d

2009 total - - - - - - - - -  37.0 e

HIV incidence
2008 HSRC age 15-49 - - - - - - - - -  1.3 f

2008 HSRC female age 15-24 - - - - - - - - -  2.2 f

2008 HSRC female age 25-49 - - - - - - - - -  1.0 f

2008 HSRC male age 15-24 - - - - - - - - -  0.8 f

2008 HSRC male age 25-49 - - - - - - - - -  1.3 f

2008 ASSA2008 total population 0.9 0.9 0.7 1.1 0.6 1.0 0.5 0.9 0.3  0.8 a

2009 ASSA2008 total population 0.9 0.8 0.6 1.0 0.6 0.9 0.4 0.8 0.3  0.8 a

2010 ASSA2008 total population 0.8 0.8 0.6 1.0 0.5 0.9 0.4 0.8 0.3  0.7 a

2011 ASSA2008 total population 0.8 0.8 0.6 1.0 0.5 0.9 0.4 0.8 0.3  0.7 a

2012 ASSA2008 total population 0.8 0.7 0.5 1.0 0.5 0.9 0.4 0.8 0.3  0.7 a

2013 ASSA2008 total population 0.8 0.7 0.5 1.0 0.5 0.8 0.4 0.8 0.3  0.7 a

2014 ASSA2008 total population 0.8 0.7 0.5 1.0 0.5 0.8 0.4 0.7 0.3  0.7 a

2015 ASSA2008 total population 0.8 0.7 0.5 1.0 0.5 0.8 0.4 0.7 0.3  0.7 a

HIV prevalence (%) (age 15-49)
2008 ASSA2008 16.6 18.8 17.1 23.4 10.8 19.6 10.0 19.2 7.6  16.9 a

2008 EPP - - - - - - - - -  17.5 g

2008 HSRC 15.2 18.5 15.2 25.8 13.7 23.1 9.0 17.7 5.3  16.9 h

2009 ASSA2008 16.7 18.6 17.0 23.3 11.0 19.6 10.2 19.0 7.8  16.9 a

2010 ASSA2008 16.8 18.6 17.0 23.1 11.1 19.6 10.3 18.9 7.9  17.0 a

2011 ASSA2008 16.9 18.5 16.9 23.0 11.2 19.6 10.4 18.8 8.0  17.0 a

2011 StatsSA - - - - - - - - -  16.6 i

2012 ASSA2008 17.0 18.5 16.8 22.9 11.3 19.5 10.4 18.8 8.0  17.0 a

2013 ASSA2008 17.1 18.4 16.7 22.8 11.4 19.5 10.4 18.7 8.0  17.0 a

2014 ASSA2008 17.2 18.4 16.6 22.8 11.4 19.5 10.4 18.6 8.0  17.0 a

2015 ASSA2008 17.3 18.4 16.4 22.8 11.5 19.5 10.4 18.6 8.0  17.0 a

HIV prevalence (%) (antenatal)
2008 27.6 32.9 29.9 38.7 20.7 35.5 16.2 29.0 16.1  29.3 j

2008 age <20 - - - - - - - - -  14.1 j

2008 age 15-24 - - - - - - - - -  21.7 j

2008 age 20-24 - - - - - - - - -  26.9 j

2009 28.1 30.1 29.8 39.5 21.4 34.7 17.2 30.0 16.9  29.4 k

2009 age <20 - - - - - - - - -  13.7 k

2009 age 15-24 - - - - - - - - -  21.7 k

2009 age 20-24 - - - - - - - - -  25.6 k
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EC FS GP KZN LP MP NC NW WC SA Ref
2010 29.9 30.6 30.4 39.5 21.9 35.1 18.4 29.6 18.5 30.2 l

2010 age 10-14 - - - - - - - - - 9.1 l

2010 age 15-19 - - - - - - - - - 14.0 l

2010 age 15-24 - - - - - - - - - 21.8 l

2010 age 20-24 - - - - - - - - - 26.7 l

HIV prevalence (%) (total population)
2008 ASSA2008 9.9 12.0 11.3 14.6 6.4 12.2 6.3 12.4 4.8  10.6 a

2008 ASSA2008 female 11.6 13.1 12.2 16.1 8.5 14.8 7.4 13.1 5.8  11.9 a

2008 ASSA2008 male 8.0 10.8 10.3 13.0 4.1 9.5 5.1 11.7 3.7  9.2 a

2008 HEAIDS academic staff 3.3 0.0 1.2 2.4 1.2 - - 1.2 0.2  1.5 m

2008 HEAIDS students 6.4 5.3 2.2 6.1 2.2 - - 2.2 1.1  3.4 m

2008 HEAIDS students age 18-19 - - - - - - - - -  0.7 m

2008 HEAIDS students age 20-25 - - - - - - - - -  2.3 m

2008 HEAIDS students age 25+ - - - - - - - - -  8.3 m

2008 HEAIDS students female - - - - - - - - -  4.7 m

2008 HEAIDS students male - - - - - - - - -  2.0 m

2008 HSRC - - - - - - - - -  10.6 h

2008 HSRC >2 years 9.0 12.6 10.3 15.8 8.8 15.4 5.9 11.3 3.8  10.9 h

2008 HSRC age 15-24 6.6 3.8 10.1 15.3 3.9 13.5 3.9 6.3 3.0  8.7 h

2008 HSRC age 0-18 2.5 3.1 3.1 3.4 2.7 4.5 1.9 2.6 0.9  2.9 n

2008 HSRC age 0-4 - - - - - - - - -  3.3 n

2008 HSRC age 5-11 - - - - - - - - -  2.5 n

2008 HSRC age 12-14 - - - - - - - - -  1.1 n

2008 HSRC age 15-18 - - - - - - - - -  4.5 n

2008 StatsSA - - - - - - - - -  10.3 i

2009 ASSA2008 10.1 12.0 11.3 14.7 6.6 12.3 6.5 12.4 4.9  10.7 a

2009 ASSA2008 female 11.9 13.2 12.3 16.3 8.8 15.0 7.7 13.3 6.0  12.1 a

2009 ASSA2008 male 8.1 10.6 10.2 12.9 4.2 9.5 5.1 11.5 3.8  9.2 a

2009 StatsSA - - - - - - - - -  10.4 i

2010 ASSA2008 10.3 12.0 11.3 14.8 6.8 12.4 6.6 12.4 5.0  10.9 a

2010 ASSA2008 female 12.2 13.4 12.4 16.6 9.0 15.2 8.0 13.5 6.2  12.4 a

2010 ASSA2008 male 8.2 10.5 10.1 12.9 4.3 9.5 5.2 11.3 3.8  9.2 a

2010 StatsSA - - - - - - - - -  10.5 i

2011 ASSA2008 10.6 12.0 11.2 14.9 7.0 12.5 6.7 12.4 5.1  11.0 a

2011 ASSA2008 female 12.6 13.5 12.5 16.8 9.3 15.4 8.1 13.6 6.3  12.6 a

2011 ASSA2008 male 8.3 10.4 10.0 12.8 4.4 9.5 5.2 11.2 3.8  9.2 a

2011 StatsSA - - - - - - - - -  10.6 i

2012 ASSA2008 10.8 12.1 11.2 15.1 7.1 12.7 6.8 12.5 5.2  11.1 a

2012 ASSA2008 female 12.9 13.7 12.5 17.0 9.5 15.6 8.3 13.8 6.4  12.8 a

2012 ASSA2008 male 8.4 10.4 9.9 12.9 4.5 9.6 5.3 11.2 3.9  9.3 a

2013 ASSA2008 11.0 12.1 11.2 15.2 7.3 12.8 6.9 12.5 5.2  11.2 a

2013 ASSA2008 female 13.1 13.8 12.6 17.3 9.6 15.7 8.4 13.9 6.5  13.0 a

2013 ASSA2008 male 8.6 10.4 9.8 12.9 4.6 9.6 5.3 11.1 3.9  9.3 a

2014 ASSA2008 11.2 12.2 11.1 15.3 7.4 12.9 6.9 12.5 5.2  11.3 a

2014 ASSA2008 female 13.4 13.9 12.6 17.5 9.8 15.9 8.5 14.0 6.5  13.1 a

2014 ASSA2008 male 8.7 10.4 9.7 12.9 4.7 9.7 5.3 11.1 3.9  9.3 a

2015 ASSA2008 11.4 12.3 11.1 15.4 7.5 13.0 7.0 12.6 5.2  11.3 a

2015 ASSA2008 female 13.6 14.0 12.5 17.6 9.9 16.1 8.5 14.1 6.5  13.2 a

2015 ASSA2008 male 8.9 10.4 9.6 13.0 4.8 9.7 5.3 11.0 3.9 9.3 a

People living with HIV
2008 EPP - - - - - - - - - 5 300 000 g

2008 ASSA2008 658 108 346 349 1 186 251 1 507 109 361 144 456 945 69 857 418 755 247 005 5 240 909 a

2009 ASSA2008 676 159 346 974 1 196 652 1 526 404 377 781 464 361 72 594 422 850 257 437 5 350 803 a

2010 ASSA2008 695 707 348 832 1 207 378 1 550 955 394 221 472 882 74 963 427 023 266 180 5 467 182 a

2011 ASSA2008 715 736 351 746 1 215 856 1 576 025 409 161 482 288 76 966 431 576 273 114 5 577 812 a

2012 ASSA2008 736 404 355 466 1 222 605 1 602 236 423 400 492 287 78 711 436 670 278 889 5 685 424 a

2013 ASSA2008 756 979 359 406 1 227 020 1 628 536 436 918 502 186 80 225 441 816 283 550 5 786 603 a

2014 ASSA2008 777 096 363 254 1 229 076 1 654 551 449 748 511 625 81 550 446 737 287 163 5 880 382 a

2015 ASSA2008 796 634 366 895 1 229 068 1 680 200 461 927 520 480 82 723 451 339 289 915 5 967 061 a
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EC FS GP KZN LP MP NC NW WC SA Ref
Percentage of deaths due to AIDS
2008 ASSA2008 30.6 41.7 42.1 43.4 24.3 45.7 17.6 42.9 12.9  36.1 a

2008 StatsSA - - - - - - - - -  49.2 i

2009 ASSA2008 27.9 38.2 38.5 39.5 21.1 42.0 16.3 41.0 11.9  32.9 a

2009 StatsSA - - - - - - - - -  46.4 i

2010 ASSA2008 26.5 35.0 36.8 38.0 22.5 38.8 18.0 38.7 13.7  31.7 a

2010 StatsSA - - - - - - - - -  44.3 i

2011 ASSA2008 26.1 33.0 35.9 37.6 23.7 37.1 19.2 37.2 14.9  31.3 a

2011 StatsSA - - - - - - - - -  43.6 i

2012 ASSA2008 26.3 32.1 35.6 37.7 24.7 36.5 20.1 36.5 15.9  31.5 a

2013 ASSA2008 27.0 31.8 35.5 38.1 25.6 36.6 20.9 36.2 16.7  31.9 a

2014 ASSA2008 27.7 31.8 35.5 38.6 26.4 37.0 21.5 36.3 17.2  32.4 a

2015 ASSA2008 28.5 32.0 35.4 39.0 27.2 37.4 21.9 36.4 17.6  32.8 a

Proportion of ANC clients tested for HIV
2008 DHIS 91.0 90.7 76.9 84.8 88.9 83.9 109.8 99.9 89.5  86.2 b

2009 DHIS 100.9 94.9 95.6 97.7 109.3 99.4 105.0 113.7 87.9  99.1 c

2010 DHIS 94.9 98.9 101.8 98.2 112.8 108.2 103.9 110.6 91.2  101.3 c

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a ASSA2008.
b DHIS. Data extracted June 2010. Data for financial (not calendar) 

years.
c DHIS. Data extracted June 2011. Data for financial (not calendar) 

years.
d SAMJ 99(661-7). Estimates of number on ART from public sector 

programme reports, plus private sector and NGOs = 568 000 (adults + 
children). Estimated unmet need from Markov model of HIV progression 
= 760 000 adults.

e Universal Access 2010. Based on WHO 2010 guidelines for ART.
f PLoS One 5(6). For 2005-2008.
g Antenatal Survey 2008. Using UNAIDS Spectrum and EPP models 

with ANC surveillance data.
h HIV Household Survey 2008.
i StatsSA Mid-year Estimates. 2011 mid-year estimates used in 

calculation of population projections.
j Antenatal Survey 2008.
k Antenatal Survey 2009.
l Antenatal Survey 2010.
m HEAIDS 2008-9. Data for GP, NW and LP are combined.
n HIV Children 2008.

Table 18:  HIV and AIDS indicators by ethnic group

African Coloured Indian White All Ref
HIV prevalence (%) (total population)
2008 HEAIDS students 5.6 0.8 0.3 0.3  3.4 a

2008 HSRC >2 years 13.6 1.7 0.3 0.3  10.9 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a HEAIDS 2008-9. Data for GP, NW and LP are combined.
b HIV Household Survey 2008.
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Figure 23:  Percentage of sexually active respondents who 
used a condom at last sex by province, 2009

Source:  NCS 2009.
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Reproductive health

Contraception, sexual behaviour and termination of 
pregnancy

Context In a country with a generalised HIV and AIDS epidemic, measures of sexual behaviour and contraceptive 
practice are important, as they can provide some indication of the impact of HIV prevention efforts. Changes in 
contraceptive practice are also linked with changes in fertility and women’s reproductive choices.

New data sources Nationally:

•	 National Communication Survey 2009 – full report

•	 District Health Information System (DHIS)

Key issues and trends  ➣ Although the National Communication Survey conducted in 2009 demonstrated high levels of exposure to 
HIV communication programmes, there is still need for careful measurement of behaviour, so as to assess 
the impact of all HIV prevention messaging over time.

The Second National HIV Communication Survey (NCS) was 
conducted in mid-2009, and reported in September 2010. 
Responses were obtained from 9 728 participants in all nine 
provinces, with the sampling designed to be representative of 
16-55-year-olds across all race groups, and the questionnaire 
focused on exposure to various HIV communication programmes, 
indicators of HIV and AIDS knowledge, attitudes and behaviours. 
The sample was based on 2001 Census ‘small areas’ and was 
stratified by province, district council and area type (urban formal, 
urban informal, peri-urban, tribal settlements and farming areas). 

The survey showed that at least one HIV communication programme 
has reached 90% of the population aged 16-55 years. Exposure 
was highest in the target groups for such programmes (for instance 
“younger Africans who live in urban formal areas and report 
experiencing some aspects of poverty”). Progress, relative to the 
first survey in 2006, was claimed in relation to messages about the 
risks of multiple sexual partnerships. However, while knowledge 
about the importance of condoms was high, fewer reported using 
a condom at last sex than in 2006. Provincial differences in the 
percentage of respondents who report using a condom are worth 
some consideration. Reported condom use was lowest in the 
Western Cape and Northern Cape, where HIV prevalence is also 
lowest (Figure 23). However this is no reason to ignore appropriate 
messages about condom usage in these areas. An increase in the 
number of young people who had tested for HIV was reported. 

While more respondents reported knowledge of antiretrovirals 
(ARVs), fewer were aware of the linkages between HIV and TB. The 
reported mean age of sexual debut had not changed since 2006. 
Importantly, the survey did not assess the impact of communications 
programmes aimed at highlighting the risks associated with inter-
generational sex, transactional sex, or alcohol use and risky sexual 
behaviour. Other prevention messages which were noted as 
requiring attention were those dealing with male circumcision and 
exclusive breastfeeding.

Data to enable the calculation of the male condom distribution rate 
(the number of male condoms that are distributed by departments 
of health via public health facilities and other outlets in one year 
to males 15 years and older) are collected routinely by the DHIS. 
Correcting the data for outliers and apparent errors, on average, 
14.5 male condoms were distributed per man in 2010/11 [DHB 
2010/11]. There are considerable differences in male condom 
distribution rate between provinces and districts, with the City 
of Cape Town in the Western Cape leading the way since 
2003/04, peaking in 2007/08 with 55.2 condoms per man per 
year (Figure 24). The NDoH Annual Report 2010/11 stated that, 
whereas the target for male condom distribution was 1 billion 
condoms, only 492 198 460 were actually procured. The reason 
for the variance was that “[f]unding for the procurement of an 
additional 500 million condoms to meet the demand generated 
by the HCT campaign was received late in December 2010”. 
Similarly, while a target of 6 million female condoms was set, only 
4 989 100 were actually procured as “[t]here was no national 
tender to procure female condoms” and the “National Treasury did 
not approve the purchasing of condoms out of tender” [DoH Annual 
Report 2010/11].

The data on the number of terminations of pregnancy (ToPs) 
performed at public sector facilities that is reported to the NDoH 
is increasingly unreliable, as only four provinces are still reporting 
in this way. Based on this source, 31 255 ToPs were performed in 
2010. Although the data reported by the DHIS appear to be more 
complete, the total number of ToPs reported nationally (68 736 in 
2010/11) seems to be declining over time. In 2005, almost 90 000 
ToPs were performed in the public sector. It is not known whether 
this reflects an actual decline in the number of ToPs performed or 
problems with data quality. Given the lack of data, it is no longer 
possible to report on the proportion of ToPs in women under 18 
years or gestational age greater than 12 weeks. The NDoH Annual 
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Figure 24:  Male condom distribution rate by province, 2000/01 - 2010/11

Source:  DHIS.

Table 19:  Contraception and sexual behaviour indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Age of first sex under 14 years (% having first had sex at age 14 or younger)
2008 NYRBS 14.3 11.0 12.5 13.7 11.1 11.9 15.6 10.2 13.2  12.6 a

2008 NYRBS female - - - - - - - - -  4.3 a

2008 NYRBS male - - - - - - - - -  21.2 a

2008 age 15-24 7.8 9.6 7.8 4.9 11.2 15.0 7.3 8.5 9.3  8.5 b

2008 female age 15-24 - - - - - - - - -  5.9 b

2008 male age 15-24 - - - - - - - - -  11.3 b

2009 female age 16-19 - - - - - - - - -  4.0 c

2009 female age 16-24 - - - - - - - - -  5.0 c

2009 male age 16-19 - - - - - - - - -  8.0 c

2009 male age 16-24 - - - - - - - - -  14.0 c

Condom use at last sex
2008 HEAIDS academic staff 24 18 19 25 19 - - 19 15  20 d

2008 HEAIDS students 60 53 63 60 63 - - 63 56  60 d

2008 NYRBS 27 35 35 27 26 32 32 37 39  31 e

2008 NYRBS female - - - - - - - - -  33 e

2008 NYRBS male - - - - - - - - -  29 e

2008 age 15+ 70 65 58 66 68 70 53 62 49  62 b

2008 female age 15-24 - - - - - - - - -  73 b

2008 male age 15-24 - - - - - - - - -  87 b

2008 female age 12-18 - - - - - - - - -  84 f

2008 male age 12-18 - - - - - - - - -  92 f

2009 age 16-55 34 36 45 40 40 46 23 46 27  40 g

Report 2010/11 also contained a perplexing figure. It noted that, 
whereas the target for the percentage of designated facilities 
performing choice of termination of pregnancy (CToP) services 
was 40%, the actual percentage achieved was 46%. However, the 
comment appended was as follows: “Designation of CToP facilities 
is now a provincial responsibility. Consequently, there has been a 
decrease in the designation of facilities”. This appears to indicate a 
growing crisis in access to ToP services. The following description 
by the NDoH Chief Director: Maternal and Women’s Health 
captures the nature of the problem succinctly: “There are managers 
in our health system who do not support the providers of abortions. 
Often, the provider is put somewhere near the mortuary in a 
hospital, somewhere out of view. There is a lot of marginalisation 
and stigmatisation”.j

j Mhlanga E. Abortion: A road to Damascus. Mail and Guardian, 30 Sep 
2011. http://mg.co.za/article/2011-09-30-abortion-a-road-to-damascus.
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EC FS GP KZN LP MP NC NW WC SA Ref
Condom use at the last high-risk sex
2008 age 15-49 - - - - - - - - -  75.2 h

Couple year protection rate
2008 DHIS 27.5 29.2 25.2 21.3 33.9 27.3 30.5 23.5 49.9  28.7 i

2009 DHIS 29.7 31.9 27.3 24.2 35.5 31.6 33.7 26.0 59.5  32.0 j

2010 DHIS 30.6 32.3 26.4 24.1 32.8 32.9 35.8 26.3 58.5  31.6 j

Ever had sex (%)
2008 HEAIDS students 80 66 67 66 67 - - 67 68  69 k

2008 NYRBS 41 37 37 38 36 36 33 39 37  38 l

2008 NYRBS female - - - - - - - - -  30 l

2008 NYRBS male - - - - - - - - -  45 l

2009 age 16-24 - - - - - - - - -  70 c

2009 female age 16 - - - - - - - - -  31 c

2009 male age 16 - - - - - - - - -  17 c

HIV knowledge, people who know that a person can protect him / herself from HIV infection by condom
2009 age 16-55 96.0 90.0 93.0 91.0 95.0 96.0 93.0 84.0 94.0  93.0 g

HIV knowledge: correct knowledge about prevention and rejection of major misconceptions
2008 age 15+ 36.0 41.3 32.8 29.5 14.0 18.2 32.1 18.5 34.1  29.0 b

2008 age 15-24 - - - - - - - - -  28.7 b

2008 age 15-24 female - - - - - - - - -  27.0 b

2008 age 15-24 male - - - - - - - - -  30.4 b

Male circumcision (% of men who are circumcised)
2008 HSRC age 0-2 - - - - - - - - -  4.3 f

2008 HSRC age 15-18 - - - - - - - - -  21.7 f

2009 NCS 2009 73.0 34.0 46.0 18.0 77.0 36.0 17.0 33.0 42.0  42.0 m

Male condom distribution rate
2008 DHIS 11.2 8.5 7.7 8.1 13.6 12.9 5.9 6.8 34.2 12.1 n

2009 DHIS 12.1 8.6 8.0 8.0 14.6 15.8 6.4 7.1 37.2 13.0 n

2010 DHIS 14.2 9.8 8.3 8.0 13.5 19.3 9.1 8.0 43.5 14.5 n

Male condoms distributed (thousands)
2008 - - - - - - - - -  283 400 o

2009 - - - - - - - - -  445 156 p

2010 492 198 p

Teenage pregnancy
2008 NYRBS ever pregnant 30.9 20.3 19.4 25.8 28.6 24.5 24.2 17.9 15.3  24.4 q

2008 NYRBS mothers 24.0 17.8 16.0 26.0 30.1 23.2 22.6 11.8 9.1  21.9 q

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a NYRBS 2008. Learners in grades 8-11. Definition slightly different as 
‘Had sex before the age of 14’.

b HIV Household Survey 2008.
c NCS 2009. 
d HEAIDS 2008-9. Data for GP,NW and LP are combined. Of all who had 

sex in the past year.
e NYRBS 2008. Learners in grades 8-11. Definition different: ‘Always use 

a condom during sex’ (of those who ever had sex).
f HIV Children 2008.
g NCS 2009. Respondents aged 16-55.
h HIV Household Survey 2008. Among people who reported having 

more than one partner in the past 12 months.
i DHIS. Data extracted June 2010. Data for financial (not calendar) 

years.
j DHIS. Data extracted June 2011. Data for financial (not calendar) 

years.
k HEAIDS 2008-9. Data for GP, NW and LP are combined.
l NYRBS 2008. Learners in grades 8-11.
m NCS 2009. Downloaded 2011-05-26. Survey sampled men aged 16-

55.
n DHB 2010/11. Data extracted June 2011. Data for financial (not 

calendar) years. Adjusted for outliers and apparent errors.
o DoH Annual Report 2008/09. Male condom distribution was affected 

by delays in the awarding of new tender by National Treasury, which 
impacted on the number of condoms available on a quarterly basis.

p DoH Annual Report 2010/11.
q NYRBS 2008. Learners in grades 8-11. Of those who have ever had 

sex.
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Table 20:  Contraception and sexual behaviour indicators by ethnic group

African Coloured Indian White Other All Ref
Age of first sex under 14 years (% having first had sex at age 14 or younger)
2008 NYRBS 12.8 13.1 5.2 8.4 16.1 12.6 a

Condom use at last sex
2008 NYRBS 30 31 51 44 13  31 b

Ever had sex (%)
2008 HEAIDS students female 76 69 54 59 -  70 c

2008 HEAIDS students male 82 72 48 59 -  73 c

2008 NYRBS 39 32 17 23 39 38 d

Teenage pregnancy

2008 NYRBS ever pregnant 24.4 28.7 12.1 8.2 54.8 24.4 e

2008 NYRBS mothers 22.3 23.7 6.1 5.3 12.9 21.9 e

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a NYRBS 2008. Learners in grades 8-11. Definition slightly different as 
‘Had sex before the age of 14’.

b NYRBS 2008. Learners in grades 8-11. Definition different: ‘Always use 
a condom during sex’ (of those who ever had sex).

c HEAIDS 2008-9.
d NYRBS 2008. Learners in grades 8-11.
e NYRBS 2008. Learners in grades 8-11. Of those who have ever had 

sex.

Table 21:  Termination of pregnancy indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
ToP facilities functioning (%)
2008 CHCs - - - - - - - - -  45.0 a

2009 CHCs - - - - - - - - -  25.0 b

2010 CHCs 46.0 b

ToPs (Terminations of Pregnancy)
2008 DHIS 11 596 7 710 13 379 5 642 9 522 2 970 1 242 5 978 14 903  72 942 c

2009 DHIS 10 460 6 262 23 810 5 540 8 630 2 456 975 5 886 13 188  77 207 c

2010 DHIS 8 738 5 595 20 930 4 332 8 342 2 670 1 226 6 395 10 508  68 736 c

ToPs by gestational age (%)
2008 >12 wks - - - - - - - - -  18.1 d

2008 unknown - - - - - - - - -  5.1 d

2009 >12 wks - - - - - - - - -  13.5 e

2009 unknown - - - - - - - - -  13.7 e

ToPs by maternal age (%)
2008 <18 yrs - - - - - - - - -  13.5 d

2009 <18 yrs - - - - - - - - -  14.6 e

ToP rate (% of pregnant women who have had an abortion) 
2008 NYRBS 5.3 4.2 6.7 2.4 7.7 8.1 15.4 5.8 8.1  6.0 f

2008 NYRBS Grade 11 - - - - - - - - -  3.1 f

2008 NYRBS Grade 8 - - - - - - - - -  9.2 f

2009 DHIS 5.3 8.0 10.0 1.9 5.7 2.5 3.4 6.6 10.6  5.9 g

2010 DHIS 4.8 7.4 8.4 1.5 5.9 2.7 4.3 7.5 8.1  5.4 g

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DoH Annual Report 2008/09. Target 50%.
b DoH Annual Report 2010/11. The main challenge was the high turnover 

rate among nurses trained to provide first trimester termination of 
pregnancy. The rate increased in 2010 primarily because the number 
of designated facilities was reduced. The target was also reduced to 
40%.

c DHIS. Data for financial (not calendar) years.
d DoH. Data spreadsheet received Oct 2010. Based on data from only 

five provinces.
e DoH. Data spreadsheet received Oct 2010. Based on data from only 

four provinces.
f NYRBS 2008. Learners in grades 8-11. Of those who have ever had 

sex.
g DHIS. ToPs as % of all expected pregnancies in catchment population. 

Data extracted June 2011. Data for financial (not calendar) years.
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Sexually transmitted infections 

Context Much attention is being paid to the potential role of male medical circumcision, as a means of preventing the 
transmission of HIV and other sexually transmitted infections.

New data sources Nationally:

•	 District Health Information System (DHIS)

Key issues and trends  ➣ While a steady decline in the incidence of sexually transmitted infections (STIs) treated, as reported from 
routine data, is evident, no progress has been achieved in improving the STI partner tracing and treatment 
rate.

The Draft National Strategic Plan (NSP) for HIV, STI and TB, 
2012-2016 (“Draft One”),k notes that “[t]here is no single national 
research agenda addressing the issues of HIV, STIs and TB”. 
While acknowledging that “[a]ppropriate management of other 
sexually transmitted infections has been adopted as an HIV 
prevention strategy by countries including South Africa”, it also 
notes weaknesses in the current treatment of STIs, particularly in 
relation to partner notification. Although “[f]irst line management 
of STIs is currently conducted at 85% of public health facilities in 
the country” and “STI partner notification is reported at 100%”, the 
Draft NSP noted that “the partner-tracing rate was estimated at only 
21.9% in 2010 and has remained at this low rate since 2008”. It 
concluded that the “[p]revention and early treatment of other STIs 
should be a priority in South Africa”. “Draft Zero” included two 
more claims: “The prevalence of syphilis amongst pregnant women 
has declined from 11.2% in 1997 to 1.9% in 2009” and “[t]here 
were no cases of congenital syphilis reported”. While the first claim 
may be supported by data from the annual antenatal survey, the 
second may merely reflect the weakness of the notifiable disease 
reporting system.

k http://www.sanac.org.za/Resources_Documents.php

Treatment of STIs in public sector facilities is based on syndromic 
principles. There have, however, been criticisms of this approach. 
Johnson et al. used a mathematical model of sexual behaviour 
patterns in South Africa, fitted to available STI prevalence data, to 
determine the impact of syndromic management on the prevalence 
of STIs [Sex Reprod Healthc 2(13-20)]. They found that in women 
aged between 15 and 49, syndromic management resulted in a 
33% (95% CI: 23–43%) decline in syphilis prevalence, a 6% (95% 
CI: 3–11%) reduction in gonorrhoea prevalence, a 5% (95% CI: 
1–13%) reduction in the prevalence of bacterial vaginosis and a 
substantial decline in chancroid. However, syndromic management 
did not significantly reduce the prevalence of STIs that are mostly 
asymptomatic. They also noted that “[f]or all STIs, much of the 
modelled reduction in STI prevalence between 1995 and 2005 can 
be attributed to either increased condom usage or AIDS mortality”.

Table 22:  STI indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Incidence of STI treated
2008 DHIS 4.5 3.3 4.0 6.8 5.5 4.1 3.3 4.1 2.6  4.6 a

2009 DHIS 4.6 3.3 3.6 6.7 4.7 4.1 2.8 3.5 2.0  4.3 b

2010 DHIS 4.4 3.0 3.4 6.4 3.8 3.6 2.3 3.0 1.8  3.9 b

STI partner treatment rate (%)
2008 DHIS 22.3 21.9 21.8 20.3 20.6 25.2 21.1 27.2 20.0  21.7 c

2009 DHIS 22.4 22.9 20.7 18.5 20.7 26.3 19.3 25.9 26.1  21.3 b

2010 DHIS 23.3 22.4 21.4 20.7 22.9 25.5 22.2 26.9 29.3  22.6 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DHB 2008/09. Data from DHIS. For financial year.
b DHIS. Data extracted June 2011. Data for financial (not calendar) 

years.
c DHIS. Data extracted June 2010. Data for financial (not calendar) 

years.
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Maternal health

Context In recognition of South Africa’s unacceptably high maternal mortality rates, the government has made 
decreasing maternal deaths a national priority and has included it among four ‘strategic outputs’ that the 
health sector must achieve by 2014. Several initiatives are aimed at improving reproductive and maternal 
health, including revised ART guidelines, expanded provider-initiated HIV counselling and testing for antenatal 
patients, and increases in maternal and perinatal audits.

New data sources Nationally:

•	 Human Rights Watch report – ‘Stop Making Excuses’: Accountability for Maternal Health Care in South 
Africa, August 2011

•	 Maternal mortality in SA: lessons from a case study in the use of deaths reported by households 
(Dorrington and Bradshaw)

•	 Health Data Advisory and Co-ordination Committee (HDACC) Report 2011

•	 District Health Information System (DHIS)

Internationally:

•	 State of the World’s Mothers 2011 (Save the Children)

•	 The State of the World’s Midwifery 2011

•	 Updated analysis from IHME on MDG 4 and 5 (Lancet)

Key issues and trends  ➣ Despite the provision of free maternity care, high rates of antenatal care coverage and delivery by skilled 
birth attendants, legal abortions, and a system of confidential enquiries to assess maternal deaths, indicators 
of maternal health reveal persistent systemic problems in the South African public health sector.

 ➣ The Health Data Advisory and Co-ordination Committee (HDACC) estimated the MMR in 2008 to be 310 
per 100 000 live births based on adjustment of vital registration data for under-registration of deaths, 
misclassification of obstetric causes as ill-defined causes and misattribution of maternal deaths to other 
specified causes. The recommended target for 2014 is 270 per 100 000 live births.

Despite South Africa being one of few African countries with 
free maternity care, high rates of antenatal care coverage and 
delivery by skilled birth attendants, legal abortions, and a system 
of confidential enquiries to assess maternal deaths, progress in 
relation to maternal health indicators has been patchy. As a result, 
decreasing maternal deaths is a national priority and has been 
included among four “strategic outputs” that the health sector must 
achieve by 2014 [NSDA 2010]. 

In August 2011, Human Rights Watch released a report on maternal 
health care in South Africa, documenting widespread maternity 
care failures, tellingly subtitled ‘Stop Making Excuses’ [HRW Stop 
Making Excuses]. As pointed out in the report, “the tragedy of 
maternal deaths in South Africa is that many women who eventually 
die have had contact with the health care system—through attending 
antenatal care and delivery in health facilities—meaning that 
some of the deaths could have been prevented”. The key barriers 
to improvements in maternal care identified were shortcomings 
in accountability and oversight mechanisms used by authorities 
to monitor and improve healthcare performance. In some cases, 
notably in the Eastern Cape, it was felt that such a system had been 
developed and implemented, but that it was “malfunctioning and 
rarely put to work for women”. Tragically, even though confidential 
enquiries into maternal deaths (CEMD) had been introduced in 
1997, these were only “useful if the information gathered is used 
to ensure that systemic problems with the provision of care are 
not repeated”. Despite the information gathered in such enquiries, 
“very little has changed for women in South Africa and women 
continue to die due to the same health system shortcomings”. This 
report also noted the lack of data to enable the calculation of an 

accurate maternal mortality ratio (MMR). It noted that South Africa 
has not conducted a demographic and health survey (DHS) since 
2003, and that the 2003 DHS failed to generate an MMR due 
to poor data quality. Further it was felt that “[r]outine monitoring 
of maternal healthcare programs does not take into account all 
the emergency obstetric care indicators that experts consider to 
be important to monitor maternal health in South Africa, which 
also lacks critical information on resources available for providing 
maternity services”.

As was noted in the SAHR 2010, estimates of South Africa’s MMR 
vary widely by source. An updated paper by Dorrington and 
Bradshaw provides a detailed analysis of the available sources of 
maternal mortality data for South Africa and their relative data 
quality and methodological considerations [J Pop Research 28(49-
73)]. Since last year there has been only one new updated modelled 
estimate of the level of maternal mortality globally, published by the 
Institute for Health Metrics and Evaluation [Lancet 378(1139-65)]. 
The IHME has revised its best estimate of South Africa’s MMR, to 
91.3 (uncertainty interval: 68.5-121.1) per 100 000 live births in 
2011. It is notable that this estimate is considerably lower than the 
estimate reported last year by the same group (237 per 100 000 
live births for 2008),l and lower even than the most recent vital 
registration data which would be expected to be incomplete 
(Figure 5 in Provincial overview). The 2011 estimate was based 

l Changes in the new IHME estimates this year are largely driven by 
changes in the modelling strategy and in independent variables such as 
Gross National Income, female education and neonatal mortality (itself 
model-based), rather than a dramatic change in direct evidence of actual 
maternal deaths.
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on 961 (uncertainty interval: 720 - 1 274) maternal deaths.m In 
2010/11 DHIS recorded 1 207 maternal deaths in eight provinces 
(excluding Western Cape), corresponding to an institutional MMR 
of 135 per 100 000 live births.n These were only maternal deaths 
that occurred in health facilities, and represent approximately 80% 
of maternal deaths subjected to confidential enquiry (about 1 600 
in 2010).o Facility records may over-estimate maternal deaths by 
including pregnancy-related deaths and not only those that meet 
the strict definition of maternal death,p but on the other hand may 
miss maternal deaths that occur in non-obstetric wardsq and in the 
community. A working paper by AbouZahr on understanding and 
interpreting maternal mortality statistics suggests that estimates 
developed by external agencies should be used as a sounding 
board or way of testing country reported values [Making sense of 
MM]. Rather than focusing on the value only, the report highlighted 
the value of using the findings of confidential enquiries and audit 
techniques to learn lessons about how such deaths can be averted. 
The CEMD in South Africa provides in-depth analysis of the 
avoidable and unavoidable causes of recorded maternal deaths 
[Saving Mothers 2007].

The WHO has ranked South Africa among only six countries in sub-
Saharan Africa that have made no progress in reducing maternal 
deaths between 1990 and 2008 [Maternal Mortality 1990-2008]. 
However data from the DHIS do indicate an increase in access 
to postnatal care. The extent to which this reflects reporting on a 
new data element, or real changes in service provision, is open to 
question. Nonetheless, it is encouraging that almost half of women 
who have delivered appear to have accessed postnatal services 
within six days of birth towards the end of 2010/11 (Figure 6 in 
Provincial overview section).

m IHME used the ICD and MDG definition for international comparisons of 
maternal mortality, which include deaths during pregnancy or within 42 
days of termination of pregnancy from direct obstetric causes (ICD-10 
codes O00–O95), indirect obstetric causes (O98–O99), and all HIV 
deaths during or within 42 days of termination of pregnancy.

n The number of maternal deaths is a new data element in DHIS and 
reporting is not yet complete.

o Author calculations using data from personal communication on NCCEMD 
deaths for 2008-2010.

p The DHIS data element does use the strict definition: ‘Maternal death 
in facility: The number of women who die while in a facility as a result 
of child-bearing, during pregnancy or within 42 days of delivery or 
termination of pregnancy’. Since in practice it may be difficult to distinguish 
between incidental and indirect obstetric causes, ICD-10 introduced a new 
category, pregnancy-related deaths which are defined as: the death of 
a woman while pregnant or within 42 days of termination of pregnancy, 
irrespective of the cause of death.

q Research from other countries indicates that as many as 50% of all 
maternal deaths occur in non-obstetric wards such as specialist wards or in 
the emergency room [Glob Health Action 5(2)].
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Table 23:  Maternal health indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
ANC coverage
2008 HSRC - - - - - - - - - 97.1 a

2008 DHIS 84.8 91.4 143.9 109.6 101.5 111.9 103.8 92.6 101.2 107.6 b

2009 DHIS 88.0 84.0 127.1 99.2 99.4 104.0 93.6 98.4 94.8 101.5 c

2010 DHIS 94.0 84.7 113.0 99.0 106.5 98.8 91.6 95.8 89.9 99.7 c

ANC visits per client
2008 DHIS 3.0 4.3 3.4 3.7 3.5 3.6 4.6 4.0 4.3 3.6 b

2009 DHIS 3.0 4.3 3.4 3.8 3.4 3.4 4.5 3.7 4.7 3.6 c

2010 DHIS 3.0 4.2 3.6 4.0 3.4 3.5 4.6 3.9 4.5 3.7 c

Births assisted by trained health personnel
2008 doctor - - - - - - - - - 27.6 a

2008 doctor or nurse/midwife - - - - - - - - - 94.3 d

2008 nurse/midwife - - - - - - - - - 66.7 a

Caesarean section rate
2008 DHIS 20.5 18.2 19.5 25.8 13.8 14.3 14.5 14.6 19.9 19.4 b

2009 DHIS 22.3 18.7 20.8 29.4 14.7 15.6 16.6 15.4 20.8 21.2 c

2010 DHIS 23.7 20.8 23.1 30.7 14.7 15.9 17.6 16.0 24.6 22.5 c

Delivery rate in facility
2008 HSRC - - - - - - - - - 94.9 e

2008 DHIS 69.3 78.1 108.0 80.1 97.6 95.6 90.1 76.2 97.5 87.8 b

2009 DHIS 71.4 77.5 104.0 85.4 99.2 91.4 85.0 80.1 94.3 88.7 c

2010 DHIS 75.8 78.2 98.3 75.7 104.4 86.5 88.2 77.6 87.0 85.8 c

Maternal mortality ratio (MMR)
2008 WHO - - - - - - - - - 410 f

2011 IHME (2011) - - - - - - - - - 91 g

Maternal mortality ratio (MMR) in facility
2010 DHIS 144 239 100 172 142 160 121 214 - 135 h

Number of maternal deaths
2007 NCCEMD 160 164 190 339 211 87 58 84 73 1 366 i

2008 IHME estimate (2010) - - - - - - - - - 2 584 j

2008 WHO estimate - - - - - - - - - 4 500 k

2010 DHIS 167 113 185 318 172 112 25 115 - 1 207 l

2011 IHME estimate (2011) 961 g

PMDF (proportion maternal among deaths of females of reproductive age)
2008 WHO - - - - - - - - - 2.8 k

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a HIV Children 2008.
b DHIS. Data extracted June 2010. Data for financial (not calendar) 

years.
c DHIS. Data extracted June 2011. Data for financial (not calendar) 

years.
d HIV Children 2008. 4.7% of births attended by traditional birth attendant 

and 1% did not know about attendant at delivery.
e HIV Children 2008. Majority born in hospitals (76.7%) and some in 

clinics (18.2%). Approximately 5% of children were born at home.
f Maternal Mortality 1990-2008. Range of uncertainty: 240-610. 

Estimated proportion of maternal deaths due to HIV – 42.5%.
g Lancet 378(1139-65).
h DHIS. Institutional (facility) MMR based only on maternal deaths in 

facilities. Data extracted June 2011. Data for financial (not calendar) 
years.

i Saving Mothers 2007.
j IHME Maternal and Child Mortality.
k Maternal Mortality 1990-2008.
l DHIS. Data extracted June 2011. Data for financial (not calendar) years. 

This is a new data element and data collection is probably incomplete, 
and is not reported for WC at all in the national DHIS database.
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Nutrition

Context The increasing global focus on non-communicable diseases has raised the profile of poor nutrition as a risk 
factor. However, nutritional interventions in younger age groups, particularly vitamin A supplementation, 
remain important in children over the age of six months.

New data sources Nationally:

•	 District Health Information System (DHIS)

•	 Discovery Healthy Active Kids 2010

•	 NCDs – A race against time (MRC policy brief quoting data from Health Wave 1 of the National Income 
Dynamics Study)

Internationally:

•	 Lancet series on obesity

Key issues and trends  ➣ There is still evidence of both over- and under-nutrition in South Africa, associated with both obesity and 
stunting. Poor nutrition is particularly evident in those from a lower socio-economic background.

 ➣ The National Income Dynamics Study (Wave 1, 2008) provided further evidence of malnutrition in children 
at national level, although valid measurements were not available for 20% of the children surveyed.

 ➣ Noting the paucity of recent national data on the anthropometric status of children, the Health Data Advisory 
and Co-ordination Committee (HDACC) has recommended that such data be gathered in the planned South 
African National Health and Nutrition Examination Survey (SANHANES).

The Healthy Active Kids South Africa 2010 Report Card has 
drawn on published evidence from 2004 onwards to “highlight 
the current health status of South African children and youth, with 
particular reference to physical activity, healthy eating, maintaining 
a healthy weight, tobacco use and alcohol intake” [Healthy Active 
Kids 2010]. The Report Card notes the “co-existence of over- and 
undernutrition”, that “the prevalence of overweight and obesity in 
teens has increased between 2002 and 2008 (overweight from 
17 to 20% and obesity from 4 to 5%)”, but also that “[s]tunting 
is also prevalent in over 25% of rural and about 12% of urban 
primary school children”. One of the most worrying aspects noted 
is that “fast food intake is very common in teens and young adults, 
and was highest in young men and in individuals from a lower 
socio-economic background” [S Afr J Clin Nutr 23(124-130)]. The 
MRC Policy Brief on NCDs commented on the extremely high levels 
of overweight and obesity among South African women, with 
more than 70% of women above 35 years of age classified as 
overweight or obese according to 2008 data from the National 
Income Dynamics Study [MRC NCDs, NiDS Health Wave 1].
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Table 24:  Nutrition indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Obesity (%)
2008 NYRBS 4.0 4.7 9.7 5.4 2.8 6.1 5.0 3.9 5.6   5.3 a

2008 NYRBS female - - - - - - - - -   7.2 a

2008 NYRBS male - - - - - - - - -   3.3 a

2008 under 15 years - - - - - - - - - 10.0 b

Overweight (%)
2008 NYRBS 17.3 16.3 22.4 25.5 13.5 21.6 17.9 15.7 19.9   19.7 a

2008 NYRBS female 26.7 20.8 26.4 38.8 19.6 31.0 23.9 22.4 27.4   27.8 a

2008 NYRBS male - - - - - - - - -   11.2 a

2008 under 15 years - - - - - - - - -  11.7 b

Stunting (%)
2008 NYRBS 17.5 14.7 13.2 11.7 12.8 11.3 19.4 12.3 9.7   13.1 a

2008 NYRBS female - - - - - - - - -   11.1 a

2008 NYRBS male - - - - - - - - -   15.2 a

2008 under 15 years - - - - - - - - -  17.1 b

Underweight (%)
2008 NYRBS 9.6 10.0 6.7 5.0 13.8 4.5 14.1 12.3 6.5   8.4 a

2008 NYRBS female - - - - - - - - -   4.9 a

2008 NYRBS male - - - - - - - - -   12.0 a

2008 under 10 years - - - - - - - - - 9.6 b

Vitamin A coverage children 12-59 months (%)
2008 DHIS 31.6 41.6 35.5 27.4 38.4 25.8 32.9 31.1 32.2  32.4 c

2009 DHIS 36.6 38.0 40.9 30.3 30.7 27.8 27.4 26.1 38.2  34.0 d

2010 DHIS 36.5 39.1 43.7 32.6 30.4 29.0 26.1 27.0 32.4  34.6 d

Vitamin A coverage infants 6-11 months (%)
2008 DHIS 90.3 95.8 111.2 98.9 111.9 96.9 114.7 98.0 93.9  100.7 c

2009 DHIS 93.2 86.3 110.4 102.0 105.9 103.5 94.6 89.7 95.3  100.2 d

2010 DHIS 93.6 90.5 104.3 104.1 102.8 97.6 90.1 89.3 80.4  97.5 d

Wasting (%)
2008 NYRBS 4.4 4.4 4.1 1.9 6.8 3.6 10.6 7.8 3.7  4.4 a

2008 NYRBS female - - - - - - - - -  2.3 a

2008 NYRBS male - - - - - - - - -  6.7 a

2008 under 5 years - - - - - - - - - 4.7 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a NYRBS 2008. Learners in grades 8-11.
b NiDS Health Wave 1. Children aged six months to specified age.
c DHIS. Data extracted June 2010. Data for financial (not calendar) 

years.
d DHIS. Data extracted June 2011. Data for financial (not calendar) 

years.

Table 25:  Nutrition indicators by ethnic group

African Coloured Indian White Other All Ref
Obesity (%)
2008 NYRBS 5.0 4.9 7.2 9.7 6.6  5.3 a

Overweight (%)
2008 NYRBS 19.5 17.5 22.9 25.8 22.2  19.7 a

Stunting (%)
2008 NYRBS 13.8 13.6 10.3 4.6 13.1  13.1 a

Underweight (%)
2008 NYRBS 8.6 9.4 11.5 4.5 5.4  8.4 a

Wasting (%)
2008 NYRBS 4.3 6.6 7.0 1.1 4.6  4.4 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a NYRBS 2008. Learners in grades 8-11.
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Child health

Context Decreasing maternal and child mortality is one of four key outputs articulated in the government’s 
Negotiated Service Delivery Agreement (NSDA) 2010-2014. A primary target is to reduce the child 
mortality rate to 20 deaths (or less) per 1 000 live births by 2014 [NSDA 2010]. Maternal and child 
health are also the focus of a number of the Millennium Development Goals.

New data sources Nationally:

•	 Saving Babies 2008-2009 – Seventh report on perinatal care in South Africa (PPIP)

•	 Saving Children 2009 – A sixth survey of child healthcare in South Africa (Child PIP)

•	 ASSA2008

•	 South African Child Gauge 2010/2011

•	 National Institute for Communicable Diseases (NICD) surveillance reports (see infectious disease 
section)

•	 District Health Information System (DHIS)

•	 Healthy Active Kids South Africa 2010 Report Card

•	 South Africa’s Children: A Review of Equity and Child Rights (SAHRC/UNICEF)

•	 StatsSA Survey of Activities of Young People (SAYP) 2010

•	 Health Data Advisory and Co-ordination Committee (HDACC) Report 2011

Internationally:

•	 State of the World’s Children 2011 (UNICEF)

•	 Lancet Stillbirth Series: http://www.thelancet.com/series/stillbirth

•	 Child Mortality 2011 IGME www.childmortality.org

•	 Children and AIDS: Fifth Stocktaking Report, 2010 (UNICEF)

•	 The State of World’s Midwifery 2011, which includes data on stillbirths and density of midwives, 
nurses and doctors per 1 000 population (UNFPA)

•	 Neonatal Mortality Levels for 193 Countries in 2009 (PLoS Medicine, 2011)

•	 Updated analysis from IHME on MDG 4 and 5 (Lancet)

Key issues and trends  ➣ Debates about the accuracy of local data and modelled estimates of child mortality continue. The 
Minister of Health has indicated that the 2011 HIV prevalence survey will include a full birth history and 
sibling history. Hopefully this will improve the available data on child mortality. It is also hoped that the 
2011 Census will gather good quality information, since historically it has not been possible to derive 
reliable estimates of child mortality from the census data.

 ➣ However the available local data (from child mortality audits up to 2009) do not appear to support a 
reversal in mortality trends to date, while most modelled estimates do suggest a decline in mortality in 
recent years.

 ➣ One of the more recent, and to some extent controversial, new policies of relevance to this area is the 
move to exclusive breastfeeding and the cessation of routine provision of breast milk substitutes by 
public sector facilities.

 ➣ The Health Data Advisory and Co-ordination Committee (HDACC) has provided the following estimates 
of key child mortality indicators for 2009, along with recommended targets for 2014:

•	 U5MR from 56 to 50 per 1 000 live births;

•	 Infant mortality rate from 40 to 36 per 1 000 live births;

•	 Neonatal mortality rate (<28 days) from 14 to 12 per 1 000 live births.

Child mortality

The main focus of child-related MDGs is on under-five mortality, 
although it is also important to monitor the components of child 
mortality separately in order to focus interventions. As the definitions 
used in this area are overlapping and often confusing, they are 
depicted here for convenience (Figure 25). 
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Pregnancy

Term

Livebirth

Preterm Post- 
term

Miscarriage
In some high-income
countries, definition 
of stillbirth might start 
from 18 weeks

Stillbirth early
definition (ICD)
Birthweight ≥500 g, or, if 
missing, ≥22 completed 
weeks of gestation, or, 
if missing, body length 
≥25cm

Stillbirth international 
comparison definition (WHO)
Birthweight ≥1 000 g, or, if missing, 
≥28 completed weeks of gestation, 
or, if missing, body length ≥35cm

Antepartum 
stillbirth
Before the onset 
of labour

Intrapartum 
stillbirth
After the onset of 
labour, and before 
birth

Early neonatal 
death

Late neonatal 
death

First trimester Second trimester Third trimester

Completed weeks of gestation
22
weeks

28
weeks

Infancy onwards

<37 weeks 37-41 
weeks

>42 
weeks

Early fetal stage Late fetal stage Early  
neonatal stage

Measured 
mortality 
outcomes 
for the baby

7 
days

Late  
neonatal stage

Measured 
mortality 
outcomes for 
the mother

Pregnancy-related definition of maternal death
Death of a woman while pregnant or within 42 days of termination of pregnancy from any cause

28 
days

Days after 
birth

Figure 25:  Definitions of mortality in children
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Although there has been intense global attention paid to maternal, 
newborn and child health, the issue of stillbirths has received less 
attention. In April 2011, the Lancet published the first in a series 
on the subject [Lancet 377(1353-66)]. The authors described 
the situation in stark terms: “Millions of deaths are not counted; 
stillbirths are not in the Global Burden of Disease, nor in disability-
adjusted life-years lost, and they are not part of the UN Millennium 
Development Goals. The grief of mothers might be aggravated by 
social stigma, blame, and marginalisation in regions where most 
deaths occur. Most stillborn babies are disposed of without any 
recognition or ritual, such as naming, funeral rites, or the mother 
holding or dressing the baby. Beliefs in the mother’s sins and 
evil spirits as causes of stillbirth are rife, and stillbirth is widely 
believed to be a natural selection of babies never meant to live.” 
The second in the series [Lancet 377(1448-63)] provided some 
global estimates: 2.65 million stillbirths (uncertainty range 2.08 
million to 3.79 million) in 2008, 98% of which were estimated to 
occur in low-income and middle-income countries. Of these, 1.19 

million (range 0.82 million to 1.97 million) were estimated to occur 
intrapartum, largely associated with obstetric emergencies. This 
article also raised the problem of definitions, noting that more than 
35 different classification systems were in operation. Some of these 
definitions are depicted in Figure 26. The figures cited here are 
based on the WHO definition (≥1 000g birth weight or ≥28 weeks 
of gestation).

Figure 26:  Defining stillbirths and associated pregnancy outcomes for international comparison

Source:  Lancet 377(1448-63).

Note:  Definitions from ICD-10.

Using the Lives Saved Tool (LiST), Pattinson et al. demonstrated 
that skilled care at delivery, including comprehensive emergency 
obstetric care, has by far the greatest potential to avoid maternal 
deaths, stillbirths and neonatal deaths [Lancet 377(1610-23)]. Lawn 
et al. pointed out that, although the five most important target 
areas for stillbirth reduction were clearly identified (childbirth 
complications; maternal infections in pregnancy; maternal condi-
tions, especially hypertension; foetal growth restriction; and 
congenital abnormalities), progress in reducing the global rate of 
stillbirths (1.1% per year between 1995 and 2009) had lagged 
behind the reductions achieved in respect of under-five mortality 
(2.3%) and maternal mortality (between 1.3% and 2.5%) [Lancet 
377(1448-63)]. It has been estimated that South Africa’s rate of 
stillbirth reduction has been lower than the global average (0.7% 
per year), despite high levels of antenatal care coverage and 
deliveries by a skilled birth attendant [SAMJ 101(364-44)]. 

With respect to neonatal mortality rates, Oestergaard et al. 
published a systematic analysis of data for 193 countries covering 
the period from 1990 to 2009 [PLoS Med 8(8)]. Globally, neonatal 
mortality rates have declined by 28%, from 33.2 deaths per 1 000 
live births in 1990, to 23.9 deaths per 1 000 live births in 2009. The 
decline in Africa has been less dramatic (17.6%; from 43.6 to 35.9 
per 1 000 live births), but South Africa is one of only eight countries 
where neonatal mortality rates are estimated to have increased 
since 1990. The other seven are Nauru, Congo, Zimbabwe, Niue, 
Chad, Cameroon, and Trinidad and Tobago. 
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Data from the South African Perinatal Problem Identification 
Programme (PPIP), a voluntary, facility-based audit of stillbirths and 
neonatal deaths, have been reported in the Saving Babies 2008-
2009 report, published in 2011 [Saving Babies 2008-9]. These 
data are based on 962 746 births (comprising 52.4% of all births 
in health institutions recorded by DHIS) recorded from 275 PPIP 
sites over a 2-year period. Of these, 23 547 were stillbirths and 
11 404 were early neonatal deaths. This extrapolates to roughly 
21 856 stillbirths occurring in health institutions annually, and a 
perinatal mortality rate of 35/1 000 births (≥500g). Pregnancy 
at the extremes of reproductive age is associated with higher 
perinatal mortality rates, reaching 64.5 per 1 000 births in 
women ≤17 years, and 49.4 per 1 000 births in women ≥35 
years. The majority of births (59%) occurred in community health 
centres or district hospitals, as did the majority of perinatal deaths. 
Importantly, 46% of deaths due to labour-related complications 
were assessed as probably avoidable. Data from the PPIP audit 
were used to explore the association between maternal conditions 
and stillbirths and neonatal deaths [Lancet 377(1448-63)]. A strong 
correlation between maternal and neonatal mortality was shown, 
with most early neonatal deaths (80%), intrapartum stillbirths 
(75%), and antepartum stillbirths (approximately 50%) associated 
with an identified maternal condition, such as obstructed labour, 
hypertensive disease of pregnancy, preterm labour, antepartum 
haemorrhage, or maternal infections and chorioamnionitis. 
Iatrogenic effects associated with poor quality care may well 
be contributing to both excess maternal and neonatal mortality. 
Importantly, 22% of perinatal deaths were due to unexplained 
stillbirth. The Saving Babies 2008-2009 report also provided a 
retrospective evaluation of all PPIP data collected between 2000 
and 2009, including nearly 3 million births. This showed that very 
little progress had been made in the past decade to improve overall 
care. Rates of perinatal and neonatal mortality had not decreased 
at any level of care, and the majority of perinatal deaths continued 
to occur in full/near term babies (birth weight ≥2 500g) in whom a 
positive outcome would have been expected.

The Saving Babies 2008-2009 report also presented data collected 
through the Child Healthcare Problem Identification Programme 
(Child PIP) between 2005 and 2009. Like the PPIP, the Child PIP is a 
voluntary hospital-based mortality audit, capturing all deaths in the 
children’s wards of 95 hospitals. The data analysed included 22 778 
neonatal admissions, and 1 284 deaths. The findings suggested 
that while the in-hospital mortality rate (IHMR) had decreased for 
children of all ages, the IHMR has increased for neonates, up from 
5.6 in 2005 to 7 per 100 admissions in 2009. Of concern, 7% of 
all neonatal admissions were to children’s wards, which are not 
designed to adequately accommodate this age group. Problems 
with infant feeding may be more acute than previously believed—
among late neonatal deaths only 42% had a nutritional status of 
normal (10% unknown). No underlying condition was recorded in 
79% of these cases, suggesting they may have been discharged as 
normal term infants. The leading causes of late neonatal death in 
children’s wards were infections – primarily (in descending order 
of prevalence) septicaemia, pneumonia, acute diarrhoeal disease, 
Pneumocystis carinii pneumonia (PCP) and meningitis. Although 
HIV infection was likely to be a major contributor, the HIV status 
was not known in 49% of all late neonatal deaths. Data from the 
Child PIP have been aggregated to produce the Saving Children 
2009 report, published in May 2011 [Saving Children 2009]. The 

report contains Child PIP data collected between 2005 and 2009 
from 101 hospitals in all 9 provinces, representing almost 30% of 
all public sector hospitals, drawn from 343 408 admissions and 
19 295 child deaths. Most child deaths occurred in children under 
one year of age (63.2%), and 34% occurred within 24 hours of 
admission. The number of modifiable factors identified per death 
appeared to be on the rise, up from 2.4 in 2005 to 3.5 in 2009. 
This may be due to a decline in quality of care, or conversely, to a 
growing awareness of standards of care. More than half (54.4%) 
of modifiable factors were related to clinical personnel. The most 
common causes of death included acute respiratory infections 
(28.9%), diarrhoea (20.7%), septicaemia or possible serious 
bacterial infection (16.2%), tuberculosis (7.1%) and meningitis 
(6.6%). Severe malnutrition was documented in 34% of all deaths, 
with an additional 30% being identified as underweight-for-age. 
Perhaps most alarming of all, more than half of all children who 
died had an unknown HIV status (57.7%), even though 22.9% 
of these children were known to have been born to HIV-positive 
mothers. Among the 42.3% of deaths for which HIV status was 
known, 28.2% were HIV-infected.

As with maternal mortality, it has been exceedingly difficult to 
obtain regular, reliable measured data on the trends and level of 
the various components of child mortality, yet multiple international 
modelling estimates are released frequently as a result of the focus 
on MDGs 4 and 5. On 15 September 2011 the Inter-agency Group 
for Child Mortality Estimation (IGME) released the report ‘Levels 
and trends in Child Mortality’ [Child Mortality 2011 IGME] and 
updated the regression-modelled time series estimates on www.
childmortality.org (Figure 7 in the Provincial overview). The estimates 
were not dramatically different to those released the previous year 
[Child Mortality 2010 IGME] (Figure 9). Lozano et al. published 
revised estimates in Lancet, also in September, which estimated the 
U5MR for South Africa in 2011 to be 50.7 (uncertainty interval: 
45.8-56.2) per 1 000 live births (Figure 8) [Lancet 378(1139-65)]. 
This was somewhat lower than the ASSA2008 model estimates for 
this year and lower than the IGME estimate of 56.6 (for 2010). 
However the IHME estimates for earlier years are dramatically 
different, with the 2000 estimate of 36.1 less than half the IGME 
estimate of 77.9 for the same year (Figure 9). The very low estimates 
appear to track the vital registration data very closely for all years 
(rather than converging in recent years) despite registration of child 
deaths being more incomplete than overall registration, and having 
improved considerably in completeness over the 10 years [Darikwa 
2009]. While it may seem surprising that the confidence intervals 
are particularly narrow, given the caution expressed in the Lancet 
paper that “the effect of high levels of HIV-related mortality on 
estimates of under-5 mortality remains unclear; levels and trends 
in under-5 mortality in countries with large HIV epidemics should 
be interpreted with caution”, these are a result of the modelling 
strategy and do not reflect uncertainty in the underlying data, 
giving a misleading impression of certainty in the estimates  [Lancet 
378(1139-65)]. The ASSA2008 model has provided another set 
of estimates, based on a full demographic model which takes 
all locally available evidence into account, and these are also 
represented in Figure 9 along with estimates from the previous 
model (ASSA2003). 
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Table 26:  Child mortality and related indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Infant mortality rate (deaths under 1 year per 1 000 live births)
2008 ASSA2008 53.3 47.3 27.5 49.5 29.9 45.4 27.5 32.4 20.5  37.8 a

2009 ASSA2008 50.0 43.7 25.3 45.3 28.3 41.4 26.9 30.8 20.1  35.2 a

2010 ASSA2008 47.9 41.9 25.2 44.0 28.2 38.9 26.3 30.7 19.7  34.5 a

2011 ASSA2008 46.5 40.7 24.7 43.1 27.7 37.5 25.5 30.1 19.0  33.8 a

2012 ASSA2008 45.4 39.8 24.3 42.4 27.2 36.4 24.8 29.6 18.3  33.2 a

2013 ASSA2008 44.4 39.1 23.8 41.7 26.7 35.6 24.1 29.1 17.7  32.5 a

2014 ASSA2008 43.6 38.5 23.4 40.9 26.2 35.0 23.5 28.5 17.1  31.9 a

2015 ASSA2008 42.8 37.8 22.9 40.3 25.8 34.3 22.9 28.0 16.5  31.3 a

2010 Inter-agency group (2011) - - - - - - - - -  40.7 b

2008 StatsSA - - - - - - - - -  42.1 c

2009 StatsSA - - - - - - - - -  40.6 c

2010 StatsSA - - - - - - - - -  39.1 c

2011 StatsSA - - - - - - - - -  37.9 c

Low birth weight rate (% live births <2500g)
2008 DHIS 12.3 15.4 13.3 11.3 9.8 7.5 18.4 13.1 14.8  12.2 d

2009 DHIS 12.8 15.2 12.3 11.8 10.3 8.8 19.0 13.9 14.5  12.3 d

2010 DHIS 12.4 16.5 14.8 12.0 10.0 9.8 19.2 14.7 15.7  13.1 d

2009 PPIP CHC - - - - - - - - -  8.5 e

2009 PPIP DH - - - - - - - - -  12.0 e

2009 PPIP NC - - - - - - - - -  26.6 e

2009 PPIP PT - - - - - - - - -  18.2 e

2009 PPIP RH - - - - - - - - -  15.5 e

Neonatal death rate (NNDR) (deaths <28 days old per 1 000 live births)
2008 DHIS 16.2 14.1 9.8 6.9 11.6 12.0 12.7 11.8 8.2  10.6 d

2009 DHIS 13.4 13.9 10.4 10.3 11.8 12.0 12.9 11.3 6.0  10.9 d

2010 DHIS 16.2 16.3 12.1 10.5 11.9 10.0 13.3 15.4 5.1  11.8 d

2008 IHME (2010) - - - - - - - - -  17.0 f

2008 Inter-agency group - - - - - - - - -  19.5 g

2009 Inter-agency group - - - - - - - - -  18.8 g

2009 PPIP CHC - - - - - - - - -  2.1 e

2009 PPIP DH - - - - - - - - -  12.3 e

2009 PPIP NC - - - - - - - - -  18.1 e

2009 PPIP PT - - - - - - - - -  16.5 e

2009 PPIP RH - - - - - - - - -  13.5 e

Number of under-5 deaths
2009 Inter-agency group estimate - - - - - - - - -  66 000 h

2011 IHME estimate - - - - - - - - -  53 600 i

Perinatal care index (perinatal MR / LBWR)
2009 PPIP CHC - - - - - - - - -  1.15 e

2009 PPIP DH - - - - - - - - -  2.54 e

2009 PPIP NC - - - - - - - - -  2.39 e

2009 PPIP PT - - - - - - - - -  2.37 e

2009 PPIP RH - - - - - - - - -  2.43 e

Perinatal mortality rate (deaths <8 days old per 1 000 total births)
2008 DHIS 35.6 37.9 30.6 28.5 32.2 34.8 32.7 34.5 26.1  31.5 d

2009 DHIS 33.0 39.8 30.7 32.6 32.1 35.8 32.4 34.6 27.2  32.4 d

2010 DHIS 36.6 43.1 32.2 31.8 32.3 33.2 38.3 37.8 24.4  33.0 d

2009 PPIP =>500g - - - - - - - - -  35.3 j

2009 PPIP CHC - - - - - - - - -  10.4 e

2009 PPIP DH - - - - - - - - -  33.3 e

2009 PPIP NC - - - - - - - - -  71.4 e

2009 PPIP PT - - - - - - - - -  48.0 e

2009 PPIP RH - - - - - - - - -  41.7 e

Post-neonatal mortality rate (deaths 28-365 days age per 1 000 live births)
2011 IHME (2011) - - - - - - - - -  23.8 i
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EC FS GP KZN LP MP NC NW WC SA Ref
Stillbirth rate (per 1 000 total births)
2008 DHIS 21.9 27.3 21.7 22.5 21.8 24.6 21.7 24.3 20.8  22.5 d

2009 DHIS 21.6 29.3 21.7 23.9 21.7 24.8 22.0 24.7 22.2  23.0 d

2010 DHIS 22.5 30.9 22.3 22.9 21.8 24.3 26.8 25.4 19.9  23.0 d

2009 PPIP CHC - - - - - - - - -  8.3 e

2009 PPIP DH - - - - - - - - -  21.3 e

2009 PPIP NC - - - - - - - - -  54.3 e

2009 PPIP PT - - - - - - - - -  32.1 e

2009 PPIP RH - - - - - - - - -  28.5 e

Under-5 mortality rate (deaths under 5 years per 1 000 live births)
2008 Countdown - - - - - - - - -  67.0 k

2008 ASSA2008 76.7 69.4 41.9 73.8 43.4 68.7 39.4 48.3 28.4  55.7 a

2009 ASSA2008 71.1 63.4 37.9 66.8 40.3 61.9 38.7 45.5 27.7  50.9 a

2010 ASSA2008 67.7 60.2 38.0 64.5 40.6 57.7 38.2 45.9 27.4  49.9 a

2011 ASSA2008 65.3 58.0 37.1 62.7 39.9 54.7 36.8 44.9 26.5  48.8 a

2012 ASSA2008 63.4 56.5 36.2 61.3 39.1 52.7 35.4 43.7 25.6  47.7 a

2013 ASSA2008 62.0 55.4 35.3 60.0 38.2 51.4 34.1 42.6 24.7  46.7 a

2014 ASSA2008 60.8 54.4 34.4 58.9 37.3 50.4 33.1 41.6 23.9  45.7 a

2015 ASSA2008 59.6 53.5 33.7 57.8 36.6 49.6 32.2 40.9 23.1  44.8 a

2008 Inter-agency group (2011) - - - - - - - - -  65.6 l

2009 Inter-agency group (2011) - - - - - - - - -  60.9 l

2010 Inter-agency group (2011) - - - - - - - - -  56.6 l

2008 StatsSA - - - - - - - - -  63.1 c

2009 StatsSA - - - - - - - - -  59.3 c

2010 StatsSA - - - - - - - - -  56.6 c

2011 StatsSA - - - - - - - - -  54.3 c

2011 IHME (2011) - - - - - - - - -  50.7 i

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a ASSA2008.
b Child Mortality 2011 IGME.
c StatsSA Mid-year Estimates. 2011 mid-year estimates. IMR and U5MR 

assumptions used in population projections.
d DHIS. Data for financial (not calendar) years.
e Saving Babies 2008-9. CHC – Community Health Centres, DH – 

District Hospitals, NC – National Central Hospitals, PT – Provincial 
Tertiary Hospitals, RH – Regional Hospitals. 

f IHME Maternal and Child Mortality.
g PLoS Med 8(8).
h Child Mortality 2010 IGME.
i Lancet 378(1139-65).
j Saving Babies 2008-9. PNMR for births => 500g. The PNMR is an 

extrapolation of PPIP data (from DHIS October 2010). This is only an 
estimate and trends should not be assumed as there were about a third 
more births and deaths registered on PPIP in 2008-9 compared with 
2006-7.

k Lancet 375(2032-2044).
l Child Mortality 2011 IGME. Obtained from online tool, using standard 

settings – 2011-09-17.
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Child health status and services

The South African Child Gauge remains an important summary of 
the determinants of child health, as well as of data on access to 
healthcare services [SA Child Gauge 2010/2011]. The 2010/2011 
report showed that access to health services for children remained 
relatively constant from 2002 to 2008, as measured by the length 
of time travelled to reach the health facility (as reported in the 
StatsSA GHS). The slight improvement noted in 2009 (28.8% 
of children living more than 30 minutes from a health facility, 
regardless of mode of transport) may be due partly to a change 
of survey question. As expected, a higher proportion of children 
in the Eastern Cape (45%), Limpopo (38%), and KwaZulu-Natal 
(35%) have to travel more than 30 minutes to their health facility, 
compared with Gauteng (18%) and Western Cape (9%), and more 
African children (32%) have to travel far to their health facility 
than Coloured, Indian and White children (7-12%). Also based on 
StatsSA GHS data, a significant decline in reported child hunger 
(proportion of children who have ever gone to bed hungry) was 
noted, from 29.7% in 2002 to 15.7% in 2009. The importance of 
the Child Support Grant, accessed by 10.5 million children by April 
2011, is underlined by the fact that nearly two thirds of children 
(61%) lived below the poverty line in 2009 (with a per capita 
income below R552 per month), and 36% lived in households 
where no adults were employed. In addition, 522 000 children 
received the Foster Care Grant, and 113 000 children received 
the Care Dependency Grant. The Child Gauge also highlighted 
available data on the extent of orphanhood, and contrasted the 
data from StatsSA GHS and the ASSA2008 model. The 2009 
GHS data indicated there were approximately 4.3 million orphans 
living in South Africa, comprising 622 000 maternal orphans, 
2 655 000 paternal orphans and 966 000 double orphans, 
equivalent to 23% of all children. According to ASSA projections, 
“[m]aternal orphaning rates are expected to start declining from 

2010, and should level out by 2015. However, it is not until 2025 
that they will fall to 2009 levels”. A substantial growth in the total 
orphan population has been demonstrated, with over one million 
more orphaned children in 2009 than in 2002. In should be 
noted however, that 24% of children do not live with either of their 
biological parents. Although published in 2009, and based on 
data from the StatsSA Community Survey 2007, the South African 
Index of Multiple Deprivation for Children 2007 at Municipality 
Level (SAIMDC) has also provided an assessment of the geographic 
distribution of child poverty and deprivation across South Africa. 
The situation did not change markedly between 2001 and 2007, 
with the highest rates of child poverty and deprivation still occurring 
mainly in the former homeland areas. It will be important to track 
changes in child poverty and deprivation in South Africa over 
time, particularly after the release of the Living Conditions Survey 
2008/09 and the forthcoming 2011 Census results. 

As part of the PHC re-engineering strategy, a revised School Health 
Policy has been developed, and will initially focus on a priority 
range of services for Grades R and 1 for schools falling into 
quintiles 1 and 2 (poorest) [HDACC Report 2011].

Although contested by some, the NDoH’s commitment to promoting 
exclusive breastfeeding, eliminating the routine provision of free 
formula milk in public hospitals and clinics, and implementing the 
World Health Organization’s 2009 PMTCT guidelines has been 
broadly welcomed. Legislation to regulate the marketing of breast 
milk substitutes has also been promised. Data on the implementation 
of this policy and the impact on vertical transmission will be eagerly 
watched over time, but available data on the extent of exclusive 
breastfeeding to date are of concern [HIV Children 2008]. In terms 
of access to HIV services in general, summary data have also 
been provided in the Children and AIDS: Fifth Stocktaking Report, 
published in November 2010 [Stocktaking Report 2010].

Table 27:  Child health indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Children under 5 years weighing rate (%)
2008 DHIS 83.6 85.2 85.6 81.8 76.2 87.9 80.1 86.4 69.2  81.3 a

2009 DHIS 84.4 85.0 87.7 76.0 79.5 90.9 86.0 88.8 70.7  81.8 a

2010 DHIS 83.6 87.0 86.5 77.8 77.4 87.3 81.6 87.0 71.7  81.3 a

Diarrhoea incidence under 5 years (per 1 000)
2008 DHIS 111.5 74.6 61.0 201.8 215.0 96.4 155.0 109.3 149.8  136.1 a

2009 DHIS 110.9 70.3 64.0 197.6 185.6 78.1 145.1 112.3 123.6  127.5 a

2010 DHIS 99.8 63.2 64.5 159.4 180.8 71.3 141.1 102.7 95.0  111.8 a

Exclusive breastfeeding rate (%)
2008 <6 months - - - - - - - - -  25.7 b

Not gaining weight under 5 years rate (%)
2008 DHIS 0.8 2.8 0.6 1.1 1.0 0.9 3.6 1.3 2.4  1.2 a

2009 DHIS 0.7 2.4 0.5 1.3 0.9 1.0 2.3 1.1 2.9  1.2 a

2010 DHIS 0.8 2.0 0.5 1.1 0.6 1.0 1.9 1.2 2.2  1.1 a

Number of orphans
2008 double (GHS) 160 000 78 000 102 000 258 000 70 000 83 000 18 000 72 000 19 000  859 000 c

2008 double (HSRC) - - - - - - - - -  419 000 d

2008 maternal (GHS) 128 000 49 000 62 000 175 000 63 000 58 000 11 000 40 000 37 000  624 000 c

2008 maternal (HSRC) - - - - - - - - -  713 000 d

2008 maternal/double (GHS) - - - - - - - - -  1 483 000 c

2008 maternal/double (HSRC) - - - - - - - - -  1 132 000 d

2008 maternal/double ASSA2008 233 642 103 599 275 292 448 478 135 327 142 332 17 984 123 609 82 525  1 515 636 e

2008 paternal (GHS) 449 000 146 000 330 000 660 000 326 000 193 000 52 000 182 000 130 000  2 468 000 c
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EC FS GP KZN LP MP NC NW WC SA Ref
2008 paternal (HSRC) - - - - - - - - -  1 899 000 d

2008 total (GHS) 737 000 273 000 494 000 1 093 000 459 000 334 000 81 000 294 000 186 000  3 951 000 c

2008 total (HSRC) - - - - - - - - -  3 032 000 d

2009 double (GHS) 200 000 84 000 104 000 303 000 77 000 85 000 16 000 71 000 25 000  966 000 f

2009 maternal (GHS) 106 000 40 000 64 000 209 000 52 000 57 000 13 000 56 000 26 000  622 000 g

2009 maternal/double (GHS) 306 000 124 000 168 000 512 000 129 000 142 000 29 000 127 000 51 000  1 588 000 h

2009 maternal/double ASSA2008 242 149 109 106 299 204 472 462 138 716 152 111 19 237 129 691 86 128  1 606 598 e

2009 paternal (GHS) 529 000 167 000 312 000 647 000 399 000 218 000 60 000 178 000 158 000  2 665 000 i

2009 total (GHS) 835 000 291 000 480 000 1 159 000 528 000 360 000 89 000 305 000 209 000  4 253 000 j

2010 maternal/double ASSA2008 246 962 112 775 317 132 486 793 139 820 158 836 20 105 134 158 88 492  1 668 901 e

2011 maternal/double ASSA2008 249 595 114 801 330 393 495 545 141 975 163 174 20 986 136 964 91 301  1 712 677 e

2012 maternal/double ASSA2008 250 750 115 485 339 861 499 933 144 639 165 717 21 853 138 276 94 271  1 742 924 e

2013 maternal/double ASSA2008 250 916 115 171 346 199 500 999 147 493 167 038 22 680 138 459 97 170  1 763 010 e

2014 maternal/double ASSA2008 250 321 114 185 349 785 499 334 150 322 167 418 23 450 137 851 99 821  1 774 794 e

2015 maternal/double ASSA2008 249 084 112 728 350 770 495 337 152 965 167 040 24 124 136 669 101 947  1 779 248 e

Orphanhood (%)
2008 double (HSRC) - - - - - - - - -  2.3 d

2008 maternal (HSRC) - - - - - - - - -  3.9 d

2008 maternal/double (GHS) 10.4 12.2 4.8 10.6 5.6 9.4 6.7 8.7 3.2  7.9 c

2008 maternal/double (HSRC) 6.0 9.2 7.4 6.2 3.9 8.1 4.4 5.7 4.6  6.2 d

2008 paternal (HSRC) - - - - - - - - -  10.5 d

2008 total (GHS) 26.6 26.1 14.4 26.7 19.2 22.1 18.9 22.8 10.5  21.0 c

2008 total (HSRC) - - - - - - - - -  16.8 d

2009 maternal/double (GHS) 11.1 11.6 5.2 12.0 5.5 9.7 6.6 10.0 2.9  8.5 j

2009 total (GHS) 30.2 27.2 14.8 27.1 22.7 24.5 20.3 23.9 11.8  22.8 j

Pneumonia incidence rate under 5 years
2008 DHIS 67.4 109.8 59.0 166.9 62.9 58.8 118.3 103.4 86.9  95.6 a

2009 DHIS 66.9 110.0 58.8 179.0 61.1 56.4 115.4 109.4 83.3  97.7 a

2010 DHIS 61.6 96.0 59.7 147.5 54.6 43.7 104.1 82.7 68.7  83.6 a

Severe malnutrition under 5 years incidence (per 1 000)
2008 DHIS 4.8 4.5 3.9 7.2 3.2 4.3 5.1 11.4 4.6  5.4 a

2009 DHIS 5.0 5.8 2.9 8.0 4.0 5.5 5.6 7.2 5.9  5.5 a

2010 DHIS 5.2 4.9 3.7 7.1 4.1 3.7 8.8 6.7 2.7  5.0 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DHIS. Data for financial (not calendar) years.
b HIV Children 2008.
c SA Child Gauge 2009/2010.
d HIV Children 2008. Among children 0-18 years of age.
e ASSA2008. Children whose mother has died, regardless of whether or 

not father has died. i.e. maternal plus double orphans.
f SA Child Gauge 2010/2011. Based on GHS 2009; StatsSA. This 

suggests 5% of all children are double orphans. 
g SA Child Gauge 2010/2011. Based on GHS 2009; StatsSA. This 

suggests 3% of all children are maternal orphans.
h SA Child Gauge 2010/2011. Based on GHS 2009; StatsSA. Orphan 

definitions used here are mutually exclusive and additive. This 
suggests 8% of all children are maternal/double orphans. 

i SA Child Gauge 2010/2011. Based on GHS 2009; StatsSA. This 
suggests 14% of all children are paternal orphans. 

j SA Child Gauge 2010/2011. Based on GHS 2009; StatsSA. Orphan 
definitions used here are mutually exclusive and additive. Children are 
defined as people aged 0 - 17 years. Population numbers are rounded 
off to the nearest thousand.
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Immunisation

“Strengthening immunisation programmes to protect South African 
children against vaccine preventable diseases” is an NSDA output 
target. In the first quarter of 2010, mass immunisation campaigns 
were conducted against both polio and measles [DoH Performance 
Plan 2011/12]. During the first round of the polio campaign, 
5 012 528 doses of Oral Polio Vaccine (OPV) were administered 
against a target of 5 026 796 children aged 0-59 months (100% 
OPV coverage). During the second round of the polio campaign, 
86% coverage was achieved. However, ‘mop up’ campaigns were 
subsequently conducted to improve overall coverage. The measles 
campaign targeted two age groups: 6-59 months and 60-179 
months. For children aged 6-59 months, 5 325 764 were immunised 
against a target of 4 345 722, representing a coverage of 117%. 
For children aged 60-179 months, 9 266 957 were immunised 
against a target of 10 395 789, representing a coverage of 89%. 

Vaccination coverage for the new vaccines introduced into the 
immunisation schedule (Table 28), rotavirus and pneumococcal 
vaccines, reached the target of 90% towards the end of 2010/11 
(Figure 27). Full immunisation coverage of children is reaching the 
target of 90% of children under one according to routine data from 
DHIS, although coverage dropped slightly below this to 89.4% in 
2010/11. This decrease was probably due to the public sector strike 
which impacted all health services, and also due to shortages of the 
newly introduced Pentaxim vaccine which replaced the separate 
antigens. When disaggregated to district level it is also clear that 
in some areas coverage may be inaccurate due to cross-border 
use of services and inaccurate population denominator estimates. 
While data quality is also always an issue with routine data, 
overall immunisation data have been stable and fluctuations often 
represent changes in service delivery due to public sector strikes, 
stock shortages or mass immunisation campaigns.r As discussed 

r Personal communication, Calle Hedberg, Sep 2011.

Table 28:  Expanded programme on immunisation schedule from April 2009

Age of child Vaccines needed
At birth BCG Bacilles Calmette Guerin

OPV (0) Oral Polio vaccine
6 weeks OPV (1) Oral Polio vaccine

RV (1) Rotavirus vaccine
DTaP-IPV/Hib (1) Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined
Hep B (1) Hepatitis B vaccine
PCV7 (1) Pneumococcal Conjugated vaccine

10 weeks DTaP-IPV/Hib (2) Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined
Hep B (2) Hepatitis B vaccine

14 weeks RV (2) Rotavirus vaccine
DTaP-IPV/Hib (3) Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined
Hep B (3) Hepatitis B vaccine
PCV7 (2) Pneumococcal Conjugated vaccine

9 months Measles vaccine (1)
PCV7 (3) Pneumococcal Conjugated vaccine

18 months DTaP-IPV/Hib (4) Diphtheria, Tetanus, acellular Pertussis, Inactivated Polio vaccine and Haemophilus influenzae type b combined
Measles Vaccine (2)

6 years Td vaccine Tetanus and reduced strength of diphtheria vaccine
12 years Td vaccine Tetanus and reduced strength of diphtheria vaccine

in the SAHR 2010, the discrepancy between routine immunisation 
data (DHIS) and survey estimates (SADHS, HIV Children 2008) of 
immunisation coverage may be due to methodological differences 
and denominator issues rather than deliberately inflated data [DHB 
2010/11, SAHR 2010 Ch21].

Preliminary analysis of the data from the rotavirus surveillance 
programme in September 2011 has revealed that the introduction 
of the rotavirus vaccine in August 2009 has resulted in a 
substantial reduction in the numbers of rotavirus cases that 
require hospitalisation [NICD surveillance]. The programme tracks 
specimens from patients hospitalised with acute diarrhoea at five 
sentinel sites in four provinces. The total number of patients testing 
rotavirus positive to date in 2011 (n=120) is substantially lower 
compared to the number of positive cases for the same period in 
2010 (n=234). Routine data from DHIS for the whole country for 
selected diarrhoea data elements show the clear seasonal variation 
in diarrhoea incidence and suggest that there has been an overall 
decline in the number of severe cases of diarrhoea, admissions of 
these cases and associated deaths (Figure 28).
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Figure 27:  Trends in selected immunisation coverage indicators, Apr 2008 - Mar 2011 

Source:  DHIS.
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Figure 28:  Monthly trends in severe diarrhoea cases, admissions and deaths by province, Apr 2007 - Mar 2011

Source:  DHIS.
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Table 29:  Immunisation indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
BCG coverage
2008 HSRC - - - - - - - - -  85.5 a

2008 DHIS 67.6 93.4 134.9 86.7 103.5 102.6 98.0 82.0 84.4  95.2 b

2009 DHIS 70.7 92.7 122.3 76.1 108.5 90.0 88.9 89.2 88.3  91.8 b

2010 DHIS 80.6 93.5 123.3 80.7 110.5 79.6 94.8 83.9 78.1  93.2 b

DTP3 coverage
2008 HSRC - - - - - - - - -  62.6 c

2008 DHIS 93.0 94.2 139.3 101.4 115.9 116.9 102.9 97.3 115.8  110.0 b

2009 DHIS 86.2 77.8 115.5 95.1 119.0 108.7 97.1 82.6 94.9  99.4 d

2010 DHIS 52.0 84.8 109.2 92.2 94.1 78.6 97.6 90.2 89.8  88.2 d

Immunisation coverage of children <1 year
2008 DHIS 82.1 83.9 113.1 83.1 91.1 83.2 91.7 83.5 102.1  91.1 b

2009 DHIS 90.5 87.0 113.7 84.7 99.7 92.8 92.5 86.4 102.4  95.3 b

2010 DHIS 77.4 83.8 111.4 85.2 93.9 69.8 91.4 84.1 90.3  89.4 b

Immunisation drop out rate (DTP1-3)
2008 HSRC - - - - - - - - -  10.2 a

2008 DHIS 2.4 4.1 1.0 3.2 3.1 1.7 4.8 2.8 6.1  2.8 b

2009 DHIS 3.7 6.7 13.0 4.0 8.4 4.0 1.9 2.9 6.4  6.9 b

2010 DHIS 12.2 3.0 6.1 5.5 7.6 3.5 3.2 -1.4 4.1  5.6 b

Measles 1st dose coverage
2008 HSRC - - - - - - - - -  64.8 a

2008 DHIS 85.7 84.9 114.5 86.3 93.2 89.6 93.7 82.8 105.5  93.7 b

2009 DHIS 94.0 88.4 118.4 87.1 103.9 97.7 92.3 89.3 105.3  98.7 b

2010 DHIS 87.9 87.6 111.0 88.1 100.3 88.6 91.5 93.4 93.7  94.9 b

OPV 1 coverage
2010 DHIS 84.9 95.1 115.3 101.1 115.4 99.8 89.2 92.0 96.8  101.3 b

PCV7 3rd dose coverage
2009 DHIS 13.0 10.0 30.2 25.4 33.3 23.5 25.8 24.6 16.2  23.3 b

2010 DHIS 42.1 70.2 94.7 79.9 81.0 53.7 80.0 61.9 70.8  72.8 b

RV 2nd dose coverage
2009 DHIS 24.3 12.2 46.7 40.6 42.9 39.4 33.2 29.7 19.7  34.8 b

2010 DHIS 40.9 77.1 94.2 80.8 74.3 60.6 83.5 61.6 63.1  72.2 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a HIV Children 2008. Based on combined analysis of examination of 
clinic card and recall/history.

b DHIS. Data for financial (not calendar) years.
c HIV Children 2008. DTP3 only. Based on combined analysis of 

examination of clinic card and recall/history.
d DHIS. Data extracted June 2011 using DHIS indicator ‘DTP-Hib/DTaP 

3 cov yy’ in order to cover change over from individual antigens to the 
pentavalent vaccine. Data for financial (not calendar) years.
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Non-communicable diseases

Context Non-communicable diseases are attracting global attention, and have been identified as responsible for 
63% of all deaths, globally. Eighty per cent of these deaths now occur in low- and middle-income countries.

New data sources Nationally:

•	 NHI Policy Brief 19: Projected Non-communicable Diseases Update (IMSA)

•	 District Health Information System (DHIS) 

•	 StatsSA Causes of death 2008

•	 StatsSA General Household Survey (GHS) 2010

•	 Mediscor Medicines Review 2010

•	 NHLS data on cytology

•	 District Health Barometer (DHB) 2010/11 chapters on Burden of Disease and Chronic Diseases

•	 NCDs – A race against time (MRC policy brief quoting data from Health Wave 1 of the National 
Income Dynamics Study)

Internationally:

•	 Lancet series on chronic diseases and development (Nov 2010), Updated April 6, 2011 
http://www.thelancet.com/series/chronic-diseases-and-development#

•	 GLOBOCAN 2008 

•	 WHO Global Status Report on Noncommunicable Diseases 2010 (published April 2011)

•	 WHO Noncommunicable Diseases Country Profiles 2011

•	 WHO Report on the Global Tobacco Epidemic, 2011 (includes Global Youth Tobacco Survey data 
from 2008)

•	 The Global Economic Cost of Cancer. American Cancer Society and Livestrong, 2010

•	 Bull World Health Organ 89(184-94): estimates of mental health workforce requirements and gaps 
in 58 low- and middle-income countries

•	 The Global Economic Burden of Non-communicable diseases

•	 WHO-AIMS Report on Mental Health System in South Africa

•	 mhGAP: mental Health Action Programme: scaling up care for mental, neurological, and substance 
use disorders (WHO)

•	 Mental Health Atlas 2011 (WHO)

•	 The Challenge Ahead: Progress and Setbacks in Breast and Cervical Cancer (IHME)

•	 The Burden of Cancer in Developing Countries (Global Health Council)

Key issues and trends  ➣ Regular sources of data on chronic diseases are limited. The NSDA has called for data on two new 
elements, to be collected by DHIS (hypertension high-risk cases incidence rate and diabetes high-risk 
cases incidence rate).

 ➣ Projections from private sector data are useful as an indication of the scale of the problem facing the 
entire health system.

In September 2011, the United Nations held its first High-level 
Meeting of the General Assembly on chronic non-communicable 
diseases (NCDs). In preparation for the meeting, The Lancet 
launched its third series on chronic diseases and development, 
covering a range of neglected preventable diseases: namely 
diabetes, cancer, cardiovascular disease and chronic obstructive 
respiratory disease. A list of five priority interventions have been 
identified as effective, feasible and affordable [Lancet 6736(1-10)]:

 ➣ tobacco control;

 ➣ dietary salt reduction;

 ➣ improved diet and physical activity;

 ➣ reduction of hazardous alcohol intake; and

 ➣ access to essential medicines and technologies.

In preparation for the UN High-level Meeting, the National 
Department of Health held a two-day national NCD Summit in 
September 2011. The following ten targets were set:

 ➣ reduce the relative premature mortality (under 60 years of age) 
from non-communicable diseases by at least 25% by 2020; 

 ➣ reduce tobacco use by 20% by 2020; 

 ➣ reduce the relative per capita consumption of alcohol by 20% 
by 2020; 

 ➣ reduce mean population intake of salt to <5 grams per day 
by 2020; 

 ➣ reduce the percentage of people who are obese and/or 
overweight by 10% by 2020; 
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 ➣ reduce the prevalence of people with raised blood pressure by 
20% by 2020 (through lifestyle and medication); 

 ➣ screen all women at least every 5 years for cervical cancer 
by 2020; 

 ➣ screen all men above 40 years of age for prostate cancer by 
2020; 

 ➣ increase the percentage of people controlled for hypertension, 
diabetes and asthma by 30% by 2020; and 

 ➣ increase the number of people screened and treated for 
mental health by 30% by 2030.

Gathering the necessary data to track performance against these 
targets will not be simple. Some baseline data can be gleaned from 
global reports and modelling exercises. Finucane et al., for instance, 
have reported a rise of mean body mass index (BMI) for South 
Africans from 23.1 in 1980 to 26.9 in 2008 in men and from 27.0 
to 29.5 in women [Lancet 377(557-67)]. Similar efforts in respect 
of fasting plasma glucose and diabetes prevalence [Lancet 378(31-
40)], systolic blood pressure [Lancet 377(568-77)] and serum total 
cholesterol [Lancet 377(578-86)] are perhaps less compelling. In 
April 2011 WHO released the first ‘Global status report on non-
communicable diseases’ [Global NCD 2010]. It revealed “an 
enormous burden on mortality and alarming rates for risk factors 
like tobacco smoking, physical inactivity, raised blood pressure, 
overweight and obesity, raised cholesterol and raised blood 
glucose”, but also “signs of positive improvement in some countries 
where health systems have been strengthened and population 
strategies have been effectively applied”. NCDs pose serious 
challenges to many health systems, which struggle to “establish and 
maintain integrated policies and deliver a comprehensive range of 
essential primary care services, from promotion and prevention, to 
early detection and timely treatment”. As pointed out in the IMSA 
NHI Policy Brief 6, “health services in poorer countries are largely 
based on a model for treating acute illness. As such, particularly 
in public sector clinics catering for the poor, appropriate health 
promotion initiatives or educational needs of patients with chronic 
disease is rarely provided for. For example, the logistics of 
dispensing long-term medication for chronic diseases are seldom 
organised so that patients can obtain repeat prescriptions in an 
efficient way.” [NHI Policy Brief 6, quoting Steyn and Schneider in: 
Chronic Diseases in SA]. 

The Lancet series showed that, of 23 countries assessed, South Africa 
had the third highest death rate from NCDs per 100 000 among 
adults aged 15-69 years [Lancet 376(1861-68)]. The MRC policy 
brief on NCDs presented hypertension prevalence data by gender 
and age groups from the 1998 SADHS and the 2008 National 
Income Dynamic Study,s based on a measured BP of 140/90 and 
above, or a history of taking medication for hypertension. These 
data show a “significant increase in hypertension in the past ten 
years, as well as inadequate diagnosis and control of raised blood 
pressure” [MRC NCDs]. Historically very little routine information 
on chronic diseases in the public sector has been captured. In 
recent years a number of data elements have been added to the 
National Indicator Data Set (NIDS), and two indicators derived 
from these were included in the NSDA, namely hypertension 

s The NiDS adult health module includes self-reported health status and 
questions on a range of health conditions, recent health consultations, 
chronic conditions and medication. Height, weight, waist circumference 
and blood pressure were also measured. [NiDS Health Wave 1].

and diabetes high-risk cases incidence rates. Figure 29 shows 
the currently available chronic disease indicators at national 
level. Data collection for the NSDA indicators is still scaling up. 
Detection rates for a range of chronic diseases have been collected 
for longer, however since these are calculated as a proportion of 
PHC headcount they are difficult to interpret since they may be 
influenced by the disease burden, the intensity of case finding 
activities as well as the proportion of patients who may already 
be diagnosed. The caseload indicators, which indicate what 
proportion of headcount is made up of selected chronic disease 
patients, have been discontinued.

In direct contrast to almost all other areas, there are more complete 
data on chronic diseases available for the private sector. However, 
how generalisable these data are to the public sector remains 
unclear [NHI Policy Brief 3]. It must be recognised though, that 
non-communicable diseases disproportionately affect the poor. The 
available data originates from the Council for Medical Schemes 
Risk Equalisation Fund (REF) Study conducted in 2005. These data 
have been used together with new population projections from 
ASSA2008 to produce estimates of the number of people in need 
of medication for the 25 Chronic Disease List (CDL) conditions 
included as Prescribed Minimum Benefits in terms of the Medical 
Schemes Act [NHI Policy Brief 19]. The findings suggest that 8.6 
million South Africans will need chronic medicines by 2025, of 
which 5.7 million will be for CDL conditions (Table 30). Compared 
to previous estimates for the same year based on ASSA2003, this 
represents a 10% increase in those being treated for the 25 CDL 
conditions and a doubling of those in need of ARVs (Figure 30). 
If, as is expected, the poor are at higher risk for a variety of 
reasons, then these estimates will represent an under-estimate of 
the true values. The NHI Policy brief also provides estimates of 
inter-provincial variation in expected non-communicable disease 
burden, due solely to the differences in age and gender profile in 
the provinces.t

t There are insufficient data to adapt the incidence of diseases by age and 
gender to the epidemiological patterns of each province. It is important to 
begin to collect epidemiological data by age groups and gender wherever 
possible.
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Figure 29:  Chronic disease indicators for South Africa from routine data, 2008/09-2010/11

Source:  DHIS.

Note: At provincial level there is quite variable completeness of data 
collection. 

 ‘Under 18’ rates are the proportion for that disease who are 
<18 years old.

 Detection rates are as a proportion of headcount >5 years 
(hypertension, diabetes) or total headcount (asthma, epilepsy).

 High-risk incidence rates are per population 40 years and older.
Definition of selected indicators and data elements:
 Hypertension high-risk cases incidence rate: High-risk hypertension 

cases expressed per 1 000 population 40 years and older.
 Hypertension detection rate: Newly diagnosed hypertension 

patients put on treatment as proportion of PHC headcount 5 years 
and older.

 High-risk hypertension case – new: Patient diagnosed with 
hypertension that has one or more of the following conditions 
that puts the patient in the high-risk category: obese (BMI >30), 
smoking, dyslipidaemia (elevated blood cholesterol), diabetes. 
Patients that fall in the high-risk category should be reported as 
'Hypertension case put on treatment – new' as well as 'High-risk 
hypertension case – new'.

 High-risk diabetes case – new: Patient diagnosed with diabetes that 
has one or more of the following conditions that puts the patient in 
the high-risk category: obese (BMI >30), smoking, dyslipidaemia 
(elevated blood cholesterol), hypertension.
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Table 30:  Prevalence and number expected to be treated for CDL chronic diseases, excluding HIV

Diagnosed cases Treated patients
Code Year 2011 2012 2011 2012 2025
ADS Addison’s Disease 3 981 4 057 2 300 2 347 2 973

AST Asthma 1 618 483 1 631 682 789 819 797 152 888 785

BCE Bronchiectasis 17 323 17 535 2 626 2 671 3 228

BMD Bipolar Mood Disorder 90 776 92 193 25 241 25 660 30 428

CMY Cardiomyopathy 326 530 334 104 209 495 214 515 291 603

COP Chronic Obs. Pulmonary Disease 193 139 197 312 106 145 108 598 146 272

CRF Chronic Renal Disease 75 717 76 987 10 265 10 485 13 298

CSD Crohn’s Disease 19 802 20 163 7 643 7 788 9 492

DBI Diabetes Insipidus 4 333 4 402 659 667 746

DM1 Diabetes Mellitus 1 228 412 232 314 110 408 112 204 134 381

DM2 Diabetes Mellitus 2 783 418 800 667 470 312 480 990 625 877

DYS Dysrhythmias 87 808 89 882 53 566 54 870 74 941

EPL Epilepsy 361 139 365 400 165 184 167 428 194 788

GLC Glaucoma 171 069 175 033 75 723 77 572 106 240

HAE Haemophilia 1 508 1 520 775 779 825

HYL Hyperlipidaemia 1 550 197 1 586 909 924 382 946 842 1 259 678

HYP Hypertension 3 309 872 3 384 598 2 132 926 2 183 941 2 874 692

IBD Ulcerative Colitis 55 316 56 219 12 548 12 793 15 804

IHD Coronary Artery Disease 562 380 575 423 243 792 249 744 339 079

MSS Multiple Sclerosis 10 758 10 952 5 510 5 605 6 645

PAR Parkinson’s Disease 45 826 46 921 24 076 24 664 34 379

RHA Rheumatoid Arthritis 210 291 214 757 96 312 98 515 127 177

SCZ Schizophrenia 28 970 29 431 12 931 13 155 15 927

SLE Systemic LE 19 219 19 541 7 604 7 739 9 265

TDH Hypothyroidism 640 631 655 818 440 604 451 462 593 247

CC2 Two simultaneous conditions 1 803 240 1 843 858 1 009 214 1 033 583 1 374 235

CC3 Three simultaneous conditions 548 931 562 086 229 206 234 952 317 644

CC4 Four or more simultaneous conditions 118 835 121 729 30 919 31 718 43 497

 Number of People with CDL Diseases excl. HIV 7 878 257 8 024 745 4 369 725 4 458 770 5 658 412

 Number of People with Multiple Diseases 2 471 006 2 527 672 1 269 339 1 300 254 1 735 376

 Total Population 50 840 589 51 304 466 50 840 589 51 304 466 56 255 907

 Proportion of Population with CDL Diseases excl. HIV 15.5% 15.6% 8.6% 8.7% 10.1%

 Proportion of Population with Multiple Diseases 4.9% 4.9% 2.5% 2.5% 3.1%

      

 respiratory: COP+AST+BCE 1 828 946 1 846 530 898 590 908 421 1 038 285

 cardiac: CMY+IHD+DYS+HYP 4 286 590 4 384 007 2 639 780 2 703 070 3 580 315

 renal: CRF+HYP 3 385 589 3 461 585 2 143 191 2 194 426 2 887 989

 gastro: CSD+IBD 75 118 76 382 20 190 20 581 25 295

 diabetes: DM1+DM2 1 011 830 1 032 981 580 719 593 194 760 258

 mental: BMD+SCZ 119 746 121 624 38 172 38 815 46 355

 neuro: MSS+BMD+EPL 462 673 468 545 195 934 198 692 231 862

 skeletal: RHA+SLE 229 510 234 299 103 915 106 254 136 442

Source:  NHI Policy Brief 19 and additional material from author of source.

Note:  Using total South African population from ASSA2008 and disease 
incidence rates from the REF Study 2005.

 Two sets of data were extracted: the first used Version 2 of the REF 
Verification Criteria and was called the 'Treated Patient Data set' or 
'TREATED'; the second set was extracted without the test for 'treated 
patient' and was called the 'Total Cases Data set' or 'CASES'.

 The Diagnosed Cases results above use the 'CASES' table derived 
from those who had the required ICD-10 diagnosis code.

 The Treated Patient results above use the 'TREATED' table derived 
from those who met the ICD-10 criteria and the criteria for being a 
treated patient.
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Figure 30:  Burden of CDL chronic diseases, cancer and HIV and AIDS in South Africa, 1985-2025

Source:  NHI Policy Brief 19. These projections give a total of 12.3 million 
people being treated for a CDL condition or HIV by 2025.

Corroborating evidence of the prevalence of non-communicable 
diseases in patients seen in the private sector can also be gathered 
from reports on medicine expenditure. While only one medical 
scheme administrator makes these figures publicly accessible, 
they are suggestive of the scale of the problem. The Mediscor 
Medicines Review 2010 stated that “anti-hypertensives and 
cytostatics [cancer treatment] remained the two most important 
agents in terms of overall expenditure in 2010, but hypolipidaemic 
agents [anti-cholesterol] dropped from third position to fifth. Anti-
depressants and antidiabetic agents moved up to third and fourth 
place respectively” [Mediscor Medicines Review 2010]. As noted, 
four of the top five medicines by expenditure are for medical 
conditions that are commonly age-related. In the context of an 
aging population, this suggests chronic diseases will continue to 
be one of the most important contributors to medicine expenditure. 
This likely holds true for the public sector, though data on public 
medicine expenditure are not readily available. 
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Mental health

Although mental health has received international attention in the 
past (and is the focus of the WHO Mental Health Atlas 2011), it has 
gained greater prominence with the global attention being paid 
to chronic, non-communicable diseases. The WHO Mental Health 
Gap Action Programme (mhGAP) has identified eight priority 
problems that account for three-quarters of the global burden 
of mental health and substance abuse disorders [WHO mhGAP 
2008]. These are depression, schizophrenia, psychoses other than 
schizophrenia, suicide, epilepsy, dementia, disorders related to the 
use of alcohol and illicit drugs, and paediatric mental disorders. 

An assessment of the mental health system in South Africa, using 
the World Health Organization Assessment Instrument for Mental 
Health Systems (WHO-AIMS) was concluded in 2007, based on 
data from 2005 [WHO-AIMS 2007]. The conclusions drawn 
then are thus somewhat dated, but some bear repeating: the 
report noted wide variation between provinces in the budget and 
resources available for mental health care and identified 3 460 
outpatient mental health facilities; 80 day treatment facilities 
(approximately half of which are provided by the SA Federation 
for Mental Health); 41 psychiatric inpatient units located in general 
hospitals with a total of 2.8 beds per 100 000 population; 63 
community residential facilities (of which 47% are provided by 
the SA Federation for Mental Health) with a total of 3.6 beds per 
100 000 population; and 23 mental hospitals providing a total 
of 18 beds per 100 000 population (but with a provincial range 
of 8-39 beds per 100 000 population). Wide variation in the 
availability of psychotropic medicine at PHC level was also noted. 
Human resources were considered inadequate (0.28 psychiatrists, 
0.45 other medical doctors (not specialised in psychiatry), 7.45 
nurses, 0.32 psychologists, 0.4 social workers, 0.13 occupational 
therapists, 0.28 other health or mental health workers per 100 000 
population). At the time, it was noted that four out of nine provinces 
lacked a formally defined minimum data set of items to be collected 
by mental health facilities. At present the National Indicator Data 
Set (NIDS) includes only two mental health indicators: ‘mental 
health case load’ and ‘mental health visits 18 years and older rate’ 
(Figure 29). More recently, Bruckner et al. used population-based 
estimates of the prevalence of mental disorders to calculate mental 
health workforce requirements and gaps in 58 low- and middle-
income countries, including South Africa [Bull World Health Organ 
89(184-94)]. South Africa was assessed as needing 361 more 
psychiatrists (to reach the target of 1.03 per 100 000 population), 
135 more nurses (to reach 10.36 per 100 000) and 2 937 more 
psychosocial care providers, such as psychologists, social workers 
and occupational therapists (to reach 7.69 per 100 000).

Mental health services are included in the plans for re-engineering 
of PHC, which place renewed emphasis on population-based 
health and outcomes [Re-engineering PHC in SA]. Strategies for 
reform include improvements to the district health system (DHS) 
and community-based services, with revised staffing norms and 
guidelines. The planned PHC outreach teams will be supported by 
specialised mental health teams. 
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Cancer 

The focus on non-communicable diseases (NCDs) is also increasing 
the attention paid to cancer, as more than two thirds of global 
cancer deaths now occur in low- and middle-income countries 
[Global NCD 2010], and the economic cost of morbidity and early 
mortality from cancer are higher than for any other cause of death 
worldwide [Global Cost Cancer]. The WHO NCD report provided 
estimates of the age-standardised death rate for cancers per 
100 000 population for South African males (207.2; representing 
28.2% of all NCDs) and females (123.9; representing 22.3% of 
all NCDs). Globally, while the risk factors for cancer include the 
four behavioural factors that impact on all NCDs (tobacco use, 
unhealthy diet, insufficient physical activity and the harmful use of 
alcohol), it has been noted that infections such as hepatitis B and C 
(implicated in liver cancer), human papillomavirus (cervical cancer) 
and Helicobacter pylori (stomach cancer) also cause up to 18% of 
the cancer burden. 

There are four broad approaches to cancer prevention and control: 
primary prevention, early detection, treatment and palliative 
care. The choice of the most cost-effective interventions requires 
access to extensive data. Rational selection of treatment protocols 
is also challenging. In order to improve access to accurate data, 
the National Health Laboratory Service (NHLS) amalgamated the 
Cancer Epidemiology Research Group (CERG) and the National 
Cancer Registry (NCR) in 2009/10. Final Regulations in this regard 
were gazetted in April 2011. This should address the barriers 
that prevented full submission of data, particularly from private 
pathology groups over the past decade [NHLS Report 2009/2010]. 
As a result of these problems, cause of death registration remains 
the only source of national cancer data. The leading causes of 
death due to cancer are given in Table 31 [StatsSA Causes of death 
2008]. In women, breast and cervical cancer were responsible 
for more than 30% of cancer deaths in 2008. In this regard, it 
is interesting to note that the NHLS has reported that the number 
of cervical cytology smears received has more than doubled in 
recent years (from 240 165 in 2004 to 574 575 in 2009). Routine 
data from DHIS show that cervical cancer screening coverage has 
increased steadily over the past several years, up from 36.3% in 
2007/08 to 52.2% in 2010/11, based on screening all women 30 
years and older once every 10 years (Table 34).u The NDoH plans 
to increase coverage to 56% by 2013/14 [DoH Performance Plan 
2011/12]. The StatsSA General Household Survey also records the 
proportion of the population which self-reports a chronic health 
condition as having been diagnosed by a medical practitioner or 
nurse, including cancers [StatsSA GHS 2010]. However, such data 
are difficult to verify.

A major source of cancer incidence and mortality estimates is the 
GLOBOCAN 2008, made available by the WHO International 
Agency for Research on Cancer (IARC) [GLOBOCAN 2008]. The 
estimates published draw on the available data from the National 
Cancer Registry, but are corrected for under-reporting. Projections 
of incidence and mortality by cancer type are available for 2015, 
2020, 2025, and 2030. In order to quantify the future burden from 
cancer, the IMSA NHI Policy Brief 19 has provided a comparison 
of cancer incidence projections using GLOBOCAN 2002 and 

u If the target of the national NCD summit in September 2011 to screen 
women every 5 years is adopted then this indicator will need to be 
redefined and the numbers screened will need to double at least.

ASSA2003 with GLOBOCAN 2008 and ASSA2008 [NHI Policy 
Brief 19]. The former projections estimated 75 644 cancer cases 
in 2010 and 93 060 in 2025. The updated projections estimate 
80 585 cases in 2010 (up 6.5%) and 109 956 cases in 2025 (up 
18.2%) (Table 32). 

The Institute for Health Metrics and Evaluation (IHME) published 
a systematic review of breast and cervical cancer data in 187 
countries between 1980 and 2010 [Lancet 378(1461-84)] as well 
as a separate report on this topic [Breast cervical CA IHME]. They 
noted that, from 1980 to 2010, deaths in reproductive-aged women 
increased 1.5% per year for breast cancer and 0.5% per year 
for cervical cancer. The increase was even faster in developing 
countries. They thus predicted that breast and cervical cancer were 
likely to approach maternal causes as critical drivers of mortality 
in women of reproductive age in developing countries. The IHME 
estimates for South Africa for 2010 are shown in Table 33. The 
report noted that while the mortality-to-incidence ratio has barely 
changed for cervical cancer in SA from 1980 to 2010, it has 
improved somewhat for breast cancer.

Lung cancer is the leading cause of death from cancer in males 
(Table 31). Despite the progress South Africa has made in 
addressing some of the risk factors for lung cancer, Bello et al. 
found no significant decline in lung cancer mortality from 1995 to 
2006 [BMC Public Health 11(209)]. Although the age-standardised 
mortality rate in men declined from 44.2 to 39.4 per 100 000 
people by 2006, the rate in women increased from 10.8 to 13.4 
per 100 000.



SAHR 2011206

Table 31:  Leading causes of cancer deaths in males and females (%) by type of cancer as underlying cause of death 2008

Type of cancer (ICD-10) Male Type of cancer (ICD-10) Female
Malignant neoplasm of bronchus and lung (C34) 17.52 Malignant neoplasm of breast (C50) 15.54

Malignant neoplasm of prostate (C61) 13.33 Malignant neoplasm of cervix uteri (C53) 15.45

Malignant neoplasm of oesophagus (C15) 10.11 Malignant neoplasm of bronchus and lung (C34) 8.68

Malignant neoplasm without specification of site (C80) 7.18 Malignant neoplasm without specification of site (C80) 7.45

Malignant neoplasm of liver and intrahepatic bile ducts (C22) 5.66 Malignant neoplasm of oesophagus (C15) 6.48

Malignant neoplasm of colon (C18) 4.30 Malignant neoplasm of colon (C18) 4.10

Malignant neoplasm of stomach (C16) 4.07 Malignant neoplasm of ovary (C56) 3.56

Malignant neoplasm of pancreas (C25) 3.65 Malignant neoplasm of liver and intrahepatic bile ducts (C22) 3.50

Other and unspecified types of non-Hodgkin’s lymphoma (C85) 2.94 Malignant neoplasm of pancreas (C25) 3.28

Kaposi’s sarcoma (C46) 2.65 Malignant neoplasm of stomach (C16) 2.95

Source:  Calculated from StatsSA Causes of death 2008.

Table 32:  Expected incidence of cancer by site of cancer, 1995-2025

Year 1995 2000 2005 2010 2011 2012 2013 2014 2015 2020 2025
All cancers excl. non-melanoma skin cancer 57 092 64 942 72 674 80 585 82 345 84 180 86 060 87 967 89 886 99 581 109 956

Bladder 1 248 1 405 1 568 1 740 1 779 1 821 1 864 1 908 1 953 2 184 2 449

Brain nervous system 975 1 079 1 172 1 262 1 282 1 303 1 325 1 346 1 367 1 468 1 567

Breast 6 341 7 379 8 430 9 495 9 722 9 957 10 195 10 433 10 670 11 825 12 998

Cervix uteri 4 173 4 841 5 498 6 136 6 274 6 418 6 564 6 709 6 853 7 526 8 168

Colorectum 3 962 4 493 5 023 5 582 5 709 5 842 5 980 6 121 6 265 7 007 7 845

Corpus uteri 1 123 1 304 1 479 1 672 1 715 1 759 1 805 1 852 1 900 2 156 2 418

Gallbladder 411 472 537 599 613 628 644 660 676 750 848

Hodgkin lymphoma 378 425 460 487 493 500 506 512 518 545 567

Kaposi sarcoma 2 525 2 866 3 132 3 346 3 394 3 447 3 499 3 550 3 600 3 831 4 060

Kidney 416 462 505 550 560 569 579 590 600 652 705

Larynx 792 897 1 005 1 119 1 145 1 171 1 199 1 227 1 255 1 398 1 551

Leukaemia 1 008 1 125 1 228 1 328 1 349 1 371 1 394 1 416 1 439 1 561 1 690

Lip oral cavity 722 824 929 1 034 1 057 1 081 1 106 1 130 1 155 1 278 1 410

Liver 2 824 3 217 3 606 3 979 4 062 4 151 4 243 4 336 4 427 4 859 5 382

Lung 4 928 5 542 6 203 6 915 7 076 7 244 7 419 7 597 7 777 8 695 9 719

Melanoma of skin 1 797 2 043 2 276 2 509 2 562 2 617 2 674 2 732 2 790 3 079 3 393

Multiple myeloma 388 442 497 555 567 580 594 607 621 695 772

Nasopharynx 914 1 037 1 154 1 274 1 301 1 328 1 356 1 384 1 413 1 552 1 693

Non-Hodgkin lymphoma 1 695 1 926 2 135 2 321 2 362 2 406 2 451 2 496 2 540 2 751 2 974

Oesophagus 4 712 5 388 6 067 6 770 6 925 7 084 7 245 7 408 7 572 8 407 9 272

Other pharynx 658 748 841 938 959 981 1 004 1 026 1 049 1 161 1 276

Ovary 614 710 807 905 927 950 973 998 1 022 1 141 1 260

Pancreas 1 224 1 417 1 590 1 795 1 838 1 879 1 921 1 963 2 008 2 279 2 570

Stomach 857 973 1 094 1 221 1 249 1 280 1 311 1 343 1 376 1 544 1 731

Thyroid 593 680 762 835 852 870 889 909 928 1 019 1 108

Prostate 6 295 6 937 7 609 8 401 8 587 8 784 8 991 9 206 9 428 10 635 11 996

Testis 134 152 167 178 180 183 186 188 191 202 213

Source:  NHI Policy Brief 19.

Note:  Using total South African population from ASSA2008 and cancer 
incidence rates for South Africa from GLOBOCAN 2008. Note 
that the sum of the types of cancer is not equal to the projection of 
All Cancers in the GLOBOCAN tables.
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Table 33:  Selected indicators of breast and cervical cancer incidence and mortality for South Africa, 1980-2010

Breast 
cancer

Cervical 
cancer

Cumulative probability of incidence (% of all women)

1980  3.7  (2.4-5.5)  4.7  (3.0-6.1)

1990  5.2  (2.9-6.2)  4.3  (2.7-5.5)

2000  5.1  (4.6-5.8)  3.9  (3.0-5.7)

2010  5.8  (5.0-7.6)  3.4  (2.5-5.3)

Cumulative probability of death (% of all women)

1980  1.7  (1.1-2.5)  2.9  (2.0-3.8)

1990  2.2  (1.3-2.6)  2.7  (1.8-3.4)

2000  1.9  (1.7-2.0)  2.4  (1.8-3.4)

2010  1.9  (1.7-2.4)  2.0  (1.5-3.1)

Number of deaths, 2010   2 794   2 996

Deaths in ages 15-49 (% among women with cancer), 2010   19.7   25.8

Annualised rate of change in incidence (%), 1980-2010   4.6   1.9

Annualised rate of change in deaths (%), 1980-2010   3.6   1.8

Source: Lancet 378(1461-84) and Breast cervical CA IHME. Values in 
brackets represent 95% uncertainty intervals.

Table 34:  Chronic disease indicators by province 

EC FS GP KZN LP MP NC NW WC SA Ref
Cervical cancer screening coverage
2008 DHIS 30.1 38.8 46.6 51.1 52.8 40.9 30.2 51.3 52.9 45.8 a

2009 DHIS 34.0 40.2 45.7 47.0 64.3 52.2 35.1 47.0 57.9 47.7 a

2010 DHIS 36.1 38.1 51.5 57.7 56.3 60.1 37.7 48.3 65.7  52.2 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DHIS. Data for financial (not calendar) years. Based on national policy 
of screening all women 30 years and older every 10 years. Thus the 
denominator is 10% of the female target population. Thus 52.2% 
coverage equates to 5.2% of all women being screened in one year.
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Behaviour and awareness

Context While previously the focus has been on risk behaviour relative to infectious diseases (such as STIs), there is now 
renewed interest in behaviours that are correlated with non-communicable disease risk, such as smoking and 
alcohol use.

New data sources Nationally:

•	 SACENDU – South African Community Epidemiology Network on Drug Use

•	 Healthy Active Kids South Africa 2010 Report Card

•	 Global Youth Tobacco Survey 2008 – South Africa

Internationally:

•	 WHO Global Status Report on Alcohol and Health 2011

•	 WHO Report on the Global Tobacco Epidemic 2011
Key issues and trends  ➣ South Africa has high levels of risky alcohol use, according to several different scoring methods.

 ➣ Tobacco use, particularly amongst the youth, also remains high despite a strong policy stance against tobacco.

 ➣ Inactivity and obesity appear to be worsening.

The 2010 Healthy Active Kids South Africa Report Card has drawn 
on published and unpublished data from the past 6 years to 
characterise the health status of South African children and youth, 
trends in physical activity, nutrition and eating habits, weight, 
tobacco use, and alcohol intake [Healthy Active Kids 2010]. 
However, much of the data used is dated, such as from the 2008 
NYRBS. Nonetheless, the main messages reveal persistent levels 
of smoking amongst adolescents. Based on the NYRBS data, the 
report also noted high fast food intake and that almost a third of 
adolescents were watching more than 3 hours of television daily 
(and thus being exposed to advertising of fast foods). It also cited 
a survey which showed that soft drink advertising at South African 
schools was twice as prominent as posters related to healthy eating 
or physical activity [BMC Public Health 10(398)].

Globally, the WHO Global Status Report on Alcohol and Health 
2011 has ranked countries by ‘patterns of drinking score’ (PDS) 
and ‘heavy episodic drinking’ (HED) [Global Alcohol 2011]. The 
PDS score reflects drinking behaviours, rather than just how much 
alcohol people consume, and is strongly associated with alcohol-
attributable disease burden (score of 1 = least risky; 5 = most risky). 
South Africa was given a PDS score of 4, placing it among the 
top five countries globally for risky patterns of drinking, and the 
highest in Africa. The HED is defined as drinking 60 grams or more 
of pure alcohol on at least one occasion in the past 7 days, and 
is an important indicator for health consequences of alcohol use, 
such as injuries. In South Africa, the prevalence of HED (among 
those who drank in the past year) was reported as 48.1% among 
men and 41.2% among women, much higher than the averages for 
the WHO Africa region (30.5% for men and 16.2% for women). 
Another measure was provided by the Global Information System 
on Alcohol and Health [GISAH], which reported an estimate of 
10.16 litres for the total adult (+15 years) per capita consumption 
of pure alcohol for 2008. This included both ‘recorded’ alcohol 
consumption (based on official statistics of production, import, 
export, and sales or taxation) and ‘unrecorded’ alcohol (that which 
is not taxed and is outside the usual system of governmental control). 
It has been argued that increasing excise taxes on alcohol will not 
be an efficient way of deterring ‘at risk’ alcohol behaviour in South 
Africa [Econex Occasional Note May 2011]. This analysis claimed 
that 87.3% of the total excise tax collected by the government is paid 

for by moderate drinkers, whilst at-risk drinkers pay the remaining 
12.7%, but that “moderate drinkers only contribute 29.7% to 
alcohol related problems whereas at-risk drinkers contribute 
44.2%”. Further, it was claimed that “[u]nrecorded (illicit) alcohol 
consumption explains the remaining 26.3% of alcohol related 
problems”. Accordingly, it was argued that “[i]ncreasing taxes 
on alcohol causes a substitution to potentially harmful privately 
produced alcohol and surrogate beverages” and that “increased 
alcohol expenditure absorbs money away from expenditure initially 
intended for household consumption, basic health and education 
particularly in poor male headed households”. 
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Table 35:  Health risk behaviour and awareness indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Currently drink alcohol (%)
2008 NYRBS 25.8 39.6 48.1 30.6 26.0 31.1 45.6 38.8 53.0  34.9 a

2008 NYRBS female - - - - - - - - -  29.5 a

2008 NYRBS male - - - - - - - - -  40.5 a

Ever drank alcohol (%)
2008 NYRBS 36.2 58.7 65.1 46.4 38.6 41.6 57.2 58.7 71.0  49.6 a

2008 NYRBS female - - - - - - - - -  45.1 a

2008 NYRBS male - - - - - - - - -  54.4 a

Ever smoked cigarettes (%)
2008 GYTS youth - - - - - - - - -  34.0 b

2008 GYTS - female - - - - - - - - -  25.4 b

2008 GYTS - male - - - - - - - - -  43.2 b

2008 NYRBS 22.2 33.0 40.5 24.5 21.7 23.1 33.8 30.8 54.8  29.5 a

2008 NYRBS female - - - - - - - - -  22.4 a

2008 NYRBS male - - - - - - - - -  36.8 a

Ever used drugs (%)
2008 cannabis (dagga) 9.6 10.6 14.2 10.7 12.6 11.1 15.7 12.5 24.5  12.7 a

2008 cocaine 6.1 3.7 6.3 5.8 9.9 7.3 10.4 4.3 6.5  6.7 a

2008 heroin 7.3 3.7 4.4 4.7 10.2 6.8 10.2 4.0 5.7  6.2 a

2008 inhalants 11.2 8.1 11.7 14.8 13.9 11.1 13.0 7.2 11.9  12.2 c

2008 mandrax 7.3 4.1 7.0 6.2 8.2 7.1 16.2 7.7 10.4  7.4 a

Frequent smokers (%)
2008 GYTS youth - - - - - - - - -  5.0 b

2008 GYTS - female - - - - - - - - -  2.4 b

2008 GYTS - male - - - - - - - - -  7.7 b

2008 NYRBS 5.5 5.5 8.3 4.1 3.3 3.0 7.9 6.4 14.6  5.8 a

2008 NYRBS female - - - - - - - - -  3.1 a

2008 NYRBS male - - - - - - - - -  8.6 a

Number of admissions for alcohol and other drug abuse
2008 Jul-Dec 612 - 3 158 1 537 - - - - 2 807  9 479 d

2009 Jul-Dec 648 - 2 646 1 138 - - - - 2 642  8 217 e

2010 Jul-Dec 707 - 2 884 669 - - - - 2 933  8 407 f

Percentage participating in insufficient physical activity
2008 NYRBS 45.4 30.2 39.0 43.6 36.8 44.4 48.6 35.2 51.6  41.5 a

2008 NYRBS female - - - - - - - - -  46.2 a

2008 NYRBS male - - - - - - - - -  36.7 a

Prevalence of smoking (%)
2008 GYTS youth - - - - - - - - -  16.5 g

2008 GYTS - female - - - - - - - - -  10.5 g

2008 GYTS - male - - - - - - - - -  22.8 g

2008 NYRBS 16.8 22.1 26.7 18.2 17.3 17.4 27.0 19.9 36.7  21.0 a

2008 NYRBS female - - - - - - - - -  15.8 a

2008 NYRBS male - - - - - - - - -  26.4 a

Primary drug of abuse as % of all drugs of abuse
2008 alcohol 44.0 - 48.0 48.0 - - - -  28.0 - d

2008 cannabis 17.0 - 22.0 16.0 - - - -  14.0 - d

2008 cocaine 12.0 - 9.0 6.0 - - - -  6.0 - d

2008 heroin 6.0 - 6.0 24.0 - - - -  13.0 - d

2008 mandrax 9.0 - 2.0 1.0 - - - -  3.0 - d

2008 methamphetamine 5.0 - 0.3 0.0 - - - -  35.0 - d

2009 alcohol 50.0 - 47.0 47.0 - - - -  29.0 - e

2009 cannabis 16.0 - 28.0 28.0 - - - -  17.0 - e

2009 cocaine 7.0 - 5.0 6.0 - - - -  2.0 - e

2009 heroin 4.0 - 12.0 17.0 - - - -  12.0 - e

2009 mandrax 6.0 - 2.0 1.0 - - - -  3.0 - e

2009 methamphetamine 7.0 - 1.0 0.1 - - - -  36.0 - e

2010 alcohol 44.0 - 41.0 55.0 - - - -  28.0 - f

2010 cannabis 18.0 - 28.0 26.0 - - - -  18.0 - f

2010 cocaine 7.0 - 6.0 6.0 - - - -  2.0 - f

2010 heroin 5.0 - 12.0  9.0 - - - -  12.0 - h
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EC FS GP KZN LP MP NC NW WC SA Ref
2010 mandrax 6.0 - 2.0 2.0 - - - -  3.0 - f

2010 methamphetamine 9.0 - 1.0 1.0 - - - -  35.0 - f

Smoking age of initiation <10 years
2008 GYTS youth - - - - - - - - -  14.3 b

2008 GYTS - female - - - - - - - - -  14.0 b

2008 GYTS - male - - - - - - - - -  14.6 b

2008 NYRBS 4.5 6.1 8.9 7.0 4.9 5.9 9.1 6.3 11.4  6.8 a

2008 NYRBS female - - - - - - - - -  4.6 a

2008 NYRBS male - - - - - - - - -  9.0 a

Watch TV more than 3 hours per day (%)
2008 NYRBS 24.8 32.8 33.9 29.2 27.9 31.8 26.3 30.8 26.7  29.3 a

2008 NYRBS female - - - - - - - - -  29.4 a

2008 NYRBS male - - - - - - - - -  29.3 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a NYRBS 2008. Learners in grades 8-11.
b GYTS 2008.
c NYRBS 2008. Learners in grades 8-11. Examples of inhalants include 

glue, aerosols, paint thinners, petrol or benzene.
d SACENDU. Update 29 May 2009. Data for Jul-Dec 2008. The total 

figure includes patients from MP and LP (Northern Region) and from 
FS, NW and NC combined (Central Region).

e SACENDU. Update June 2010. Data for Jul-Dec 2009. The total figure 
includes patients from MP and LP (Northern Region) and from FS, NW 
and NC combined (Central Region).

f SACENDU. Update June 2011. Data for Jul – Dec 2010 (Phase 29). The 
total figure includes patients from MP and LP (Northern Region) and 
from FS, NW and NC combined (Central Region).

g GYTS 2008. Smoked cigarettes on 1 or more days in the past 30 days.
h The decline in KZN since 2nd half of 2009 was mainly due to data 

not being included from a centre which primarily deals with the use of 
‘Sugars’ (a low-quality heroin and cocaine mix) among young, Indian 
males in South Durban; and in this period no data were supplied by this 
centre.

Table 36:  Health risk behaviour and awareness indicators by ethnic group

A C I W O All Ref
Currently drink alcohol (%)
2008 NYRBS 31.8 48.7 34.8 56.4 39.1  34.9 a

Ever drank alcohol (%)
2008 NYRBS 45.5 67.0 62.6 75.9 47.3  49.6 a

Ever smoked cigarettes (%)
2008 NYRBS 24.4 54.4 50.6 53.4 27.1  29.5 a

Ever used drugs (%)
2008 cannabis (dagga) 11.2 23.2 18.1 15.7 21.9  12.7 a

2008 cocaine 6.4 7.8 5.8 7.6 16.2  6.7 a

2008 heroin 6.1 7.4 3.1 5.3 12.7  6.2 a

2008 inhalants 11.5 12.2 11.0 16.9 25.7  12.2 b

2008 mandrax 6.5 12.9 4.7 8.7 22.6  7.4 a

Frequent smokers (%)
2008 NYRBS 4.2 13.1 13.0 16.0 6.0  5.8 a

Percentage participating in insufficient physical activity
2008 NYRBS 46.5 50.9 55.1 27.2 51.2  41.5 a

Prevalence of smoking (%)
2008 NYRBS 17.9 35.9 26.5 34.4 25.9  21.0 a

Smoking age of initiation <10 years
2008 NYRBS 5.5 12.7 10.9 12.5 5.0  6.8 a

Watch TV more than 3 hours per day (%)
2008 NYRBS 30.0 27.4 17.6 29.0 21.3  29.3 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a NYRBS 2008. Learners in grades 8-11.
b NYRBS 2008. Learners in grades 8-11. Examples of inhalants include 

glue, aerosols, paint thinners, petrol or benzene.
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Injuries

Context Tackling violence and injuries is listed among the four key priorities in the government’s PHC re-engineering 
strategy document. 

New data sources Nationally:

•	 Road Traffic Management Corporation (RTMC) Traffic Report 2010

•	 StatsSA Survey of Activities of Young People

•	 StatsSA Causes of death 2008

•	 NIMSS Profile of Fatal Injuries in SA 2008
Key issues and trends  ➣ One of the key limitations in death notification data is the high proportion of ill-defined causes, a large 

proportion of which are likely due to road accidents. Thus road accident death rates per 100 000 reported 
by StatsSA are only about one-third of those reported by the RTMC. 

 ➣ The NIMSS mortuary data provides a further detailed source of information on fatal injuries for approximately 
half of all injury deaths.

The NDoH Re-engineering PHC report states that interpersonal 
violence injuries are the second leading cause of Disability Adjusted 
Life Years (DALYs), accounting for 6.5% of South Africa’s total DALYs 
[Re-engineering PHC Annex 1]. Road traffic injuries are listed as the 
fourth leading cause, accounting for 3% of total DALYs. However, 
there are considerable challenges with quantifying the burden of 
injuries, even as a cause of death. According to the StatsSA Causes 
of death 2008 report, the most common causes of non-natural 
deaths in all provinces were “other external causes of accidental 
injury”. “Assault” was listed as the second leading cause in Western 
Cape and Eastern Cape, responsible for over 15% of deaths in 
these provinces. However, in KwaZulu-Natal, North West and 
Gauteng, the second leading cause was “event of undetermined 
intent”, while in Mpumalanga, Limpopo, Northern Cape and Free 
State it was “transport accidents”. “Transport accidents” were 
responsible for 32.1% of non-natural deaths in Limpopo. Data on 
fatal injuries were collected from 62 medico-legal laboratories 
(MLLs) (estimated to cover between 39% and 52% of all injury 
deaths) in 2008 [NIMSS]. By 2008, NIMSS covered the North 
West, the Western Cape, Mpumalanga, parts of Limpopo, Gauteng 
(but excludes Pretoria), Free State (at least for part of the year), 
Northern Cape (except Springbok), parts of the Eastern Cape, but 
no KwaZulu-Natal data. This source reported that violence was the 
leading manner of death, accounting for 31.5% of the 31 177 non-
natural deaths recorded, followed by transport injuries (29.4%), 
non-transport unintentional injuries (17.5%) and suicides (10.0%). 
The manner of death was undetermined in the remaining 11.6% 

Table 37:  Injury indicators by province 

EC FS GP KZN LP MP NC NW WC SA Ref
Always wear a seat belt when driven by someone else (%)
2008 NYRBS 12.8 16.2 18.4 13.6 18.5 17.5 13.6 16.2 11.6  15.5 a

Drove after drinking alcohol (%)
2008 NYRBS 19.3 22.0 27.1 26.7 31.8 31.3 26.2 23.6 21.4  25.9 a

Road accident fatalities per 100 000 population
2007 24.5 40.1 30.8 23.9 26.1 50.4 34.8 40.0 33.2  30.8 b

2008 22.2 31.4 24.2 25.3 25.8 52.1 31.2 37.0 30.2  28.4 b

2009 22.9 34.4 22.6 27.1 27.8 46.7 30.7 35.6 25.0  27.8 b

2010 26.5 41.4 19.5 26.2 28.1 44.0 40.1 36.2 25.3  27.9 c

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

of cases. Of the transport-related deaths, 33.3% were pedestrian-
related deaths and 23.1% involved passengers. As expected, in 
almost 60% of all transport-related deaths, the victims were aged 
between 15 and 44 years and males predominated by a 4:1 ratio. 
The Road Traffic Management Corporation (RTMC) observed 
small decreases in the number of fatal crashes from 2009 to 2010 
(10 857 to 10 837), thus reducing the number of fatal crashes per 
10 000 motorised vehicles from 12.79 to 12.43. The number of 
road accident fatalities increased slightly from 13 768 in 2009 
to 13 966 in 2010 (27.9 fatalities per 100 000 population per 
year), but the number of fatalities per 10 000 motorised vehicles 
decreased slightly from 16.22 to 16.02 [Road Accidents 2010]. 

In July 2011 StatsSA released the results of the second Survey of 
Activities of Young People [StatsSA Young People 2010]. This was a 
household-based sample survey of workplace hazards and injuries 
among South African children aged 7 to 17 years. It was estimated 
that 24.2% of children in this age group were involved in economic 
activities, either for market production or for production of goods 
and services for household use. Those that were involved in such 
activities were asked about exposure to workplace hazards such 
as environments which were very hot, dusty or cold, work done 
in poor light or close to or with dangerous machinery or tools. Of 
those engaged in economic activities, 41.6% had been exposed to 
a least one hazardous condition, and in the 12 months preceding 
the survey interview, 3.0% reported having been injured due to 
their involvement in economic activities. 

a NYRBS 2008. Learners in grades 8-11.
b Road Accidents 2009. Ratios updated in 2010 using new StatsSA mid-

year population time series estimates.

c Road Accidents 2010.
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Health facilities

Context Upgrading public sector health facilities is a priority in order to lay the groundwork for the introduction of 
National Health Insurance.

New data sources Nationally:

•	 Hospitals Direct Database of private hospitals 2010

•	 StatsSA General Household Survey 2010

•	 StatsSA Living Conditions Survey 2008/09

•	 Econex Health Reform Notes
Key issues and trends  ➣ A national audit of all public sector facilities is being conducted.

 ➣ A Bill to provide for the establishment of an independent Office of Health Standards Compliance has been 
tabled in Parliament.

The National Department of Health has contracted a Health Systems 
Trust-led consortium to audit all public sector facilities (excluding 
mobiles) with respect to infrastructure, health technology, human 
resources, services provided and six priority areas related to 
quality of care. This will provide essential information for research, 
planning and monitoring of most aspects of the health system, and 
in preparation for NHI implementation. Although health-seeking 
behaviour is covered each year by the StatsSA General Household 
Survey (GHS), this issue was also examined in the Living Conditions 
of Households in South Africa Survey [StatsSA Living Conditions 
2008/09]. The results showed that 78.5% of the population who 
were sick and consulted a health worker in the month prior to the 
survey consulted at the nearest health facility to their dwelling units. 
Although 63.9% sought care at a public health facility, 36.1% 
consulted in private health facilities. As expected, the majority 
of African (71.9%) and Coloured (52.8%) patients who consulted 
a health worker at the nearest health facility sought care in the 
public sector, while the majority of the Indian (50.6%) and White 
(83.9%) patients were consulting in the private sector. The same 
trends were seen in respect of income quintiles. Reasons given 
for not consulting a health worker at the nearest health facility 
included long queues, the poor quality of previous service in those 
facilities, rude and uncaring staff, and inconvenient opening times. 
However, only 2.4% cited fear of stigmatisation as the reason for 
not consulting at the nearest facility. Most of those who consulted a 
health worker in the month prior to the survey (55.1%) did not pay 
for the service acquired. However, 16.2% of those who were sick 
and did not consult a health worker cited the cost of consultations as 
the reason for not seeking care. In addition, 14.9% of households 
had persons who could not afford to buy medicines prescribed by 
a health worker at some point during the survey period. Household 
expenditure on health care (excluding medical scheme payments, 
as well as all services and medicines received but covered by 
medical schemes or any medical benefit schemes) was highest in 
the Western Cape (R1 688 per annum) and Gauteng (R1 218) and 
lowest in the Eastern Cape (R531) and Limpopo (R205) during this 
time period. 

More than sixty per cent (60.5%) of households indicated that 
members first visited public clinics to seek medical help [GHS 2010]. 
Almost a quarter (24.1%) initially consulted private doctors while 
9.3% went to a public hospital first. Similar to the 2009 survey, 
83.1% of households where at least one member has medical 

insurance, and 14.6% of households with no insurance, usually 
consult the private sector (Table 38). Users of private healthcare 
facilities were more satisfied with those facilities than users of public 
healthcare facilities across all provinces. While 97.3% of users 
were satisfied with private facilities, only 84.6% of users of public 
healthcare facilities were satisfied. The Health Data Advisory and 
Co-ordination Committee (HDACC) has recommended a target of 
70% of users of public health services should be ‘highly satisfied’ 
with the service received by 2014 [HDACC Report 2011]. They also 
recommended that client satisfaction surveys captured in DHIS be 
standardised and submitted for national analysis.

Using GHS data, Econex has simulated the possible changes in 
health-seeking behaviours that might take place depending on 
policy choices made in relation to healthcare funding, including 
National Health Insurance [Health Reform Note 11]. These 
simulations have suggested a strong preference for treatment by 
general practitioners and private sector care. This once again 
underlines the need to improve the quality of services in the public 
sector as a prerequisite to the introduction of a workable National 
Health Insurance scheme.
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Table 38:  Place usually consulted by households (%), by medical insurance cover of household, 2010

Place usually consulted At least one person 
belongs to a medical 

scheme

No medical scheme 
cover in household or 

unknown

Total

Public sector Hospital 4.5 10.6 9.3

Clinic 11.6 73.7 60.5

Other in public sector 0.2 0.4 0.3

Total public sector 16.4 84.7 70.1

Private sector Hospital 9.0 0.7 2.4

Clinic 5.0 0.8 1.7

Private doctor/specialist 68.1 12.2 24.1

Tradtitional healer 0.0 0.2 0.2

Spiritual healers workplace/church 0.0 0.3 0.2

Pharmacy/chemist 0.5 0.3 0.3

Health facility provided by employer 0.3 0.1 0.1

Alternative medicine e.g. Homeopath 0.0 0.0 0.0

Other in private sector 0.2 0.0 0.1

Total private sector 83.1 14.6 29.2

Total 100.0 100.0 100.0

Source:  Calculated from GHS 2010. Sub-totals may not add up due to 
rounding and data not shown for unspecified answers.
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Table 39:  Health facilities indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Average length of stay (ALOS)
2008 DHIS 7.2 4.9 5.2 5.8 5.5 5.0 3.2 5.4 5.4 5.5 a

2009 DHIS 6.8 4.9 5.2 5.4 5.7 4.6 3.4 5.4 4.7 5.3 a

2010 DHIS 6.5 4.6 5.0 5.3 5.4 4.7 3.2 5.7 5.3 5.3 a

Number of beds
2010 Private sector 1 723 2 337 14 278 4 514 600 1 252 293 1 685 4 385 31 067 b

2011 District Hospitals 6 177 1 535 2 236 8 606 4 050 2 732 798 1 483 2 308 29 925 c

2011 National Central Hospitals - 613 6 151 820 - - - - 1 473 9 057 c

2011 Provincial Tertiary Hospitals 3 757 - - 471 952 644 - - - 5 824 c

2011 Public sector 13 477 4 848 16 684 23 928 7 744 4 744 1 468 4 615 9 266  86 774 c

2011 Regional Hospitals 556 1 823 6 222 8 768 1 555 906 635 1 868 2 329 24 662 c

2011 Specialised Hospitals 2 987 877 2 075 5 263 1 187 462 35 1 264 3 156 17 306 c

Number of health facilities
2010 Private hosp total 15 16 84 33 8 9 3 14 34 216 c

2011 District Hospitals 65 25 12 39 31 23 16 16 32 259 d

2011 National Central Hospitals - 1 4 1 - - - - 3 9 d

2011 Provincial Tertiary 7 - - 1 2 2 - - - 12 d

2011 Public hosp total 91 33 37 76 42 33 20 23 55 410 e

2011 Regional Hospitals 2 5 11 14 5 3 1 4 8 53 d

2011 Specialised Hospitals 17 2 10 21 4 5 3 3 12 77 d

Useable bed utilisation (occupancy) rate (BUR)
2008 DHIS 70 70 75 65 69 67 56 69 82 70 a

2009 DHIS 71 71 76 69 69 58 52 68 81 71 a

2010 DHIS 68 68 71 65 67 67 64 69 82 69 a

Useable beds per 1 000 population
2008 Private sector 2.1 4.9 4.9 3.4 1.0 2.2 2.1 5.1 3.1 3.7 f

2008 Public sector 2.5 2.0 2.2 2.6 1.7 1.6 2.1 1.5 2.6 2.2 g

2008 Total population 2.4 2.5 2.9 2.6 1.6 1.7 2.1 2.0 2.8 2.4 h

2009 District Hospitals 1.0 0.6 0.3 0.9 0.8 0.9 0.8 0.4 0.5 0.7 i

2009 Public sector 2.5 2.1 2.2 2.5 1.6 1.7 2.0 1.5 2.5 2.2 g

2009 Regional Hospitals 0.1 0.7 0.8 0.8 0.3 0.3 0.7 0.6 0.6 0.6 i

2009 Total population - - - - - - - - - 2.5 j

2010 Private sector 2.1 4.9 4.8 2.7 1.3 2.4 2.0 3.6 3.4 3.5 f

2011 District Hospitals 1.1 0.6 0.3 1.0 0.8 0.9 0.8 0.5 0.5 0.7 i

2011 Public sector 2.3 2.0 2.1 2.7 1.6 1.5 1.5 1.5 2.2 2.1 g

2011 Regional Hospitals 0.1 0.7 0.8 1.0 0.3 0.3 0.6 0.6 0.6 0.6 i

Utilisation rate PHC
2008 DHIS 2.7 2.2 1.8 2.4 2.8 2.2 3.1 2.5 2.8 2.4 k

2009 DHIS 2.8 2.3 1.8 2.5 2.9 2.2 2.9 2.5 2.8 2.4 k

2010 DHIS 2.6 2.3 1.8 2.5 2.7 2.2 3.0 2.4 2.9 2.4 k

Utilisation rate PHC <5 years
2008 DHIS 4.3 3.7 3.8 4.1 6.2 4.8 4.7 4.3 4.9 4.5 k

2009 DHIS 4.6 3.7 4.0 4.5 6.3 4.8 4.5 4.7 4.9 4.6 k

2010 DHIS 4.3 3.5 4.0 4.4 6.0 4.8 4.7 4.5 4.8 4.5 k

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DHIS. All facility types. Data for financial (not calendar) years.
b Hospitals Direct Database.
c DHIS. Useable beds for all main public sector facility types. Extracted 

June 2011. Data average for 2010/11 financial year.
d DHIS. Extracted June 2011.
e DHIS. Extracted June 2011. Includes District, Regional, Provincial 

Tertiary, National Central and Specialised Hospitals.
f Hospitals Direct Database. Calculated from Wilbury & Claymore data 

on beds, per 1 000 population with medical scheme cover from StatsSA 
GHS.

g DHIS. Calculated from DHIS useable beds for all types of public sector 
hospitals, per 1 000 uninsured population (calculated from StatsSA 
GHS medical schemes coverage and mid-year population estimates).

h SAHR 2010 Ch21. Calculated from total public + private sector beds 
per 1 000 total population (StatsSA mid-year estimates).

i DHIS. Calculated from DHIS useable beds for type of hospital, per 
1 000 uninsured population (calculated from StatsSA GHS medical 
schemes coverage and mid-year population estimates).

j Econex Health Reform Note 4.
k DHIS. Data for financial (not calendar) years.
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Health personnel

Context Human Resources are the single most expensive component of healthcare delivery costs and are key to enabling 
countries to meet their health systems objectives. Understanding where the gaps are is critical and yet reliable 
data on all stages of the workforce lifecycle are still lacking. A draft Human Resources for Health 2030 strategy 
document was released in August 2011 and a final HRH Strategy for the Health Sector: 2012/13 – 2016/17 
document was released in October 2011.

New data sources Nationally:

•	 PERSAL 2011

•	 NDoH data on community service professionals

•	 Data from the professional councils

•	 Human Resources for Health 2030 strategy document

•	 Econex Health Reform Notes 8 and 9

Key issues and trends  ➣ Data on only selected categories of health professionals are provided in this chapter and the online database. 
However, exclusion of some categories should not be taken to imply that the data do not exist and users 
are encouraged to consult the original sources if further details or breakdowns are required. Some sources 
may also have more detail on age and gender breakdowns which are not included here for space reasons.

 ➣ As always, interpretation of the information about vacancies derived from PERSAL should be made with 
caution since there are no norms in place for the required number of posts by profession and thus fluctuations 
in the number of posts may not be well matched to actual need. This indicator is thus no longer being 
updated.

 ➣ The new cadre of clinical associates appears for the first time in the HPCSA data source.

In South Africa, the ‘envelope’ of all health professionals potentially 
available to work in the health system is given by the registers 
of the various councils such as the Health Professions Council of 
SA (HPCSA), the South African Nursing Council (SANC) and the 
South African Pharmacy Council (SAPC). However these registers 
include professionals who are retired, abroad, working part-
time, working in other sectors or not working at all. In general the 
registers do not have reliable information on how many people fall 
into these categories, or on the proportion working in the public or 
private sectors, or on the distribution working part-time or across 
sectors. Other areas that have been poorly documented are the 
number and distribution of community health workers, allied health 
professionals and traditional healers. PERSAL includes information 
on all public sector health workers, and data on the number of 
filled posts for a selection of health professionals is included in 
this chapter by province (Table 40) and race group (Table 42). 
Data on vacant posts are no longer supplied as this only really 
reflects vacancies relative to the staff establishment on the system, 
which has not been created with reference to any agreed norm or 
standard of required health professionals, and may therefore be 
quite misleading. Although this data source has many deficiencies, 
there is potential for more in-depth analysis of the underlying 
detailed data, and yet none of the research publications on human 
resources (HR) appear to have gone beyond the aggregated 
provincial data. Data on community service professionals (who 
form part of the PERSAL totals) are provided by the NDoH (Table 
43). Historically HR distribution per population indicators have 
been calculated using the estimated population dependent on 
each sector (i.e. public sector personnel per uninsured population 
vs. private sector personnel per medical scheme beneficiaries). 
However, such simple distinctions are coming under increasing fire, 
as there is significant use of the private sector by uninsured people, 
as is shown in surveys that question health-seeking behaviour at 
the first contact level. The figures cited in the final HRH Strategy for 

the Health Sector: 2012/13 – 2016/17 document were based on 
public sector personnel per uninsured population [HRH Strategy 
2011]. In the model then applied, the baseline for each profession 
was calculated “by taking the public sector numbers of health 
professionals and adding 17% for the private sector to produce a 
ratio for the whole population”. Although an estimate of the present 
‘gaps’ was provided for each professional group, the document did 
acknowledge that these “need to be refined in consultation with 
provincial departments of health, academics, the professions and 
care groups and associations”. Accordingly, it stated that “targets 
and output numbers will change as data is refined and the NDoH 
Workforce Model developed”, but still claimed that “[h]owever, the 
broad direction will be consistent”. 

The medical literature has also seen publications and commentary 
about human resource issues, with a focus on medical categories 
[SAMJ 101(523-8)]. An accompanying commentary by Crisp made 
this telling remark: “It is time for professionals to accept that the 
country cannot afford all of the professionals that we ‘need’, based 
on the frequently quoted developed world benchmarks. The human 
resource for health (HRH) model for South Africa needs not only 
realistic thinking but also highly pro-active implementation. The 
country needs deliberate and aggressive development of task-
shifting, task-sharing, introduction of other categories of personnel, 
focus on prevention programmes, and real care at clinic level – as 
opposed to the esoteric debates that we still hear about primary 
health care” [SAMJ 101(517-8)]. His final message is worth 
repeating: “A comprehensive long-term human resource plan, 
managed with transparency and inclusiveness, is long overdue and 
a sine qua non for a successful national health service”.

From a policy perspective, Ditlopo et al. published an interesting 
analysis of the “rural allowance policy and its influence on the 
motivation and retention of health professionals in rural hospitals 
in the North West province”. They found the policy to be partially 
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effective, but listed a range of weaknesses, including “lack of 
evidence to guide policy formulation; restricting eligibility for the 
allowance to doctors and professional nurses; lack of clarity on the 
definition of rural areas; weak communication; and the absence 
of a monitoring and evaluation framework” [J Public Health Policy 
32(S80-93)]. 

Debates about the HR implications of the planned National Health 
Insurance system have also raged, with particular inputs provided 
by Econex in respect of medical staff [Econex Health Reform Note 8] 
and nurses [Econex Health Reform Note 9]. Tracking where nurses 
work is particularly difficult, as many are not actively practising, 
and many assumed to be in the private sector work in pharmacies, 
NGOs, general practitioners’ practices or work places (and may 
serve both public and private sector patients). In addition, both the 
public and private sectors use nursing agency staff. Nonetheless, in 
respect of both medical practitioners and nurses, supply is unlikely 
to match demand if the health system is to develop as planned. 

Many policy documents make mention of the assumption that a 
high proportion of African patients make use of traditional health 
practitioners. This has been contradicted repeatedly by the data 
from the StatsSA General Household Survey, as shown in Table 
38. Corroborating evidence was published in 2011, drawing 
on a survey of 4 762 households conducted in 2008 [J Public 
Health Policy 32(S124-36)]. Although this showed that only 1.2% 
of survey participants reported utilisation of traditional healers, it 
did identify that almost three-quarters of the poorest quintile spent 
more than 10% of their household expenditure in the previous 
month on traditional healers. Traditional healer utilisation rates 
(0.02 visits per month) were shown to be considerably lower than 
utilisation rates of public sector clinics (0.18 visits per month) or 
hospitals (0.09 visits per month). Given the commitment to protect 
the poor from out-of-pocket payments for healthcare, it would seem 
appropriate for government to take this level of expenditure from 
low-income households into account and to develop appropriate 
policy responses.
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Figure 31:  Trends in selected public sector health professionals per 100 000 uninsured population by province, 2000-2011

Source: Calculated from PERSAL, StatsSA mid-year population estimates 
and GHS medical scheme coverage.
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Table 40:  Number of health personnel practising by sector, and registered with applicable professional council, by province

EC FS GP KZN LP MP NC NW WC SA Ref
Number of clinical associates registered
2009 Registered with HPCSA - - 4 - - 1 - - -  5 a

2010 Registered with HPCSA - - 5 - - 1 - - -  10 a

2011 Registered with HPCSA 0 0 4 0 0 1 0 0 0  24 a

Number of dental practitioners
2009 Public sector 91 59 200 71 82 94 21 39 118  775 b

2010 Public sector 96 62 215 84 95 74 25 40 79  770 b

2011 Public sector 108 59 213 101 127 103 28 51 116  906 b

Number of dental practitioners registered
2009 Registered with HPCSA 277 173 2 104 692 140 390 77 98 1 188  5 265 a

2010 Registered with HPCSA 249 154 1 910 629 128 356 68 84 1 076  5 320 a

2011 Registered with HPCSA 232 147 1 816 605 126 338 66 81 1 019  5 409 a

Number of dental specialists
2009 Public sector 1 - 35 8 1 2 - - 2  49 b

2010 Public sector 0 - 54 8 0 36 - 1 22  121 b

2011 Public sector - - 65 6 1 12 - - 34  118 b

Number of dental therapists
2009 Public sector 6 3 30 30 56 16 2 15 3  161 b

2010 Public sector 8 2 39 25 63 19 10 16 3  185 b

2011 Public sector 8 2 37 27 54 17 10 18 3  176 b

Number of dental therapists registered
2009 Registered with HPCSA 13 18 143 169 42 82 7 17 3  494 a

2010 Registered with HPCSA 7 15 132 159 38 66 7 17 3  492 a

2011 Registered with HPCSA 7 12 114 155 31 62 7 15 3  504 a

Number of enrolled nurses
2009 Public sector 2 186 433 3 865 9 356 2 753 1 345 179 800 2 121  23 039 b

2010 Public sector 2 377 435 4 975 9 232 2 732 1 414 188 774 2 188  24 316 b

2011 Public sector 2 794 653 5 534 9 634 3 860 1 556 216 740 2 268  27 256 b

Number of enrolled nurses registered
2009 Registered with SANC 3 117 1 703 12 042 17 401 3 705 2 043 468 2 362 5 237  48 078 c

2010 Registered with SANC 3 566 1 846 13 006 18 895 4 170 2 276 461 2 549 5 601  52 370 c

Number of environmental health practitioners
2009 Public sector 148 47 69 174 146 104 14 24 9  737 b

2010 Public sector 128 51 111 171 156 126 11 30 9  795 b

2011 Public sector 113 51 106 182 155 125 19 33 9  794 b

Number of environmental health practitioners registered
2009 Registered with HPCSA 259 170 683 582 196 271 81 66 435  2 748 a

2010 Registered with HPCSA 223 138 612 501 180 258 75 56 421  2 842 a

2011 Registered with HPCSA 195 126 567 457 165 234 65 46 382  2 970 a

Number of medical practitioners
2009 Public sector 1 230 605 2 132 3 082 899 667 294 544 1 419  10 878 b

2010 Private sector - - - - - - - - -  6 775 d

2010 Public sector 1 323 577 2 480 3 058 962 709 321 480 1 392  11 309 b

2011 Public sector 1 490 588 2 709 3 101 997 704 361 595 1 463  12 014 b

Number of medical practitioners (including specialists) registered
2009 Registered with HPCSA 2 381 1 750 12 332 6 113 975 1 966 458 680 7 648  35 707 a

2010 Registered with HPCSA 2 149 1 559 11 524 5 670 937 1 819 403 631 7 086  36 912 a

2011 HPCSA General MPs 1 534 931 6 757 3 647 760 1 443 298 476 4 026  25 898 a

2011 HPCSA Specialist MPs 493 497 4 095 1 598 126 274 64 127 2 542  11 685 a

2011 Registered with HPCSA 2 027 1 428 10 852 5 245 886 1 717 362 603 6 568  37 583 a

Number of medical researchers
2009 Public sector - 9 18 14 4 0 1 7 37  121 b

2010 Public sector - 9 18 12 4 1 1 - 28  107 b

2011 Public sector - 6 18 11 3 1 1 1 38  109 b

Number of medical specialists
2009 Public sector 186 370 1 719 549 103 46 21 50 1 261  4 311 b

2010 Private sector - - - - - - - - -  5 410 d

2010 Public sector 240 370 1 721 588 107 62 20 49 1 279  4 442 b

2011 Public sector 231 348 1 760 641 98 66 16 83 1 371  4 620 b
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EC FS GP KZN LP MP NC NW WC SA Ref
Number of nursing assistants
2009 Public sector 5 164 2 324 5 620 6 486 4 690 2 198 771 2 735 3 926  33 914 b

2010 Public sector 5 369 2 230 6 877 6 123 4 524 2 103 759 2 730 4 143  34 858 b

2011 Public sector 5 644 2 077 7 053 6 143 5 733 1 981 903 2 744 4 037  36 315 b

Number of nursing assistants registered
2009 Registered with SANC 5 913 2 924 16 353 11 391 8 055 3 608 1 323 4 738 8 135  62 440 c

2010 Registered with SANC 6 124 2 951 16 667 11 489 8 331 3 732 1 311 4 732 8 135  63 472 c

Number of occupational therapists
2009 Public sector 82 61 157 126 100 71 28 35 146  806 b

2010 Public sector 80 71 171 119 113 55 40 38 151  838 b

2011 Public sector 92 63 201 133 156 62 39 38 156  940 b

Number of occupational therapists registered
2009 Registered with HPCSA 155 253 1 163 395 86 234 59 51 893  3 325 a

2010 Registered with HPCSA 141 232 1 085 347 86 221 49 49 829  3 508 a

2011 Registered with HPCSA 123 205 992 323 83 195 43 43 751  3 629 a

Number of pharmacists
2009 Public sector 207 93 280 409 215 122 57 112 331  1 835 b

2010 Public sector 252 112 751 401 297 266 89 130 660  2 966 b

2011 Public sector 333 194 842 513 348 314 112 158 724  3 550 b

Number of pharmacists registered
2010 Registered with SAPC 775 381 2 917 1 502 344 455 137 443 1 479  12 218 e

2011 Registered with SAPC 1 179 473 4 536 1 743 409 517 164 605 1 992  12 460 f

Number of physiotherapists
2009 Public sector 98 73 180 232 101 57 49 36 120  946 b

2010 Public sector 110 75 199 231 115 60 56 34 129  1 009 b

2011 Public sector 120 69 212 233 120 68 59 44 132  1 057 b

Number of physiotherapists registered
2009 Registered with HPCSA 256 294 2 033 784 141 349 74 91 1 463  5 582 a

2010 Registered with HPCSA 240 267 1 831 732 137 311 72 85 1 355  5 777 a

2011 Registered with HPCSA 217 245 1 698 665 122 290 65 75 1 249  5 937 a

Number of professional nurses
2009 Public sector 7 761 1 894 8 462 12 123 6 843 3 505 1 217 3 140 4 394  49 341 b

2010 Public sector 8 287 1 868 9 393 12 463 7 243 3 732 1 258 3 321 4 399  51 966 b

2011 Public sector 8 980 1 981 10 359 13 377 7 863 4 095 1 333 3 479 4 606  56 075 b

Number of professional nurses registered
2009 Registered with SANC 13 697 7 397 29 022 23 391 8 626 5 422 2 074 7 351 14 319  111 299 c

2010 Registered with SANC 13 985 7 550 30 063 24 360 9 025 5 714 2 146 7 775 14 626  115 244 c

Number of psychologists
2009 Public sector 52 32 166 67 42 14 6 17 75  471 b

2010 Public sector 56 32 176 68 50 18 9 15 74  498 b

2011 Public sector 66 29 183 71 69 19 8 25 75  545 b

Number of psychologists registered
2009 Registered with HPCSA 395 255 3 237 753 96 230 40 167 1 447  6 767 a

2010 Registered with HPCSA 362 238 3 136 709 102 234 40 152 1 388  7 037 a

2011 Registered with HPCSA 332 219 2 953 651 96 221 37 144 1 270  7 160 a

Number of pupil auxiliary nurses registered

2009 Registered with SANC 150 99 1 703 862 223 85 120 80 431  3 753 c

2010 Registered with SANC 590 224 3 190 1 336 281 247 113 194 536  6 711 c

Number of pupil nurses registered
2009 Registered with SANC 911 354 4 936 5 094 450 248 0 53 1 006  13 052 c

2010 Registered with SANC 1 336 332 6 548 6 354 672 401 0 28 1 165  16 836 c

Number of radiographers

2009 Public sector 306 171 531 456 160 76 39 59 398  2 196 b

2010 Public sector 359 167 560 455 144 91 57 66 401  2 301 b

2011 Public sector 382 184 601 486 153 89 71 79 408  2 454 b

Number of radiographers registered
2009 Registered with HPCSA 470 440 2 044 1 107 133 363 95 126 1 186  6 015 a

2010 Registered with HPCSA 447 380 1 866 1 013 110 324 87 107 1 076  6 215 a

2011 Registered with HPCSA 404 321 1 682 935 104 283 79 92 980  6 431 a
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EC FS GP KZN LP MP NC NW WC SA Ref
Number of student nurses
2009 Public sector 1 738 4 4 375 2 197 815 513 15 1 025 0  10 682 b

2010 Public sector 1 273 2 4 916 2 272 789 689 4 961 -  10 906 b

2011 Public sector 1 425 - 5 155 2 237 665 643 - 851 -  10 976 b

Number of student nurses registered
2009 Registered with SANC 2 876 1 020 4 395 2 904 1 712 773 173 1 503 1 811  17 167 c

2010 Registered with SANC 3 761 1 079 4 839 3 318 1 778 704 168 1 577 2 554  19 778 c

Total number of health professional posts
2009 Public sector (filled) 19 256 6 178 27 839 35 380 17 010 8 830 2 714 8 638 14 360  140 262 b

2010 Public sector (filled) 19 958 6 063 32 656 35 310 17 394 9 455 2 848 8 685 14 957  147 387 b

2011 Public sector (filled) 21 786 6 304 35 048 36 896 20 402 9 855 3 176 8 939 15 440  157 905 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a HPCSA. Total for South Africa includes professionals with REGION 
indicated as ‘Foreign’. Note that the number on the register includes 
professionals who are retired, overseas, working part-time, working in 
other sectors or not working at all.

b PERSAL. Figure for South Africa includes the sum of the provinces 
plus staff at NDoH. Data for Environmental Health Practitioners only 
include those employed by provincial government. Note that for 
provinces such as GP and WC a substantial number may be employed 
by local government.

c SANC. Note that the number on the register includes professionals 
who are retired, overseas, working part-time, working in other sectors 
or not working at all.

d Econex Health Reform Note 7. Based on medical scheme industry 
estimates of doctors visited by members and subsequently reimbursed 
by schemes. Source also provides adjusted estimates of public and 
private sector doctors to account for doctors working across both 
sectors.

e SAPC. National total includes pharmacists in Namibia and for whom 
the provincial allocation is undefined. The total for South Africa in 
2010 includes 3 785 pharmacists for which province was unknown. 
While some of these may be overseas, the number is much higher 
than in previous years and thus the provincial breakdown should be 
interpreted with caution. Note that the number on the register includes 
professionals who are retired, overseas, working part-time, working in 
other sectors or not working at all.

f SAPC. Numbers quoted for Jul 2011. The total for South Africa includes 
842 pharmacists for which province was unknown.
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Table 41:  Public and private sector health personnel per 100 000 uninsured population

EC FS GP KZN LP MP NC NW WC SA Ref
Dental practitioners per 100 000 population
2010 Public sector 1.63 2.59 2.73 0.91 1.98 2.35 2.56 1.33 1.94  1.86 a

2011 Public sector 1.85 2.42 2.65 1.13 2.64 3.29 2.80 1.71 2.76  2.19 a

Dental specialists per 100 000 population
2010 Public sector 0.00 - 0.69 0.09 0.00 1.14 - 0.03 0.54  0.29 a

2011 Public sector 0.00 0.00 0.81 0.07 0.02 0.38 0.00 0.00 0.81  0.28 a

Dental therapists per 100 000 population
2010 Public sector 0.14 0.08 0.50 0.27 1.31 0.60 1.02 0.53 0.07  0.45 a

2011 Public sector 0.14 0.08 0.46 0.30 1.12 0.54 1.00 0.60 0.07  0.42 a

Enrolled nurses per 100 000 population
2010 Public sector 40.3 18.2 63.2 100.1 57.0 44.9 19.3 25.8 53.8  58.8 a

2011 Public sector 47.8 26.8 68.9 107.6 80.3 49.8 21.6 24.8 54.0  65.8 a

Environmental health practitioners per 100 000 population
2010 Public sector 2.17 2.13 1.41 1.85 3.26 4.00 1.13 1.00 0.22  1.92 a

2011 Public sector 1.93 2.09 1.32 2.03 3.22 4.00 1.90 1.11 0.21  1.92 a

Medical practitioners per 100 000 population
2010 Private sector - - - - - - - - -  37.0 b

2010 Public sector adjusted - - - - - - - - -  35.0 b

2010 Public sector 22.4 24.1 31.5 33.2 20.1 22.5 32.9 16.0 34.2  27.3 a

2011 Public sector 25.5 24.1 33.7 34.6 20.7 22.5 36.1 19.9 34.8  29.0 a

Medical researchers per 100 000 population
2010 Public sector - 0.38 0.23 0.13 0.08 0.03 0.10 - 0.69  0.26 a

2011 Public sector 0.00 0.25 0.22 0.12 0.06 0.03 0.10 0.03 0.91  0.26 a

Medical specialists per 100 000 population
2010 Private sector - - - - - - - - -  57.0 c

2010 Public sector adjusted - - - - - - - - -  10.0 c

2010 Public sector 4.1 15.5 21.9 6.4 2.2 2.0 2.1 1.6 31.5  10.7 a

2011 Public sector 3.9 14.3 21.9 7.2 2.0 2.1 1.6 2.8 32.7  11.2 a

Nursing assistants per 100 000 population
2010 Public sector 91.0 93.2 87.3 66.4 94.4 66.8 77.8 91.1 101.9  84.2 a

2011 Public sector 96.5 85.2 87.8 68.6 119.2 63.3 90.2 92.0 96.1  87.7 a

Occupational therapists per 100 000 population
2010 Public sector 1.4 3.0 2.2 1.3 2.4 1.7 4.1 1.3 3.7  2.0 a

2011 Public sector 1.6 2.6 2.5 1.5 3.2 2.0 3.9 1.3 3.7  2.3 a

Pharmacists per 100 000 population
2010 Public sector 4.3 4.7 9.5 4.3 6.2 8.4 9.1 4.3 16.2  7.2 a

2011 Public sector 5.7 8.0 10.5 5.7 7.2 10.0 11.2 5.3 17.2  8.6 a

Physiotherapists per 100 000 population
2010 Public sector 1.86 3.13 2.53 2.50 2.40 1.90 5.74 1.13 3.17  2.44 a

2011 Public sector 2.05 2.83 2.64 2.60 2.50 2.17 5.90 1.47 3.14  2.55 a

Professional nurses per 100 000 population
2010 Public sector 140.5 78.1 119.3 135.1 151.1 118.5 129.0 110.8 108.2  125.6 a

2011 Public sector 153.5 81.3 129.0 149.4 163.5 130.9 133.2 116.6 109.7  135.4 a

Psychologists per 100 000 population
2010 Public sector 0.95 1.34 2.23 0.74 1.04 0.57 0.92 0.50 1.82  1.20 a

2011 Public sector 0.00 1.19 2.28 0.79 1.43 0.61 0.80 0.84 1.79  1.32 a

Radiographers per 100 000 population
2010 Public sector 6.1 7.0 7.1 4.9 3.0 2.9 5.8 2.2 9.9  5.6 a

2011 Public sector 6.5 7.5 7.5 5.4 3.2 2.8 7.1 2.6 9.7  5.9 a

Student nurses per 100 000 population
2010 Public sector 21.6 0.1 62.4 24.6 16.5 21.9 0.4 32.1 -  26.4 a

2011 Public sector 24.4 0.0 64.2 25.0 13.8 20.6 0.0 28.5 0.0  26.5 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a Calculated from PERSAL, StatsSA mid-year population estimates and 
GHS medical scheme coverage.

 Data on Environmental Health Practitioners (EHPs) only include EHPs 
employed by provincial government. Note that for provinces such as GP 
and WC a substantial number may be employed by local government.

b Econex Health Reform Note 7. Based on evidence that at least 36.9% 
of population utilise private medical services for PHC, and thus the 
population served by the private sector medical practitioners is greater 
than the number of medical scheme beneficiaries.

c Econex Health Reform Note 7. Based on evidence that about 15% 
of patients seeing private specialists are not medical scheme 
beneficiaries.
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Table 42:  Number of health personnel by ethnic group

African Coloured Indian White Other All Ref
Number of clinical associates registered
2011 Registered with HPCSA 20 0 0 3 1  24 a

Number of dental practitioners
2011 Public sector 436 102 176 192 -  906 b

Number of dental practitioners registered
2011 Registered with HPCSA 669 183 844 1 955 1 758  5 409 a

Number of dental specialists
2011 Public sector 32 7 31 48 -  118 b

Number of dental therapists
2011 Public sector 156 5 13 2 -  176 b

Number of dental therapists registered
2011 Registered with HPCSA 257 1 101 32 113  504 a

Number of enrolled nurses
2011 Public sector 23 997 2 395 363 501 -  27 256 b

Number of environmental health practitioners
2011 Public sector 727 20 15 23 -  794 b

Number of environmental health practitioners registered
2011 Registered with HPCSA 1 539 152 75 389 815  2 970 a

Number of medical practitioners
2011 Public sector 5 902 621 1 914 3 577 -  12 014 b

Number of medical practitioners (including specialists) registered
2011 HPCSA General MPs 6 741 705 3 774 10 456 4 222  25 898 a

2011 HPCSA Specialist MPs 1 002 109 1 393 6 227 2 954  11 685 a

2011 Registered with HPCSA 7 743 814 5 167 16 683 7 176  37 583 a

Number of medical researchers
2011 Public sector 34 14 12 49 -  109 b

Number of medical specialists
2011 Public sector 1 189 232 880 2 319 -  4 620 b

Number of nursing assistants
2011 Public sector 31 298 3 917 238 862 -  36 315 b

Number of occupational therapists
2011 Public sector 353 121 82 384 -  940 b

Number of occupational therapists registered
2011 Registered with HPCSA 440 181 252 2 278 478  3 629 a

Number of pharmacists
2011 Public sector 1 904 471 442 733 -  3 550 b

Number of pharmacists registered
2011 Registered with SAPC - - - - -  12 460 c

Number of physiotherapists
2011 Public sector 426 171 142 318 -  1 057 b

Number of physiotherapists registered
2011 Registered with HPCSA 754 387 509 3 123 1 164  5 937 a

Number of professional nurses
2011 Public sector 47 115 5 260 1 316 2 384 -  56 075 b

Number of psychologists
2011 Public sector 202 37 43 263 -  545 b

Number of psychologists registered
2011 Registered with HPCSA 652 223 400 4 066 1 819  7 160 a

Number of radiographers
2011 Public sector 1 306 430 271 447 -  2 454 b

Number of radiographers registered
2011 Registered with HPCSA 1 378 471 549 2 046 1 987  6 431 a

Number of student nurses
2011 Public sector 10 168 291 279 238 -  10 976 b

Total number of health professional posts
2011 Public sector (filled) 125 246 14 099 6 217 12 343 -  157 905 b

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a HPCSA. Extracted 2011-06-07. Total for South Africa includes those 
with REGION indicated as Foreign or Unknown.
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b PERSAL. Downloaded 2011-03-31. Note that this total includes only 
the posts that are filled at time of data extraction. The South African 
total also includes posts within the National Department of Health.

c SAPC. Data received 2011-09-02. Numbers quoted for Jul 2011. The 
total for South Africa includes 842 pharmacists for which province was 
unknown.

Table 43:  Number of community service professionals

EC FS GP KZN LP MP NC NW WC SA Ref
Number of CS clinical psychologists
2010 11 6 58 18 6 2 3 5 10  126 a

2011 12 1 47 12 7 2 1 0 12  111 a

Number of CS dentists
2010 20 25 19 35 24 47 10 16 15  233 a

2011 16 22 9 26 21 46 13 15 15  206 a

Number of CS dieticians
2010 15 15 36 31 30 18 9 4 10  175 a

2011 16 10 42 32 37 5 11 16 10  183 a

Number of CS doctors
2010 160 47 215 214 98 91 65 105 155  1 197 a

2011 172 51 208 194 96 97 83 93 160  1 215 a

Number of CS environmental health practitioners
2010 17 25 25 54 28 26 8 17 5  220 a

2011 21 23 34 55 22 23 7 9 5  213 a

Number of CS nurses
2010 478 167 741 255 201 217 70 210 265  2 655 a

2011 429 209 644 339 221 143 66 250 320  2 624 a

Number of CS occupational therapists
2010 26 27 59 48 31 19 18 9 18  262 a

2011 28 18 68 44 14 15 13 8 15  227 a

Number of CS pharmacists
2010 28 23 45 43 52 29 18 30 45  344 a

2011 32 29 51 39 50 34 28 25 34  358 a

Number of CS physiotherapists
2010 39 24 71 62 34 26 23 12 23  323 a

2011 46 19 79 55 21 22 17 12 20  299 a

Number of CS radiographers
2010 24 16 104 50 19 13 20 8 45  303 a

2011 29 23 102 49 19 9 22 17 49  323 a

Number of CS speech therapists
2010 8 8 52 32 12 15 12 6 8  156 a

2011 14 8 44 31 6 13 4 7 7  137 a

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a DoH Community Service. The national figure also includes CSPs 
allocated to SA Military Health Services – SAMHS and Department of 
Correctional Services – DCS and is therefore greater than the sum of 
provincial figures.
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Health financing

Context Debates about National Health Insurance continued to dominate, but the planned re-engineering of PHC has 
also been a strong theme. However, changes to information systems have yet to be made.

New data sources Nationally:

•	 Health Financing chapter in this Review

•	 Fiscal Review 2011 (forthcoming)

•	 Medical Schemes Annual Report 2010-11

•	 StatsSA General Household Survey 2010

•	 Updated provincial expenditure data and cost per patient day equivalents at provincial and district level

•	 IMSA National Health Insurance policy briefs

•	 Econex Health Reform Notes series

•	 OMAC Healthcare survey 2010

•	 Mediscor Medicines Review 2010
Key issues and trends  ➣ Abundant evidence confirms the major inefficiencies in the health system in South Africa. There is also some 

evidence from trends in provincial spending in some provinces that these inefficiencies can be turned around, 
and that building a system that can meet the requirements for NHI to be feasible and sustainable is possible.

 ➣ Financing mechanisms for NHI are still being investigated and opinion remains divided.

Ruff et al. argue that funding is not the central problem of the South 
African public health system but rather the enormous inefficiencies 
in management and low productivity [J Public Health Policy 
32(S184-92)]. This echoes the findings of the Integrated Support 
Teams which reviewed health overspending, as reported in the 
chapter previously [SAHR 2010 Ch21]. However even if these 
inefficiencies are addressed, striving towards universal coverage 
and implementation of NHI will require an increase in resources 
for the health sector. Even with the release of the much anticipated 
Green Paper on NHI there is still much uncertainty about the 
feasibility of the proposed funding sources. One of the most difficult 
issues is the small size of the tax base, with the bulk of the 5.9 million 
registered taxpayers concentrated in the middle-income groups, 
where even a substantial contribution will not raise sufficient funds 
to support healthcare provision for 50 million individuals [Econex 
Health Reform Note 13, NHI Policy Brief 20]. However, the NHI is 
expected to be at least partially funded from the general fiscus not 
just earmarked taxes.

In addition to efficiencies there remain ongoing concerns about 
equitable resource allocation. A paper recently published, although 
using somewhat older data, found that historical infrastructure 
inequalities tend to continue to drive distribution of funds towards 
those areas of the country with greater ‘absorptive capacity’ 
[Am J Public Health 101(165-72)]. The private-public differential 
is showing a narrowing trend, with public spending overtaking 
private spending for the first time in 2009 [Fiscal Review 2011 / 
SAHR 2011 Health Financing].
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Private sector financing

The major source of accessible data about the private healthcare 
sector remains the annual report of the Council for Medical 
Schemes (CMS) [Medical Schemes 2010-11]. Ensuring compliance 
with the prescribed minimum benefit (PMB) conditions is once again 
highlighted in the latest report. Interesting information is provided 
on research by the Council into 40 healthcare utilisation indicators, 
as part of ongoing efforts to address cost escalation in the private 
sector. Despite substantial use of technology in the private sector 
there are no norms or standards on utilisation measures or the 
methods of coding, capturing, risk adjusting and reimbursing 
services, and limited access to clinical patient information. The 
most recent report showed that the overall number of schemes 
had decreased from 144 in 2000 to 100 in 2010, largely due to 
market consolidation. The number of beneficiaries increased to 8.3 
million in 2010 from 6.7 million in 2000. Most of this increase was 
in restricted schemes and coincided with the inception of GEMS, 
the government employees scheme (Figure 32). Medical scheme 
coverage calculated from CMS data (16.6%) was lower than the 
estimate from the General Household Survey [StatsSA GHS 2010] 
of 17.6% in 2010 (Figure 33). Since the provincial breakdown of 
medical scheme beneficiaries from CMS is done primarily on the 
basis of the principal member’s location, the GHS estimates may 
be more suitable for planning at provincial level, although in some 
years the survey estimates have fluctuated considerably.

Scheme expenditure on healthcare benefits increased by 11.0% to 
R84.7 billion in 2010 from R76.3 billion in 2009. The two most 

Figure 33:  Medical scheme coverage from CMS data and GHS 2002-2010

important drivers of increased expenditure remain private hospital 
and medical specialist costs. Of particular concern though, is the 
continuing increase in medicine expenditures outside of hospitals, 
which increased by 5.3% on the previous year and now represents 
17% of expenditure. The downward trend attributed to previous 
pricing interventions (the single exit price and capped dispensing 
fees) and increasing generic utilisation has been reversed. Some 
insight into this trend can be gleaned from the Mediscor Medicines 
Review 2010, which documented continued growth in generic 
utilisation (now at 50% of all prescriptions), but also a increase in 
the use of very expensive, patent-protected medicines such as those 
used in oncology (responsible for 8.9% of expenditure, but only 
0.6% of volumes) [Mediscor Medicines Review 2010]. 

The CMS report also included some data on the prevalence 
of the PMB chronic conditions. For 2010, data were provided 
for 95.1% of schemes and 99.8% of beneficiaries. The most 
prevalent PMB chronic conditions for which medical schemes were 
billed were hypertension (112.5 cases per 1 000 beneficiaries), 
hyperlipidaemia (50.9), diabetes mellitus type 2 (31.2) and asthma 
(27.9).

The Old Mutual survey of the healthcare industry conducted in 
2010 identified the major trends, issues and concerns in the industry 
as being healthcare costs, increased regulations, the uncertainty 
about payment for PMBs, the inability of traditional managed care 
to contain costs, and the lack of effectiveness of member education 
initiatives highlighting the value of PMBs [OMAC 2010].

Figure 32:  Trends in number of schemes and beneficiaries in open and restricted schemes, 2000-2010

Source:  Medical Schemes 2010-11.

Source:  Calculated from CMS Annual Reports, StatsSA GHSs and StatSA 
mid-year population estimates.
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Public sector financing

Spending on public sector health services has continued to grow 
strongly, with provincial health expenditure by far the largest 
component at over R98 billion in 2010/11 (Table 44, Figure 34). 

Table 45 provides the breakdown of expenditure by sub-programme 
within District Health Services, and the inflation-adjusted trends 
are shown in Figure 35. Expenditure on staff is the largest item 
of expenditure (Figure 36). Provinces reversed a pattern of over-
expenditure of recent years, with seven provinces under-spending 
by a total of R2.7 billion, mostly due to under-spending on capital 
expenditure [SAHR 2011 Health Financing]. Corruption, under-
spending on vital services, budgeting problems, debt repayment 
and gross financial mismanagement continue to plague several 
health departments [EC budget analysis 2011].v The NDoH 
received a qualified audit due to poor maintenance of the asset 
register, irregular expenditure, non-compliance with supply chain 
management procedures and inadequate monitoring of conditional 
grant expenditure, amongst other issues.w

Table 44:  Provincial health expenditure by programme (Rand million), 2010/11 

Programme EC FS GP KZN LP MP NC NW WC SA
1.  Administration  535  216  364  358  249  321  137  239  321 2 739

2.  District Health Services 6 607 2 378 6 108 9 802 5 690 3 592 1 258 2 941 4 369 42 745

3.  Emergency Health Services  537  332  480  842  488  257  153  198  596 3 882

4.  Provincial Hospital Services 3 481 1 485 5 159 5 626 1 292  802  617 1 365 2 935 22 763

5.  Central Hospital Services  594 1 076 6 374 2 103  953  709  179 2 682 14 670

6.  Health Sciences and Training  594  138  642  851  386  226  67  214  241 3 359

7.  Health Care Support Services  67  77  151  11  642  81  26  81  329 1 465

8.  Health Facilities Management  870  350 1 194 1 085  812  541  309  500  918 6 581

Other - 23  13 - 10

Total 13 285 6 028 20 485 20 679 10 512 6 528 2 566 5 717 12 393 98 195

Source: National Treasury (BAS). Note that these are preliminary outcome 
figures and may be adjusted once audited, or differ from figures 
published in other sources if extracted on a different date.

Figure 34:  Trends in real expenditure by budget programmes by province (Rand billion, real 2010/11 prices), 2005/06-2010/11 

Source:  National Treasury (BAS) and NW province.

v http://www.timeslive.co.za/local/2011/09/07/health-spending-shambles
w Portfolio Committee on Health meeting: Department of Health: Financial and Fiscal Commission budget and spending, 20 Oct 2011. 

http://www.pmg.org.za/report/20111020-department-health-financial-and-fiscal-commission-budget-and-spending
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Table 45:  Provincial health expenditure on district health services (Rand million), 2010/11

Sub-programme EC FS GP KZN LP MP NC NW WC SA
2.1  District Management  481  70  314  134  477  210  81  192  238 2 197

2.2  Community Health Clinics 1 449  541 1 202 2 079 1 394  620  284  591  891 9 052

2.3  Community Health Centres  631  55  955  632  231  416  140  549  937 4 547

2.4  Community-based Services  341  370  708  101  119  72  12  129 1 852

2.5  Other Community Services  120  552  198  62  127  0 1 060

2.6  HIV/AIDS  706  434 1 422 1 500  524  419  186  597  555 6 343

2.7  Nutrition  56  10  25  37  19  14  5  9  20  195

2.8  Coroner Services  63  31  105  118  0  21  25  0  363

2.9  District Hospitals 2 760  866 1 377 4 649 2 727 1 841  479  840 1 507 17 046

2.  Other  92  92

6 607 2 378 6 108 9 802 5 690 3 592 1 258 2 941 4 369 42 745

Source: National Treasury (BAS). Note that these are preliminary outcome 
figures and may be adjusted once audited, or differ from figures 
published in other sources if extracted on a different date.

Figure 35:  Trends in real expenditure on district health services by sub-programme  
(including local government expenditure on PHC) (Rand billion, real 2010/11 prices), 2005/06-2010/11

Figure 36:  Trends in provincial expenditure on health by main items as % of total, 2006/07-2010/11

Source:  National Treasury (BAS) and NW province.

Source:  National Treasury (BAS) and NW province.
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Table 46:  Health financing indicators by province

EC FS GP KZN LP MP NC NW WC SA Ref
Claims ratio
2008 - - - - - - - - -  86.9 a

2009 - - - - - - - - -  89.3 b

2010 - - - - - - - - -  87.3 c

Health as percentage of total expenditure
2008 Audited - - - - - - - - -  14.0 d

2009 Audited - - - - - - - - -  13.8 d

2010 Preliminary - - - - - - - - -  14.1 d

2011 Budget - - - - - - - - -  14.7 d

2012 Budget - - - - - - - - -  14.7 d

2013 Budget - - - - - - - - -  14.6 d

Health expenditure % of GDP
2008 Private sector - - - - - - - - -  4.2 d

2008 Public sector - - - - - - - - -  3.7 d

2008 Total - - - - - - - - -  7.9 d

2009 Private sector - - - - - - - - -  4.5 d

2009 Public sector - - - - - - - - -  4.1 d

2009 Total - - - - - - - - -  8.6 d

2010 Private sector - - - - - - - - -  4.4 d

2010 Public sector - - - - - - - - -  4.1 d

2010 Total - - - - - - - - -  8.5 d

2011 Private sector - - - - - - - - -  4.3 d

2011 Public sector - - - - - - - - -  4.2 d

2011 Total - - - - - - - - -  8.5 d

2012 Private sector - - - - - - - - -  4.3 d

2012 Public sector - - - - - - - - -  4.1 d

2012 Total - - - - - - - - -  8.4 d

2013 Private sector - - - - - - - - -  4.1 d

2013 Public sector - - - - - - - - -  4.0 d

2013 Total - - - - - - - - -  8.1 d

Medical scheme beneficiaries
2008 677 478 366 361 2 841 334 1 204 274 365 910 544 333 166 519 425 398 1 265 471  7 874 826 e

2009 690 619 379 930 2 909 955 1 233 940 379 429 553 501 168 711 440 911 1 294 986  8 068 505 f

2010 708 097 388 514 3 010 299 1 287 219 407 410 576 026 175 318 461 521 1 294 088  8 315 718 g

Medical scheme coverage
2008 GHS 10.9 15.1 26.6 11.0 8.4 13.3 14.2 12.4 24.5  16.0 h

2008 med schemes 9.9 12.3 27.4 11.4 6.4 14.6 14.1 11.7 24.0  15.8 a

2009 GHS 11.4 18.0 26.6 12.5 8.7 13.3 15.4 13.7 25.5  16.9 i

2009 med schemes 10.4 13.1 27.6 11.8 7.3 15.3 14.7 12.8 24.2  16.4 b

2010 GHS 12.1 16.8 26.5 15.7 8.6 14.6 13.6 14.7 24.4  17.6 j

2010 med schemes 10.5 13.8 26.9 12.1 7.5 15.9 15.9 14.4 24.8  16.6 c

Pensioner ratio
2008 - - - - - - - - -  6.2 a

2009 - - - - - - - - -  6.5 b

2010 - - - - - - - - -  6.5 c

Per capita expenditure (non-hospital PHC)
2008 397 306 372 338 383 289 393 385 465  370 k

2009 440 369 480 367 454 347 433 438 566  434 l

2010 571 430 549 430 508 445 592 519 631  514 m

Per capita health expenditure
2010 Private total - - - - - - - - -  10 279 n

2010 Public (provincial) 2 241 2 565 2 490 2 304 2 114 2 113 2 691 2 094 3 138  2 384 o

2010 Public total - - - - - - - - -  2 635 p

Ratio of private to public sector per capita health expenditure
2008 /09 - - - - - - - - -  5.6 q

2009 /10 - - - - - - - - -  5.4 q

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a Medical Schemes 2008-9.
b Medical Schemes 2009-10.
c Medical Schemes 2010-11.
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d National Treasury. For 2008/09-2013/14 financial years.
e Medical Schemes 2008-9. South African total includes 17 748 

beneficiaries outside the country. Data are collected primarily on the 
basis of the location of principal members.

f Medical Schemes 2009-10. SA total includes 16 523 beneficiaries 
outside SA. Provincial numbers are calculated primarily on the basis of 
the location of principal members.

g Medical Schemes 2010-11. SA total includes 7 226 beneficiaries 
outside SA. Provincial numbers are calculated primarily on the basis of 
the location of principal members.

h StatsSA GHS 2009. Based on GHS 2008. Data revised and reweighted 
according to Dec 2006 provincial boundaries and updated population 
estimates.

i StatsSA GHS 2009. Data revised and reweighted according to Dec 
2006 provincial boundaries and updated population estimates.

j StatsSA GHS 2010.
k SAHR 2010 Ch21. Nominal (2008/09) prices.
l SAHR 2010 Ch21. Nominal (2009/10) prices.
m SAHR 2011 Ch. Nominal (2010/11) prices.
n Medical Schemes 2010-11. Calculated from average benefits paid per 

beneficiary per month (R856.6) x 12.
o SAHR 2011 Ch. Calculated from provincial expenditure per uninsured 

population. For 2010/11 financial year.
p National Treasury. Total public sector health including NDoH, LG, 

Defence etc. For 2010/11 financial year.
q Fiscal Review 2009.

Table 47:  Medical scheme coverage by ethnic group

African Coloured Indian White All Ref
Medical scheme coverage
2008 GHS 8.4 21.6 39.3 68.5  16.0 a

2009 GHS 9.0 21.4 42.7 74.4  16.9 b

2010 GHS 10.3 21.8 46.8 70.9 17.6 c

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

a StatsSA GHS 2009. Based on GHS 2008. Data revised and reweighted 
according to Dec 2006 provincial boundaries and updated population 
estimates.

b StatsSA GHS 2009. Data revised and reweighted according to Dec 
2006 provincial boundaries and updated population estimates.

c StatsSA GHS 2010.
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but this is not taken into account in the calculation of this indicator. 
The figures for each year have been adjusted to take the effect of 
inflation into account and are presented in real 2010/11 prices.

Cost per PHC visit was calculated using the same expenditure as 
above, divided by the PHC headcount from DHIS. Cost per patient 
day equivalent (PDE) was calculated from the total cost per facility, 
divided by the number of PDEs from DHIS. It is acknowledged that 
several hospitals deliver multiple levels of services; however for the 
purposes of this analysis, each facility was included according to the 
OrgUnitType (level) in DHIS. For District Hospitals only expenditure 
recorded under PR2 (District Health Services) was included in the 
calculations. 

Data quality issues

As in previous years, it was noted that expenditure was still 
not clearly allocated to districts for some provinces, and that 
the regional identifiers in BAS often conflict with geographic 
information in other fields. It was also noted that there was a fair 
amount of variability in the estimates of the uninsured population 
at district level from the General Household surveys, and this 
also affected the denominator for this indicator. Thus for these 
calculations the 3-year average (2005-2007) of medical scheme 
coverage was used to calculate uninsured populations for 2005 to 
2007, to reduce fluctuations due to sampling error. Since 2007, the 
GHS has not provided indicators below provincial level, and thus 
medical scheme coverage since 2007 was extrapolated based on 
the growth rate of provincial coverage and the district proportions 
of beneficiaries from 2005-2007. Comparison of the GHS and 
Council for Medical Schemes data indicated that for 2005-2007 
the GHS under-estimated medical scheme coverage, particularly in 
Gauteng and Western Cape, which resulted in an over-estimate of 
the uninsured population denominator for these areas.

District health financing indicators

The District Health Barometer [DHB 2010/11] includes an in-
depth assessment of various public health expenditure indicators, 
focussing on PHC. Selected indicators are included here and are 
updated to 2010/11.

Non-hospital per capita expenditure on primary health care (non-
hospital PCE) measures the amount of money which each district 
spends annually per person without medical insurance, excluding 
expenditure on hospitals and specific sub-programmes (Table 48). 
In 2010/11 an average of R514 was spent per uninsured person 
on non-hospital PHC (Table 49). Since 2001/02 there has been 
an average annual growth rate of 7.7% per annum in real terms 
in non-hospital PHC expenditure per capita (uninsured), reflecting 
both increased utilisation and costs of services. The general trend 
shows that equity between districts was improving, with the ratio 
between the highest and lowest expenditure reducing from 9.4 in 
2001/02 to 3.0 in 2007/08, but climbing again to 3.4 in 2010/11 
with a difference of R771 per capita between the highest and 
lowest spending districts. 

PHC (non-hospital) expenditure per headcount measures the 
average cost of a patient visit to a primary care facility such as a 
clinic, CHC, satellite or mobile clinic (Table 49). The real (inflation-
adjusted) cost per PHC visit has increased by an average annual 
growth rate of 5% per annum in real terms since 2001/02, perhaps 
reflecting higher unit costs due to a change in the burden of disease 
and expanded treatment options. Although this is an indicator 
of efficiency of service delivery, very low costs per visit suggest 
inadequate treatment provision, and the wide range from R301 to 
R76 per visit between districts (Frances Baard and Siyanda, both in 
the Northern Cape) is cause for concern.

Cost per Patient Day Equivalent (PDE) is an indicator of hospital 
efficiency. It measures the average cost per patient per day seen 
at a particular level of hospital. PDEs combine the number of 
inpatients, plus ½ the number of day patients plus    of emergency 
room or outpatient visits. Ideally case mix information should be 
available for each hospital to interpret whether the cost per PDE 
indicates efficient management, since different types of diseases 
and procedures consume very different levels of resources. Table 
50 shows the inflation-adjusted trends in cost per PDE in district 
hospitals.

Methodology

The expenditure on non-hospital PHC per capita was calculated 
from various sources. Provincial expenditure on five sub-programmes 
under District Health Services (Table 48) was obtained from the 
Basic Accounting System (BAS) database of National Treasury. 
North West Province used a different system prior to 2010/11 and 
data were obtained directly from the province. All expenditure was 
coded by district where possible using information in the database. 
Expenditure which could not be allocated to a specific district was 
subsequently allocated to all districts within the relevant province 
in proportion to the total population share of each district. Net 
local government expenditure on health services per district was 
added. This total expenditure on PHC per district was then divided 
by the uninsured population to obtain expenditure per capita. It is 
acknowledged that up to 15% of the uninsured population may use 
private sector PHC services, and approximately 12% of households 
with medical insurance may use public sector clinics [GHS 2010], 
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Table 48:  Budget programme structure for provincial health expenditure

Programmes Sub-programmes
PR1 Administration

PR2 District Health Services

N
on

-h
os

pi
ta

l P
H

C District management + net Local Government 
expenditure on PHCCommunity health clinic services

Community health centres

Community-based services

Other community services

HIV/AIDS

Nutrition

District Hospitals

Coroner Services

Others

PR3 Emergency Medical Services

PR4 Provincial Hospital Services

PR5 Central Hospital Services

PR6 Health Sciences and Training

PR7 Health Care Support Services

PR8 Health Facilities Management

Other

Table 49:  Trends in non-hospital PHC expenditure per capita and per PHC visit (Rand, real 2010/11 prices), by district, 2008/09-
2010/11

Non-hospital PHC expenditure  
per capita (uninsured population) 

Non-hospital PHC expenditure  
per PHC visit

District 2008/09 2009/10 2010/11 2008/09 2009/10 2010/11
EC DC10 Cacadu 507.7 573.1 612.6 122.1 157.9 165.9

DC12 Amathole 504.5 494.7 637.3 177.4 168.8 228.0

DC13 Chris Hani 549.1 555.7 616.5 177.2 165.2 205.4

DC14 Ukhahlamba 428.0 492.4 590.0 185.9 201.9 223.4

DC15 O.R. Tambo 317.0 341.6 389.8 133.4 126.9 147.6

DC44 Alfred Nzo 379.8 400.3 416.3 190.3 179.9 194.5

NMA Nelson Mandela Bay Metro 471.2 494.1 826.4 104.1 106.2 186.6

FS DC16 Xhariep 521.2 581.6 636.8 166.7 183.8 196.5

DC17 Motheo 424.6 459.7 510.5 152.3 159.2 178.2

DC18 Lejweleputswa 268.6 316.7 377.4 117.9 129.8 158.1

DC19 Thabo Mofutsanyane 292.5 322.4 361.7 105.0 117.0 133.8

DC20 Fezile Dabi 340.2 414.9 442.2 123.0 145.1 156.2

GP DC42 Sedibeng 369.8 425.4 528.9 159.1 169.7 191.8

DC46 Metsweding 588.1 601.3 665.0 265.6 222.7 244.4

DC48 West Rand 338.0 497.5 757.6 116.9 154.3 238.6

EKU Ekurhuleni 301.3 484.5 530.7 150.1 226.6 239.4

JHB City of Johannesburg 487.6 502.9 534.9 200.8 200.7 205.6

TSH City of Tshwane 455.3 537.2 532.8 181.1 204.6 199.6

KZN DC21 Ugu 336.2 224.4 406.4 135.9 83.9 140.1

DC22 uMgungundlovu 345.4 343.1 468.7 115.7 107.6 148.5

DC23 Uthukela 285.3 288.4 324.2 139.7 127.7 157.2

DC24 Umzinyathi 362.7 386.4 391.9 140.8 145.3 142.2

DC25 Amajuba 356.5 383.6 390.5 164.8 164.6 165.5

DC26 Zululand 363.0 373.3 397.6 148.7 159.0 176.4

DC27 Umkhanyakude 400.5 417.0 435.8 151.6 140.5 139.2

DC28 Uthungulu 335.6 375.3 374.0 133.1 134.8 129.8

DC29 iLembe 379.0 398.9 421.0 127.3 131.9 137.4

DC43 Sisonke 356.9 375.6 402.1 174.3 166.8 172.2

ETH eThekwini 433.2 449.6 500.1 148.1 138.5 142.1
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Non-hospital PHC expenditure  
per capita (uninsured population) 

Non-hospital PHC expenditure  
per PHC visit

District 2008/09 2009/10 2010/11 2008/09 2009/10 2010/11
LP DC33 Mopani 428.1 485.5 551.0 124.2 145.4 181.8

DC34 Vhembe 420.7 464.5 529.8 104.9 119.6 159.7

DC35 Capricorn 519.5 568.8 477.3 189.8 178.7 147.7

DC36 Waterberg 425.3 455.3 559.2 180.9 180.3 243.2

DC47 Greater Sekhukhune 314.4 363.6 438.7 132.4 145.5 195.4

MP DC30 Gert Sibande 276.8 319.4 430.3 125.0 146.3 176.6

DC31 Nkangala 312.2 332.6 412.1 149.8 147.0 179.9

DC32 Ehlanzeni 353.4 404.6 476.5 116.2 135.8 165.4

NC DC45 John Taolo Gaetsewe (Kgalagadi) 386.6 405.1 560.8 159.3 168.4 245.7

DC6 Namakwa 786.2 844.2 1094.8 110.2 134.1 157.6

DC7 Pixley ka Seme 524.0 507.6 693.1 134.5 127.5 167.8

DC8 Siyanda 245.8 271.2 383.6 47.4 52.7 75.7

DC9 Frances Baard 432.8 440.6 538.5 238.8 240.4 300.8

NW DC37 Bojanala Platinum 358.6 376.3 458.0 148.9 150.5 184.5

DC38 Ngaka Modiri Molema (Central) 545.1 555.6 642.1 170.0 171.4 211.3

DC39 Dr Ruth Segomotsi Mompati (Bophirima) 527.5 593.9 680.7 145.2 172.7 203.6

DC40 Dr Kenneth Kaunda (Southern) 353.3 392.9 385.0 143.4 154.8 165.8

WC CPT City of Cape Town 553.0 620.0 648.5 159.0 161.6 166.1

DC1 West Coast 437.6 512.5 574.5 104.2 135.6 167.8

DC2 Cape Winelands 457.9 510.1 583.7 127.6 142.5 172.4

DC3 Overberg 457.4 514.4 573.8 118.2 125.1 143.5

DC4 Eden 425.4 551.0 605.7 95.5 136.3 160.7

DC5 Central Karoo 699.0 796.7 942.0 150.0 179.9 248.0

EC 440.5 457.5 570.7 148.4 146.6 190.2

FS 339.6 383.6 430.3 126.7 139.4 158.3

GP 412.5 499.5 549.4 175.7 201.5 214.3

KZN 374.8 381.3 430.4 142.1 134.0 146.2

LP 425.3 472.7 507.6 137.9 148.6 174.3

MP 321.2 360.8 444.9 126.7 141.1 172.0

NC 435.9 450.1 592.5 123.6 130.7 170.0

NW 427.5 455.3 518.8 153.1 161.1 191.7

WC 516.4 588.2 630.9 140.4 153.1 166.3

SA 410.2 450.9 513.9 146.0 153.5 176.2

Max 786.2 844.2 1094.8 265.6 240.4 300.8

Min 245.8 224.4 324.2 47.4 52.7 75.7

Ratio 3.2 3.8 3.4 5.6 4.6 4.0

Median for SEQ5 (wealthiest) 457.9 512.5 583.7 118.2 136.3 166.1

Median for SEQ1 (poorest) 359.8 374.4 404.2 144.8 145.4 164.7

Ratio of medians (SEQ5/SEQ1) 1.3 1.4 1.4 0.8 0.9 1.0

Reference notes (indicator definitions from page 235 and bibliography of reference sources from page 241):

Calculated from BAS expenditure data (Vulindlela) and NW province 
financial data. Local government data on PHC obtained from National 
Treasury. Values adjusted for inflation to real 2010/11 prices. Uninsured 
population denominators estimated from DHIS (revised population time 
series from 2001-2016 released in 2010) and medical schemes coverage 
from StatsSA GHS (calculations to extrapolate district level coverage after 
2007). Number of PHC visits from DHIS.
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Table 50:  Cost per patient day equivalent in district hospitals (Rand, real 2010/11 prices), 2005/06-2010/11

District 2005/06 2006/07 2007/08 2008/09 2009/10 2010/11
EC DC10 Cacadu  962 1 043 1 052 1 241 1 632 1 727

DC12 Amathole 1 042 1 057 1 063 1 102 1 217 1 325

DC13 Chris Hani  899  943  923  999 1 111 1 401

DC14 Ukhahlamba  867  919 1 042  995 1 151 1 510

DC15 O.R. Tambo 1 015 1 186 1 181 1 110 1 232 1 382

DC44 Alfred Nzo  899 1 066 1 074 1 136 1 258 1 442

NMA Nelson Mandela Bay Metro 1 450 1 655 1 487 1 596 2 095 2 376

FS DC16 Xhariep 1 235 1 258 1 431 1 264 1 321 1 493

DC17 Motheo 1 146 1 144  850 1 187 1 366 1 537

DC18 Lejweleputswa 1 103 1 293 1 321 1 498 2 092 1 688

DC19 Thabo Mofutsanyane 1 299 1 373 1 335 1 488 1 624 1 610

DC20 Fezile Dabi 1 150 1 016 1 243 1 415 1 524 1 753

GP DC42 Sedibeng 1 214 1 225 1 333 1 273 1 535 1 884

DC46 Metsweding

DC48 West Rand 1 440 1 403 1 164 1 213 1 467 1 880

EKU Ekurhuleni 1 214 1 080 1 376 1 369 1 445 2 003

JHB City of Johannesburg 1 070 1 128 1 219 1 295 1 562 1 729

TSH City of Tshwane 1 383 1 479 1 545 1 572 1 863 2 121

KZN DC21 Ugu  773  870 1 093 1 145 1 177 1 087

DC22 uMgungundlovu  744  802 1 001 1 185 1 147 1 141

DC23 Uthukela 1 104 1 174 1 498 1 980 1 528 1 651

DC24 Umzinyathi  873  820 1 053  972 1 047 1 196

DC25 Amajuba 1 582 1 584 1 237 1 277 1 285 1 210

DC26 Zululand 1 331 1 024 1 142 1 205 1 331 1 396

DC27 Umkhanyakude 1 086 1 123 1 336 1 499 1 240 1 379

DC28 Uthungulu 1 110  953 1 254 1 300 1 251 1 429

DC29 iLembe 1 248 1 139 1 246 1 128 1 227 1 429

DC43 Sisonke 1 048 1 109 1 405 1 837 1 178 1 243

ETH eThekwini  907  857  782  831 1 001 1 171

LP DC33 Mopani 1 207 1 185 1 337 1 298 1 396 1 557

DC34 Vhembe 1 166 1 271 1 395 1 246 1 361 1 548

DC35 Capricorn 1 282 1 355 1 437 1 356 1 661 1 771

DC36 Waterberg 1 167 1 271 1 326 1 704 1 895 2 251

DC47 Greater Sekhukhune 1 170 1 371 1 335 1 187 1 298 1 804

MP DC30 Gert Sibande 1 289 1 258 1 021 1 216 1 562 1 611

DC31 Nkangala 1 864 1 755 1 572 1 480 1 719 2 032

DC32 Ehlanzeni 1 217 1 398 1 323 1 382 1 562 1 639

NC DC45 John Taolo Gaetsewe (Kgalagadi)  850  824  925  944 1 403 1 801

DC6 Namakwa 1 136 1 520 1 629 1 750 1 494 2 079

DC7 Pixley ka Seme 1 556 1 318 1 399 1 526 1 529 1 697

DC8 Siyanda  893 1 072 1 379 1 414 1 564 1 678

DC9 Frances Baard 1 145 1 370 1 563 1 051  533  438

NW DC37 Bojanala Platinum 1 219 1 320 1 380 1 463 1 739

DC38 Ngaka Modiri Molema (Central) 1 410 1 419 1 480 1 556 1 950

DC39 Dr Ruth Segomotsi Mompati (Bophirima)  972 1 474 1 317 1 570 1 423

DC40 Dr Kenneth Kaunda (Southern) 1 136 1 217 1 214 1 484 1 757 1 450

WC CPT City of Cape Town  867  364 1 251 1 270 1 521 1 588

DC1 West Coast  880 1 100 1 105 1 157 1 264 1 469

DC2 Cape Winelands  880  917 1 066 1 113 1 298 1 544

DC3 Overberg  910 1 013 1 099 1 272 1 329 1 563

DC4 Eden  851 1 111  984 1 096 1 263 1 421

DC5 Central Karoo 1 034 1 143 1 009 1 009 1 165 1 490

EC  987 1 072 1 079 1 114 1 277 1 469

FS 1 182 1 207 1 142 1 349 1 564 1 612

GP 1 259 1 337 1 401 1 406 1 671 1 996

KZN 1 009  963 1 133 1 210 1 192 1 287

LP 1 199 1 283 1 371 1 338 1 494 1 732

MP 1 363 1 413 1 242 1 340 1 595 1 704

NC 1 063 1 094 1 270 1 257 1 384 1 575

NW 1 136 1 194 1 387 1 402 1 553 1 655

WC  751  746 1 143 1 195 1 386 1 535

SA 1 074 1 109 1 203 1 256 1 384 1 543

Calculated from BAS expenditure data and NW province financial data. PDEs from DHIS.
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Indicator definitions

Type Indicator Definition

D
em

og
ra

ph
ic Aging index Ratio of the number of people 65+ to the number under 15 years. 

i.e. a value of 16 means there are 16 people aged 65 and over for every 100 under 15 years of age. 
 
Calculated as ([65+/0-14]*100)

Crude death rate (deaths per 1 000 
population)

Number of deaths in a year per 1 000 population.

Total fertility rate The average number of children that a woman gives birth to in her lifetime assuming that the prevailing rates remain unchanged.

Annual population growth rate The rate at which the population is increasing or decreasing in a given year expressed as a percentage of the base population 
size. It takes into consideration all the components of population growth namely births deaths and migration.

Population Total number of people.

Population % by province Proportion of South African population in each province (calculated from population per province and population for whole of 
South Africa).

Population % by ethnic group Proportion of South African population in each ethnic group (calculated from population per ethnic group and population for 
whole of South Africa).

Public sector dependent population This is an adjustment of the total population to the number assumed to be dependent on services in the public health sector 
based on medical scheme (health insurance) coverage. 
 
It is calculated by subtracting the number of people with medical scheme cover (determined from medical scheme membership 
reports or surveys indicating percentage of population on medical schemes) from the total population.

Area (square km) Land area covered by geographic entity.

Area as a % of total area of South Africa Area of province divided by total area of country (South Africa).

Population density (people per km2) Number of people per square kilometre.

So
ci

o-
ec

on
om

ic Education level: percentage of 
population 20 years and older with no 
schooling

Percentage of people in a given age group who have received a particular level of education. 
Data are presented for the percentage of population aged 20 years and above with no schooling.

Unemployment rate (official definition) The official definition of the unemployed is that they are those people within the economically active population (aged 15-65) 
who  
(a) did not have a job or business during the 7 days prior to the interview  
(b) want to work and are available to work within two weeks of the interview and  
(c) have taken active steps to look for work or to start some form of self-employment in the 4 weeks prior to the interview. 

Drinking Water System (Blue Drop) 
Performance Rating

Composite score measuring compliance of water suppliers with water quality management requirements. Includes 
microbiological, chemical and physical compliance criteria.

Percentage of households by type of 
housing

Percentage of households that are categorised as formal informal traditional or other.

Percentage of households using 
electricity for cooking

Percentage of households using electricity as their main energy source for cooking.

Percentage of households with access 
to piped water

Includes households with piped water in dwelling piped water inside yard or piped water on a community stand (< 200m away or 
further).

Percentage of households with no toilet Percentage of households that have no toilet of any kind.

Percentage of households with 
telephone (telephone in dwelling or cell 
phone)

Percentage of households with a telephone in the dwelling or a cellular telephone.

M
or

ta
lit

y Adult mortality (45q15 – probability of 
dying between 15-64 years of age)

The probability of dying between the ages of 15 and 60 years of age (percentage of 15 year olds who die before 60th birthday).

Life expectancy at birth The average number of additional years a person could expect to live if current mortality trends were to continue for the rest of 
that person’s life. (Most commonly cited as life expectancy at birth.)
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Type Indicator Definition
C

hi
ld

 m
or

ta
lit

y 
an

d 
re

la
te

d Child mortality (deaths between 1-4 
years per 1 000 live births)

The number of children aged 12 months to 5 years (i.e. to the end of the 4th year) who die in a year per 1 000 live births.

Infant mortality rate (deaths under 1 year 
per 1 000 live births)

The number of children less than one year old who die in a year per 1 000 live births during that year.

Low birth weight rate (% live births 
<2 500g)

Percentage of live births under 2 500g.

Neonatal death rate (NNDR) (deaths 
<28 days old per 1 000 live births)

Number of deaths within the first 28 days of life in a year per 1 000 live births during that year. 
Also called Neonatal Mortality Rate (NNMR).

Number of under-5 deaths The estimated number of deaths in children younger than 5 years.

Perinatal care index (perinatal MR / 
LBWR)

Perinatal mortality rate divided by the low birth weight rate. 
 
The Perinatal Care Index is a quality of care index that has been validated as a true measure of the quality of care; the higher the 
index the poorer the care. The values should be below 1 for CHCs and below 2 for all hospitals.

Perinatal mortality rate (deaths <8 days 
old per 1 000 total births) 

The number of perinatal deaths per 1 000 births. The perinatal period starts as the beginning of foetal viability (28 weeks 
gestation or 1 000g) and ends at the end of the 7th day after delivery. Perinatal deaths are the sum of stillbirths plus early 
neonatal deaths. These are divided by total births (live births plus stillbirths). 
 
Note that the current WHO definition of PNMR is different from the definition used in South Africa, being the number of deaths 
from 24 weeks gestation/500g to 28 days neonatal life. As from the Saving Babies 2003-2005 report reporting has been brought 
into line with the international standard of reporting according to all births =>500g.

Post-neonatal mortality rate (deaths 28-
365 days age per 1 000 live births)

Number of deaths occurring between 28 and 365 days after birth per 1 000 live births in the same period.

Stillbirth rate (per 1 000 total births) Number of stillbirths per 1 000 total births.

Under-5 mortality rate (deaths under 5 
years per 1 000 live births)

The number of children under 5 years who die in a year per 1 000 live births during the year. 
It is a combination of the infant mortality rate plus the age 1-4 mortality rate.

D
is

ab
ili

ty Cataract surgery rate (surgeries per 
million uninsured population)

Number of cataract surgeries done per year per 1 million public sector dependent population.

Prevalence of disability (%) Percentage of people reporting moderate to severe disability in a survey where disability is defined as a limitation in one or more 
activities of daily living (seeing, hearing, communication, moving, getting around, daily life activities, learning, intellectual and 
emotional). 
 
In the Community Survey 2007 and Census 2001 disability is defined as a physical or mental handicap which has lasted 
for six months or more or is expected to last at least six months which prevents the person from carrying out daily activities 
independently or from participating fully in educational, economic or social activities. 
The definition of disability used in Census 2001 is not comparable with that used in Census 1996.

More recent surveys use the International Classification of Functioning, Disability and Health (ICF) approach where respondents 
are asked about ‘difficulty’ with various activities rather than disability, with a continuum from ‘no difficulty’ to ‘not able’.

Since the 2009 GHS (revised in 2011), StatsSA have also excluded data on children under 5 years old, since it was thought that 
these are often categorised as being unable to do the various activities, when this is in fact due to their level of development 
rather than any innate disabilities.

In
fe

ct
io

us
 

D
is

ea
se Reported cases of (disease) The number of cases of (disease) reported to the Department of Health. 

Since case reporting of notifiable diseases has been so incomplete and delayed for several years, the number of laboratory 
confirmed cases from NHLS has been included where available, although these would be expected to include only a subset of 
the total number of notified cases.

Syphilis prevalence rate (%) (antenatal) Percentage of women surveyed testing positive for syphilis.

Tu
be

rc
ul

os
is

 (T
B) Case detection rate: (all forms) Proportion of incident cases of TB (all types) that were notified. For a given country, it is calculated as the number of notified 

cases of TB in one year divided by the number of estimated incident cases of TB in the same year, and expressed as a 
percentage.

HIV prevalence in TB incident cases Percentage of new TB cases that are HIV positive.

Incidence of TB (all types) (per 100 000) Estimated number of cases of tuberculosis (all types) per 100 000 population (for the year). 
Adjusted for estimated under-reporting of TB cases and other factors.

Incidence of TB (PTB new Sm+) (per 
100 000)

Estimated number of cases of tuberculosis (pulmonary TB new smear positive cases) per 100 000 population (for the year). 
Adjusted for estimated under-reporting of TB cases and other factors.

Prevalence (%) of multidrug resistance 
among new TB cases

Estimated percentage of new cases of TB which are multidrug resistant.

Treatment success rate (%) The proportion of new smear-positive TB cases registered under DOTS in a given year that successfully completed treatment, 
whether with bacteriological evidence of success (“cured”) or without (“treatment completed”). At the end of treatment, each 
patient is assigned one of the following six mutually exclusive treatment outcomes: cured; completed; died; failed; defaulted; 
and transferred out with outcome unknown. The proportions of cases assigned to these outcomes, plus any additional cases 
registered for treatment but not assigned to an outcome, add up to 100% of cases registered.

Tuberculosis death rate per 100 000 Number of deaths due to tuberculosis (all types) reported per 100 000 population (for the year). 
Note that the estimates calculated from the StatsSA cause of death data are not corrected for underreporting or poor coding and 
are thus an underestimate of mortality due to TB.

Tuberculosis death rate per 100 000 
(excluding HIV)

Number of deaths due to tuberculosis (all types) reported per 100 000 population (for the year). Note that the estimates 
calculated from the StatsSA cause of death data are not corrected for underreporting or ill-defined coding, and are thus an 
underestimate of mortality due to TB.

Tuberculosis prevalence rate per 
100 000 population

Number of people with TB (all types) per 100 000 population. (MDG indicator 23)
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Type Indicator Definition

C
as

e 
fin

di
ng Bacteriological coverage rate The bacteriological coverage rate reflects the percentage of cases of PTB for which sputum microscopy results were available. 

As such it reflects both the availability of laboratory services and compliance with the national TB guidelines which stress the 
use of sputum microscopy in the diagnosis of PTB. 

Proportion of extra-pulmonary TB Number of extra-pulmonary TB cases divided by total number of TB cases. 
HIV-infected individuals are more likely to suffer from extra-pulmonary TB. The rising proportion of extra-pulmonary TB reflects 
the effect of the HIV epidemic on patterns of TB infection.

Reported cases of TB (all types) Number of cases of tuberculosis (all types) reported to the DoH for the year.

Reported cases of TB (all types) (per 
100 000)

Number of cases of tuberculosis (all types) reported to the Department of Health per 100 000 population (for the year). 
 
Note that reporting rates in some areas are far from complete and this may influence the values quite significantly.

Reported cases of TB (new Sm+) Number of cases of tuberculosis (new smear positive) reported to the DoH for the year.

Reported cases of TB (PTB new Sm+) 
(per 100 000)

Number of cases of tuberculosis (pulmonary TB, new smear positive cases) reported to the Department of Health per 100 000 
population (for the year).

Reported cases of TB (PTB) Number of cases of tuberculosis (pulmonary TB) reported to the DoH for the year.

Retreatment ratio Number of Sm+ retreatment cases divided by the number of Sm+ cases (new + retreatment) expressed as a percentage. 
 
High interruption rates contribute to high retreatment ratios.

Smear positivity (percentage of new PTB 
cases which are Sm+)

Number of new smear positive PTB cases divided by number of new PTB cases.

C
as

e 
ho

ld
in

g Cure rate (new Sm+ cases) Percentage of patients who are proven to be cured using smear microscopy at the end of treatment. 
 
The cure rate for new smear positive patients is regarded as the key indicator in high-burden countries. South Africa is working 
towards achieving the accepted WHO target of an 85% cure rate for new smear positive cases.

Defaulter (interruption) rate (new Sm+ 
cases)

Percentage of patients who do not complete their course of treatment (of new smear positive patients).

Smear conversion rate (new Sm+ cases) Percentage of new smear positive PTB cases who are smear negative after two months of anti-TB treatment and are therefore 
no longer infectious. 
 
Numerator: Number of new PTB cases who were Sm+ before starting treatment but show a Sm- after 2 months treatment. 
Denominator: Total number of new Sm+ cases registered during specified time.

Successful completion rate (new Sm+) Percentage of patients who are cured plus those who complete treatment but without laboratory proof of cure of new smear 
positive patients).

M
al

ar
ia Access to malaria treatment within 24 

hours
Percentage of those suffering with malaria with access to appropriate treatment within 24 hours of onset of symptoms 
Abuja target: 60%.

Case fatality rate: malaria Number of deaths divided by number of cases expressed as a percentage. 
 
The national target is to maintain a CFR below 0.5%.

Reported cases of malaria The number of cases of malaria reported to the Department of Health.

Reported cases of malaria (per 100 000) The number of cases of malaria reported to the Department of Health per 100 000 population (for the relevant year). Also known 
as incidence of malaria.

Reported deaths from malaria The number of deaths from malaria reported to the Department of Health. 

H
IV

 a
nd

 A
ID

S AIDS orphans (maternal orphans <18 
years) 

Number of children under 18 years who have lost either a mother (maternal orphan) a father (paternal orphan) or both parents (a 
double orphan) due to HIV/AIDS.

AIDS sick (number of people with AIDS-
defining conditions)

Number of people estimated to be living with AIDS-defining conditions.

Antenatal client HIV 1st test positive rate Antenatal clients tested HIV positive as a proportion of antenatal clients tested for HIV for the first time during the current 
pregnancy. 
 
Similar to HIV prevalence (antenatal) except that as more people may already know their status over time it does not necessarily 
provide a representative value for all antenatal clients.

Antiretroviral coverage The number of patients receiving ART divided by the number needing treatment.

HIV incidence The HIV incidence rate is the percentage of people who are uninfected at the beginning of the period who will become infected 
over the 12 months. 
 
It refers to the annual diagnosis rate or the number of new cases of HIV diagnosed each year.  
(The term ‘prevalence’ refers to the estimated population of people who have HIV at any given time.)

HIV prevalence (%) (age 15-49) Percentage of population (age 15-49) estimated to be HIV positive. 

HIV prevalence (%) (antenatal) Percentage of women surveyed testing positive for HIV.

HIV prevalence (%) (total population) Percentage of population estimated to be HIV positive. 

People living with HIV The number of people who are HIV+.

Percentage of deaths due to AIDS Percentage of total deaths attributed to AIDS-related causes.

Proportion of ANC clients tested for HIV Proportion of women coming for their first antenatal visit who are tested for HIV.

ST
Is Incidence of STI treated The percentage of people 15 years and older that have been treated for a new episode of an STI (annualised).

STI partner treatment rate (%) Number of STI partners treated new divided by number of STI treated new episode expressed as a percentage.
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Type Indicator Definition
C

on
tr

ac
ep

tio
n 

an
d 

se
xu

al
 b

eh
av

io
ur Age of first sex under 14 years (% having 

first had sex at age 14 or younger)
Percentage of people surveyed (of various age groups) who report having first had sexual intercourse at age 14 years or 
younger.

Condom use at last sex Percentage of those who reported ever having had sex who used a condom the last time they had sex. Note that the precise 
definition of this indicator varies between surveys.

Condom use at the last high-risk sex Percentage who say they used a condom the last time they had sex with a non-marital/non-cohabiting partner of those who were 
sexually active in the last 12 months.

Couple year protection rate The rate at which couples (specifically women) are protected against pregnancy using modern contraceptive methods 
INCLUDING sterilisations (previously Women year protection rate). Numerator: Contraceptive years equivalent  
Denominator: Target population 15-44 years (couples using females as proxy).

Ever had sex (%) Percentage of people who report that they have ever had sexual intercourse.

HIV knowledge people who know that a 
person can protect him / herself from HIV 
infection by condom

HIV knowledge people aged 15-24 who know that a person can protect him / herself from HIV infection by consistent use of a 
condom.

HIV knowledge: correct knowledge 
about prevention and rejection of major 
misconceptions

The percentage of people who correctly answer a composite measure of accurate knowledge of two questions related 
to HIV prevention in combination with rejecting four myths and misconceptions about the disease.  
 
The two questions on prevention of HIV transmission were ‘To prevent HIV infection a condom must be used for every 
round of sex’ and ‘One can reduce the risk of HIV by having fewer sexual partners’ while the four questions about myths and 
misconceptions were ‘There is a cure for AIDS’, ‘AIDS is caused by witchcraft’, ‘HIV causes AIDS’ and ‘AIDS is cured by having 
sex with a virgin’.

Male circumcision (% of men who are 
circumcised)

The percentage of men (15-59 years, unless otherwise specified) who have been circumcised.

Male condom distribution rate The number of male condoms distributed (to patients at the facility or through other channels) per male 15 years and older.

Male condoms distributed (thousands) Number of male condoms distributed. 

Teenage pregnancy Percentage of women aged 15-19 who are mothers or who have ever been pregnant. The percentage of women who are mothers 
at the time of the survey is a more restrictive definition.
Note that some of the surveys report this indicator as the percentage who have ever been pregnant of those WHO HAVE EVER 
HAD SEX. This is a different denominator to that used by the Demographic and Health Surveys and the data can therefore not 
be directly compared.

M
at

er
na

l h
ea

lth ANC coverage Proportion of pregnant women receiving some antenatal care.  
DHIS data source: Estimated from the number of first ANC visits divided by the expected number of pregnant women. 
HSRC data source: Percentage of women surveyed who reported receiving some antenatal care from a nurse, midwife or doctor.

ANC visits per client The total number of antenatal visits over the number of first antenatal visits (equivalent to number of antenatal clients).

Births assisted by trained health 
personnel

Percentage of women who gave birth in the 5 years preceding the survey who reported receiving medical assistance at delivery 
from either a doctor, a nurse or a midwife.

Caesarean section rate Percentage of births that are by caesarean section.

Delivery rate in facility The percentage of deliveries taking place in health facilities under supervision of trained personnel. (The number of children 
under one year, factorised by 1.07 due to infant mortality, is used as an estimated proxy denominator for expected deliveries.)

Maternal mortality ratio (MMR) The number of women who die as a result of childbearing, during the pregnancy or within 42 days of delivery or termination of 
pregnancy in one year, per 100 000 live births during that year.

Number of maternal deaths The number of women who die as a result of childbearing, during the pregnancy or within 42 days of delivery or termination of 
pregnancy in one year. 
In the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision, 1992 (ICD-10), WHO 
defines maternal death as: The death of a woman while pregnant or within 42 days of termination of pregnancy, irrespective of 
the duration and site of the pregnancy, from any cause related to or aggravated by the pregnancy or its management but not 
from accidental or incidental causes. For countries using ICD-10 coding for registered deaths, all deaths coded to the maternal 
chapter (O codes) and A34 (maternal tetanus) were counted as maternal deaths. Note that the system of Confidential Enquiries 
into maternal deaths (NCCEMD) only captures INSTITUTIONAL deaths, and thus is known to miss deaths occurring at home. 

PMDF (proportion maternal among 
deaths of females of reproductive age)

An alternative measure of maternal mortality, the proportion of deaths among females of reproductive age (PMDF) that are due 
to maternal causes, is calculated as the number of maternal deaths divided by the total deaths among females aged 15-49 years.

Te
rm

in
at

io
n 

of
 

Pr
eg

na
nc

y ToP facilities functioning (%) Percentage of functioning ToP facilities.
Numerator: Number of designated facilities providing termination of pregnancy services.
Denominator: Total number of designated ToP facilities.

ToP rate (%) Percentage of pregnant women who have had an abortion. 
DHIS definition: Termination of Pregnancies performed in a health facility as the proportion of all expected pregnancies in the 
catchment population.

ToPs (Terminations of Pregnancy) The number of terminations of pregnancy. 

ToPs by gestational age (%) Percentage of total terminations of pregnancy for various gestational ages.

ToPs by maternal age (%) Percentage of total terminations of pregnancy for various maternal ages. 
Caution should be exercised in interpreting these data due to the high proportion of unknown data. 

N
ut

rit
io

n Obesity (%) Percentage of people with a body mass index (BMI) (body mass in kg divided by the square of the height in m) equal to or more 
than 30kg/m2.

Overweight (%) Children: Proportion of children with weight for height over 2 standard deviations from the norm (reference population median).
Adults: Percentage of people with body mass index (BMI) of 25-29.9 kg/m2. 

Stunting (%) Proportion of children with height for age under 2 standard deviations from the norm (reference population median).

Underweight (%) Children: Proportion of children with weight for age under 2 standard deviations from the norm (reference population median). 
Adults: Percentage of people with body mass index (BMI) <18.5 kg/m2. 

Vitamin A coverage children 12-59 
months

Percentage of children 12-60 months receiving vitamin A 200 000 units – full coverage is 200% or two doses per child per year. 
For surveys this indicator is usually given as the percentage of children who received Vitamin A supplements in the preceding 6 
months.

Vitamin A coverage infants 6-11 months Percentage of infants 6-11 months receiving vitamin A 100 000 units.

Wasting (%) Proportion of children with weight for height under 2 standard deviations from the norm (reference population median).
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Type Indicator Definition
C

hi
ld

 H
ea

lth Children under 5 years weighing rate The proportion of PHC headcount under 5 years that were weighed. Monitoring whether the policy of weighing all children seen 
at least once a month is being adhered to.

Diarrhoea incidence under 5 years (per 
1 000)

The number of children under 5 years with diarrhoea per 1 000 population under 5 years per year. Diarrhoea is formally defined 
as 3 or more watery stools in 24 hours, but any episode diagnosed and/or treated as diarrhoea after an interview with the adult 
accompanying the child should be counted.

Exclusive breastfeeding rate Percentage of living children receiving only breast milk from birth to various ages. 
Optimal breastfeeding practices include exclusive breastfeeding (breast milk with no other foods or liquids) for the first six 
months of life followed by breastmilk and complementary foods (solid or semi-solid foods) from about six months of age on and 
continued breastfeeding for up to at least two years of age while receiving complementary foods. (http://www.childinfo.org/eddb/
brfeed/)

Not gaining weight under 5 years rate 
(%)

The proportion of children weighed who had an episode of growth faltering/failure during the period. Note that WC uses a 
‘tighter’ definition of not gaining weight.

Number of orphans Number of children under 18 years whose biological mother, biological father or both parents have died. 
Different kinds of orphans are defined as: 
maternal orphans – a child whose mother has died or whose living status is not known but whose father is alive. 
paternal orphans – a child whose father has died or whose living status is not known but whose mother is alive. 
double/dual orphan – a child whose mother and father have both died or whereabouts are unknown.

Orphanhood (%) Proportion of children under 18 years whose biological mother, biological father or both parents have died.

Pneumonia incidence rate under 5 years The number of children under 5 years diagnosed with pneumonia, per 1 000 children in the catchment population. This indicator 
was called Lower Respiratory Tract Infection (LRTI) incidence rate, due to incorrect interpretation of LRTI.

Severe malnutrition under 5 years 
incidence (per 1 000)

The number of children who weigh below 60% Expected Weight for Age (new cases that month) per 1 000 children in the target 
population.

Im
m

un
is

at
io

n BCG coverage The proportion of expected live born babies that received BCG under 1 year of age (note: usually given right after birth).

DTP3 coverage The proportion of children who received their third DTP-Hib doses (normally at 14 weeks)  
 
From approximately 2009 when the immunisation schedule changed this is defined as: 
The proportion of children under 1 year who received their DTaP-IPV/Hib (Pentaxim) 3rd dose normally at 14 weeks – 
annualised.

Immunisation coverage of children <1 
year

Proportion of children under 1 year who are fully immunised. Calculated from the number of children fully immunised (defined 
as first visit where all required vaccinations are completed) divided by the population <1 year. A Primary Course includes BCG, 
OPV 1,2 & 3, DTP-Hib 1,2 & 3, HepB 1,2 & 3, and 1st measles (usually at 9 months).

Immunisation drop out rate (DTP1-3) The proportion of children who dropped out of the immunisation schedule between the first dose (normally at 6 weeks) and the 
third dose (normally at 14 weeks). The DTP-Hib/Pentaxim numbers are used for this purpose.

Immunisation drop out rate (measles 
1 to 2)

The proportion of children who dropped out of the immunisation schedule between the first (normally at 9 months) and second 
(normally at 18 months) measles dose.

Measles 1st dose coverage The proportion of children who received their 1st measles dose (normally at 9 months) – annualised. Numerator: Measles 1st 
dose under 1 year. Denominator: Target population under 1 year Equivalent to MDG indicator ‘Proportion of 1 year-old children 
immunised against measles’.

OPV 1 coverage The proportion of children under 1 immunised with OPV dose 1.

PCV7 3rd dose coverage The proportion of children who received their third PCV7 dose (around 9 months) – annualised.

RV 2nd dose coverage The proportion of children who received their second RV dose (around 14 weeks) – annualised.

C
hr

on
ic

 
D

is
ea

se
s Cervical cancer screening coverage Women 30 years and older with a cervical (pap) smear done for screening purposes according to the national policy of screening 

all women in this age category every 10 years, as the proportion of all women 30 years and older in the target population.

B
eh

av
io

ur
 &

 A
w

ar
en

es
s Currently drink alcohol (%) Proportion of people who currently drink alcohol.

Ever drank alcohol (%) Proportion of people who ever drank alcohol.

Ever smoked cigarettes (%) Proportion of people who have ever smoked a cigarette, even one or two puffs.

Ever used drugs (%) Proportion of people who have ever used drugs.

Frequent smokers (%) Proportion of people who smoked (cigarettes) on 20 or more days of the past 30 days.

Number of admissions for alcohol and 
other drug abuse

Number of patients admitted for treatment by treatment centres who are part of the SACENDU Project sentinel surveillance 
system. 

Percentage participating in insufficient 
physical activity

Proportion of those surveyed who did not participate in either vigorous or moderate physical activity that would have been 
sufficient to gain any health benefit, in the 7 days preceding the survey. Vigorous activity is defined as activities for 20 or more 
minutes on 3 or more of the 7 days preceding the survey such as soccer, netball, rugby or basketball. Moderate activity is 
defined as 30 or more minutes on 5 or more of the 7 days preceding the survey such as fast walking, slow bicycling, skating, 
mopping or sweeping floors.

Prevalence of smoking (%) Proportion of population who currently smoke. This indicator is also known as ‘Current smokers (%)’. Note that the indicator may 
be given just for cigarettes or for other tobacco products.

Primary drug of abuse as % of all drugs 
of abuse

Percentage breakdown of the primary drug of abuse reported by patients admitted to treatment centres that are part of the 
SACENDU sentinel surveillance system. Note that poly-substance abuse is high.

Smoking age of initiation <10 years Proportion of people who first smoked cigarettes before age 10 years (of those who have ever smoked).

Watch TV more than 3 hours per day Proportion of those surveyed (who have access to a TV, video or computer games) who spent 3 hours or more watching TV or 
playing video/computer games during an average school day.

In
ju

rie
s Always wear a seat belt when driven by 

someone else (%)
Proportion of people who always wear a seat belt when driven in a car by someone else.

Drove after drinking alcohol Proportion of people who drove after drinking alcohol (in the month preceding the survey), of those who indicated they drive a 
vehicle.

Road accident fatalities per 100 000 
population

Number of fatalities due to road accidents per 100 000 population.
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Type Indicator Definition
H

ea
lth

 F
ac

ili
tie

s Average length of stay (ALOS) Average duration of patient stay in health facility. 
Numerator: Inpatient days + 1/2 Day patients. 
Denominator: Discharges + Deaths + Transfers out + Day patients. 

Useable bed utilisation (occupancy) 
rate (BUR)

Measure of the occupancy of the beds available for use. 
Numerator: (Inpatient days + 1/2 Day patients) x 100. 
Denominator: Useable beds x days in period. 

Useable beds per 1 000 population The number of useable beds divided by the population x 1 000. Where this is calculated for public health sector beds, the 
population used is the public sector dependent (uninsured) population. 

Utilisation rate PHC Number of visits per person to PHC health facilities per year. Calculated from PHC headcount divided by total population. 

Utilisation rate PHC <5 years Number of visits per person <5 years to PHC health facilities per year. Calculated from PHC headcount <5 years divided by 
population <5 years. 

H
ea

lth
 P

er
so

nn
el Number of (health professionals) 

registered
Number of this category of health professional registered with the relevant professional council. This number includes those 
working in the public or private sector as well as those registered but not working or overseas.
Description of selected categories:
An enrolled nurse (EN) or sometimes called a staff nurse is an individual who has completed a two year programme usually 
at a nursing college or exited after completing two years of the university four year programme. This person is educated and 
competent to practice basic nursing.
An enrolled nursing auxiliary (ENA) or sometimes called an assistant nurse (AN) which is an individual who has completed a 
year programme or a similar course at college or exited after completing the first year of the university four year programme. This 
person is educated and competent to practice elementary nursing.
A professional nurse (PN) or registered nurse (RN) (and sometimes called a sister) is an individual who has completed a four 
year programme at university or a nursing College. This person is educated and competent to practice comprehensive nursing 
and midwifery.
A pupil auxiliary is an individual on one year or similar nursing course at a public or private nursing institution.
A pupil nurse is an individual on a two year nursing programme at a public or private nursing institution.
A student nurse is a person who is in the process of training either on a four year nursing programme at Nursing College or 
University.

Number of (health professionals) Number of this category of health professional working in the specified sector.

Total number of health professional 
posts

Total number of health sector posts (health professional categories) including dental, medical, nursing, pharmacy, occupational 
therapy, physiotherapy, radiography and psychology professions. Data from 2002 also includes environmental health 
professionals, and from 2009 clinical associates were added. Note that older data from PERSAL also included some vacant 
posts for each profession. Newer data has most of the vacant posts identified and therefore the number of posts primarily 
reflects filled posts.

Number of CS (health professionals) Number of community service (health professionals). For each cadre.

(Health professionals) per 100 000 
population

Ratio of the number of personnel to the population (per 100 000). 
 
Note that the measure of the number of personnel may differ for the public and private sectors and also that the population may 
be adjusted to be the population assumed to be dependent on that sector.

H
ea

lth
 F

in
an

ci
ng Claims ratio Percentage of member contributions that has been utilised for the payment of benefits claimed by members of medical schemes, 

as opposed to allocation of contributions for non-health benefits and the building of reserves.

Health as percentage of total 
expenditure

Percentage of total (government) expenditure on health.

Health expenditure % of GDP Percentage of national Gross Domestic Product that is spent on health care.

Medical scheme beneficiaries Number of medical scheme (scheme) beneficiaries as reported by the Medical Schemes Council.

Medical scheme coverage Percentage of population covered by medical schemes.

Pensioner ratio Percentage of members of medical schemes who are 65 years or older in registered medical schemes.

Per capita expenditure (non-hospital 
PHC)

Amount spent on non-hospital PHC services by the public sector per person without medical aid coverage (in Rand). 
Includes provincial expenditure from sub-programmes 2.1-2.5 (District management, Community health clinics, Community 
health centres, Community-based services and Other community services) under District Health Services, plus net Local 
government expenditure on health services. Expenditure is divided by the population without medical scheme coverage.

Per capita health expenditure Amount spent on health per person (in Rand). 
 
For the public sector this is calculated for the population without medical scheme coverage (public sector dependent population). 
For the private sector this is usually calculated for the number of medical schemes beneficiaries.

Ratio of private to public sector per 
capita health expenditure

Total private per capita expenditure divided by total public sector per capita expenditure. 
Public health sector expenditure is divided by the population covered (public sector dependent population).  
Private sector is total medical scheme expenditure divided by number of beneficiaries. 
 
Where expressed as a single figure is private/public per capita expenditure. i.e. for 2009/10 private expenditure per person is 
about 5.4 times higher than public sector expenditure per person.
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