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Foreword

As an accredited annual journal of research on health policy development, reform, implementation and intervention for
systemic improvement, the South African Health Review (SAHR) represents and expresses Health Systems Trust’s vision of
building health for all in our country through strengthened health systems.
Generated in the context of partnership with policy-makers, planners, health managers, researchers, and health and
development organisations – both locally and abroad – who constitute the sources and the audience of the Review’s content,
the knowledge encapsulated in this publication enlightens regional and international thought and action around people-centred
health care.
Flanked by the standard chapters on health policy and legislation and on health and related indicators, this 18th edition
of the SAHR presents material that reflects the wide scope of important topics in the contemporary terrain of health systems
strengthening. The issues covered range from the specificity of needs-based rural health resource allocation, a call to integrate
disability in equitable care, and the structure of medical schemes’ benefit options, to understandings of roles, participation,
knowledge and implementation within the realm of public mental health services as well as the nursing profession. There are
also incisive texts on key aspects of health management, such as the nature and use of information for decision-making at
facility level, leadership development among frontline managers, and capacitating community participation in primary health
care.
On behalf of the Board, I commend the host of dedicated professionals whose commitment and expertise have borne fruit in
this enterprise: the accomplished authors whose data and analytical perspectives form the grist of this edition’s content; the
eminent academics who served as peer reviewers; the members of the SAHR Editorial Advisory Committee for their invaluable
guidance through selection and refinement processes; and HST’s diligent editorial team and administrative staff.
We are perennially grateful to the National Department of Health for supporting the production of the Review, thus enabling a
sustained contribution to the realisation of a healthy life for all.

Dr Maureen Tong
Chairperson of the Board of Trustees,
Health Systems Trust
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Editorial

The 2014/15 South African Health Review (SAHR) consists of
15 chapters that explore the range and depth of shifts in equity,
efficiency and quality – both unfolding and neglected – in South
Africa’s public health arena.
The topography of this content is elevated with factual information
on policy and legislative changes, progress reports on initiatives to
transform and improve the health system, and accounts of innovative
approaches applied at facility and district level that contain salutary
lessons for scale-up and replication across the country.
Scanning the road already travelled in the journey of health system
transformation, it is immediately apparent that our discourse has
evolved from ‘how to effect change’ to ‘how change has been
experienced and understood’. Our health system is maturing, and
numerous historical initiatives are bearing fruit, particularly when
viewed in the light of recent policy decisions; a key example of this
is the health sector component of the Negotiated Service Delivery
Agreement 2010–14 (NSDA), which ushered in a series of reforms
geared towards preparing the health system for the introduction of
National Health Insurance.
The release of this 18th edition of the Review occurs a month
after the adoption of the global 2030 Agenda for Sustainable
Development, which is described by UN Secretary-General Ban
Ki-moon as embodying “the yearnings of people everywhere for
lives of dignity on a healthy planet”. This synchronicity affords a
viewing of South African health reform and innovation over a wider
continental and international vista. Lessons learnt from South Africa’s
health reforms emerge as a worthy contribution to the vision of “a
long and healthy life for all” – not only for South Africans, but for the
entire global family.
This edition is compiled along seven thematic pathways that traverse
this vision of healthy nationhood:
➢➢ Health policy
➢➢ Policy implementation
➢➢ Attaining equitable health systems
➢➢ Strengthening human resources
➢➢ Private sector
➢➢ Emerging Public Health Practitioner Award
➢➢ Tracking progress

Health policy
In Chapter 1, Andy Gray and Yousuf Vawda reflect on developments
– and in some cases, the lack thereof – in South Africa’s health policy
and legislation charted over the past year, noting that despite the
non-appearance of the White Paper on National Health Insurance,
the development of national secondary legislation informing the
implementation of the National Health Act is continuing. Only one
health-related Act was passed in 2014/15: the Mental Health Care

Amendment Act (12 of 2014), and no progress has been made with
the Medical Innovation Bill, one of the few Private Member’s Bills to
be considered by Parliament. Gray and Vawda outline the substance
of several court challenges to the Minister and statutory councils,
particularly that calling for legislation to decriminalise physicianassisted suicide (with a landmark ruling in its favour having been
made especially poignant after the death of the appellant, Advocate
Robin Stransham-Ford, of natural causes due to terminal illness).

Policy implementation
To strengthen health system effectiveness, the Primary Health
Care Re-engineering and eHealth Strategies, among others, were
introduced as part of the NSDA in 2010. More recently, the Ideal
Clinic initiative was introduced to ensure standardisation of highquality healthcare delivery at facility level. The chapters included
in this section describe progress in implementing the Ideal Clinic
Realisation and Maintenance (ICRM) Initiative, implementation of
the eHealth Strategy, as well as initial implementation of the District
Clinical Specialist Teams as one component of the three-streamed
PHC Re-engineering Strategy. Such implementation is crucial to
the success of the envisaged NHI as a means of universal health
coverage.
In Chapter 2, Robert Fryatt and Jeanette Hunter provide an account
of developments made in the Ideal Clinic Realisation process
from June 2013 to March 2015. The Ideal Clinic initiative is
steered under Operation Phakisa – South Africa’s adaptation of
Malaysia’s ‘Big, Fast Results’ strategy that is designed to fast-track
the implementation of solutions for national key priority areas – to
devise a detailed, costed implementation plan, clear persistent
bottlenecks in clinics, test responses, make required modifications
for scale-up, secure the needed resources, provide the necessary
training, and build the knowledge needed to maintain the desired
ideal clinic status. Eleven elements, known as transversal levers, are
needed to accelerate the attainment of fully functional PHC facilities,
including the development of a standard structure for the District
Health Management Office with standard job profiles; development
and implementation of a change management model; and ensuring
integrated chronic disease management, encompassing the full
value chain of continued care and support, patient record storage
and retrieval to shorten excessive waiting times.
Implementation of the Ideal Clinic concept will see this model as the
fulcrum of a community-based PHC service, including school health,
ward-based outreach and environmental health. An important need
is that of an effective service delivery platform for national strategic
programmes such as the integrated plan for HIV and TB, family
planning, and maternal and child health services.
Eight work-streams with crosscutting and complementary expertise
were formed to focus on specified activities and outputs (i.e. service
delivery, waiting times, infrastructure, human resources for health,
financial management, supply chain management, institutional

SAHR 2014/15

vii

arrangements, and scale-up and sustainability), and to prepare a
final report after six weeks. All 10 components of the Ideal Clinic
Realisation and Maintenance framework were fitted into these eight
work-streams along with the transversal levers. Costing was done
across all eight work-streams, each of which addressed the case
for change, South Africa’s aspirations for the Ideal Clinic, the issues
hampering optimal health care and the root causes thereof, and how
these could be resolved through specified solutions and initiatives.
Representing a broad range of authors including government and
non-governmental organisations, Chapter 3 provides an update
on the steps being taken in collaboration with NGOs to execute
reference implementation of the eHealth Strategy for South Africa in
PHC facilities. Here, Milani Wolmarans and colleagues present the
valuable lessons learnt through using the 700 facilities in the NHI
facilities as pilot sites for this implementation process. Among these
is the recognition that a cohesive patient administration system –
including reducing the number of registers in these facilities from 54
to six – is the foundation needed for ensuring a rationalised process
of patient access to healthcare facilities, which in turn supports
quality health information services and effective facility management
while improving patient experience.
Using a Theory of Change approach, Oboirien and colleagues,
in their chapter Understanding roles, enablers and challenges of
District Clinical Specialist Teams in strengthening primary health
care in South Africa, explore the perceptions and experiences of
the initial stages of implementation of the District Clinical Specialist
Teams (DCSTs) in three districts to better understand organisational
and behavioural characteristics influencing PHC strengthening.
Their findings show that implementation was under way in all three
districts, and the key enablers of DCST implementation related to the
relative strengths of existing capacity and systems; the use of local or
individual discretion and strategies when implementing the policy,
thus enabling implementation despite existing challenges; trustbuilding mechanisms between the various actors; actors’ abilities to
leverage knowledge of local contexts and systems; and the roles of
leaders and champions.
Key challenges encountered in all districts revolved around poor
communication of the policy and its implementation at various
levels; difficulty in expanding coverage due to recruitment (resulting
in teams not being fully constituted according to the guidelines);
financial constraints; and geographical access barriers, mainly
due to transport issues in rural and remote areas. Other problems
included resistance at the frontline as the role of the DCSTs was
viewed with suspicion, but these are reported to be changing.
Important future considerations are to address these challenges
and, as the authors posit, to decide: “whether it is still justifiable
to have a homogenous team given the differences in population
size, number of facilities and rural context of the districts that DCSTs
are supporting”. The implications of these different contexts must be
considered in future evaluations.

Attaining equitable health systems
Equity in health remains a focal topic for South Africa, where for
many decades, healthcare service provision was divided along racial
lines. More than 20 years into democracy, challenges in redressing
this inequity prevail, despite political will and commitment. The four
chapters presented in this section of the Review explore ways of
confronting inequity within the district health system using a specific
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emphasis on mechanisms for shifting resources – human, financial
and otherwise – to the lowest levels. Each of the four chapters
respectively addresses decentralisation, task-shifting in public mental
health services, better integration of disability services into the PHC
platform, and an approach developed for assessing equity in public
health resource allocation that accounts for rural contextual needs.
In Chapter 5, Hendricks and colleagues embark on a conceptual
and practice-focused expedition into the implementation of a
coherent decentralisation system that responds to the health needs
of the population. After an overview of other nations’ forms of
decentralisation, they assiduously package the important lessons,
caveats and issues that should be factored into the country’s
passage towards further decentralisation; this discussion covers
the potential role of the National Department of Health in a new
decentralised environment, and a set of criteria to phase and steer
the decentralisation process is offered. The authors conclude that
while decentralisation is not without its disadvantages, it could have
an extraordinarily positive impact on the quality of and access to
health services for our most vulnerable populations. As a means
of advancing the successful implementation of the envisaged NHIfunded health system, the decentralisation process would require
ongoing monitoring and evaluation against set targets.
The high prevalence of mental health disorders and their associated
psychological and physical disabilities are highlighted by Maxine
Spedding, Dan J. Stein and Katherine Sorsdahl in Chapter 6:
Task-shifting psychosocial interventions in public mental health:
A review of the evidence in the South African context. Informed
by international documentation and literature, they propose that
task-shifting from specialised to non-specialised health workers of
psychosocial interventions to treat common mental disorders would
be a worthwhile consideration for South Africa. To this end, they
reviewed data on nine task-shifted interventions to address mental
disorders in the local public mental health setting, and thematically
analysed this evidence in the context of the new mental health policy
that seeks to make health services more equitably accessible.
They report that locally, task-shifting studies have primarily focused
on depression and substance-abuse, with fewer focusing on pregnant
women and a paucity of research in the area of children and
adolescents. In all the studies, various categories of health workers
were employed to deliver a range of evidence-based interventions,
and most studies supported the effectiveness of task-shifting to nonspecialised health workers as an approach to improving primary
care mental health service delivery. The authors highlight the need
to further assess the costs and future sustainability of this process and
to explore the best methods for implementation and scale-up. They
also recommend that greater attention be paid to delineating human
resource cadres – along with each category’s duties and tasks,
characteristics, skill sets and education levels – for conceptualising
mental health service delivery interventions and ensuring adequately
competent service providers.
Kate Sherry urges policy-makers to consider integrating disability
when planning for health services delivery in her chapter Disability
and rehabilitation: Essential considerations for equitable, accessible
and poverty-reducing health care in South Africa. Given its poor
inclusion in health, current inequitable health outcomes, and limited
access to care for people with disabilities, she makes a case for their
right to health to be realised through the inclusion of rehabilitation
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as a core component of PHC. Specifically, she advocates for
improved access to general health care, strengthening the voices
of people with disabilities in policy-making, planning and service
provision, and building an evidence base on disability, health
and rehabilitation. Importantly, if disability is not addressed, the
effectiveness of other programmes focusing on both communicable
and non-communicable diseases may be negatively affected.
Despite widespread efforts, SA faces persistent structural
inequities in resourcing and delivery of care, notably with regard
to resource allocation from provinces to districts and facilities
that is not necessarily needs-based. In Chapter 8, Daygan Eagar
and colleagues explore an approach to accounting for need in
the assessment of equitable resourcing of the country’s public
health system, and present a concept for creating a rural index
that specifically elucidates differences between rural and urban
contexts, including demographic, geographic and socio-economic
factors. They report “tentative evidence suggesting that within rural
provinces, funds tend to flow disproportionately to districts and
facilities located in urban areas”. Their findings show that while
the rural index was useful in distinguishing between urban and
rural district hospitals in KwaZulu-Natal Province, its value as an
approach lies within its facilitation of rural factors being accounted
for in resource allocation models that focus on quality improvement
in service delivery rather than on mere efficiency. They propose
that such an index be incorporated into performance management
frameworks that seek to “not only address issues of equity (between
rural and urban settings) but also efficiency and effectiveness as an
outcome of resource allocation processes.”

Strengthening human resources
Nurses are the ‘backbone’ of the health system and those workers
who provide services at the frontline of the health system are key
to ensuring translation of relevant policies into practice at primary
health care level. The four chapters that make up this section
illuminate this territory’s features and flaws. Chapter 9 investigates
the numerous challenges that typify the nursing profession and
impact on its viability; Chapter 10 documents a programme that
aims to enhance the leadership abilities of nurse managers heading
up clinic operations; Chapter 11 analyses data from a series of
case studies that unpack how nurse managers make decisions; and
Chapter 12 considers how community participation in the public
health system at sub-district level can be enhanced, including the key
enablers and barriers to effective participation of this kind.
In A profession in peril? Revitalising nursing in South Africa, Laetitia
Rispel and Judith Bruce provide an analytical perspective of nurses
and nursing in South Africa, and of the key issues that require attention
in order to revitalise the profession. They conclude that nursing in
South Africa is a profession at risk of being harmed or destroyed,
and that immediate and significant action is needed in the areas of
policy implementation, improving nurse practice environments, and
nurse education. They call for key policy actors operating at national
levels who are responsible for the leadership and management
of nursing to address weaknesses in the area of policy capacity.
Nurses should be capacitated and given opportunities to participate
in policy development, implementation and feedback, and their
training should enhance their political, policy and planning
competencies. Focused leadership and development programmes
are also required. The resource, administrative and quality-of-care

aspects of their nursing practice environments should be addressed,
and several aspects of nursing education, as well as continuing
professional development for nurses, should be strengthened. These
revitalisation efforts require high-level buy-in and support from key
national actors.
Tim Wilson, Sarah Davids and Anna Voce present the Wellness for
Effective Leadership (WEL) programme, and capacity-development
intervention implemented through a series of workshops designed
to support groups of frontline managers through facilitated positive
shifts, spanning personal and interpersonal aspects and leadership
practice and service delivery. Their chapter Frontline managers
matter: Wellness for Effective Leadership highlights that personal
and interpersonal contexts and existing organisational cultures
are shown to be key contexts in which frontline managers are
constrained in their daily activities and general functioning. This
limits the efficacy of these nurses’ leadership, despite their laudable
sense of commitment to their work. The participants’ responses
indicate that many of these managers are bearing buried emotional
trauma, stemming from growing up during the apartheid era, and
that these factors have negative consequences on their personal and
work relationships.
Vera Scott and colleagues, in Chapter 11 entitled Operational
health service management: Understanding the role of information
in decision-making, explore the nature of PHC facility-level decisionmaking in human resources management and quality improvement,
and demonstrate its importance in terms of facility and health
system performance. Using an in-depth multi-study approach, they
describe the use of different types of information in decision-making,
concluding that “local information and experience-based knowledge
supports managers in adapting and innovating locally to ensure
successful policy implementation, and formal information supports
greater accountability in service delivery”. Using an adaptation
of Ortiz Aragón’s ‘Systemic Theories of Change’ framework for
purposeful capacity development, they explore the relationships
between the hardware and both the tangible and intangible
software of the health system. With Health Management Information
System (HMIS) data development being uneven in South Africa, in
that important HR data are not as available for decision-making as
are other forms of routinely collected data, operational managers
need access to and assimilation of a broad range of information
including informal sources for decision-making. Good interpersonal
and people-management skills are essential leadership attributes
required for this function.
Chapter 12 is entitled Re-imagining community participation at

the district level: lessons from the DIAHLS collaboration, in which
Susan Cleary and colleagues report on the outcomes of a series of
sub-district engagements to understand and strengthen community
participation using a number of approaches. These included a multistakeholder health risks and assets mapping activity; ‘Local Action
Group’ initiatives; a capacity development initiative; and reflective
sessions with service colleagues. Using a framework of collective
capacity, the authors sought particularly to identify the enablers of
community participation at sub-district level. This project forms part
of the broader study in which Scott et al. participated (see Chapter
11), and hence Ortiz Aragón’s framework is also applied in this
piece of work.
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The authors identify that budgetary and resource allocations, and
infrastructure and technology for community participation are
important to support these activities (hardware). In terms of software,
the key role played by certain members of the sub-district health
provision team was also highlighted through this work – exemplified
by that of the environmental health practitioners and their ability
to foster dialogue among local communities, given their placement
within the sub-district. Other factors included organisational systems,
knowledge and skills, and the ability to facilitate participatory
engagements. These, combined with a ‘relational skillset’ of
‘intangible software’ such as values, power and communication,
are important for fostering better community participation. Cleary
et al. also assert that their work has “provided an example of how
a participatory approach can powerfully enable change when
stakeholders are brought into conversation around a common
cause”.

Private sector
Sparked by the Council of Medical Schemes’ (CMS) stated intention
of maximising access to good-quality medical scheme cover while
working in the best interest of the consumer, Josh Kaplan and
Shivani Ranchod, in their chapter Analysing the structure and nature
of medical scheme benefit design in South Africa, articulate the
design of 118 benefit options available in the open market to at
least 30 000 beneficiaries who are offered at least four registered
benefit options. They provide an overview of the nature and
structure of these market options, highlighting that the most recent
regulatory change affecting benefit design in South Africa occurred
more than 10 years ago. Differences were identified between the
demographics of the beneficiaries they serve and the corresponding
contribution rates. The analysis also revealed that the incomplete
regulatory environment within which the schemes are created and
offered enables medical scheme providers’ use of benefit designs to
‘cherry-pick’ members and to form them into homogenous groups.
The authors argue that “medical benefit design in South Africa
requires significant attention in order to facilitate equitable access
to medical scheme cover in South Africa”, and that under these
circumstances, the industry is not likely to fulfill the requirement of
‘Treating Customers Fairly’. In questioning the industry’s commitment
to deliver value to the customer, they call for medical aid schemes to
reduce the complexity of choice that burdens each customer and for
more transparency when marketing their benefit options.

in three phases and involving the multidisciplinary healthcare team
at the site, affiliated non-governmental organisation representatives,
service users and experts in the field. Phase 1 focused on a review
of international rehabilitation models; the second phase constituted
an enquiry into the perspectives of key stakeholders, and the final
stage of work was directed towards reaching consensus among the
experts on the framework guiding the model of care.

Tracking progress
A reliable means of navigation and orientation is needed for any
journey, and especially for forays beyond expected parameters. The
steadfast Health and Related Indicators, composed by Candy Day
and Andy Gray as Chapter 15, represents just such an instrument,
packing reflective thought around the capture, extraction and
analysis of health data to answer considerably more than ‘where
are we now?’. Plotting our bearings at the turnstile between the
close of the target cycle for the Millennium Development Goals
and the debut of the Sustainable Development Goals agenda, the
authors position South Africa among the global actors striving for
progress in the health-related MDGs, and simultaneously draw this
chapter’s health statistical profiles inward to refocus on gains and
losses made in regions and districts across the country.
They echo the call by international scholars for investment of
resources to support more accurate and nuanced reporting of
progress towards global goals, through standardised data, methods
and models for estimating rates and levels of incidence, prevalence,
illness and death. While acknowledging the South African National
Department of Health’s foresight in planning for a more efficient
health management information system, they also note the need to
formulate quantifiable national targets, so that future measurements
and comparisons, based on precision and reasonable coverage, can
inform the most appropriate decisions and effective implementation.
Shod with evidence, fuelled by a sense of justice, and spurred by
collective action – our health system is powering forward. As this
edition of the South African Health Review demonstrates, accuracy,
imagination, diligence and resolve can take us into “lives of dignity
on a healthy planet”.

Ashnie Padarath, Judith King and René English

Emerging Public Health Practitioner Award
Verusia Chetty, a doctoral student and lecturer in the Discipline of
Physiotherapy at the University of KwaZulu-Natal in Durban, is this
year’s recipient of the Emerging Public Health Practitioner Award for
her chapter entitled A model of care for the rehabilitation of people
living with HIV in a semi-rural South African setting (Chapter 14).
Chetty presents a model of care developed with the aim of feasibly
addressing the demand for rehabilitation arising from the dramatic
extension of the life-span of people living with HIV, along with HIVrelated disabilities, co-morbidities and side effects of medication.
Using an Integrated Learning in Action approach, the model is
gauged for its usefulness in integrating patient-centred, evidencedbased rehabilitation practice into South Africa’s response to HIV,
and for its relevance in terms of policies that guide the country’s
rehabilitation practice. This entailed several sub-studies in a semirural healthcare setting in the province of KwaZulu-Natal, conducted
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espite the non-appearance of the White Paper on National Health
Insurance, the development of national secondary legislation informing
the implementation of the National Health Act continues apace.
Regulations in draft and final form have been issued by the Minister of Health.
There are still steps to be taken before the independent Office of Health Standards
Compliance is fully operational. However, the process of implementing chapter 6 of
the National Health Act remains uncertain, after the premature promulgation of a
section of this chapter was reversed by the Constitutional Court.

The development of national
secondary legislation
informing the implementation
of the National Health Act
continues apace.

Only one health-related Act was passed in 2014/15 – the Mental Health Care
Amendment Act (12 of 2014). The Medicines and Related Substances Amendment
Bill (6 of 2014) is still being debated, and will require each provincial legislature to
develop a clear mandate in line with its section 76 status. No progress has yet been
made with the Medical Innovation Bill, one of the few Private Member’s Bills to be
considered by Parliament.
Increasingly, the Minister of Health and the statutory councils have been the subject
of court challenges. These have included challenges to: the Good Pharmacy Practice
standard set by the South African Pharmacy Council; the way in which the Medicines
Control Council has attempted to regulate medical devices; and the prescribed
minimum benefit (PMB) Regulations in terms of the Medical Schemes Act. Changes
to the PMB Regulations have been published for comment, as have guidelines for
the design of low cost benefit options. The issue of physician-assisted suicide was
also addressed by the courts, which expressed a desire that specific legislation be
developed in this regard. Although there are no current legal challenges to the
medicine pricing interventions, some may still be launched if the Minister proceeds
to issue final regulations dealing with perverse incentives and/or international
benchmarking.
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Introduction
The current Strategic Plan 2014/15 – 2018/19 of the National
Department of Health outlines the legislative mandate of the
Department.1 It describes the Constitutional mandates and lists the
specific legislation which fall under the Minister of Health’s portfolio.
The Strategic Plan also identifies targets for legislative reform in the
period covered. Among the targets identified for the 2014 to 2019
period are:
➢➢ promulgation into law of a National Health Insurance Bill by
2018/19;
➢➢ implementation of a functional National Pricing Commission to
regulate health care in the private sector by 2017;
➢➢ adjustments to the prices of original and generic medicines;
and
➢➢ regulation of all complementary and alternative medicines,
medical devices and in vitro diagnostics by 2018/19.
This list includes two of the three planned policy initiatives described
in more depth in the Strategic Plan. The first of these is to facilitate
implementation of National Health Insurance (NHI). What is
described, though, does not mention the long-awaited White Paper
on National Health Insurance. There have been many intimations
during the period under review that release of the White Paper, or at
least of the Treasury document outlining the funding options for NHI,
is imminent. However, to date, no document has been published.
Cabinet approval is eagerly awaited.
The second refers to the establishment of the Office of Health
Standards Compliance, the process for which is described in more
detail in the next section.
The third planned policy initiative refers to the establishment of the
South African Health Products Regulatory Authority (SAHPRA). This
process is dependent on the passage of the Medicines and Related
Substances Amendment Bill 6 of 2014), which is still before the
National Assembly Portfolio Committee on Health.2 The process
being followed in relation to this Bill is described in more detail later
in this chapter. The Medicines Amendment Bill is also expected to
make some changes to medicine pricing processes, but such changes
rely more on subordinate legislation, as described. Parliament is
also in the process of discussing the Medical Innovation Bill (Private
Member’s Bill 1 of 2014).3
The pace of health legislation in Parliament again slowed down
in 2014/15, with only a single Act being passed.4 Despite the
International Health Regulations Bill having been published for
comment in 2013, this Bill has yet to be tabled in Parliament.5
The draft Bill provides for the repeal of the International Health
Regulations Act (28 of 1974), and the incorporation of the
International Health Regulations (IHR) of 2005 into domestic law.
The IHR are a “framework for the coordination of the management of
events that may constitute a public health emergency of international
concern”.6 The need for effective implementation of such Regulations
was underscored by the Ebola outbreak in West Africa in 2014/15.
There has, nonetheless, been some progress in relation to shifting
Port Health Services from provincial to national control, with the
promulgation of sections 2 and 3 of the National Health Amendment
Act (12 of 2013).5,6 This change would be required in order to
comply with the IHR.
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This chapter focuses on health-related legislative instruments
at the national level that have been the subject of change since
2014, including secondary and tertiary legislation, in the form of
Regulations published for comment or finalised by the Minister of
Health, or Board Notices issued by statutory health councils. Any
changes to provincial health legislation or health-related municipal
by-laws are outside of the scope of this chapter. In the case of each
law or statutory council, important health-related jurisprudence is
also described.
As intellectual property policy is crucial to many efforts to improve
access to health technologies, such as medicines, progress in this
regard is also covered.

National legislation related to
health
National Health Act
As indicated in the National Department of Health’s Strategic Plan,
the establishment of the Office of Health Standards Compliance
(OHSC) as an independent structure outside of the Department of
Health is receiving high priority. The appointment of members of the
Board of the OHSC was gazetted in January 2014.7
The OHSC has been created to monitor compliance with norms and
standards for the provision of health services in both the public and
private sectors. The creation of such norms and standards is therefore
key to its functioning. These documents are voluminous, and cannot
therefore be accommodated in the usual Government Gazette
format. In February 2014, notice has been issued in the Government
Gazette of the publication, in terms of the National Health Act, of
Norms and Standards Guidelines in relation to Building Engineering
Services, Infrastructure Design for Waste Management in Healthcare
Facilities and Emergency Centers.8 Readers were directed to an
online repository for the actual documents. However, at the time of
writing, this repository could not be accessed. The website stated that
“This account has been suspended”. The notice also stated that “A
further process for extracting the essential criteria from the guidelines
for inclusion as health regulations will follow”. Further notices of this
nature, covering a wide range of services and health infrastructure
types, were issued in June 2014 and May 2015.9,10 Both of these
notices also included a statement to the effect that “The guidelines
should not be seen as requirements necessitating the alteration and
upgrading of all existing healthcare facilities”. A draft set of Norms
and Standards Regulations was published for comment in February
2015.11 These draft Regulations are intended to apply to all public
sector hospitals, clinics and community health centres, as well as
all private sector acute hospitals and primary health clinics. The
drafts have been criticised for being vague and poorly drafted, and
for potentially duplicating or conflicting with provincial legislation.
An example will suffice to show how imprecise drafting may cause
confusion: Sub-regulation 32(2)(b) states that a health establishment
must “Ensure that all medicines are in stock, in accordance with
the essential medicines list or applicable formulary”. It is unclear
which “essential medicines list” is referred to, as there is no single
nationally mandated list applicable in both the public and private
sectors. The National Essential Medicines List could be considered
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to be a ‘model’, which may be varied by the provinces. It also varies
by level of care, with Primary, Adult Hospital, Paediatric Hospital
and tertiary/quaternary versions. In the private sector, ‘formularies’
vary considerably. A small change from “the essential medicines
list” to “an essential medicines list” might introduce the necessary
flexibility.
Draft Regulations were also issued in the same Gazette in February
2015 to describe the functioning of the OHSC.12 As with the Norms
and Standards Regulations, comment was requested within three
months. The Procedural Regulations are a critical building block
which will need to be finalised before the OHSC can be functional.
For instance, the draft Regulations state that consent to enter and
search any health establishment must be obtained in advance, but
that where such consent cannot be obtained, a warrant may be
obtained instead. Nonetheless, an OHSC inspector will be able
to enter and search any premises without a warrant, “if there are
reasonable grounds to believe that, if applied for, a warrant for
entry and search would be issued and that the delay in obtaining
a warrant would defeat the object of the warrant”. The draft
Regulations also specify the process for issuing compliance notices.
However, draft Regulation 21 states that “The Office must develop
an enforcement policy which sets out the Office’s approach to
enforcing compliance”. This creates yet another layer of policy and
detail, which is still lacking. Such a policy will need to be gazetted,
after approval by the Board. Importantly, the draft Regulations call
for a “progressive” approach to enforcement, taking into account
such factors as the “nature and severity of non-compliance with
prescribed norms and standards and the consequences thereof”,
“the compliance history of the health establishment”, the “frequency
of transgressions in relation to prescribed norms and standards” and
“any mitigating or aggravating factors”. The OHSC will need not
only to demonstrate impartiality and independence, but will also
need to be appropriately transparent to the public. Accordingly,
it is refreshing to note the very specific reporting requirements in
these draft Regulations: the OHSC will be required to, on a quarterly
basis, publish on its website or in any other publication a report
covering:
➢➢ inspections conducted
establishments;

with

name

and

location

of

➢➢ compliance certificates issued with name and location of
establishments;
➢➢ hearings conducted with name and location of establishments
and outcome;
➢➢ recommendations made to relevant authorities in terms of
section 79(1)(e); and
➢➢ complaints received and resolved, by category.

for licensing, for inspection, and for the creation of an Emergency
Medical Service Advisory Committee. During a “major incident or
disaster” (which are not specifically defined, so would take their
dictionary-derived meanings), responsibility for the co-ordination
of the emergency response is vested in the provincial Emergency
Medical Services. Any service that was operational before the
commencement of the Regulations is allowed to continue for a
maximum of one year, but thereafter must be licensed in accordance
with these Regulations.
The necessary Regulations to allow for the implementation of
section 71 of the National Health Act were issued in final form in
September 2014.14 One of the areas of concern in relation to the
control of research with human participants was the requirement for
ministerial consent for non-therapeutic research with minors. The final
Regulations provided not only a clear application form and criteria
for the consideration of such applications, but also for the delegation
of this responsibility. The delegated authority may consider such
applications only after their scrutiny by a registered health research
ethics committee. The prescribed form asks applicants to:
➢➢ “Describe the scientific justification for the enrolment of
minors. Explain why this research must be done with minors
as participants.”
➢➢ “Describe how the research might, or aims to, advance
knowledge affecting the health and welfare of minors as a
class. Note that ‘condition’ is defined in the Regulations as
‘physical and psycho-social characteristics understood to
affect health’ allowing that this research does not only involve
children with an illness.”
➢➢ “Describe how consent to the research will be in line with
public policy or would be acceptable, for example, show how
the research poses acceptable risks and promotes the rights
of minors.”
➢➢ “Describe how the potential risks from the research procedures
and/or intervention to minor participants will be minimized
and describe any possible benefits from the research to society
in the form of knowledge.”
In May 2014, draft Regulations describing the processes for
managing health waste in health establishments were issued for
comment.15 Two elements in this draft deserve attention: the first
is the inclusion of the principle of “green procurement”, defined
as “selection for purchase of products and services that minimizes
the impact of the products and services on the environment”. The
second is the reliance, in many parts of the draft Regulations, on
South African National Standards which are published by the
South African Bureau of Standards (SABS). This reliance on existing
standards avoids duplication, but also provides such standards

On an annual basis, it will also have to “publish on its website or in
any other publication a report covering the compliance status of all
health establishments and compliance notices achievement record.”
Another set of Regulations in terms of the National Health Act
was issued in draft form in July 2014, and then in final form in
May 2015.13 This is a very detailed set of Regulations, governing
every element of the provision of emergency medical services
by not only the public and private sectors, but also by the South
African Military Health Services “when providing a service within
the civilian environment to non-military patients”. There is a process

with legislative backing. Failure to comply can result in a fine or
imprisonment for not more than two years, or both such fine and
imprisonment. Enforcement of the Regulations will be assigned to
the environmental health practitioners of the municipal area/district
in which each health facility is located.
The National Health Act has also been used to underpin the National
Health Normative Standards Framework for Interoperability in
eHealth.16 The Minister has also gazetted draft Regulations to
establish a Ministerial Advisory Committee on eHealth.17
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The most controversial aspect related to the implementation of the
National Health Act was the issuing of a Promulgation Notice,
bringing section 36 to 40 of the Act into effect, which was issued
by the President on 31 March 2014.18 Sections 36 to 40 deal with
the certificate of need for health establishments. Read together,
the sections criminalised the provision of health services without a
properly issued certificate of need. In the absence of Regulations,
it was unclear how these provisions would be implemented. By
July 2014, the Director-General of Health was indicating that the
Department would delay implementation in order to craft such
Regulations.19 Despite such assurances, the South African Dental
Association and the Hospital Association of South Africa brought the
issue to the attention of the Presidency, noting that the promulgation
was premature. The President then approached the Constitutional
Court directly to declare the Proclamation invalid in terms of section
172(1)(a) of the Constitution. The applicants maintained that the
decision to bring the sections into operation was as a result of a
bona fide error, and was thus irrational in law. The respondents
supported the relief sought. The unanimous court granted direct
access, as well as the relief to set the Proclamation aside, as the
legislative process to remedy the situation would have been lengthy
and burdensome.20 The court held that the premature decision

therapists and audiologists,37-41 psychologists,42 and various categories of emergency care practitioners.43-56

to issue the Proclamation was not rationally connected to the
implementation of a national regulatory scheme for healthcare, or
any other governmental objective, echoing its earlier decision on
a similar issue in Pharmaceutical Manufacturers Association of SA
and Another: In re Ex Parte President of the Republic of South Africa
and Others [2000] ZACC 1. There have been no draft Regulations
issued since then that would provide clarity on how exactly the
Department of Health intends to apply those parts of chapter 6 of
the National Health Act that are still not operative.

to prescribe:

Mental Health Care Act

While no doubt pragmatic in intent, this attempt at a short-cut would
cause significant problems, especially for pharmacists who are
presented with prescriptions written by clinical associates, the first
cohort of whom have graduated and entered practice.

The Mental Health Care Amendment Act (12 of 2014) was assented
to by the President in May 2014.4 This is a brief piece of legislation,
enabling the Director-General of Health to delegate some, but not
all, powers conferred by the principal Act. The Amendment Act has
yet to be promulgated.
Nonetheless, implementation of the 2002 principal Act has been
addressed by the issuance of draft amendments to the General
Regulations in November 2014.21 In September 2014, the Minister
of Health also issued final Regulations establishing a Ministerial
Advisory Committee on Mental Health, and in October 2014 called
for nominations.22,23

The description of scopes of practice for health professionals
other than medical practitioners and dentists, or specifically those
with additional qualifications, may include statements about
their competence to prescribe medicines. However, in order to
gain access to prescribing privileges, the medicines that may be
prescribed by each group must be listed for that purpose in the
Schedules to the Medicines and Related Substances Act (101 of
1965). Such lists have been gazetted for categories of emergency
medicine practitioners and dental therapists.58 Discussions between
the Medicines Control Council and the Health Professions Council
of South Africa are ongoing in respect of such lists of medicines to
be prescribed by podiatrists and optometrists. However, despite this
procedure being well described and used, the Health Professions
Council issued a draft scope of practice for clinical associates in
May 2015, which included the following statement about their right
Prescribing medicines for common and important conditions
according to the primary health care level Essential Drugs
List (EDL) and up to schedule IV, except in emergencies when
appropriate drugs of higher schedules may be prescribed.
The prescription must contain the name of the supervising
registered medical practitioner. In the case of drugs not
on the EDL the prescription must be countersigned by a
registered medical practitioner.59

In terms of jurisprudence, a recent Supreme Court of Appeal (SCA)
decision deserves close attention.60 Medical negligence claims
continue to rise in the public sector, and the SCA has ruled that
such claims must succeed if there is sufficient evidence giving
rise to an inference of negligence by hospital staff. In this case,
Ms Goliath appealed a decision of the Eastern Cape High Court
which dismissed her claim for damages arising from the failure of
hospital staff to remove all surgical swabs from her abdomen at
the conclusion of her surgery. The High Court held that she had
failed to discharge the onus of establishing negligence, relying on

Health Professions Act
No fundamental changes to the Health Professions Act have been
made during the year under review. However, the Minister and
the Health Professions Council of South Africa continue to issue a
steady stream of subordinate legislation in the form of Regulations
and Rules (either draft or final) relating to qualifications (and
additional qualifications) held by particular health professionals,
where such qualifications may be earned, the registration of students
and practitioners, and the scopes of practice of such professions.
These have related to medical practitioners and dentists,24-27
dental therapists and oral hygienists,28-30 medical technicians
(in the category tuberculosis),31 medical laboratory scientists,32
environmental health officers,33-35 optometrists,36 speech-language
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An area that is often ignored is the classification and certification
of tests that can be used only by registered psychologists. The
Professional Board for Psychology issued an updated list of such
tests in August 2014.57

the decision of the majority judgment in Van Wyk v Lewis [1924
AD 438] which rejected the application of the res ipsa loquitur (the
case speaks for itself) maxim in medical negligence claims. In this
matter, save for a denial that any of his employees was negligent,
the respondent did not adduce any evidence to controvert the
testimony of the appellant and her expert witness. The SCA found
that the trial judge
appears to have allowed himself to be diverted from the
obvious inference of negligence dictated by the evidence in
this case by virtue of his heightened focus on the applicability
of the maxim res ipsa loquitur to cases based on alleged
medical negligence.
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It accordingly granted judgment in favour of the appellant for
R250 000 and other relief. It has been argued that the implementation
of the res ipsa loquitur approach “could facilitate a more equitable
legal platform for the plaintiff”, and be in line with the requirements
of the Constitution.61

Nursing Act
As was noted in previous editions of the Review, the lack of a
similar listing of medicines to be prescribed by various categories
of specialist nurses, as envisaged by section 56(1) of the Nursing
Act, continues to prevent, according to some interpretations, the
dispensing of prescriptions written by nurses holding either section
38A or 56(6) permits by pharmacists or pharmacist’s assistants.
Progress in this regard has been glacial. In May 2014, the Minister
issued a notice creating the categories of nurse specialist and
midwife specialist, as required by section 31(2) of the Nursing Act
(33 of 2005).62 The South African Nursing Council has also placed
a generic competency framework and a number of “competency
statements” for advanced nurse practitioners on their website (http://
www.sanc.org.za/professional_practice.htm). The categories listed
are:
➢➢ Critical Nurse Specialist (Adult)
➢➢ Forensic Nurse
➢➢ Midwife Specialist

Pharmacy Act
As was noted in the previous issue of the Review, there has been
an inexplicable delay in the finalisation of Regulations relating to
continuing professional development (CPD) for persons registered
in terms of the Pharmacy Act. Without these Regulations, the
mandatory recording of CPD activities by registered persons cannot
be enforced. No reasons for the delay have been advanced by
either the Ministry or the Department of Health.
The South African Pharmacy Council continues to update the Good
Pharmacy Practice (GPP) standards, which are legally binding on
all practitioners, whether in the public or private sectors. Some
of the changes previously published for comment were finalised
in February 2015.66 The issues covered were those related to
the handling of thermolabile medicines and the use of automated
dispensing units. However, there has been concern that the GPP
standards are overly elaborate and detailed, and are straying from
the intended purpose of prescribing an absolute minimum. There was
evidence, nonetheless, that concerns raised about previous drafts
had been taken into account, specifically in relation to the proposed
requirement that institutional pharmacies all offer a 24-hour service.
The draft GPP standards published in February 2015 will need to
be reviewed carefully for practicality.67 The areas covered in these
draft standards are:
➢➢ minimum standards for community or institutional pharmacies
providing mobile pharmaceutical services;

➢➢ Nephrology Nurse Specialist

➢➢ minimum standards for community or institutional pharmacies
operating internet sites; and

➢➢ Occupational Health Nurse Specialist
➢➢ Ophthalmic Nurse Specialist

➢➢ minimum standards relating to the collection and the delivery
of medicines to patients from a community or institutional
pharmacy.

➢➢ Orthopaedic Nurse Specialist
➢➢ Paediatric Nurse Specialist
➢➢ Primary Care Nurse Specialist
However, while there is some mention of prescribing, the process
of engagement with the Medicines Control Council to enable
scheduling for this purpose has yet to start. For example, the
competency statement for the primary care nurse specialist states:
Prescribes relevant medication as per applicable legislation
and protocols, taking into account prescriber’s responsibility
and accountability (Rational drug prescribing)... Prescribing
according to competency level and authorization, and...
Keeps and stores medication as per specific drug instructions.
There is no reference to the requirements of the Medicines and
Related Substances Act (101 of 1965), and in particular section
22A (in relation to prescribing) and 22C(1)(a) (in relation to
dispensing licences).
In October 2014, the Minister issued final Regulations regarding
the disciplinary powers of the Nursing Council, as well as appeals
against decisions of the Council.63,64 The latter involves the use of a
standard ministerially appointed appeals committee, as is done with
other statutory health councils.
Draft Regulations relating to the training of midwives were also
published for comment in October 2014.65

The last of these may have serious implications for the chronic
dispensing models currently being explored in NHI pilot districts
as well as for the antiretroviral adherence clubs that have been
successfully implemented by non-governmental organisations in a
number of sites.68
The Pharmacy Council also issued draft Good Pharmacy Education
Standards for comment, in December 2014.69 These standards also
use the terms “pharmacy technical assistant” (PTA) and “pharmacy
technician” (PT), which are expected to replace the categories of
basic and post-basic pharmacist’s assistants. The implementation
of this change has been convoluted. In June 2015, the Council
informed the profession, through its e-Pharmaciae newsletter, as
follows:
On 1 July 2011 the South African Pharmacy Council
published Board Notice 123 of 2011 in Government
Gazette No 34428 which Board Notice identified Council’s
intentions to introduce two new cadres of pharmacy support
personnel into the registers: these cadres being the Pharmacy
Technical Assistant and the Pharmacy Technician. In 2012,
Council requested the Medicines Control Council to propose
an amendment to Section 22A of the Medicines and
Related Substances Act, 101 of 1965, to replace the term
pharmacist’s assistant with pharmacy support personnel.
Almost four years later, the first pharmacy technical assistants
and pharmacy technician graduates are entering the world
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of pharmacy amidst legislative challenges surrounding their
registration and access to medicines.70
In addition, the Council noted that amendments to the necessary
Regulations had not been published by the Minister of Health, so
the new cadres of pharmacy support personnel had no defined
scopes of practice. Until such time as these two pieces of legislation
(the Medicines Act and the Regulations to the Pharmacy Act) were
amended, the Council proposed to register the new PTAs and PTs as
pharmacist’s assistants (post-basic).
Given the apparent lack of co-ordination between the Pharmacy
Council and the Ministry/Department of Health, the Council’s
publication of draft scopes of practice and qualifications for
specialist pharmacists in December 2014 also raises concerns.71
The first sentence states that “the South African Pharmacy Council
intends to request the Minister of Health” to amend Regulations,
thus updating some existing specialist categories (radiopharmacist
and pharmacokineticist) and creating new categories (clinical
pharmacist and public health pharmacy and management). As with
the GPP standards, a one-size-fits-all approach is evident in these
drafts, which is overly prescriptive to the universities that would be
expected to provide specialist qualifications. Recognition of existing
qualifications that could meet the minimum requirements and
procedures for recognition of prior learning are also lacking.
Pharmacies are among the few health facilities that require anything
like a certificate of need before they can be opened, moved or
altered. The publication of proposed criteria for the issuing of licences
for pharmacy premises in February 2014 was therefore heavily
contested.72 The process involves licensing by the Department of
Health, and then recordal by the Pharmacy Council. However, apart
from compliance with the “need” component, as adjudged by the
Department, the applicant must also comply with GPP standards. As
was reported in the previous edition of the Review, the application of
these GPP standards had been unsuccessfully challenged in the North
Gauteng High Court by Medirite. Medirite’s appeal was decided
by the SCA in March 2015.73 The case concerned the position of
pharmacies that are independently operated in supermarkets and
other business premises. The court set out the organisation of the
appellant pharmacy within the business premises as follows:
➢➢ the pharmacy consists of a dispensary in which scheduled
medicines are stored and kept out of the public’s reach;
➢➢ members of the public deal with the pharmacist over the
counter, and are provided privacy by the placement of
partitions that create a booth-like structure;
➢➢ the space between the counter and the dispensary is fitted
with a retractable and lockable vertical shutter;
➢➢ there is a waiting area situated in front of the service counter
as well as a ‘front-shop’; and
➢➢ schedule 0 medicines such as headache tablets are kept in
the front-shop. Initially, one of the GPP rules required that
the pharmacy premises had to be clearly demarcated and
identified from the business premises, but the Council proposed
an amendment to the rule to require additional requirements
for demarcation to be complied with, such as the erection
of a wall. Despite representations made by the appellant,
the Council proceeded with publishing the amendment. The
appellant requested reasons for the decision taken, in terms
of the Promotion of Administrative Justice Act (3 of 2000)
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(PAJA). The Council replied that the separate identification
and demarcation of the pharmacy from the host business
was imperative – third parties would be able to know exactly
where the pharmacy was located; further, it assisted with
confidentiality, access to scheduled substances, access to the
pharmacy, and stock control.
The appellant then challenged the decision to amend the rule. The
court decided the issue based on reviewability of administrative
action under the Promotion of Administrative Justice Act (3 of 2000)
(PAJA), and found that while the original rule also required the
pharmacy to be clearly identified and demarcated, the Council had
not previously found the appellant in breach of this rule. The court
held that this leads to the inference that the appellant’s premises
were in fact clearly identifiable and demarcated. The Council
had not indicated the inadequacies of the original rule justifying
the amendment when it published the proposed amendment. The
court also considered the findings of the task team instituted by
the Council on the various aspects of pharmaceutical practice. The
recommendation was that there should be a white line demarcation
separating the pharmacy from the rest of the business. There was
no suggestion of a permanent enclosure being erected. The court
found that there was no legitimate justification for the amendment,
and the reasons provided by the Council were inadequate. It was
unclear how the erection of a floor-to-ceiling wall would be the only
effective method of achieving the purposes of identification and
demarcation of the pharmacy. This was not the least invasive means
to achieving the desired result of a demarcation. In the absence of
an explanation of relevant considerations it had taken into account
and an adequate justification for its decision, the court found the
Council’s decision to be arbitrary and irrational, and further, that
the Council had failed to indicate why it felt that a less onerous
demarcation would not have sufficed. The conduct of the Council
was therefore unreasonable. The court set aside the decision of the
Council to amend the rule on the basis that it was irrational and
unreasonable. This judgment will have important implications for
all the GPP standards, including the new standards that have been
published for comment.

Allied Health Professions Act
In October 2014, the Allied Health Professions Council of South
Africa issued a draft code of ethics for comment, which included
guidelines for good practice and for advertising.74 The definitions
distinguish between a ‘practitioner’ (“means a person registered
as an acupuncturist, ayurveda practitioner, Chinese medicine
practitioner, chiropractor, homeopath, naturopath, osteopath,
phytotherapist or Unani-Tibb practitioner”) and a ‘therapist’ (“means
a person registered as a therapeutic aromatherapist, therapeutic
massage therapist or therapeutic reflexologist”). In terms of the
Medicines and Related Substances Act (101 of 1965), ‘practitioners’
may, if deemed competent by their statutory health council, gain
access to the right to prescribe medicines listed for that purpose in
the Schedules. No such complementary medicines have yet been
listed in the Schedules. Illogically, the Medicines Act also requires
such practitioners to have a dispensing licence. The draft scope of
practice, as published, states that a practitioner may “prescribe or
dispense medicine”, without qualifying the term “medicine” in any
way. The draft code of ethics states that the following acts are not
permitted:
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“Subject to the provisions of Section 32A(f)a of the Act a practitioner
in active practice may not –
(a) In any way distribute, sell, advertise or promote any medicine
or medical device as defined in terms of the Act or as defined in
the Medicines and Related Substances Control Act, 1965 (Act No.
101 of 1965), or any other activity which amounts to trading in
medicines or medical devices, other than those used in the course of
the practitioner’s practise or prescribed for patients; or
(b) engage in or advocate the preferential use or prescription of
any medicine or medical device, if any valuable consideration is
derived from such preferential use or prescription: Provided that
the provisions of this subparagraph shall not prohibit a practitioner
from owning shares in a listed public company manufacturing or
marketing medicines or medical devices, or, subject to the provisions
of the Pharmacy Act, 1974, from being the owner or part-owner of a
pharmacy, or, whilst in the fulltime employment of a pharmaceutical
concern in any particular capacity, from performing such duties as
are normally in accordance with such employment; or prohibit a
practitioner from partaking for educational purposes in lecturing on
any medicine or medical device to persons registered in terms of the
Act, the Health Professions Act, Nursing Act or the Pharmacy Act as
the case may be.”
The Regulations to the Pharmacy Act prohibit any authorised
prescriber from owning or having a beneficial interest in either a
community pharmacy or an institutional pharmacy in the private
sector. This is yet one more example of the complex inter-relationships
between existing and proposed legislation which will require careful
management.
An Allied Health Professions Council of South Africa (AHPCSA)
Board Notice, initially issued in October 2014, which restricted
the use of professional titles, was rescinded in April 2015,
without any reasons being recorded.75,76 In the same Gazette,
proposed Continuing Professional Development requirements were
published.77

Medical Schemes Act
A key design element of the medical schemes environment is the
designation of prescribed minimum benefits (PMBs) in terms of
Regulation 8 to the Medical Schemes Act (Act 131 of 1998). The
existing Regulation 8 has been challenged in the Western Cape
High Court by Genesis Medical Scheme (Case No. 15268/14).
Although this action was initially launched by Genesis and
Samwumed, the latter has withdrawn. However, a number of other
actors have indicated that they should have been co-respondents
(Medical Schemes Council and Registrar), or have applied to be
admitted as amici curiae (the Hospital Association of South Africa,
the South African Private Practitioners Forum, the Multiple Sclerosis
Society of South Africa, the Infertility Awareness Association of South
Africa, a psychiatrist, and B Braun Avitum, a medical equipment
supplier).78 The Minister of Health was reported not to be opposing
a

This section states that it is an offence if any person “supplies or offers to
supply to any person not registered under this Act, the Health Professions
Act, 1974 (Act 56 of 1974), or the Nursing Act, 1978 (Act 50 of 1978),
any instrument or appliance which can be used, or is claimed to be
effective, for the purpose of diagnosing, treating or preventing physical or
mental defects, illnesses or deficiencies in man, knowing that such instrument
or appliance will be used by such unregistered person for the purpose of
performing for gain an act which such unregistered person is in terms of the
provisions of this Act or the Health Professions Act, 1974, or Nursing Act,
1978, prohibited from performing for gain.”

the application, indicating that he would abide by the decision of
the court, and to be at an advanced stage in the drafting of an
amendment to Regulation 8. In July 2014, a draft set of amendments
to Regulation 8 were indeed published for comment.79 It was
proposed that medical schemes would be liable to pay either an
amount based on the 2006 National Health Reference Price List
tariff, adjusted for inflation (using the consumer price index), or a
tariff negotiated with the provider, “for which no co-payment of
deductible is payable by the member”.
In September 2015, coinciding with the release of its annual report,
the Council for Medical Schemes released guidelines for low cost
benefit options (LCBOs), which would enable a scheme to apply
for exemption in terms of section 8(h) of the Act.80 The exemption
would allow the scheme leeway in terms of the requirements for
open enrolment, PMB coverage and/or broker remuneration. The
accompanying guidelines listed which services would be required
in relation to each of the chronic diseases (CDL) listed as PMB,
including only diagnosis for some (such as HIV and tuberculosis),
and only treatment in accordance with the CDL algorithms for others
(such as asthma and diabetes). The guidelines also included a
proposed limited medicines list, though without specifying the basis
for the choices made.

Foodstuffs, Cosmetics and
Disinfectants Act
In September 2014, The Minister of Health issued draft amendments
to the Regulations dealing with health messages on container labels
of alcoholic beverages.81 These minor amendments, which are
intended to come into effect after 18 months, are yet to be finalised.

Medicines and Related Substances
Act
Medicines-related legislation remains highly contested, with the
Medicines and Related Substances Amendment Bill (6 of 2014)
currently before Parliament.2 For reasons that have not been
explained, this Bill, though initially tabled as a section 75 Bill (an
ordinary Bill not affecting the provinces) was tagged as a section 76
Bill (an ordinary Bill affecting the provinces).b This means that the
Bill will need to be debated in each of the provincial legislatures,
perhaps after public hearings, before a mandate can be issued to
each provincial delegation to the National Council of Provinces
(NCOP). The NCOP must pass, amend or reject a section 76 Bill,
but if the Bill was introduced in the National Assembly (as Bill 6
was), the National Assembly can override the NCOP decision with a
two-thirds majority of its Members. As a result, however, passage of
the Bill in the current year is uncertain. In anticipation of the creation
of the South African Health Products Regulatory Authority (SAHPRA),
which is provided for in both Bill 6 of 2014 and in the Medicines
and Related Substances Amendment Act (72 of 2008), the current
Medicines Control Council (MCC) has been appointed for a period
of five years or until the establishment of the Authority, whichever
comes first”.82 Once Bill 6 of 2014 is passed and assented to, it
will need to be promulgated together with Act 72 of 2008, and
accompanied by extensive new regulations and guidelines.
Bill 6 of 2014 reverses the introduction of the term “product” (which
Act 72 of 2008 defined as “means a medicine, a Scheduled
b

A concise explanation of the difference in procedure for section 75 and
section 76 Bills can be accessed at https://pmg.org.za/bills/explained/.
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substance or a cosmetic or foodstuff which contains a scheduled
substance’’), returning to the terms “medicines, Scheduled
substances, medical devices or IVDs” (IVDs being in vitro diagnostic
devices). The Bill provides for a Board of the Authority (comprising
not more than 15 persons, of whom not more than 10 persons
shall have expertise in the fields of medicine, medical devices,
IVD, pharmacovigilance, cosmetics and foodstuffs regulation,
clinical trials, good manufacturing practice, public health or
epidemiology; one with knowledge of the law; one with knowledge
of good governance; one with knowledge of financial matters and
accounting; one with knowledge of information technology; and one
person with knowledge of human resource management), which
mixes both governance and technical aspects. Although the Board
is entitled to appoint committees “to assist it with the performance of
its functions”, it is unclear whether these will be same as the current
expert committees of the MCC. The Board, after consultation with
the Minister, will appoint the Chief Executive Officer (CEO). Act 72
of 2008 replaced section 4 of the principal Act (dealing with the
terms of office of the Council) with a section describing an advisory
committee (“to advise or act as a consultative body for the Minister
and the Authority on matters concerning corporate governance of
the Authority”). However, Bill 6 of 2014 repeals section 4. This is

able advertising fees; unacceptable credit payments; unacceptable
data fees, but excluding data fees paid to an independent firm
that specialises in the provision of data to the health care industry;
unacceptable fees paid to induce and / or encourage biased
sale of a particular medicine or scheduled product; unacceptable
marketing fees or co-marketing fees; formulary listing payments;
inducements; loyalty fees or similar fees, enrichment or benefit for
purchasing or prescribing a particular medicine, or purchasing
or prescribing a certain volume of a medicine; shelf space fees;
directors fees, honoraria and similar compensation paid to a HCP
or any person who is in a position to potentially influence medicine
choice, where such professional or other person actually do (sic)
not perform any services or work for which he or she is purportedly
being remunerated, or which are in excess of a reasonable fee,
honoraria or compensation which would be negotiated on an
arm’s length commercial basis; and fees, enrichment of or benefit
provided to a HCP, administrative staff or any business enterprise
or health care establishment in the health care sector which fee,
enrichment or benefit is provided on the understanding that the
health establishment or professional will give preference to, or
encourage the purchase, sale, prescription, dispensing, use or
recommendation of a particular medicine or medicines in return

but one example of the complex outcomes that will result from the
simultaneous promulgation of both Amendment Acts. The essence
of the entire reform package is that decision-making power will
be vested in the Authority, not in a Council made up of part-time
appointees. The Authority will be “established as an organ of state
within the public administration but outside the public service.”

for such fee, enrichment or benefit” (where HCP is a health care
practitioner).

Although the Bill was introduced in the National Assembly on 24
February 2014, the Department briefed the Portfolio Committee on
Health only on 3 September 2014, and the first public hearings were
held only on 29/31 October and 5 November 2014. However, in
a most unusual move, the Portfolio Committee entertained additional
submissions from the Traditional and Natural Health Alliance on 25
February 2015. The only indication thus far of the intention of the
Portfolio Committee seems to be a desire to introduce an additional
amendment to section 18A, to read as follows:

basis).

(1) No person shall supply any [product] medicine, medical
device or IVD according to a bonus system, rebate system or
any other incentive scheme.
(2) Notwithstanding subsection (1), the Minister may prescribe
acceptable and prohibited acts in relation to subsection (1) in
consultation with the Pricing Committee referred to in section
22G.

It is alleged that some of these fees, such as shelf fees, co-marketing
fees and data fees, are being routinely paid at present, and have
compensated for the low dispensing fees negotiated by medical
schemes (within the maxima stipulated by the Minister on an annual

In May 2014, the Minister also published further draft Regulations
dealing with the methods for international benchmarking of
medicines prices for comment.84 A two-phase approach was
proposed: in phase 1 the benchmark price would be the average of
prices in the country basket (initially to include Australia, Canada,
New Zealand and Spain), if this were lower than the South African
ex-manufacturer price; in phase 2, the lowest price in the country
basket would apply. The benchmark methodology would only
apply to originator products, not generic medicines. Neither the
perverse incentive nor the benchmarking interventions have been
implemented to date, but the normal process of operating the pricing
system has continued, with the maximum increase in single exit
prices set at 7.5% in 2015,85 and the dispensing fee for pharmacists
updated and the next update process commenced.86-88 The process
for updating the dispensing fee for licensed dispensing practitioners

These changes appear to be in line with the request made by the
chairperson of the Pricing Committee during the first set of public
hearings. However, this minimal change also underscores the
reluctance of the Portfolio Committee to make wholesale changes to
the Bill, which is itself evidence of the reluctance of the Minister and
his legal advisers to make significant changes to Act 101 of 1965,
even where such changes have been identified as necessary. The
Pharmacy Council’s plea for amendments to section 22A of the Act
is a case in point.

(non-pharmacists) has commenced.89,90

The lengthy list of “prohibited acts” referred to in section 18A was
published for comment in August 2014, but has yet to appear in
final form.83 The draft included this list of “incentive schemes” which
would, among others, be prohibited: discounts; rebates; unaccept-

action in this regard has been underlined by two recent High Court
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SAHPRA will be expected to extend effective regulation from
medicines (including complementary medicines) to medical devices.
In preparation for this extension, draft Regulations dealing with
medical devices and in vitro diagnostic devices were published for
comment in April 2014.91 Extensive comment was received, resulting
in a complete revision of the proposed regulatory approach. A new
set of draft Regulations, to be published again for a brief comment
period, is expected to be published shortly. The need for urgent
judgments, in which the current MCC’s ability to regulate products
that may be deemed to be medical devices has been successfully
challenged.
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The first of these challenges involved a dermal filler product range.92
Following the seizure of its products on the basis that they were
not registered in terms of the Medicines and Related Substances
Act (101 of 1965), the applicant sought an order declaring that
medical devices are not subject to registration in terms of the
Act. The principal issue was whether a dermal filler containing
a small quantity of lidocaine (a local anaesthetic) was a medical
device in terms of the Act, or whether it should be registered as a
medicine because it contained a substance which is registrable. The
applicant’s expert asserted that lidocaine was added to the dermal
fillers for the sole purpose of ensuring comfort during the injection
of the filler, and as such the product was a medical device. The
court considered a recommendation made to the MCC by a member
of the Expert Clinical Committee to the effect that the product be
registered as a medicine because of its side effects. The court
regarded this as a recommendation which had not been ratified or
approved by the Minister or the MCC. It held that the mere fact that
the product contained a small amount of a registrable substance
did not in itself make the device a medicine. The court further found
that the purpose of the product was not achieved through chemical,
pharmacological, immunological or metabolic means (as per the
definition of “medical device” in the Act), and was therefore a
medical device. The court also considered whether the applicant
was entitled to apply for a declaratory order as to whether medical
devices, as defined in the Act, are not subject to registration. The
respondents submitted that the court should be slow to make a
declaratory order as it was not for the court but for the MCC to
determine whether a product is a medicine or not. The court took
the view that if the MCC wanted the product to be registered as
a medicine, it ought to have followed the procedure set out in the
Act which required the Minister, in consultation with the MCC, to
make regulations to that effect. It found that this procedure was not
followed and therefore granted the declaratory order, holding that
the products were medical devices. The wording of the judgment
went beyond the specific product concerned in a way that could
be construed as ‘overreach’. It declared that “In the absence of the
promulgation of appropriate regulations in terms of section 35(1)
(xxvii) of the Medicines Act the first respondent and/or the second
respondent are not empowered to deal with authorizing, regulating,
controlling, restricting or prohibiting the registration, manufacture,
modification, importation, exportation, storage, transportation, sale
or use of any medical device or class of medical devices in respect
of safety, quality and efficacy in the Republic”.
The impact of this broad prohibition was soon evident in another
case, which dealt with a range of ophthalmic preparations (the
Optive® range).93 The court followed the reasoning in the Gelderma
decision and ruled that these products were medical devices and not
subject to registration, in the absence of any specific regulations. It
accepted the applicant’s contention that the mode of action of the
chemical substance used in the Optive® products is “based on it (sic)
physical properties which provide a lubricating effect and prolonged
residence time in the eye”, to be distinguished from artificial tears,
which were regarded as medicines under the Act. Both of these
judgments cited the decision in Treatment Action Campaign and
Another v Matthias Rath and Others [2008] 4 All SA 380 (C)
(TAC), in which it was held that it was not for the MCC to decide
whether a product was a medicine, but rather that such a decision
was to be made by the court. The Rath decision has important
implications for the extent of the authority of the MCC, and in time,

that of SAHPRA. While the courts’ reasoning appears to have been
consistently applied, the MCC’s cause was not advanced by the
poorly presented evidence and argument in the Allergan case.
As was covered in detail in the previous issue of the Review, the
MCC has also embarked on a process to bring complementary
medicines under effective regulation. In October 2014, an important
step was taken to re-establish control over products containing more
than the stipulated amounts of a range of vitamins and minerals.94
Products, other than foodstuffs, containing more than the stipulated
daily doses were declared to be subject to registration as Category
A medicines, regardless of whether a medicinal claim is made or
not. The resolution applies to products already on the market as well
as those that would become available after the date of the notice.
The Scheduling status of probiotics was also amended in updates
to the Schedules published in May 2014 and March 2015.95,96
In September 2014, draft amendments to the General Regulations
were published for comment, which proposed a change to the
definition of a complementary medicine.97 The existing definition
would be replaced with “‘complementary medicine’ means any
substance or mixture of substances that –
(a) originates from plants, fungi, algae, seaweeds, lichens,
minerals, animals or other substance as determined by Council,
and
(b) is used or purporting to be suitable for use or manufactured or
sold for use –
(i) in maintaining, complementing, or assisting the innate
healing power or physical or mental state, or
(ii) to diagnose, treat, mitigate, modify, alleviate or prevent
disease or illness or the symptoms or signs thereof or
abnormal physical or mental state, of a human being or
animal, and
(c)

is used –
(i) as a health supplement, or
(ii) in accordance with those disciplines as determined by
Council, or

(d) is declared by the Minister, on recommendation by the Council,
by notice in the Gazette to be a complementary medicine.”
The key change here would be introduction of the concept of a
“health supplement”, which would not be a product in line with one of
the complementary disciplines regulated by the AHPCSA. Examples
of categories to be included were pre- and probiotics, minerals, fats,
oils, fatty acids, carotenoids, bioflavonoids, aminosaccharides and
saccharides. However, a less easily explained addition was “animal
extracts, products and derivatives”. These changes have yet to be
issued in final form.
It is difficult to track progress with the implementation of the
complementary medicines regulatory scheme introduced in 2014.
There have been reports of planned court challenges from the
complementary medicines industry. The MCC has issued no public
reports on progress or any challenges being encountered.
Declarations in terms of section 23 of the Medicines and Related
Substances Act, in terms of which substances are declared
undesirable, are rare. In August 2014, the MCC declared all
medicines containing phenylbutazone, whether registered or not,
to be undesirable.98
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Traditional Health Practitioner Act
In May 2014, the President issued a promulgation notice bringing
some sections of the Traditional Health Practitioners Act (22 of
2007) into operation.99 Progress in this regard has been slow as
the planned Traditional Health Practitioners Council faces serious
challenges, not least relating to initial set-up funding, but also in
relation to contacting and recording the large number of traditional
health practitioners of various categories who are already in
practice.

Medical Innovation Bill
The purpose of this Bill, introduced by the late Mario OrianiAmbrosini MP, is to make provision for “innovation in medical
treatment” and to legalise the use of cannabinoids for medical
purposes and beneficial commercial and industrial uses.3 The Bill
was also the subject of a Constitutional Court challenge to the
interpretation of Parliamentary Rules by the Speaker.100
The justification for the Bill, according to its proponents, is as
follows: “Under current legislation, medical practitioners are being
legally prevented from prescribing and administering effective and
harmless treatments, including those involving the use of cannabis,
with respect to several life-threatening diseases, including cancer,
because such treatments have not been approved in terms of
presently legally required double-blind in vivo clinical studies.
However, such clinical studies are often economically unviable,
as the treatment or the substances used for it, such as bicarbonate
of sodium or cannabis, are in the public domain and not capable
of been patented, thereby preventing any relevant party from
recouping the costs of such studies from future profits. This results
in unnecessary human suffering and death on a mass scale, with
consequent immense social and economic costs.”
The objectives of the Bill are “to establish one or more research
hospitals where “medical innovation” can take place, especially
with regard to the treatment and cure of cancer, and to legalise the
medical, commercial and industrial use of cannabis in accordance
with emerging world standards”. The Bill would create a special legal
dispensation, which would apply only in research pilot hospitals
authorised by the Minister of Health, where medical practitioners
would be granted greater professional discretion to administer
“innovative and alternative medical treatments” on the basis of the
patients’ informed consent. The Bill also seeks to enable a medical
practitioner who believes that it is not possible or appropriate to
make an evidence-based decision in determining how to treat a
patient’s condition, because in the medical practitioner’s opinion
there is no research or other evidence available in relation to the
condition or alternative treatments thereof, or the available research
or other evidence is insufficient or uncertain to, subject to this Act,
administer or prescribe a treatment other than a generally accepted
or legally authorised one. The medical practitioner would be
required to consider various factors in making the determination to
so prescribe and administer, such as the reasons for the insufficiency
of relevant research; the relative risks associated with the proposed
treatment; the relative likely success rates of the proposed treatment
compared to other treatments; and, in the medical practitioner’s
reasonable judgement, the relative likely consequences of applying,
or failing to apply, the proposed treatment. Also to be considered
are: opinions or requests made by, on behalf of, or in relation to, the
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patient; and the informed consent of the patient, guardian or other
legally authorised person. Subject only to the Constitution, the Bill
would indemnify such medical practitioner from negligence for the
pre-existing range of acceptable treatments for a condition, when
taking the decision to innovate in this regard.
Subject only to the Constitution, the Bill also proposes to decriminalise
the growing, processing, distributing, using, advertising or otherwise
dealing with or promoting cannabinoids for purposes of treatment,
and commercial or industrial uses or products identified by the
Minister of Trade and Industry by the appropriate proclamation.
The Parliamentary Portfolio Committee on Health heard submissions
from various legal and medical experts, including the Medical
Research Council (MRC), on 27 May 2015. The MRC commended
Parliament for bringing attention to issues of medical cannabis,
but stated that it could not support the Bill in its current form. It
recommended that a full Cochrane Review be undertaken by the
MRC, to evaluate the quality and strength of evidence for use of
cannabinoids/cannabis for both palliative care and therapeutic use.
It also suggested that the MCC would need to consider the evidence
before registering cannabinoids/cannabis in South Africa. The MRC
proposed that it should take the leading role in co-ordinating further
research and clinical trials on the use of medical cannabis. The
MRC also proposed that it should monitor the possible influences
of medical cannabis use on non-medical use, especially among
adolescents.
It seems highly unlikely that this Bill will be legislated any time soon.
The Bill fails to recognise existing provisions in the Medicines and
Related Substances Act, which allow for access to substances in
Schedule 7 (such as cannabis) for research purposes, or for the
management of a specific patient. The evidence for beneficial effects
of medical cannabis and cannabinoids was recently subjected to a
comprehensive systematic review.101 The review found “moderatequality evidence to support the use of cannabinoids for the treatment
of chronic pain and spasticity”, but only “low-quality evidence
suggesting that cannabinoids were associated with improvements
in nausea and vomiting due to chemotherapy, weight gain in HIV
infection, sleep disorders, and Tourette syndrome”. The findings in
relation to HIV were consistent with those previously reported in a
Cochrane Review.102

Other health-related legislation and
jurisprudence
Although not under the direct auspices of the Minister of Health, the
Criminal Law (Sexual Offences and Related Matters) Amendment
Bill (18 of 2014) has some relevance for health professionals.103
The aim of the Bill is to amend the Criminal Law (Sexual Offences
and Related Matters) Amendment Act, 2007, so as to ensure that
children of certain ages are not held criminally liable for engaging
in consensual sexual acts with each other. The amendments are
consequent upon two separate judgments of the Constitutional Court
in the case of Teddy Bear Clinic for Abused Children v the Minister
of Justice and Constitutional Development and Others [2013] ZACC
35, and the case of J v the National Director of Public Prosecutions
and Others [2014] ZACC 13. In the Teddy Bear case, the Court
found that sections 15 and 16 of the Act infringe on the rights of
adolescents in terms of sections 10 (human dignity), 14 (privacy)
and 28(2) (best interest of a child) of the Constitution of the Republic
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of South Africa, 1996. The Court determined that sections 15 and
16 are unconstitutional insofar as they criminalise consensual sexual
conduct between adolescents. In the J case, the Court dealt with
Section 50(2)(a) of the Act which places an obligation on a court
to order that the particulars of a convicted person or a person in
respect of whom the court has given a direction in terms of the
Criminal Procedure Act, 1977, must be included in the National
Register for Sex Offenders. As the provisions of section 50(2)(a)
are also applicable to persons who were children at the time of
the commission of the sexual offences, the Court questioned the
constitutional validity of section 50(2)(a), with specific reference to
the ‘‘best interest of the child’’ principle, as reflected in section 28(2)
of the Constitution. The Court found that the limitation of the right
of child offenders in section 50(2)(a) of the Act is not justified in an
open and democratic society.
The Bill thus proposes to make the relevant amendments which have
the effect of decriminalising consensual sexual acts between two
adolescent persons, and decriminalising consensual sexual acts
between a 16- or 17-year-old person and an adolescent person
where the age gap between the two persons is not more than two
years. This will enable health professionals to provide much-needed
sexual and reproductive health services to adolescents without the
obligation to report such consensual sex acts.
The implementation of amendments to the Births and Deaths
Registration Act (51 of 1992), which prevent the sharing of cause
of death notification data between Statistics SA and local health
authorities, has been blamed for blocking effective public health
interventions in the Western Cape.104 A review of the entire vital
registration process is underway, which may lead to improved datasharing in the interests of public health.
In May 2015, the Department of Traditional Affairs invited comment
on a Draft Policy on the Customary Practice of Initiation in South
Africa.105 The draft policy envisages the creation of a National
Initiation Oversight Committee (NIOC) and a series of Provincial
Initiation Co-ordinating Committees (PIOCs), drawing on the
provisions of the National Health Act, the Children’s Act and the
Traditional Health Practitioners Act (for instance, in terms of relying
on registered traditional surgeons). Among the objectives of the
policy are to “provide for the protection of life, the prevention of
injuries and the prevention of all forms of abuse experienced by
initiates before, during and after initiation”.
The issue of physician-assisted suicide in terminally ill patients
occupied centre-stage during the year with the High Court
application of Robert Stransham-Ford.106 The applicant had been
diagnosed with stage 4 prostate cancer, and was expected to live
for only a few weeks, when he approached the court for an order
to allow a medical practitioner to end his life or to enable him to
end his life by administering or providing him with some or other
lethal agent. He also requested that such medical practitioner not be
subsequently held liable in criminal or civil law. The application was
opposed by the Minister of Justice and Correctional Services, the
Minister of Health, the Health Professions Council of South Africa,
and the National Director of Public Prosecution. The court agreed
with the applicant that dying with dignity is a fundamental human
right. It addressed the question of the infringement of the right to
dignity, taking the view that as a practical necessity, regard must
be given to the subjective views and the condition of a person who

claims that his constitutional rights have been affected. It had to be
determined whether his complaint was justified and, in this case,
the court held that there was no doubt that any reasonable reader
or physician would regard the applicant’s complaint as justifiable.
There was a close relationship between dignity and other rights such
as privacy, freedom and bodily integrity, and dignity required an
acknowledgement of the value and worth of others. On the issue
of the legality of physician-assisted suicide, in light of its duty to
consider developing the common law under section 39(2) of the
Bill of Rights, the court concluded that the absolute prohibition on
physician-assisted suicide in common law does not accord with the
rights relied upon by the applicant (as elucidated above). Section
11 of the Constitution (the right to life) cannot be relied on to argue
that an individual is obliged to live, no matter the quality of his life.
Relying on various authors as well as the foreign case of Carter
vs. Canada,107 the court emphasised the importance of ensuring
safeguards in such cases. Based on the order made by that court,
these safeguards are that: (1) the applicant is mentally competent;
(2) the applicant made his request freely, voluntarily, and without
undue influence; and (3) the applicant is terminally ill and suffering
intractably, and has a severely curtailed life expectancy of a few
weeks. The safeguards are applicable to this specific case, and
each case is to be decided on its particular circumstances and
merits. The court ruled that a medical practitioner who would assist
the applicant in terminating his life would not be criminally liable.
It held further that the crimes of murder and culpable homicide in
the context of physician-assisted suicide, insofar as they provide
for an absolute prohibition, unjustifiably limit the applicant’s
rights to dignity and bodily and psychological integrity. Finally,
the court suggested that the legislature ought to seriously consider
introducing a Bill on the matter of euthanasia, regard being had to
the South African Law Commission’s 1998 report on “Euthanasia
and the artificial preservation of life”.108 Notices of appeal against
the judgment have been lodged by all the respondents on both
procedural and substantive grounds. It has been pointed out that
the judgment is not binding on any court, “but may be of persuasive
value”.109 However, support for a referendum on the subject has
been expressed, noting that “limiting autonomy at the end of life...
represents the last remnants of paternalism in healthcare”.110

Health-related policy
In May 2015, the National Department of Health published its draft
language policy for comment.111 The Department proposes to use
three languages as “official languages”: isiZulu, Sesotho sa Leboa,
and English. However, for some media (such as the website), only
English will be used.
In 2014/15, the National Department of Health continued to issue
technical policy documents in order to guide healthcare practice.
These included the 2014 version of the Primary Health care Standard
Treatment Guidelines and Essential Medicines List.112 Tracking the
issuing of other technical policy documents has been made very
difficult by yet another poorly implemented redesign of the NDoH
website (which now shows no policy documents after 2013).
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Other policies with an impact
on the health sector
Draft National Policy on Intellectual
Property
The Draft National Policy on Intellectual Property, 2013 was
released for public comment by the Minister of Trade and Industry
on 4 September 2013.113 As indicated in the previous edition of the
Review, the broad aim of this policy is to empower South Africans
and promote development. However, despite considerable pressure,
the policy has not been issued in final form, nor have the consequent
amendments to patents legislation been commenced. A final version
of the policy is expected to serve before Cabinet sometime during
2015.
The problem of patent ‘evergreening’ continues to plague South
Africa’s intellectual property landscape. This practice, where a new
patent is granted for an incremental innovation which does not
necessarily constitute an inventive step as required by the Patents Act,
has the effect of barring generic competition and is an obstacle to
affordable access. A recent case illustrates the problem.114 The case
involved infringement proceedings brought by Bayer as holders of
a 2004 patent on the oral contraceptive sold as Yasmin®, alleging
that Pharma Dynamics, a local distributor of generic medicines,
had infringed the patent by importing and marketing the generic
equivalent, which they had marketed as Ruby®. Pharma Dynamics
denied that the patent was valid as it lacked an inventive step,
and counterclaimed revocation of the patent. The Commissioner of
Patents held that the patent was valid and that Pharma Dynamics
had infringed it. Bayer’s expert had contended that the inventive
step lay in the result that good bioavailability of a poorly soluble
drug is obtained by rapid dissolution using an uncoated enteric
form. The Pharma Dynamics expert countered that it would have
been obvious to a person skilled in the art “to try uncoated DSP,
as a matter of routine, in an in vivo test” and hence did not meet
the threshold for an inventive step, being a mere “counter-intuitive”
discovery, which should not be afforded patent protection. The SCA
agreed with Bayer’s view and dismissed the appeal by Pharma
Dynamics. Principally it found that firstly, “in light of the in vitro
results, the in vivo experiment that eventually led to the unsuspected
invention did not seem to have the slightest hope of success
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before it was actually done”. Further, it criticised the argument by
Pharma Dynamics as lacking “any form of logical underpinning”
and making no sense that “the skilled formulator would disregard
the considerable costs, delays and risks associated with carrying
out in vivo tests in circumstances where the formulator had no
expectation whatsoever that the test might lead to any useful result”.
The judgment may be criticised for applying, along with earlier
decisions of the Commissioner of Patents, for example, Pfizer & Ano
v Cipla Medpro & Ors 2005 BIP 1, a very low standard of inventive
step for the grant of a patent. Additionally, it did not appear to
take account of the nature of the step, namely that it constituted a
mere counter-intuitive discovery, and could thus be excluded from
patentability in terms of section 25(2)(a) of the Patents Act. Further,
it overemphasised the issue of the costs associated with testing as
these have no direct bearing on the question of whether or not a
patent may be granted. The long-term (20-year) protection that is
granted for patents is precisely to enable an innovator to recoup its
sunk costs of research and development.

Conclusion
Yet again, this chapter has to record that, as in 2013, the muchanticipated White Paper on National Health Insurance has not
been issued. Although there has been significant progress in some
important areas of health legislation and policy, there are still steps
to be taken before the independent Office of Health Standards
Compliance is fully operational. Progress in relation to the planned
South African Health Products Regulatory Authority has been
desultory, and the ability of the current Medicines Control Council
to regulate medical devices has been significantly hampered by a
wide-ranging court decision. Each step in the process is important,
from the drafting of a Bill, to its appropriate tagging, to the
careful elaboration of appropriate Regulations, their finalisation
and co-ordination with the step of promulgation by the President,
and then effective administrative action by those responsible for
implementation, be they statutory health councils or officials in
national, provincial or local spheres of government.
However, the practical implications of ever more rigid regulation
always need to be borne in mind, in order to avoid hampering the
delivery of a quality health service.
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The Ideal Clinic initiative is one of the various strategies designed to respond to the
current deficiencies in the quality of PHC services and lay a strong foundation for the
successful implementation of National Health Insurance.
Described as a clinic with good infrastructure (i.e. physical condition and spaces,
essential equipment, and information and communication tools), adequate staff,
adequate medicine and supplies, good administrative processes and adequate bulk
supplies that use applicable clinical policies, protocols, guidelines as well as partner
and stakeholder support, to ensure the provision of quality health services to the
community, the Ideal Clinic will lay the foundation for the successful implementation
of National Health Insurance and provide a community-based, comprehensive range
of integrated diagnostic, curative, preventive, promotive, rehabilitative and palliative
services.

The success of this
programme depends on
implementing the scale-up
plan, securing the required
resources, continued
innovation and sustaining
leadership.

The process is designed to allow the South African health system to gain the required
knowledge, test responses, and outline the necessary modifications to existing
systems and processes to arrive at and maintain the desired clinic status. The success
of this programme depends on implementing the scale-up plan, securing the required
resources, continued innovation and sustaining leadership.
This chapter reports on developments in the Ideal Clinic Realisation process since June
2013, in particular the deliberations and developments arising out the Operation
Phakisa Ideal Clinic Realisation and Maintenance (ICRM) Laboratory which took place
late in 2014. The authors also provide an overview of the Ideal Clinic dashboard,
report on efforts to create synergies and enabling environments for implementation
and share some of the lessons learnt during the early stages of implementation.
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Introduction
This chapter is a follow-up to the chapter on ‘Innovations in Primary
Health Care: Considerations for National Health Insurance’
published in last year’s edition of the South African Health Review1
and is intended to provide an update on developments that have
taken place in the Ideal Clinic initiative from July 2013 to March
2015.
Central to South Africa’s plans to implement National Health
Insurance (NHI) is its primary health care (PHC) system consisting
of about 3 500 PHC facilitiesa supplemented with community-based
services such as environmental health services, school health teams
and community health workers. South Africans are using clinics in
increasing numbers. PHC visits increased from 67 million in 1998
to 128 million in 2013.2 The achievements in PHC in South Africa
over the past 20 years include improving immunisation coverage for
children younger than one year to nearly 100%,b and supporting
more than 2.8 million patients on antiretroviral medication (ARVs).
Despite these achievements, PHC in South Africa faces serious
challenges which have led to negative patient experiences of care,
thus compromising the important role that PHC services could play
in health promotion and disease prevention.
The Ideal Clinic initiative is one of the various strategies designed
to respond to the current deficiencies in the quality of PHC services.
The concept of the Ideal Clinic aims to provide a community-based,
comprehensive range of integrated diagnostic, curative, preventive,
promotive, rehabilitative and palliative services. The implementation
of the initiative has its roots in the findings of a Baseline Audit
commissioned by the National Department of Health (NDoH) in
2011.3 The audit showed that public health facilities in South Africa
collectively scored less than 50% compliance with vital measures,
scoring 34% in patient safety and security and 30% in the area
of positive and caring attitudes. On average, PHC facilities scored
lower than hospitals in all priority areas (see Figure 1). The audit
also showed that PHC facilities often did not provide the full range
of services; essential drug supplies were unreliable; staffing was
Figure 1:

inadequate, and the poor quality of physical infrastructure was
having a major impact on the functioning of services and clients’
satisfaction with services.
In preparation for the introduction of National Health Insurance
(NHI), the Ideal Clinic project is setting in place a systematic
approach to transform all PHC facilities to conform to NHI standards,
as defined by the Office of Health Standards Compliance (OHSC).
The National Health Act (61 of 2003) contained the provision for a
unit such as the OHSC within the NDoH to oversee the issuing and
monitoring of standards.4 However, in 2010, the NDoH’s 10-Point
Plan, as articulated in its strategic plan for that period, expressed
the objective of working towards an independent national quality
management and accreditation body.5 To this end, in 2011, South
Africa’s Cabinet approved a draft Amendment Bill for public
comment. After completing the required parliamentary processes,
including public hearings in all provinces during 2012, the National
Health Amendment Act (12 of 2013) enabling the establishment of
the OHSC, came into effect on 2 September 2013.6 The OHSC is
mandated to protect and promote the health and safety of health
service users through monitoring and enforcing compliance with
prescribed norms and standards. The Ideal Clinic initiative is the
NDoH’s internal mechanism for ensuring PHC facilities’ compliance
with these norms and standards, and towards developing wellfunctioning PHC facilities that will satisfy the needs of South African
communities.
The Ideal Clinic initiative is therefore a central vehicle for delivering
quality primary health care services. The process is designed to allow
the South African health system to gain the required knowledge,
test responses, and outline the necessary modifications to existing
systems and processes to arrive at and maintain the desired clinic
status.

Baseline audit - PHC and hospital facilities
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When the Ideal Clinic initiative was commenced in July 2013, the
model was described as follows:

Developing the concept
A departure point for the Ideal Clinic was to adopt action research
approach to overcoming the many problems recognised. Action
research can be described as:

a clinic with good infrastructure (i.e. physical condition
and spaces, essential equipment, and information and
communication tools), adequate staff, adequate medicine
and supplies, good administrative processes and adequate
bulk supplies that use applicable clinical policies, protocols,
guidelines as well as partner and stakeholder support,
to ensure the provision of quality health services to the
community.7

research initiated to solve an immediate problem or a
reflective process of progressive problem-solving led by
individuals working with others in teams or as part of a
‘community of practice’ to improve the way they address
issues and solve problems… Action research challenges
traditional social science by moving beyond reflective
knowledge created by outside experts sampling variables,
to an active moment-to-moment theorizing, data collecting
and inquiry occurring in the midst of emergent structure.8

The rationale was to explore if the experience of social franchising
of health services could be used to “provide incentives for the rollout of services of standardised quality as part of a broader set of
changes in the health sector”.1 The model draws on international
good practice for integrated primary care services6 (see Figure
2). The aim is for a systematic response to the deficiencies in PHC
services being detected through inspections conducted by the Office
of Health Standards Compliance, as mandated by the National
Health Act Amendment.7 The Ideal Clinic initiative is structured into
three phases: Phase 1 – developing the concept; Phase 2 – planning
for implementation, and Phase 3 – implementation. This chapter
deals with Phases 1 and 2.
Figure 2:

The initiative was deliberately championed at a senior level,
namely at the level of the Director-General of the NDoH, to
overcome the entrenched or ‘frozen’ bureaucratic behaviours that
led many managers in the public health sector to feel that change
was not possible. The theoretical construct about making change
happen in the face of ‘frozen’ behaviours has been articulated
in many approaches to organisational development and change
management. One example by Lewin is depicted in Figure 3.9

The PHC Ideal Clinic concept
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Figure 3:

Action research model
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The Ideal Clinic dashboard
A dashboard using the standard traffic-light colours was developed.
Figure 4 below depicts the arrangement of 32 sub-components under
10 components. Elements are assigned a green colour when they
are fully functional, an orange colour if they are partly functional and
corrective actions are under way, and a red colour if the element is
absent or non-functional. The process of developing the dashboard
was included in discussions and meeting with PHC facility managers
and staff as well as with clinic committee members. These initial
meetings identified elements that facilitate or hamper quality service
delivery. This process was complemented by the content of the
Clinic Supervisor’s Manual, and resulted in approximately 200
elements being organised into components and sub-components.
The dashboard’s elements were constantly improved over the eight
month-long concept design phase from July 2013 to March 2014.
The last three months of this phase was dedicated to achieving
alignment between the Ideal Clinic components, sub-components
and elements, and the OHSC domains and measures.
During the concept design phase, four teams, each consisting of a
doctor and a nurse with public health PHC experience, worked with
10 PHC facilities in four NHI pilot districts in four different provinces.
Using the dashboard, the nurse–doctor teams identified weaknesses
in the clinics and worked with facility, sub-district, district, provincial
and NDoH managers to make changes and improvements. The
process of determining the weaknesses became known as the
clinic ‘status determination’. This term was deliberately applied
to overcome the past practice of supervisory staff undertaking
assessments and writing reports of findings without doing anything
to improve identified weaknesses. The clinic’s status against the
Ideal Clinic requirements is thus determined for the specific purpose
of addressing the weaknesses systematically. This approach made
the initial work done by the NDoH and provinces through the Facility
Improvement Teamsc more specific and measurable.

c

Facility Improvement Teams were multi- disciplinary teams set up by the
national and provincial departments of health to respond to the findings of
the Baseline Audit.
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Figure 4:

The structure of the Ideal Clinic dashboard
10 Components and 32 Sub-Components
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Figure 5:

Elements under the sub-component of ‘Management of client records’
IDEAL CLINIC REALISATION AND MAINTENANCE DASHBOARD
Component

National Core
Standards

Sub
Component ELEMENTS

Measurement

Performance

Level of
responsibility.

4. Management of client record: Monitor whether clients’ record content is organised according to Integrated
Clinical Services Management (ICSM) prescripts, whether the prescribed stationery is used and whether the client
records are filed appropriately
16
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OPERATIONAL
MANAGEMENT

Weight

1.
Administration

19
20
21
22
23
24
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Figure 5 depicts as an example of the elements under the subcomponent “Management of client records”. As can be seen elements
have a weight as in either being vital (V), essential (E) or important
(I). The measurement column in Figure 5 refers to how measurement
will be done. The book symbol indicates that a document must
be present, the face symbol indicates that the element must be
observed, the question mark symbol indicates that a question must
be asked and some elements have a finger indicating that a test must
be conducted.

➢➢ Development and implementation of a change management
model: crucial to achieving sustained desired improvements to
the PHC facility environments and operations.

Transversal levers

➢➢ Supply chain management: to be improved to ensure the availability of medicines, consumables and equipment in clinics.

After several months of iterative learning and problem-solving,
it became apparent that some of the bottlenecks identified were
persistent and would require extensive planning and collaboration
with technical experts in the private sector, non-governmental
organisations (NGOs), other government departments and managers at different levels of the health sector. The interventions
required to resolve these persistent bottlenecks were developed into
specific projects and became known as the ‘transversal levers’.d
Each of these required intensive co-ordination, specific objectives,
agreed milestones and regular communication between relevant
stakeholders. Regular monitoring of process was linked to escalating
unresolved problems to higher levels until they were resolved. Key
transversal levers which were identified are as follows:
➢➢ Development of a standard structure for the District Health
Management Office: standard job profiles is an imperative for
sustained support to attain and maintain optimal functionality
of PHC facilities

d

➢➢ An Ideal Clinic Manual: a blueprint for changing Ideal Clinic
elements from red and orange to green.
➢➢ Integrated clinical services management (ICSM): a key focus
within an Ideal Clinic is to ensure integrated chronic disease
management, encompassing the full value chain of continuum
of care and support.

➢➢ Patient record storage and retrieval: to be improved to shorten
the excessively long waiting times in clinics.
➢➢ Standardisation of staffing norms using Workload Indicator
Staffing Needs (WISN): to be applied to address staffing
requirements in clinics.
➢➢ A web-based monitoring and evaluation system: required to
help PHC staff, managers and their supervisors keep track of
progress in upgrading their facilities.
➢➢ A branding strategy: required to standardise the environment
within clinics, as well as how patients are treated in clinics.
➢➢ A communication strategy: essential to ensure regular and
appropriate updates with regard to the programme.
➢➢ Costing required: to provide evidence as a basis for motivating
for the required resources.
The level to which the different transversal levers are complete and
functional varies.

In the Ideal Clinic context, ‘transversal levers’ are tools required across all
provinces to speed up the attainment of fully functional primary health care
facilities.
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Creating synergies and enabling
environments
Implementation of the Ideal Clinic concept will see the Ideal Clinic
at the centre of a community-based PHC service, including school
health, ward-based outreach teams and environmental health. Of
particular importance is the need for an effective service delivery
platform for the national strategic programmes such as the
integrated plan for HIV and TB, family planning, and maternal and
child health services. Ideal Clinics complemented by well-functioning
community-based services are thus required to deliver the country’s
PHC package under NHI.
A well-functioning district health system is the bedrock for
sustaining Ideal Clinics. The national District Health System (DHS)
policy,10 which provides the enabling environment for delivering
the PHC package of services creates a framework for rendering
comprehensive quality health services through an efficient, effective
and equitable resource allocation model. This is meant to take place
within a DHS that is accountable to service users and regulatory
structures ensuring, through inter-sectoral collaboration, that social
determinants of health are progressively addressed. Its objectives
are to:

➢➢ improve district governance and strengthen leadership and
management of the DHS;
➢➢ improve the governance of PHC facilities;
➢➢ improve management of PHC facilities;
➢➢ facilitate the establishment of a service delivery platform for
provision of PHC services within the DHS;
➢➢ improve the integration of services at all levels of the health
system and between the private sector and other government
departments to address the social determinants of health;
➢➢ organise health services in the community and in PHC facilities
optimally to meet the OHSC standards and to achieve targets
for population health outcomes; and
➢➢ strengthen the provision of environmental health services.

Lessons learnt
Key to scaling up the programme was the need to learn from
the concept design phase, and to adapt approaches in the
transformation required elsewhere. A facilitated discussion with the
nurse–doctor teams involved in the design phase provided useful
insights into some of the early lessons (see Box 1).

Box: 1: Responses from Nurse–Doctor teams
1

What facilitated
progress during the
pilot phase?

Collective design and uniform use of the tool to determine status of facilities in relation to findings
Appointment of the Perfect Permanent Team for Ideal Clinic Realisation and Maintenance (PPTICRM) to spearhead the
project on district level

Elevation of responsibility per sub-component in the dashboard to ensure that every level of the health service takes full
responsibility for performance of facilities
Active support by the NDoH

Active participation of all district team members in taking responsibility for the findings of the status of facilities
Districts taking responsibility and sharing their experience and lessons learnt with other provinces and districts.
2

Name what could be
improved in relation
to how the pilot was
designed and run?

Adopt a revised status determination tool as the national tool that will be used to monitor progress of performance of
facilities

Develop an explicit official job description of members of PPTICRM and determine their reporting channels as well as
monitoring mechanisms

Development of software that allows for real-time reporting of progress to be implemented so as to avoid delays that are
related with exporting data to NDoH
Ensure that monitoring of facilities’ performance runs concurrently with service delivery improvement
3

What were the
lessons learnt from
the pilot?

Improvement of facilities to’ ideal status’ does not always require additional funding
If managers in facilities, sub-districts or districts are ordered to respond to deviations and anomalies in areas that they
oversee, Ideal Clinic status can be achieved as demonstrated by the experience of Ideal Clinic concept pilot
Managers need tools to guide their practice

Managers need a flawless system that allows for urgent responses to needs
Managers whose appointment and placement is backed by required qualifications, technical and managerial experience,
expertise and a positive track-record of outputs and outcomes in previous employment and proof of having stayed in one
job for a significant time (to gain proper experience) yield positive results in improving situations
Managers whose performance is thoroughly monitored and improvements based on consideration of various indicators,
produce better performance than those whose performance is not properly monitored

4

Where did you face
the greatest points of
resistance?

Operational staff members are “crying out loud” to be supported and to get required resources to safely execute their
work; however, this is seldom coming through
District Managers’ scepticism and fear of losing their powers of control – [they] thought that NDoH is taking over their
roles
Embedded fear of exposure by the NDoH of known poorly performing service areas that were not attended to by
responsible managers in due course. Manipulation of data prior to sharing it with NDoH to give a positive outlook
Lack of district / provincial accountability of the outcomes

5

6

Where were the
greatest bottlenecks
and how did you
address them?
What factors
distinguished the
most successful
clinics from the
others?

Used acquired mechanisms of winning the co-operation of people
Active and regular participation and verification of findings before adoption of information
A facility with [an] exceptional manager who is able to grasp the concept, apply it and demand support and access it
Facilities with good infrastructural capacity
Properly staffed facility
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Planning for implementation
The work done since July 2013 and the method applied in its
execution is part of “Operation Phakisa” (meaning ‘hurry up’ in
Sesotho), which has been adopted from the Malaysian Big Fast
Results approach. The approach was used by the Malaysian
government to achieve rapid transformation within a short space
of time to address national priorities such as poverty, crime and
unemployment.11,e The approach includes planning in ‘3 feet
laboratories (Labs)’ resulting in the development of detailed plans
for implementation. The Operation Phakisa Ideal Clinic Realisation
and Maintenace (ICRM) Lab ran from 12 October to 21 November
2014.
Lessons learnt during the concept design phase guided the scope and
content of the Lab. The Labs were attended by 164 participants from
national government departments, provincial health departments,
metropolitan municipalities, public health schools, statutory councils,
trade unions, development partners, NGOs and the private sector.
Eight workstreams were created which then undertook clinic visits
and held meetings with external experts, with detailed analyses
being undertaken as necessary. Each workstream focused on
specified activities and outputs and a final report was prepared
after six weeks.
➢➢ Service delivery12 focused on solutions to ensure that all PHC
facilities deliver health care of optimal quality, including
a comprehensive and standardised package of services
delivered through the ICSM full availability of medicines and
supplies, and a clean and safe environment.
➢➢ Waiting times13 focused on solutions to reduce patients’ waiting
times at clinics and to set and communicate clear expectations
of the waiting time to improve patients’ experience of care. The
targets that were defined included a maximum total waiting
time of three hours for patients in all clinics, as well as 80% of
patients reporting a positive experience of care.
➢➢ Infrastructure14 focused on developing an effective infrastructure
roll-out plan to ensure that all PHC facilities have world-class
infrastructure that is delivered on time and well maintained for
the future.
➢➢ Human Resources for Health15 focused on creating an
equitable distribution of well-trained workers with the required
capabilities to ensure professional, efficient, effective, costeffective and sustainable delivery of health care.
➢➢ Financial management16 focused on developing a realistic
budgeting process that accurately forecasts the funding
requirements of PHC facilities, allocates resources equitably,
and improves financial accountability.
➢➢ Supply chain management17 focused on steps to ensure
the continuous availability of medicines and supplies, and
reduction of the cost of procurement and distribution of
commodities, and to improve turnaround times for the delivery
of non-standard stock items.

e

‘3 feet laboratories’ refers to planning close to where services are delivered
and was the term used for the Government of Malaysia’s Big Fast Results
initiative.
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➢➢ Institutional arrangements18 focused on developing effective
institutional arrangements and intergovernmental agreements
to support the realisation and maintenance of Ideal Clinics in
South Africa.
➢➢ Scale-up and sustainability19 focused on developing a national
scale-up framework and an implementation plan to enable all
3 500 PHC facilities in South Africa to achieve Ideal Clinic
status.
All 10 components of the Ideal Clinic Realisation and Maintenance
framework were fitted into these eight work-streams along with the
transversal levers. Costing was done across all eight work-streams.
Each work-stream considered the case for change, South Africa’s
aspirations for the Ideal Clinic, the issues hampering optimal health
care and the root causes thereof, and how these could be resolved
through specified solutions and initiatives. Some examples of the
analysis that took place accross some of the 8 work-streams are
provided below.

Waiting times
A frequently cited problem within the public health sector is that
of waiting times. Box 2 below provides an overview of plans to
dramatically reduce waiting times while improving the overall
patient experience of care.
Box 2: Waiting times: aspirations and targets
Domain

Aspiration

Target

Patient
Experience of
Care

• Patients will be satisfied
with waiting times in a PHC
facility

• 90% of patients by
30 October 2017

Waiting Times • Patients will spend less time
in total at the clinic

• 3 hours maximum by
30 October 2017

• Patients will report a positive • 80% of patients by
experience of care as
30 October 2017
defined in the six Ministerial
Priority Areas

Financial Management
To obviate the problem of clinics running out their budgets early in
the financial year, the following seven key initiatives which combine
the principles of realistic budgeting and adherence to budgets have
been developed. These are as follows:
➢➢ Move to an equitable and activity-based budgeting process;
➢➢ Include facility managers in the budgeting process’
➢➢ Strengthen or establish sub-districts
➢➢ Align planning and budgeting cycle to ensure funding of new
directives
➢➢ Ring-fence funds for non-negotiables
➢➢ Implement clinic-level audits; and
➢➢ Delegate optimal level of budget control to facilities.

Service delivery
Currently patients experience services that are vertically delivered and
curative focused, making it time consuming, costly and unpleasant
for the patient. Figure 6 provides a pictorial representation of how
one person would have to make three different trips to the clinic in
one month due to the vertical delivey of services.
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Figure 6:

Representation of the vertical delivery of services

Institutional arrangements

Scale-up

Co-ordination and co-operation of committees at district and subdistrict level is currently very poor. Figure 7 provides an overview
of the difficulties in enabling community participation and proposed
plans to deal

Box 3 presents an overview of the intended approach and impact
of current scale-up plans

Figure 7:

Institutional arrangements

Current situation

• Clinic committees do not currently exist in all
provinces and where they do exist, they are
not effective (e.g. they do not liaise effectively
between the community and clinics or with
other levels of the health system.
• There is an urgent need to put in place a
co-coordinating mechanism to ensure greater
co-operation at grassroots level.
• Establish hospital boards and clinic
committees where they do not exist.

Proposal

• Create District Health Committee comprising of
representatives from hospital boards and clinic
committees.
• Provide a platform for hospital boards and
clinic committees:

Impact

• Co-ordination of health issues at local level and
the district.

Box 3: Scale-up Plan
Approach

Impact

• The Commitment: clinics must
sign a partnership agreement
with NDoH and their province
to maintain their status until the
next audit (including signage,
uniform, training courses).

• Standardisation of the
provision of services, quality of
services and look and feel of
clinics across South Africa.

• Qualification: a clinic will
become an Ideal Clinic after
achieving a score of 80% on an
OHSC audit.

• Support: NDoH and the
provinces commit to provide
ongoing support to the clinic via
delivery units.

• Improved public perception
about the quality of health
service provision in the public
sector leading to increased
demand.

• Increased pride in public
health for clinic staff and
communities.

• Maintenance: Quality
Assurance and performance
monitoring include site
inspections (2 years) and selfassessments (1 year).

• Enhance accountability and participation of
communities in governance structures.
• Advise the District Health Council on issues of
governance.
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Training
Nearly half of the managers interviewed had not attended a training
session in the past five years
Figure 8:

Training

Number of training sessions in the past five years
Frequency (% of total)
Province 1

60%
57%

Province 2
Province 3

46%

43%44%

Province 4

42%
25%

32%

35%
27%

Province 5

32%

11%

0

1

Average

25%

24%

9%
7%

12%
6%

15%

11%
4%

6%
2%

2

0%

3

Across these eight work-streams, the ICRM Lab developed more than
80 initiatives, of which 46 were prioritised. Detailed implementation
plans at the ‘3-feet’ level of detail have been developed for each of
the 46 priority initiatives, mapping the activities to be carried out by
responsible parties at national, provincial, district and facility level.
Seven breakthrough initiatives that would make the most substantial
difference were identified in the following areas:
➢➢ Patient ‘demand management’ by devising alternative points of
access to the PHC system for more accessibility and reduced
clinic congestion;
➢➢ A well-communicated standardised service package that
would result in a patient knowing what to expect from PHC
facilities;
➢➢ Paperless and connected facilities across the country through
an automated patient information system;
➢➢ Optimal levels of clinical and non-clinical staff;
➢➢ Integrated infrastructure delivery resulting in well-functioning
and well-maintained facilities;
➢➢ Decentralisation of authority as a key enabler, empowering
facility managers in supply chain management, financial
management and human resource management; and
➢➢ Consistent availability of essential supplies and medicines
through innovative approaches to supply chain management.
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Next steps
The National Health Council (NHC) approved the Operation
Phakisa Ideal Clinic report in May 2015 with amendments. Many
but not all of the 80 initiatives were accepted by the NHC. The
budget required for specific interventions is still being finalised. The
process of determining specific activity based cost is facilitating
further refinement of the initiatives. Training is being conducted
on provincial and district level on an online self-assessment system
that has already been piloted for use in the scale-up process.20 An
Ideal Clinic manual covering all elements and how they should be
assessed and rectified is being piloted and will form the basis of
routine training and orientation for all PHC facility managers.

Conclusion
South Africa’s PHC system, consisting of about 3 500 PHC facilitiesf
supplemented with community-based services such as environmental
health services, school health teams and community health workers,
must function optimally because it plays a central role in health
promotion and disease prevention. Teamwork and collaboration
among managers at different levels of the health system resulted in
the Ideal Clinic concept which guided deliberations in the Operation
Phakisa Ideal Clinic Lab for the purpose of developing a detailed
costed implementation plan for scale-up, towards ensuring that all
South Africa’s PHC facilities function optimally. The success of this
programme depends on implementing the scale-up plan, securing the
required resources, continued innovation and sustaining leadership.

f
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he South African eHealth Strategy (2012) provided the framework to govern
and co-ordinate initiatives supporting digital health in South Africa. This strategy
formed the basis for a roadmap towards the development of a standards-based
eHealth enterprise architecture. The Health Normative Standards Framework was
published in order to support interoperability and convergence of data sources. The
process of defining the integrated eHealth architecture building blocks did, however,
highlight a lack of national co-ordination resulting in data repositories maturing in
isolation without contributing to the broader eHealth ecosystem.

The eHealth Strategy
forms the basis for a
roadmap towards the
development of a
standards-based
eHealth architecture.

Health Information and associated technologies have a high degree of complexity
and in order to navigate the policy, legislative and regulatory terrain efficiently, the
National Department of Health implemented an integrated programme in the 10
National Health Insurance (NHI) pilot districts. The programme was used to develop
and refine the eHealth architecture building blocks and assess the challenges in
implementation of the interoperability norms and standards. This is being achieved
through a reference implementation methodology, as described in this chapter.
Preliminary results indicate the need for in-depth engagement with the health
system at the primary health care facility level. Local ownership is essential for the
sustainability and success of the programme.
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Introduction
The Negotiated Service Delivery Agreement (NSDA) 2010–2014 of
the health sector, produced in 2010, observed that:
Although large sums of money have been used to procure
health ICT and HIS in South Africa in the past, the ICT and
HIS within the Health System are not meeting the requirements
to support the business processes of the health system thus
rendering the healthcare system incapable of adequately
producing data and information for management and for
monitoring and evaluating the performance of the national
health system. This results from the lack of technology
regulations and a lack of policy frameworks for all aspects of
infrastructure delivery.1
This chapter describes the major developments in preparing the
South African National Health Information System for the institution
of a shared electronic health record through the Primary Health
Care (PHC) eHealth Programme. The foundational steps consist
of the key components – or building blocks – of an integrated
health information system. This encompasses the policy framework,
the technical information architecture design, and the reference
implementation methodology used to test and contextualise the
methodologies going forward.
The eHealth Strategy for South Africa2 is a roadmap for achieving
a well-functioning, patient-centred electronic national health
information system. The strategy ensures that the integrated national
patient-based information system will be based on agreed scientific
standards for interoperability, improving the efficiency of clinical
care, producing the indicators required by management, and
facilitating patient mobility.
The realisation of the national health information architecture, or
eHealth enterprise architecture, proposed in the eHealth Strategy is
an iterative process nested within the establishment of key building
blocks or technical components. This is to facilitate integration with
other information systems in the health sector as a critical enabling
factor for the implementation of National Health Insurance (NHI).
The PHC eHealth Programme addresses the principles required for
South Africa to move to the next eHealth maturity level, such as
establishing a unique identifier for each patient, and patient-based
information systems being installed at all facilities where health care
is delivered. All patient-based systems will be linked to a national
electronic health record repository, thereby supporting access by all
facilities to all records at all other facilities. All routine public health
data will then derive from patient data captured electronically at the
point of care.
Several of the foundational eHealth components required by the
eHealth Strategy have been implemented. These include:

version of dataset specifications including data elements,
indicators and data validation rules, and currently serves
as a public healthcare facility registry. It therefore offers a
reference point to facilitate data exchange between electronic
systems as required by the eHealth Strategy and District Health
Management Information System (DHMIS) policy.4
➢➢ The Health Patient Registration System (HPRS). The Green
Paper for National Health Insurance in South Africa5 identified
the need for a patient registration system, so as to plan the
provision of healthcare facilities and services as well as
support tracking the usage of health services. This requires
the provision of patient indexing capabilities for electronic
health records. The HPRS has been developed and set up
to provide a Patient Registry and Master Patient Index (MPI)
service using the South African Identification Number and all
other legal personal identification numbers (e.g. the passport
number) as the primary patient identifier, making it possible
to track patients at all levels of care for improving quality and
continuity of care.

Description of the enterprise
architecture
Health Information is captured and required for different purposes
at different levels of the health system. In order to co-ordinate the
exchange of health information data, it was imperative to design a
framework within which the different information systems and data
repositories interact in a standardised manner. The HNSF proposes
the architecture of a fully integrated national shared electronic health
record. This is illustrated in Figure 1 and is termed the National
Enterprise Architecture.
A number of technical components are required to enable
interoperability between eHealth systems that comply with the stated
standards. The HNSF establishes, among others, the following:
➢➢ Facilitation of interoperability between different eHealth
systems on the basis of participating systems complying with
the HNSF standards
➢➢ Maintenance of electronic shared registers and repositories
required to support eHealth interoperability
➢➢ Provision of appropriate security and auditing services to
ensure data integrity, preventing unauthorised access and
complying with privacy legislation
➢➢ Provision of health analysis support for purposes such as
analysing the health of the population and planning.

➢➢ The National Health Normative Standards Framework for
interoperability in eHealth (HNSF).3 This framework was
developed and gazetted in the public domain by the Minister
of Health on 1 April 2014, and commissioned by the National
Department of Health (NDoH) from the Council for Scientific
and Industrial Research (CSIR). The primary objective of the
first version of the HNSF was to set the foundational basis for
interoperability in national healthcare information systems.
➢➢ The National Data Dictionary.2 This provides an up-to-date
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Figure 1:

The National Enterprise Architecture described in the HNSF

Security
& auditing
services
Governance

Shared registers
Patient
registry
(HPRS)
MPI

Facilities
registry

Provider
registry

Shared clinical repositories
Clinical
document
repository

Laboratory
repository

Pharmacy
repository

…
Clinical document registry
(Shared electronic health record)

Health analytics
…

NHIRD
DHIS

Auditing

Health information exchange
Authentication &
authorisation

Consent
registry

Standards based Point of Care (patient based) Health Information Systems used at health facilities

Source: Adapted from the eHealth Interoperability Health Normative Standards Framework, 2014.3

The Health Information Exchange (HIE) described within the broader
shared eHealth enterprise architecture approach as recommended
by the HNSF is an interoperable layer that enables sharing of
electronic health-related information among compliant health
information systems used in health facilities. The HIE implements
the norms and standards defined by the HNSF by controlling and
mediating standard-based messages between compliant consumer
applications and shared registers and repositories.
Shared electronic registries are used to store, manage and provide
access to master demographic and other information stored
by entities, as required for interoperability. The patient register
(provided by the HPRS) will be the authoritative source of patient
demographic information. It will allow authorised applications and
systems to feed into the HPRS, effectively allowing them to create
patient files and update patient demographic data. It will also allow
authorised implementations to search for patient information and
retrieve their demographic and identifier data.
The shared electronic facility and provider registries will contain
information on all health providers and facilities in the country.
Facility information will include attributes such as ‘facility name’,
‘physical location’, ‘offered services’ and ‘contact information’,
while the provider information will contain demographic information
of health service providers including doctors, nurses and community
health workers. The National Data Dictionary provides the capability
to establish an electronic facility registry.
Shared clinical repositories will be used to store and provide
controlled access to clinical information of patients related to
healthcare encounters. Shared clinical repositories will facilitate
the construction of a longitudinal health record or medical history

Health analytics make it possible to derive surveillance data from
shared clinical repositories. These capabilities are progressively
built into and provided by the District Health Information System
(DHIS) and the National Health Information Repository and Data
warehouse (NHIRD).
The security and auditing services component will provide audit
services to ensure that the privacy, security and integrity of
information exchanged and stored within the eHealth enterprise
architecture ensures compliance with legislation, which includes the
National Health Act (61 of 2003)6 and the Protection of Personal
Information Act (4 of 2013).7

Reference implementation of the
eHealth enterprise architecture
The PHC eHealth Programme focused on the 700 primary health
care facilities in the NHI pilot districts as a unique opportunity to
implement and refine this strategy, with the vision of its expansion and
upscaling for the improvement of the health system. In the context of
the eHealth enterprise architecture, several modules were identified
for roll-out in the 700 NHI pilot district PHC facilities as part of an
integrated health information package that supports implementation
of NHI (Figure 2). Pilots of other public healthcare electronic services
– such as TIER.Net and ETR.Net – are also ongoing. The first five
modules are described in this paper along with the implementation
strategy and findings to date.

over different encounters at different facilities using various
eHealth applications that are standards-compliant. The shared
clinical repository will, in essence, provide a subset of the clinical
information at point-of-care health information systems utilised by
different health facilities, and therefore does not replace the need to
maintain accurate patient records for local use.
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Figure 2:

700 PHC facility intervention modules
Computerisation

•
•
•
•
•

The number of computers per facility are determined by the facility workload
Each facility received a minimum of 2 computers and a maximum of 6 at the reception area
Some facilities received computers for each of the consulting rooms
Multifunctional Printer with an extra cartridge
Batches of 700 fixed PHC facilities to be covered every 6 months

Broadband Connectivity

•
•
•
•
•

Broadband Connectivity is a high interdependency
Each PHC facility to be connected to the internet
Best option solution between fixed line or GSM or W-CDMA or VSat to be considered for each facility
Broadband Connectivity of at least 1mb/s
All PHC facilities to be set-up with Wireless Local Area Network

Improved Patient
Administration

Electronic Health Patient
Registration System

Web Based DHIS

Other Systems

•
•
•
•

Administrative Business Processes redesign e.g. patient flow
(One patient-one entry-one reception-one patient folder-one headcount -one exit)
Rationalisation of PHC data collection registers
Standardised Patient Folder and Filing system

• Implementation of electronic Health Patient Registration System (HPRS)
• Barcode scanning of official citizen documentation e.g. South African ID, Smartcard and
Drivers Licence
• Verification of patient demographic data
•
•
•
•

Daily electronic capturing of routine data to improve data quality
Alignment with the rationalised data collection registers
Facility based Electronic Data Quality and Audit Tool Implemented
Web-Based routine data collection tools as option for the future

• All health information system implemented at PHC to allow for integration / interoperability with
solution that might be implemented in the future
• First phase implementation focus on Tier.Net, ETR.Net, NHLS Web Results and MomConnect

Health Information Exchange (HIE)
• The interoperable layer that enables sharing of electronic health related information amongst compliant health
information systems used in health facilities. It controls and mediates standard-based messages between compliant
systems and applications and shared registers and repositories.
• Data from various system such as ETR.Net, Tier.Net, DHIS, mHealth Solutions. PHC Patient information Systems can
be exchanged

Computerisation and
broadband connectivity
A critical dependency for introducing any electronic-based
data management components is the provision of foundational
information and communications technology (ICT) hardware. A
package of ICT hardware and utility software was selected to ensure
compatibility with current and future needs and cost-effectiveness,
and provided to PHC facilities. Equipment is fully compliant with
State Information Technology Agency (SITA) standards, and
procured with three-year on-site next-business-day support. The utility
software package was pre-installed on all computers to support the
reference implementation of the PHC eHealth Programme. This
standardisation makes it possible to provide cost-effective support for
both hardware and software, with continuity of access to software
applications deployed by the Department. This initiative ensures that
the minimum required hardware is available at PHC facilities and
that this is dedicated for the implementation of health information
systems. Ensuring adequate data connectivity is a consultative
process between the NDoH, provinces and districts, with access
control to limit data abuse being a central feature.

Improved patient administration

were identified as key to its iterative development: the optimisation
of facility business processes; the rationalisation of registers; the
development of a standardised facility-held patient record and
accompanying filing system, and the development of the HPRS.
Figure 3:

Patient Administration System
Facility Business
Process
Optimisation

Health Patient
Registration
System

Standardisation of
Filing System

A cohesive patient administration system is the first step in ensuring
a rationalised process of patient access to healthcare facilities that in
turn supports quality health information services and effective facility
management while improving patient experience. Five elements
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identification system, with the HPRS providing the perfect technology
and in turn facilitating integration of the ANFS into the HPRS.

Facility business process
optimisation
The introduction of electronic registration tools at a PHC facility
will contribute to efficiency gains, but is not a panacea for existing
problems. Prolonged waiting times at facilities contribute negatively
to the patient experience of care. Prior to the introduction of
electronic registration tools, it is important that the facility flow is
functioning optimally and that its business processes are refined.
To address this, facility patient and data flows were redesigned
through business process mapping to support health facility
administration as a means of optimising patient and facility
management. These restructured business processes enabled the
assignment of designated areas for specific activities within each
facility, thereby streamlining key functions. Activities such as patient
registration, patient record retrieval, patient appointment and visit
recording (PHC headcount) are now contained as one business
process within designated reception areas. This process is further
guided by the Integrated Care Service Model (ICSM) to restructure
clinical care functions in a manner that obviates patients having
to visit many consulting rooms spread across the facility to receive
care. Patients will now receive one-stop service in one consulting
room or designated service area.

Rationalisation of routine data
collection tools
A pilot study was commissioned by the NDoH for Health Systems
Trust (HST) to test the acceptability, feasibility and effectiveness of
rationalising the average of 54 routine data collection tools used
in PHC facilities. The study paved the way for the implementation
of a rationalised set of six registers for collection of routine health
programme data as of the 2015/16 financial year. Based on
these results, programmatic data were delineated from clinical,
management and administrative data. Other systems and tools were
then designated to collect management and administrative data,
such as the HPRS and patient records.
Moreover, the rationalisation process led to the standardisation of
data collection and collation tools in order to improve timeliness and
data quality. Other benefits include a reduction in the administrative
burden placed on facility staff, and more time to be spent rendering
clinical services.

Development and
implementation of a
standardised filing system
A uniform system was designed that ensures (a) integrity and
continuity of records, such that records remain complete and
accessible with minimal misplacement, loss and duplication; (b)
efficiency in minimising time wasted in searching for records; and
(c) communication using a common filing language that fosters
co-operation in the retrieval and exchange of records within the
facility in general. The resultant design was an Alpha Numeric Filing
System (ANFS) to enable identification of the facility, identification
of the patient, and locating the physical position of the patient
record within the filing system. The ANFS thus required a record

The Alpha-Numeric Filing System:
➢➢ uses the technology provided by the HPRS to automatically
generate the patient record number, thereby linking the unique
patient identifier to each patient’s record in each facility;
➢➢ reduces the risk of human error as the patient record number
and allocation are automatically produced and controlled by
the HPRS;
➢➢ automatically incorporates the position of the patient record
on the filing cabinet into the record number generated by the
HPRS;
➢➢ allows for rapid retrieval of patient files, consequently reducing
waiting time and optimising the functionality of the facility;
➢➢ provides a common filing language that ensures continuity
despite changes in personnel; and
➢➢ is adaptable for different sizes of filing cabinets across the
facilities by taking into account varying infrastructural realities.

Electronic Health Patient
Registration System
The National Department of Health contracted the CSIR to develop a
Health Patient Registration System. The HPRS will maintain an index
of patients using healthcare services, and is designed to maintain
and cross-reference a set of identifiers including the South African
Identification Document, passport numbers, the driver’s licence,
asylum permits and refugee permits. It therefore offers Master Patient
Index capabilities and will serve as a patient registry to standardise
compliance with eHealth applications. This capability is essential
for a shared electronic health record, and is therefore critical for
improving the quality and continuity of care in the public health
system.
The HPRS is also linked to the standardised filing system, thus
assisting with faster file retrieval and storage. Currently there are
over 500 000 patients registered on the system.

Web-based District Health
Information System
In the South African context, the District Health Information System
(DHIS) plays a pivotal role in the capturing, reporting and analysis
of routine data. The existing manual data capture and verification
processes require a 45-day period between when source data is
collected and aggregate information is made available at national
level. Improving timely access to data is central to the PHC eHealth
Programme: the move to a Web-based DHIS (WebDHIS) is structured
around making facility-level aggregate data available for health
analytics as soon as possible after it is generated.

Implementation strategy
The successful implementation of this system hinges on a tight
sequence of events, namely hardware deployment and establishment
of connectivity, training in the use of the software, and careful
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implementation of a change management process to ensure that
nurses and clinicians are supported in the move from paper-based
systems to electronic systems. Optimal usage of all resources for
development, training and roll-out is in line with the ethos of an
integrated approach.

support for the local facility and district staff must be in place. The
level of effort required to reach maturation of this level varies and
is context-specific. In regions where structured systems are in place
or a legacy of operating in a particular environment exists, more
investment in achieving Maturity Level Zero is required.

The approach to implementation was centred on establishing sentinel
sites to attain a national footprint and contextualise the intervention
in the NHI pilot districts.

Only once sufficient support is attained can activities relating to
Maturity Level One commence. This level focuses on preparatory
activities to ensure that the health facilities have adequate
infrastructure to implement new systems.

Phase 1: Beta or sentinel sites to prove concept and refine strategy,
implemented in a staggered approach. Lessons learnt included
the importance of stakeholder engagement and ownership, and
sensitivities to maturity model and context.
Phase 2: Full district deployment to demonstrate district-level health
system strengthening. The implementation team followed an actionlearning approach and responded to problems as they arose
rather than adhering to a rigid framework for implementation. The
implementation guide used the terminology ‘maturity level’ to depict
the different stepping stones, with zero being ground level, and
Level four being the peak.
The maturity model would comprise different levels that a province,
district or facility may achieve over time as more prerequisites for
the level become established. Some levels may be implemented
concurrently, provided that the prerequisites for the level are in
place.
Box 1: Different levels of maturity
Maturity Level Zero: Stakeholder engagement national, provincial,
district and facility level
Buy-in for an integrated approach; facility-level support is critical for
success
Maturity Level One: Deployment of IT hardware support
Co-ordinated with the provincial and district IT departments

Maturity Level Two: Site preparation, hardware integration and
phased connectivity
Facility flow and patient administration optimised; networked computing
Maturity Level Three: Implementation of Health Patient
Registration System and Web-based District Health Information
System solution
Improves patient file retrieval and waiting time; efficient reporting
because staff have more time for clinical services

Maturity Level Four: Web-based reporting and online capture
Centralised routine data and therefore real-time data

The first level of implementation engagement is termed Maturity Level
Zero. This entails the vision of the programme being communicated
at all levels of the health system, starting with the provincial
stakeholders, in order to establish the necessary legitimacy for
implementation. The next step is to engage the districts that will be
ultimately responsible for technical and information support to the
facilities. This process brings about changes in the health system and
it is thus imperative that the immediate reporting hierarchy be both
responsive and supportive of these changes.

Maturity Level Two focuses on the streamlining of business processes,
such as the allocation of a single area for patient registration and
patient flow optimisation. Technology supports processes and
improves efficiencies; it can only augment service delivery when
these have been addressed. In addition to identifying ways to
improve administrative and clinical service structures, the facility
data quality was assessed as a baseline indicator. This contact with
the facility was an opportunity for implementers to engage directly
with the facility staff and act as change management agents. Level
Two also establishes the first level of connectivity: a local network
that links the hardware and computers in a facility to improve
services and assist in the aggregation of information at the facility.
Maturity Level Three is based on using information systems to adapt
the way in which processes operate in the health facility. The
targeted area of intervention is the standardised patient registration
system. This complies with the building blocks for National Health
Insurance and assists with workflow management at the reception
desk area of a health facility. The full value of this system is evident
when synchronised with a central server (where Internet connectivity
is available). However, as there is a prevailing risk of Internet
downtime in the South African context, this system has both online
and offline capacity with the ability to synchronise when connectivity
is available. Improving data quality is driven by the practice of daily
data capturing. This reduces error as smaller amounts of data are
collated daily, and only these daily totals are added to compile
a monthly report, which lowers the chance of errors. The District
Health Information System has been configured to accept daily totals
and automatically generate a monthly report.
Maturity Level Four involves facilities being linked to the Internet. This
level is of particular interest to district and provincial management
as it allows for real-time monitoring of facility utilisation and
performance. Connectivity streamlines the information data flow
with efficiency gains due to reduced administrative burden, as well
as the improved link between measurement and accountability of
data quality.

The engagement model continues with the orientation of the facility
staff, in particular the operational managers. It is at this point that
the most significant functional changes occur, and the lessons learnt
from the Beta Testing in the 50 sentinel sites indicated that the highest
levels of anxiety and inertia were experienced in this area. In order
for Maturity Level Zero to be reached, full understanding of and
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Vhembe case study
Vhembe is a rural district located in Limpopo Province with 123 PHC facilities, of which eight are community health centres (CHCs). There
is a shortage of clinical and administration staff, as well as of landlines or stable mobile phone network coverage.
The PHC 700 Project, as part of the Beta Implementation phase, was responsible for providing six PHC facilities with Internet connectivity
in 2014. Subsequently, in early 2015, the Limpopo Provincial Department of Health decided to leverage the province’s ongoing Telkom
telephonic infrastructure project to provide Internet connectivity in Vhembe which included 1 gigabyte of data. The Vhembe Health District
Task Team was set up to drive implementation of connectivity and its utilisation in the district, and by July 2015, 90 PHC facilities were
connected.
The NDoH used this opportunity to identify requirements for implementing a Maturity Level Four model throughout a district. Support teams
provided comprehensive on-site technical and service training assistance over four weeks in July and August 2015.
Installation and use of the standardised patient registration system were supported, along with three other real-time facility monitoring
services: daily data capturing for WebDHIS to ensure daily access to facility indicators; Stock Visibility Solution for facility pharmaceutical
stock visibility; and NHLS TrackerCare for timeous access of laboratory results online. Fifty-two facilities were visited over the course of
the four-week period.
The connectivity project was judged successful in terms of outputs and increased capacity, based on the commitment from both the NDoH
and the province to ensure that connectivity infrastructure was available, as well as to provide structured data access at the non-Telkom
supported facilities. Telkom had connected 84 of the 90 PHC facilities through VSAT (Very Small Aperture Terminal) satellite infrastructure,
with six as NDoH installations. Fifteen of the 46 Telkom-implemented sites that were visited required assistance with establishing data
connections. The Telkom installations did not allow the provincial authorities the same level of control as was experienced at the NDoH
installations in limiting online access to sites: facilities that reached the data cap were then unable to submit or access data for the
remainder of the month.
In general, facilities without administrative staff had limited or no use of online services. The reasons consistently given for this ranged
from administrative staff being the first to notice and address connectivity issues, to low levels of digital literacy (most nurses of an older
generation were less willing to engage with new technologies; also, nurses tended to regard their primary focus as being clinical care
with data management as an additional workload). District staff did not feel capable of training others on the connectivity-enabled
services, in part because of insufficient training but also due to a lack of teaching tools on basic computer skills. The District Task Team
was committed to the implementation, with a strong sense of teamwork, although its ability to provide on-site support to facilities was
reliant on additional support from the NDoH and provincial Department of Health.
Recommendations included ensuring that each PHC facility has at least two administrative staff. A phased capacity-building plan based
on up-skilling local resources, with additional resources made available where necessary, is key to sustainability. Above all, the concept
of data as critical to quality health care must be promoted among healthcare workers.

Lessons learnt
Additional human resources often support the implementation of new systems and processes in the context of the public health system.
This allows for the rapid deployment of solutions but raises difficulties around ensuring sustainability.
Processes should be owned and implementation should be driven by provincial, district and facility staff members so as to facilitate
institutional change and thus support sustainability.
An engagement model was developed to establish adequate ongoing support from within the health system so that an enabling
environment could be created.
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The Beta Implementation
The Beta Implementation phase (which consists of sentinel sites
and is intended to prove the concept and refine the strategy),
tested an implementation approach, tools and strategy at the 50
Beta Implementation sites across eight participating provinces.
Such an undertaking was made possible through sufficient
capacity-building at provincial level in order to promote local
ownership and accountability. The initiative provided for benchmark
implementation which will be used for the development of a rapid
scale-up programme. Success drivers were revealed to be provincial
ownership, co-ordinated and integrated implementation, and local
capacity-building. The experiences gained from the implementation
phase identified that allowance should be made for province-specific
scenarios to ensure rapid scale-up and sustainability.

Conclusion
The PHC eHealth Programme’s reference implementation of the
eHealth interoperability norms and standards entailed massive
systemic overhaul. It was therefore essential that buy-in from the
grassroots officials be secured for its success. Every programme
implementation commenced with a provincial-level meeting, and
tools and knowledge were handed over to ensure sustainability.
Several key factors were identified for implementation. In order to
implement the Programme, the technical requirements at each facility
will have to be met. These are: adequate IT infrastructure (hardware
and software), data connectivity via a stable connection to the
Internet, and provision for electrical spikes and other contingencies.
Ensuring capacity at the health facilities is critical. This requires
not only sufficient staff who are adequately trained on the software
packages, but also sensitisation to the change management process.
As each health facility is a unique context, the assessment and
streamlining of the current facility filing systems (record management)
will assist with the implementation of the patient-based systems. All
stakeholders should be engaged in the visibility activities to ensure
buy-in.
The introduction of computers and conversion of paper-based
information systems to electronic systems is no small task, and the
change management process that is required to make a successful
transition should not be underestimated. Implementation of this
programme offers manifold potential benefits to the health system,
including more accurate data and shorter timeframes between
end-of-reporting periods and availability of data for programme
management.
The integrated implementation of the eHealth strategy undertaken by
the National Department of Health in the NHI pilot districts has the
potential to revolutionise how information is collected and patients
are managed.
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istrict Clinical Specialist Teams (DCSTs) were introduced into the South
African District Health System (DHS) in 2011. Their introduction
was prompted by growing pressure in South Africa to achieve the
Millennium Development Goals for maternal and child health before and after 2015.
As emerging teams in the DHS, their roles are yet to be fully understood and defined
in practice. Little is known about how other actors, implementers (district/sub-district
managers) and intended beneficiaries (facility managers and staff) in the health sector
perceive and relate to them. Documenting how roles and relationships are unfolding
will help in understanding and learning from the process of their implementation and
strengthening of primary health care (PHC).

Preliminary findings revealed
the DCST to be an important
innovation, with high and
positive expectations from
most actors about their role
in PHC strengthening.

This chapter engages with the early implementation process of the DCST reform in
three of the 52 districts in South Africa. In-depth interviews were conducted between
September 2013 and July 2014, and informal discussions and available district
documents on the progress of implementation are drawn on to contextualise the
process. Preliminary findings revealed the DCST to be an important innovation, with
high and positive expectations from most actors about their role in PHC strengthening.
Existing capacity and systems, flexibility, matching of expected roles to resources
and targeted collaboration impacted on the extent of the DCSTs’ integration into the
system.
The DCSTs serve as an interface between different layers of the healthcare system
which offers an opportunity to strengthen collaboration and teamwork. As districts
begin to monitor and evaluate the early implementation of these teams, there is a
need to continuously clarify and complement roles (of individuals and teams), build
a shared understanding of these roles, and find spaces to reflect on innovative ways
of managing the complex health system environment.
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Introduction
District Clinical Specialist Teams (DCSTs) were introduced into the
South African District Health System (DHS) at the end of 2011. Their
introduction was prompted by the country’s growing pressure to
achieve the Millennium Development Goals (MDGs) for maternal
and child health (MCH) before and after 2015. The DCST innovation
or stream is part of the strategy to re-engineer primary health care
(PHC),1 along with the introduction of Ward-Based Outreach Teams
(WBOTs), School Health Teams (SHTs) and contracted General
Practitioners (GPs).1-3
South Africa’s PHC re-engineering strategy falls within the broader
health system goal of moving towards realising universal health
coverage (UHC), whereby access to needed health services is
available to all individuals irrespective of socio-economic or
geographic characteristics.4,5 The main task of the DCSTs is to
provide clinical governance at the district level by overseeing
quality in service delivery and effective management of resources
to enhance health outcomes. They are responsible for co-ordinating
other streams of the PHC re-engineering strategy, and collectively
(with other streams) promoting an integrated community-based
approach to PHC delivery and the achievement of UHC.
A ministerial task team (MTT) consisting of experienced clinical
specialists was set up in June 2011 to provide guidance on the DCST
composition, structure, functions and performance monitoring.6 A
stakeholder consultative process was also instituted with submissions
made to the MTT from relevant disciplines and all provinces.6 DCSTs
are envisaged to comprise seven team members with a nurse-doctor
dyad in three key disciplines: Family Medicine (Family Physician
and PHC Nurse), Obstetrics and Gynaecology (Obstetrician
and/or Gynaecologist and Advanced Midwife) and Paediatrics
(Paediatrician and Paediatric Nurse), and Anaesthetics.6
The process of the DCSTs’ recruitment started in October 2011,
although their induction and integration into the DHS level is
ongoing and being refined in different contexts. As emerging teams
in the DHS, their roles are yet to be fully understood and defined
in practice. Little is known about how actors in the health sector
perceive and relate to them. Documenting how these roles and
relationships are unfolding will help in understanding and learning
from the process of their implementation and potential contribution
to strengthening of PHC.
This study is part of a five-year multi-site project entitled Universal
Coverage in Tanzania and South Africa: monitoring and
evaluating progress (UNITAS).7 The overall project aims to explore
experiences of policy implementation in relation to UHC reforms
over time, including the DCSTs, and to document factors that may
explain changes in experience. This chapter engages with the
early implementation process of the DCST reform in three of the
52 districts in South Africa. We examine how DCSTs’ roles are
being defined, communicated and integrated at different levels.
Drawing on perceptions and understandings of actors at district and
sub-district level, i.e. implementers (district/sub-district managers)
and intended beneficiaries (facility managers and staff), we also
consider how roles and relationships are unfolding in the process
of policy change and highlight some of the factors that hinder and
support the successful implementation and functioning of the DCSTs.
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Brief overview of DCSTs as a
reform measure and progress in
implementation
As a result of the increasing need to provide quality health care,
the term ‘clinical governance’ has gained global recognition as a
policy instrument for improving healthcare delivery and includes all
strategies and activities targeting continuous quality improvement.8
In South Africa, the handbook on clinical governance for the DCSTs
defines clinical governance as:
A framework that helps managers and clinicians (such as
nurses, doctors, physiotherapists) to improve the quality of
their services and safeguard standards of care, continuously,
thoughtfully and in a co-ordinated fashion, by creating an
environment in which excellence in clinical care will flourish.9
South Africa’s PHC re-engineering policy also anticipated the
role of the DCSTs in providing supportive supervision and clinical
governance1,6 (an oversight role) to district and sub-district actors
managing the provision of PHC, as well as training and mentorship
to healthcare workers providing care at facility-level (a pedagogical
role). The DCSTs are also encouraged to engage in clinical care for
about 20% of their time in order to retain and build on their own
clinical competence and expertise.6,10
In South Africa, the role and activities of DCSTs in improving
quality, particularly in MCH services, is being articulated through
an integrated approach, both through the composition of the team
as well as its location between different district-level programmes
and other teams. It is recommended that each DCST should
develop work plans that will complement other policy/programme
objectives,9 including the Strategic Plan for Maternal, Newborn,
Child and Women’s Health (MNCWH) and Nutrition, a strategy
for a Campaign of Accelerated Reduction of Maternal and Child
Mortality in Africa (CARMMA)11 and the National Core Standards
for Quality.12 There is potential for flexibility in the DCST work
plans9 which gives the DHS discretion in shaping the activities and
role of the DCST according to local context or need.
A number of activities have been undertaken at national, provincial
and district levels to facilitate effective implementation of the
DCSTs.13 In October 2011, the DCST posts were advertised by
the National Department of Health (NDoH) and candidates were
shortlisted in November that year.11,13 The national launch of the
DCSTs, including health systems actors countrywide, took place in
September 2012. As of March 2015, 49 out of the 52 districts
in South Africa had appointed at least a minimal team (a dyad –
nurse/doctor pair in one discipline).13,14
However, the human resources crisis in the country coupled with
variations in district capacity and opportunities to attract staff
have hindered recruitment and there are only two teams with a full
complement in the country.13-15
An induction and orientation programme (carried out over one
year) comprising eight workshops commenced in one province
from August 2012 and was adapted and implemented in the other
eight provinces from mid-November 2013. The first workshop
was designed to help DCSTs identify and define their roles and to
help DHS actors who would be working closely with the DCSTs to
clarify their roles.13 In order to ensure the effectiveness of teams,
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it was recommended that DCSTs should report to specialists at the
provincial level.6 In addition, the DCSTs should report to the district
manager on general operational management of resources and
functioning of the team at district level.
Voce and colleagues (2014) state that the induction and orientation
programme has helped the DCST in identifying their roles.13
However, how these roles emerge in practice and how they are
being conceived at the point of implementation require exploration.
Here, we set out to understand the perceptions and experiences
of the DCST implementation as discerned in evidence available
from three districts. These documented reflections can contribute to
understanding organisational and behavioural characteristics that
support and challenge the strengthening of PHC.

Methods
The work presented in this chapter is guided by a theory of
change (ToC) approach. A ToC approach is often undertaken in
the evaluation of programmes16 to engage with actors involved
in the implementation of a particular reform or programme (in
this case, DCSTs). The ToC approach allows researchers to gather
and document experiences of DCST reform through engaging in
collaborative and reflective inquiry with those implementing it.16,17
The approach enables us to tell a story about the DCST reform17 and
to compare reflections and experiences of implementation against
the objectives, motivation and assumptions guiding its development.
The ToC approach also offers a way of conceptualising change over
time and provides a practical tool for engaging with stakeholders,
monitoring change processes and evaluating the implementation of
the DCSTs.18
Table 1:

Once the requisite permissions for the study were obtained, 31 ToC
in-depth interviews (IDIs) were held. Respondents included District
Health Management Team (DHMT) managers, sub-district managers
and National Health Insurance (NHI) co-ordinators (at provincial and
district level) in three districts. A ToC Focus Group Discussion (FGD)
was also held with DCSTs in each district. The first round of data
collection was conducted between September 2013 and July 2014,
which included informal discussions and review of available district
documents on the progress of implementation, to contextualise the
process. In line with the Theory of Change approach, we explored
actors’ roles in and assumptions about the goal of DCST reform,
as well as actors’ perceptions and experiences about the DCSTs’
roles, activities, relationships and processes involved in the DCST
implementation.

Results
Setting and institutional structure
DCSTs in the three districts were introduced into varying demographic
and socio-economic contexts but with a fairly similar mix of rural
and urban settings. There are also differences in their expected
population coverage and the number of facilities in each district. For
example, in one district, the DCST will be responsible for twice the
population anticipated to be covered in another (Table 1). However,
all districts share comparable MCH burdens19 confirming a national
challenge in that DCSTs are placed in contexts with a seemingly high
need for quality improvement activities.

Summary statistics of DCST innovation between September 2013 and May 2015

DCST

District A

District B

District C

Population
(fixed facilities)20

695 933
(44)

1 017 763
(84)

1 364 943
(157)

Membersc

As at March 2015

coveragea

Salaryb

District (as at May 2015)

Province

Province

Family Physician

✓



✓

PHC Nurse

✓

✓

✓

Paediatrician

✓

✗ (resigned in 2012)

✓

Paediatric Nurse

✓

✓

✓

Obstetrician & Gynaecologist

✓

✗ (resigned in 2012)

✗

Advanced Midwife

✓

✓

✓

Anaesthetist

✗

✗

✗ (resigned in 2013)

Provincial specialists in place

1 (Family Physician)

Reporting lines

District Family Physician and
District Manager

Leadership role
Note:

District Family Physician

3 (Obstetrician & Gynaecologist,
(1) (Obstetrician) and
Family Physician and Paediatrician) Paediatrician’s appointment almost
finalised
Provincial specialist and District
Manager

District Family Physician / acting
Family Physician – DCST

Provincial specialist and District
Manager
PHC Nurse – DCST

✓ – Filled, ✗ – unfilled,  – acting position

Source: National Department of Health, 2013;20 Census 2011;21 National DCST database, 2015.14

a

Note: Population coverage – indicates the population size of the district and the number of facilities in ( ) – including PHC clinics, community health centres and
district hospitals. Differences in reporting on demographic indicators have been noted, but information presented for all districts is derived from a uniform source.

b

The expectation that DCST posts will be formally created within the district structure in the 2013/14 financial year has not been realised.

c

Note: The DCST/Provincial specialist complement and roles are those reported at the time of the interview; some of these may have since changed.
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Each DCST has been institutionalised into differing DHS organisational arrangements or structures. In one district, there is
acknowledgement that the DCST fits well within the vision of a
Provincial Family Medicine Department that has been supporting
the district for some time “in improving clinical expertise to what
was formerly run as a nurse and management type of structure”
(DHMT Manager). In another district, the implementation of the team
has been linked to a history of maternal health teams and forums.
Another district is located in a province where there had been a
moratorium on the appointment of health workers during the early
implementation phase of the PHC re-engineering reforms (due to
budgetary shortfalls and financial mismanagement).22 This sets the
DCSTs within varying organisational spaces in each district. For all
three districts, support from the provincial specialists and/or district
managers were seen as important for early implementation of the
DCSTs.

Recruitment
The advertising of posts was co-ordinated by the National
Department of Health, while each province was responsible for
shortlisting candidates, interviewing and appointing DCSTs. At a
district level, DHMT managers from all three sites commented on
the need for head-hunting processes to attract specialists, because
they had found the recruitment process challenging given the current
shortages in human resources for health in the country.15 Table 1
shows the team composition in the three districts. The positions of
doctor-specialists have been the most difficult to fill, especially the
post of the anaesthetist which remains vacant in all three districts,
and nationally, only six such posts have been filled.14 In one
district, two PHC-oriented medical officers with more than 10 years’
experience were recruited in favour of “hospi-centric” specialists.
This was done in accordance with the flexibility highlighted in the
National Department of Health’s DCST job descriptions6 (DHMT
Manager).
In the early phase of the recruitment process, DHMT managers
reflected on a high turnover rate among DCST appointees, either as
a result of resignation or appointees not taking up their positions. The
DHMTs indicated that the recruitment process was done at provincial
level and there was limited involvement at the district level; this was
demotivating for DHMT managers in two of the sites. In one district,
poor communication resulted in two headhunted specialists ultimately
not taking up their appointments (DHMT Manager). However, across
all three districts, most of the DCST members themselves found their
recruitment process to have been satisfactory.

DCST motivation
DCST members described their motivation to participate in the
reform as linked to personal, professional and social goals, including
professional development, family commitments, an opportunity
to serve in their place of birth, an inspirational quotation of the
Minister of Health in the DCST advertisement, and their willingness
to contribute to a particular field or discipline. DCST members also
reflected on their passion for maternal and child health services and
their commitment to being part of change, which they all saw as
timely. These personal, organisational and social motivators form a
basis on which DCSTs can relate to their roles and activities. DCST
members did not comment on financial incentives as a motivation.
Yet, DHMT members see the DCST innovation as expensive (but
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worthwhile) when compared to healthcare workers on the same
level in the DHS structure.

They are earning more than ordinary nurses; they are earning
a lot of money. (DHMT Manager)
We appoint doctors at specialist level; money is being eaten
up by their posts. (DHMT Manager)
At the same time, the rate of turnover among DCST members (see
Table 1) also suggests factors other than financial incentives as
influencing motivation. These remain unclear but are important for
further understanding of early implementation processes.

Induction and orientation
Most of the DCST members in the three districts highlighted their
participation in the induction and orientation programme – designed
to help them clarify their roles, standardise their activities and
integrate them into the DHS – as being useful.

…[has] built most of the relationships so that everybody could
feel and see the importance and see the role that is going to
be played; …not that we are here to step in other people’s
posts ...and we do not talk different languages whilst you are
doing one and the same programme. (DCST member)
However, some district-based actors and DCST members expressed
concerns around the length of time required to attend the workshops,
preferring continuous on-the-job mentorship rather than monthly
training events. In one of the districts, the district manager also
raised concerns about the frequency and length of days per month
used in travelling for training by the DCST.

You know, they must be practising their clinical skill.
Unfortunately most of their time has been absorbed by
meetings and by training sessions…for instance travel; but
I said we have to agree that it is not okay to travel outside
of the district for more than 50 per cent of your time. (DHMT
Manager)
Among the additional challenges of the nationally led induction
programme was the exclusion of sub-district and facility-based
managers; their involvement could have helped the DCSTs better
understand their local context. Therefore, in one district, it was
suggested that a district-level induction process be instituted to
formally introduce the team to different district, sub-district and
facility-based actors to ease future relationships and expectations.

Reporting
DCST members have multiple reporting lines at district and
provincial levels. In this study, four different reporting lines were
observed. Firstly, DCSTs in all three districts report to the district
manager (see Table 1). Secondly, in two of the districts, DCSTs also
reported directly to provincial specialists, where available (Table 1),
while in the third (where the DCST is headed by a District Family
Physician), there is no indication of a reporting line between the
DCST and the provincial specialist. Lastly, in another team, the
district Family Physician plays a dual role: acting in the post of the
district Family Physician and leading the DCST. Our analysis shows
that there is linkage and communication between the DCSTs and the
district managers. However, there was insufficient data to reflect on
the extent of communication between the DCSTs and the provincial
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specialists, and deeper understanding of these relationships will be
important for effective co-ordination.

Resources
The DCST policy recommends that provincial Health Departments
should be responsible for DCST salaries, benefit packages and
incentives.6 There are differences in sources of funding for the
DCST in terms of salaries and operational resources across districts.
DCST salaries are managed at the provincial level in two of the
districts in line with policy recommendations6 (Table 2). However,
DHMT managers in one study site reported resource constraints
regarding salaries. In this district, for the first three to six months
of appointment, one DCST member’s salary was paid through the
tertiary hospital budget. As at September 2013, DCST members’
salaries in the same district were paid through the district’s budget,
yet the expectation that posts would be formally created within the
district structure by the province in the 2013/2014 financial year
has not been realised (DHMT Manager). Respondents in two of the
districts also commented on the unavailability of funds for DCST
outreach visits or transport-related costs. DCST members in one of
these districts were advised to use their own transport for official
duties until transport allowances are subsidised at the provincial
level. DHMT managers commented on the possibility of raising
additional funding for DCST activities through a European Union
conditional grant/ MCH grant, but there is a low expectation about
approval for such a measure.

It [the process of sourcing additional funding] has been
managed so chaotically. I am not sure that we are going to
end up getting anything. (DHMT Manager)
However, in another district, one of the participants indicated that
the National Health Insurance (NHI) pilot process and the PHC
re-engineering processes have brought substantial resources to the
district.

For the first time you’ll hear somebody saying, “Yes, for NHI,
if you’re asking for resources, within the period I’ve been
here I think we have more than enough resources.” It’s a
question of how we use the resources. (NHI Co-ordinator)

Table 2:

There are also mixed feelings among the DCST members about the
availability of resources. There is a clear need for mobile technology
(data and phone) for their effective communication, especially
during outreach or support visits. In one district where unavailability
of such technology was raised as a challenge by DCST members,
the district allocated a personal assistant to help manage their
diaries and administrative needs (DCST member). In another district,
mobilisation of resources such as laptops and mobile (data and
phone) connections through external funding sources from mining
and insurance companies, and the municipality, occurred as part
of the induction process for the DCST (DHMT Manager). Despite
reports of limited operational resources, DCSTs’ salaries have been
paid in all three districts.

Expectation of roles and activities
The perceptions of DCST roles by team members seem to align
broadly with those stipulated in the DCST policy documents.
Specifically, DCST members see their role as contributing to
improving quality of care, striving towards meeting the MDGs
for mother and child health, assisting healthcare professionals in
identifying systems problems, and supporting mechanisms for
appropriate and timely referrals. Generally, each member was able
to link their role and desired change to a dyad/speciality-specific
set of goals and reducing maternal and child mortality, and all were
keenly aware of the importance of PHC and its required support.
However, one DCST member expressed a lack of clarity about her
role due to her newness to the district:

Even up to now, I don’t know some of the facilities or some
of the areas, so yes, it has taken some time for me to get to
know what my role is and I’m still working on that. (DCST
member)
Yet, across districts, DHMT members’ perceptions and reflections of
DCST roles coincide with DCST members’ understanding of their
own roles and that of policy documents, even though DCST members
sometimes feel otherwise. Expectations and perceptions of the DCST
roles by managers at the different levels of service delivery within
the DHS are depicted in Table 2.

Expectations of DCST roles at different levels of the DHS

Expectations
of roles

District level

Sub-district level

Facility level

Reviewing district level policies

Monitoring and
evaluation

Policy development once gaps have been
identified
Align DCST role with planned monitoring
and evaluation units

Training on policy – clinical guidelines and
protocols

Policy

Identifying skills gap and developing related interventions

Collect and review high-quality statistics, provide feedback in the form of reports and undertake follow-up
Roles of DCST relative to the roles of clinic supervisors, programme managers, facility managers and facility doctors or contracted
GPs in clinical governance to be clarified over time
Independent assessment of PHC services

Mentorship

Identify equipment needs

Collegial engagements with hospital
specialists on clinical governance

Mentoring clinic supervisors and
programme managers (MNWCH)

Role of facility doctors or contracted GPs
in clinical supervision

Support in supervision of and training for chronic services

Leadership

Assert leadership roles

Facilitate pro-active engagements with relevant actors

Clinical support

Strive to reduce maternal and child
mortality and morbidity

Improve the effectiveness of the referral
pathways

Training

Develop plan for continuous medical education
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Mentoring facility managers, staff and
improving professionalism of healthcare
workers

Training linked to continuous professional
development
Support facility by undertaking more
clinical work
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There are broad overlaps in the reflections of DCSTs regarding their
roles and those of DHMT members and sub-district managers. Most
of the similarities observed are in line with the expected outcomes
of the DCST reform. Some disjuncture in the perceptions about roles
is linked to expectations that others might have but which are not
wholly beyond the scope of the DCSTs’ functions.

For us they go to community health centres at clinical level
and we are envisaging them also doing night duty there
because that’s where you need the advanced paediatric
skills. (DHMT Manager)
There is also the expectation that the DCSTs should support the
delivery of chronic services and not be limited to maternal and child
health services:

I would like the DCSTs to focus out of the box of maternal
and child [health]. We have cases of tuberculosis running out
there; let it be for all health problems. (Sub-district Manager)
Yet our analysis highlights gaps in expectations of roles at the
different levels (district, sub-district or facility) which were not
clearly articulated in the reflections and experiences of actors and
are potentially contradictory. The white boxes in Table 2 highlight
some of the roles and relationships that need to be clarified in order
to address some of the disjuncture either in the expected range or
nature of the DCST role and activities at the different levels where
DCST support is required. Further analysis and exploration of roles
and activities is required.
DCSTs were also identified in different ways among district and
sub-district managers who had high expectations and values. This
related particularly to the managers’ expectations of the DCST roles
in monitoring and evaluation, mentoring and clinical support (see
Table 3). For some, DCSTs are assumed to be ‘consultants’ with
capacity to cover a large geographical area. They are also seen as
‘specialists’ “…means that you know everything”. Others saw the
DCST members as ‘spies’ who could identify practices that are not
known to district management.

What I said to the facilities and to the DCST, they are my
‘spies’. If they see something wrong in a facility, I am going
to send them and it is not in a punitive way, it is to understand
properly what has happened and take appropriate action…
Some at the facility level don’t recognise that as part of their
role and accept it. Then we have got a problem. (DHMT
Manager)
There is a close link between how the DCSTs are being identified
as ‘spies’ and their approach or way of working. DCSTs used their
discretion in this regard and resolved to adopt an unannounced
approach to outreach visits to deter facilities from false preparedness.
This approach may contribute to their identity being perceived as
‘spies’ at the facility level.

Most of the time when we are going to the facilities, we don’t
tell them that we are coming because we want to see things
as they are, so that everything is under normal circumstances.
(DCST member)
In general, there seems to be a high expectation of their
capacity at the DHS level, with one of the actor’s reflections
being: “Maybe we shall say we expect more than they can
produce” (DHMT Manager).
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Actual activities in practice
DCSTs seem to be engaging in similar activities across the three
districts. Table 3 illustrates some of their activities as categorised in
the monitoring indicators recommended in the Ministerial Task Team
Report.6
There is uniformity in practices and activities in some aspects,
originally guided by the orientation and induction series of
workshops. For example, the baseline situational analysis was
reported in all districts, showing similar quality improvement
activities. However, activities unique to each district, informed by
actual district needs, are also recorded. In District A, one of the key
focus areas is a quality improvement programme for malnutrition.
Monitoring and mentoring on the South African Newborn Care
Initiative (SANCI) and CARMMA strategy are focal points in District
B, while there is emphasis on proper recording of patient histories
and benchmarking practices in District C.
In terms of the DCSTs’ engagement with the DHMT (Table 3), there
are differences in the DCST’s role in management, particularly their
involvement in DHMT meetings. In one site, the longstanding local
experience and influence of the district Family Physician team-leader
was acknowledged as important in facilitating organisational
support.

Our supervisor, she will be there to represent us, if there is
anything that we need to take to that forum then she will take
it. (DCST member)
Contrastingly, in another site, DCST members are actively involved
in the DHMT meetings and are also responsible for facilitating the
discussions and ensuring that their planned agenda secures the
necessary support.

Enablers of DCST
implementation
The following themes emerged as enablers of DCST implementation
across the three districts: existing capacity and systems, individual/
local discretion and strategies, trust-building, knowledge of local
context and systems, and leadership and/or championship.

Existing capacity and systems
Existing organisational structures, resources and networks have
influenced the implementation of the DCSTs and their activities.
For example, the conceptualisation of the DCST within an existing
Family Medicine-based structure was seen as a means of rapidly
constituting the team and providing leadership. The role of national
non-governmental organisations (NGOs) was also highlighted as
a useful support mechanism for DCSTs. NGOs in one district have
been involved in capacity-building for some time.

The [NGO] partners, they are assisting us a lot. Because
if we are doing our district health management plan…they
assist us to come with one vision really…a shared vision
within the district; also maybe in identifying areas, because
they are there as the eye for the district to say ‘here are the
areas where we need to strengthen’… because they are not
all over. (DCST member)
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Table 3:

Activities of DCSTs reported by various actors

Recommended
roles/activities District A
Annual
situational
analysis

Reflections on activities/roles

District B

Baseline situational analysis

Continuous
quality
improvement

Education and
training of health
care workers

Baseline situational analysis

Auditing of CHIPPd and PPIPe
High-risk clinics at hospitals and
community health centres
Identification of skill gap

Monitoring CARMMA strategy

Supporting hospital QIPg on malnutrition

Mentoring on the SANCI

Mentoring on use of appropriate
guidelines and protocols

Mentoring on use of appropriate
guidelines and protocols

Training on IMCI,h PC 101,i ESMOE,j
Training in ESMOE, family planning and
partogram plotting, neonatal resuscitation HIV/AIDS management
Campaigns and mentoring on cervical
screening

Supporting the referral system and
practices

Supporting the referral system and
practices

Finalisation of emergency trolley and
development of a Road-to-Health
passport card

Developed a mentorship plan and team

Report to DHMT on a quarterly basis
Clinical outreach
visits to facilities

Supporting maternal waiting homes and
maternal obstetric units (MOU)

Supporting maternal obstetric units

Supporting
the integration
of the three
streams of PHC
re-engineering
and community
engagement

Supporting GP contracting readiness
activities

Supporting GP contracting readiness
activities

Started a PHC re-engineering forum

Started a mentorship team

Working with families and social groups

Working with School Health Teams

Monitoring and evaluation

Facilitated the procurement of equipment
for Ward-based Outreach Teams
(WBOTs)

Working with the Family Health Teams
(also known as (WBOTs)

In all three districts, DCSTs were able to access and utilise existing
human and physical resources at the DHS level for their work. The
DCST members are building networks using existing human resource
capacity. For instance, the DCST in one district is liaising with the PHC
development and training co-ordinator for their training activities,
and involving existing sub-district trainers to form mentoring/training
teams. Similarly, a Regional Training Centre is being used as a
physical resource for organising meetings, borrowing mannequins
and utilising budgeted funds to provide catering during training
sessions.

CHIPP: Child Identification Programme

e

PPiP:

f

PMTCT: Prevention of Mother-to-Child Transmission of HIV

g

QIP:

Quality Improvement Plan

h

IMCI:

Integrated Management of Childhood Illnesses

i

PC 101: Primary Care 101 Guidelines 2013/14

j

ESMOE: Essential Steps in the Management of Obstetric Care

Perinatal Problem Identification Programme

Mentoring on risk assessment and
recording of patient history
Assessing facility structures,
benchmarking good practices

Supporting a neo-natal project
Mentoring on use of appropriate
guidelines and protocols

Mentoring on management of born before
arrival (BBA)
Mentoring medical officers

Mentoring on use of equipment

One- to two-member representation at the Attend the DHMT executive committee
extended DHMT meeting
meetings

d

Baseline situational analysis

Auditing CHIPP, PPIP and PMTCTf quality Auditing of CHIPP and PPIP
improvement

Workshop on MDGs, ministerial priorities

Engagement with
DHMT and other
organisational
activities

District C

Actively involved in DHMT meetings when
required
Supporting the referral system and
practices

Report to DHMT for reflection and
decision-making

Supporting hospitals and some clinics
Initiated an outreach programme to
include existing hospital specialists

Orientating WBOTs on their role in the
community and referral system

Health prevention and promotion activities
in communities

Local/individual discretion and
strategies
The use of discretion by individual actors or the whole team in
operationalising DCSTs also emerged as a factor enabling their
implementation. The manner in which DCSTs are asserting their
leadership role in the interpretation of policy is important for their
functioning. In one district, the DCST demonstrated the need for
strategic planning and a well-considered way of working. Certain
criteria were developed in the selection of facilities for their clinical
supervision visits based on need or rural setting. This was informed
by their baseline situational analysis and a vision to develop some
facilities as “clinics of excellence”.

We considered a lot of things. Some of them (clinics) are new,
brand new… they have just been built and opened officially,
so we thought those people (healthcare workers) are new,
they are coming from all over, they needed to be guided.
Some of them are big clinics, some of them are MOUs, and
we thought they will need more of our support. We thought
those people should not feel that they are on their own, that
we are there to support them. (DCST member)
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There is a degree of flexibility at an individual and
organisational level to influence the DCST implementation
processes and to ensure their effective functioning. At an
individual level, DHMT managers used their influence to
garner resources for the team. In one instance, financial
resources were sourced outside the DHS, while in another
district, a personal assistant was appointed for the DCST to
help in their administrative duties. At the DHS level, there
was also an indication of human resource processes being
mobilised to help DCST appointees secure school placements
for their children, in order to assist the team members in
taking up their appointments. (DHMT Manager)

Trust-building
For DCSTs to work effectively, they need to establish relationships
with a range of actors within the DHS. Relationship-building is being
fostered at different levels of the DHS and among different actors
in all three of the study sites. To ensure a flourishing relationship,
the DCST highlighted the need to gain DHS actors’ buy-in through
reaffirming the team’s role. In one district, the DCST facilitated a
meeting with DHS actors to introduce themselves and to initiate a
trust-building process.

Challenges in the DCST
implementation
The process of the DCST implementation has highlighted a number
of enablers for its implementation, yet some challenges remain.

Poor communication
The early implementation experiences reflect some level of confusion,
particularly regarding the role of the DHS in the recruitment process.
There are also human and financial resource issues which were
not effectively discussed and resolved between the DHS and the
provincial structures. Some of these seem to have been addressed
in the short term in all districts, but were not well communicated for
better planning of the early implementation process. In addition,
some of the potential contradictions in terms of the expected roles and
activities of the DCST are the result of a perceived communication
gap at a district/sub-district or facility level.

We started slowly. We had to even go to an extent of having
a meeting with the CEOs, heads of departments of hospitals
and maternal and child health [units]. They were called to
a meeting, we were introduced formally and we presented
our specific expectations and roles. So we wanted them to
get to know who we were and what we also expected from
them. I think that helped a bit; they started to understand
who we were, also to say what we were there for and slowly,
gradually people got to know… I can say people are now at
ease. (DCST member)

Knowledge of local context and
systems
Most of the DCST members recruited across the districts had
previously worked within their respective DHS. This places some
of these DCST members in a position to adapt rapidly to their new
roles, given their knowledge of the local context:

They gave me the chance to serve in my area. (DCST member)
I am also a member of the Society of the Midwives […] So
[as a DCST member it] means now I would be having a better
chance to be able to capacitate, to see what is going on
about midwives. (DCST member)

Leaders and champions
There are actors who seem to be facilitating and influencing processes
to integrate the DCSTs and ensure their effective functioning at the
DHS level. Some of the DHMT managers exhibited values which were
seen as features of a champion or important for effective leadership.
In each district, there is evidence of enthusiasm and ownership
of the DCST innovation by at least one or two DHMT members,
pre-planning and agenda-setting, influencing decisions in favour of
the DCST activities, mobilising resources for DCST functioning, and
continuous monitoring of their activities and operations.

52

We were already there for 8 or 9 years. We knew people
and how the districts worked. Therefore, we could facilitate
how this new group [would be] coming in and how… this
[would] fit in. (DHMT Manager)

Difficulty in expanding coverage
The scope of the DCST activities is still constrained by geographical
access, especially in rural and remote areas. For example, in one
of the study sites, the number of facilities is immense. There was a
need for benchmarking practices “because it is difficult to finish up
those 134 clinics”. It was also indicated that there is limited time
to engage in support visits and clinical work, given the competing
demands from various programmes. One DCST also highlighted an
incomplete team complement and too many meetings as challenges
to their functioning and activities.

Resistance and concerns at the
frontline
DHMT managers and DCSTs reflected on the resistance by some
facility and sub-district managers to the DCSTs working in ‘their’
facilities. Supervision by the DCST was seen as undermining
existing practices and exposing apparent skill gaps and clinical
incompetence. In all three districts, DCST members and senior
managers noted that initially, there was a defensive and unreceptive
attitude towards the team among some sub-district, programme and
facility managers. However, this was reported to be changing as the
role and value of the DCSTs becomes clearer to some of the actors.

People perceived them [as] a bit of a policing. It didn’t matter
how nicely and how positively we presented the stuff. We
were welcomed [in a] very friendly [way] but then we found
that we were not welcome back in the facilities. It’s much
better now. (DHMT Manager)
Some people were even uncomfortable about their posts…
thought their posts were going to be redundant or invalid and
that we were going to take over and be the principals and I
think they know now that we are just there to support, coach
them…not direct, but assist where possible. (DCST member)
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be given to recruitment challenges as well as the incremental costs
and economies of scale of an expanded team, while acknowledging
the need to establish value for money.

Potential implications of
experiences
Experiences and reflections in the interviews suggest that DCSTs are
engaging in many activities at the different levels of the DHS. This
requires them to attend many meetings and forums for engagement.
Most of the DCST members acknowledged that the induction
and orientation programme workshops were useful but also timeconsuming. However, early stage implementation may require
multiple meetings and ongoing communication in the process of role
definition or clarification and the integration of teams into the DHS.
Given that the induction and orientation programme is conducted
over the period of a year, it is likely that the time perceived as lost
to meetings or the frequency of meetings will reduce. However, the
DCST will still be required to participate in other meetings or forums
that require their time and knowledge to influence change and
promote their agenda. It might be necessary for districts to continue
to find innovative ways of engaging the DCST without doing so
through physical contact.
DCST implementation also highlights the importance of leadership
in clinical support. Despite the multiple lines of reporting, all districts
are managing the DCSTs’ functioning processes. It is, however,
important that a constant and clear communication between
provincial specialists, district managers, other district and subdistrict managers and DCSTs be facilitated. At the facility level,
open communication about DCST roles could minimise tension
observed regarding their role of mentoring or training healthcare
workers, while simultaneously offer an opportunity to appraise the
effectiveness of their own interventions through feedback and followup visits. In the process of assessing their impact on training, they
will continuously face the challenge of balancing the perceptions of
being a supportive mentor on one hand, and a policing agent on
the other. Further thought is required on how relationships between
DCST and other actors can be built to minimise tension and promote
collaborative practices and teamwork.
The varying socio-economic and demographic contexts of the study
sites should be addressed with caution, especially when assessing
the impact and effectiveness of the team. Although DHMT managers
and DCSTs are utilising their individual and team discretion to
mobilise resources for the DCSTs’ functioning, these resources
are still inadequate, especially in under-resourced settings where
it may be difficult for DHMT managers to raise external funding.
Similarly, DCSTs are constrained by the requirement for large
geographical coverage, poor transport networks in rural settings,
and an incomplete team complement. The initial lack of funding for
DCST outreach activities and salaries suggests that the DHS and
the DCSTs are being placed under continuous pressure to effect
changes in service delivery. However, expectations of the DCST
role in reducing MCH indicators would have to be aligned with the
required resources and mechanisms in order to achieve the desired
changes.
The question arises as to whether it is still justifiable to have a
homogenous team given the differences in population size, number
of facilities and rural context of the districts that DCSTs are supporting.
There is also a potential trade-off between expanding the number of
DCST members within one team and recruiting more than one team
in a district, which will require decision-making around ideal team
size, composition and ways of working. Further consideration must

There is a need for further study to determine the most cost-effective
way to maximise outcomes for clinical governance. Such an
approach will strengthen the evaluation of the current DCSTs as well
as hold lessons for similar future reforms including, for example, the
newly anticipated mental health DCST. Moreover, such evaluation
would require consideration of the complexity involved in assessing
the impact of one team in one context in terms of changes in
health outcomes. In addition, there may be challenges in drawing
conclusions about the impact of the DCSTs on MCH outcomes given
several parallel programmes focusing on MCH service quality
improvement.
District Clinical Specialist Teams are intended to inform and reform
clinical governance within districts. However, clinical governance
should not be restricted to this team as its success requires
collaboration between DHMT managers, clinicians and the DCSTs.
It is still unclear as to the extent to which existing specialists at the
PHC level and other actors at sub-district level can expand the scope
of clinical governance or serve as a means of strengthening clinical
supervision at the PHC level. There is an indication that DCSTs in
some of the sites are facilitating engagements with other teams
to improve training and mentorship activities; however, the extent
of those relationships and their impact has not been analysed or
assessed.
The DCSTs will need to assert a strong leadership role to facilitate and
sustain collaboration in a targeted way. The implementation process
clearly demonstrates that as DCSTs begin to embed themselves within
the health system, there will be a need for negotiation around the
use of their time, capacity and roles. In order for clinical governance
activities to achieve desired outcomes, all stakeholders will have to
exhibit a sense of ownership of the process. This implies that clinical
governance is not limited to clinical supervision alone, but requires
resources that enable clinicians to perform their work efficiently.

Recommendations and
conclusions
Drawing on the reflections and experiences from the early phase of
the DCST implementation, we note the following operational issues
for consideration:
➢➢ Districts should promote awareness of DCSTs, acknowledge
that the DCST is a team, and consider the role of team work/
lessons for facilitating team work and how the organisational
arrangements or structures could promote teamwork,
especially among actors within the district who have similar
roles to those of the DCSTs.
➢➢ Districts should draw on or engage with outcomes of a
national costing exercise for PHC re-engineering streams
(including the DCST reform) that was reported to have been
commissioned.23 An additional costing exercise to assess the
operational expenses for DCSTs’ activities, or an appraisal
thereof, is required at a district or national level.
➢➢ National and provincial Departments of Health should support
districts financially to properly implement the DCST reform.
These investments should focus on resources and discretion –
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seemingly small interventions that can make a difference, e.g.
a personal assistant, 3G data, and appropriate transport for
serving rural areas.
➢➢ High-quality communication devices such as 3G connection
and the opportunity for tele-conferencing might be part of a
solution for helping the DCST members to co-ordinate activities
and manage time more efficiently.
In addition, strategically:
➢➢ districts should develop innovative human resource support
systems and strategies (e.g. finding schools for children of
DCST members and continuing professional development/
leadership training) that would make acceptance of job offers
more attractive to prospective specialists, given that personal
factors are one of the motivators for uptake of these posts; and
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➢➢ DCSTs should identify and sustain collaborative strategies
(through programmes, other teams and resources) that could
expand their coverage and improve the effectiveness of
their work at a district level by marketing the idea of ‘clinical
governance’ to a wider team of clinical specialists and
practitioners.
This study shows that while there was a degree of confusion in the
introduction of the DCSTs, there was also a measure of consensus
among different actors in each district about the perceived role of
the DCSTs. It is important to acknowledge that processes of change
take time and roles themselves are evolving. Role flexibility and
adaptation is an important feature of effective teamwork.24–26 There
is also merit in each district having flexibility to implement ‘their’
DCSTs in ways that are appropriate to local-level needs. Differences
in district contexts should be recognised as opportunities for learning.
We conclude that DCSTs are serving as an interface between
different layers of the healthcare system. DCSTs and DHMT
members are utilising existing structures, setting up systems and
fostering relationships that could promote well-functioning teams
and strengthen the PHC service delivery system. The DCST initiative
offers an opportunity to enhance collaboration and teamwork
at the PHC level. As districts begin to monitor and evaluate the
early implementation of these teams, there is a need for sustained
clarification and capacitation of individual and team roles, for
building a shared understanding of these roles and for finding
spaces to reflect on innovative ways of managing the complex
health system environment.
While we have presented the perceptions and experiences of
actors in only three of the 52 districts in the country, the analysis
has also excluded key informants such as the NDoH co-ordinators,
district MCH co-ordinators and clinical specialists at the district
level. Further understanding of the nature of the relationships and
networks between these actors and the DCSTs is important for PHC
strengthening and the integration of clinical governance in the
districts is required.
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Introduction
Most of the world’s larger countries are decentralised to some
extent (e.g. Canada, Australia, the United States of America, India,
Indonesia, Brazil), as indeed is South Africa with its strong provincial government structure.1,2 However, a number of health
systems (including those of Indonesia and Rwanda) have devolved
even further by transferring various functions from provincial level
down to local level, this being one option of the model that South
Africa is now pursuing.

different health system functions – which is known as the ‘decision
space’ – is a critical characteristic of any decentralisation plan.4
This approach identifies a range of choices over the key functions
in a health system that officials at different levels of government
are afforded, and suggests that decentralisation does not transfer
all choices to other levels but rather allows narrow, moderate or
wide choice over the functions of financing, service delivery, human
resources and governance.

South Africa’s health system is already structured with a certain
degree of decentralisation, and the advent of NHI facilitates significant flexibility in this regard. Many countries have adopted
health system decentralisation to address political, managerial
and operational issues in terms of systemic efficiency and costeffectiveness.

There are various forms of decentralisation.5

Political aspects include responsiveness, based on the premise
that smaller units would be more willing and able to reflect local
concerns.
Managerial challenges arise when, for example, all decisions
flowing to the centre overburden the executives, resulting in slow
and bureaucratic decision-making. Those at the central office will
not be aware of local circumstances and will lack information about
local conditions. If much routine decision making is decentralised,
managers may have more time for broad strategic thinking and
planning and will not be overwhelmed by operational detail.
Operationally, because decentralised decision-making would
be more rapid and would occur closer to the actual workplace,
the quality of managerial leadership and employee morale could
improve. As a result, employees would feel more responsible for the
consequences of their actions and be more careful and enthusiastic
in their work, thus increasing both efficiency and quality.

Pros and cons of decentralisation
Decentralisation is not without its disadvantages, which can become
much more significant if the decentralisation plan is poorly designed
or ineffectively implemented. Decentralisation can increase costs
if individual units are too small, causing duplication of functions
and equipment that are consequently not fully utilised. Similarly,
appropriate levels of specialisation can suffer if workloads or
operational scale are too small. Duplication, under-utilisation and
increased costs would result from specialists being nonetheless
employed in such units.
Other problems arise from standardisation versus local variation.
Allowing for too much local choice can undermine uniformity and
comparability of data systems, standards and practices. This can
lead to reduced quality of care, or can produce situations in which
important national priorities do not receive sufficient attention in
particular local areas, especially if the overall goal is to establish
a unitary health system. On the other hand, too much restriction
of local initiative would undermine much of the core purpose of
decentralisation.3

Types of decentralisation
Decentralisation can take many forms that have different characteristics, policy implications and conditions for success. Bossert
argues that the degree of choice that local officials have over
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Deconcentration shifts responsibility from national government units
to officials within the same agency who are responsible for defined
geographic areas of the country. In South Africa, the Departments
of Correctional Services, Home Affairs and the South African Police
Services are examples of a deconcentrated government service.
Such deconcentration efforts are primarily aimed at achieving the
managerial and operational advantages previously noted.
Devolution involves the transfer of functions to lower-level, politically
accountable entities and is one aspect of South Africa’s proposed
model, whereby the DHA would be accountable to local elected
officials, and those officials in turn would be democratically
accountable to their constituents for the quality of service. Devolution
could also mean transferring responsibilities for health services to
municipal governments.
Delegation involves the transfer of responsibility for decisionmaking and administration to semi-autonomous organisations at
the provincial or district level, not wholly controlled by national
government but ultimately accountable to it and/or to local
governments. The thinking behind delegation is that the new
structures would have increased discretionary power that is not
available to regular government agencies, such as exemption from
the constraints of the regular national civil service, or an ability to
charge user fees.
Each of these options, and variations thereof, would suit different
interventions in the formulation of NHI in South Africa, for example:
contracting directly with service providers could be routed to a
hospital management team, a health centre manager, or the private
health sector.

Political challenges of decentralisation
Of the three types of decentralisation, devolution requires political
decentralisation. The purpose of shifting decision-making to lower
levels is to give citizens and their local representatives more
power in public decision-making, based on the theory that such
participation is more effective in smaller geographic areas where
mutual knowledge is greater, distances are shorter and scales are
smaller. This could generate more citizen influence in the formulation
and implementation of health policies, and decisions would be
better informed and more relevant to diverse social interests within
the context of national policy and healthcare framework, and the
health system.
In South Africa, such levels of citizen participation are legally
encouraged, but are not necessarily active. For such political
decentralisation to succeed in the South African health system,
much preparatory work would have to be conducted. Statutory
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and possibly even constitutional amendments would be required,
including those needed to create health political units at the
decentralised level. In addition to formal legal changes, effective
health agency in this new context would have to be encouraged
and developed.

Fiscal challenges of decentralisation
To carry out their functions, the DHAs would need adequate
revenues. Such fiscal decentralisation can take many forms, only
some of which are applicable to South Africa. The most obvious
option would involve direct intergovernmental transfers (like the
current conditional grants). These could be allocated to the new
entities on a risk-adjusted population basis from either national or
provincial governments. Another alternative involves asking local
governments – at least in part – to support the decentralised entities
from local tax revenues (as is the case in Chile). In addition, the
DHAs could raise funds from various donors (be these international
or local sources, the private or non-government sector).
Apart from taxes and donations, another broad financing option
is revenue received through patient care. The optimal route would
involve DHAs collecting revenues from the new National Health
Insurance Fund or being funded on a capitation basis to deliver
a set package of care. Around the world, some decentralised
entities collect user fees from patients, but this is not likely to be
politically acceptable in the South African context, except perhaps
for certain specialised services. In some countries, public entities
have engaged in co-financing or co-production with private
providers who contribute money, infrastructure or personnel to the
care process. However, this requires a flow of revenue (from out-ofpocket payments by patients or from medical insurance) to create
private profit opportunities. A new development to monitor in this
regard is the recent exploration by the Gauteng Health Authorities
of having public patients attended to in private hospitals, given
the non-availability of beds in the public service (while the private
sector’s bed vacancy rates can reach 46%).
Bossert and Larranãga.6 note that if the financing burden is fully
shifted to local governments, regions with higher incomes and a
higher tax base will be able to finance better services. The same
is likely to be true for options that depend on patient care revenues
other than those from a national health insurance fund. On the other
hand, if a system of need-based transfers from national government
is followed, decentralisation can contribute to, or at least maintain,
an equitable allocation of health resources to areas of different
incomes, which is a key requirement for universal access. This is
highly relevant for South Africa in terms of setting up DHA financing
structures.
In creating any allocation formula for intergovernmental transfers,
certain features of the South African situation would need to be
addressed. In particular, the distribution of hospitals is such that
there has been, and will continue to be, substantial inter-district and
inter-provincial flows of patients from hospitals in poor regions to
areas where the nation’s major referral centres are concentrated.
This would need attention in the construction of any new distribution
formula, including the option of funding primary and secondary
care separately from tertiary care.

The role of the centre in a decentralised
system
Even if national and provincial health departments were to
decentralise many functions to DHAs, they would need to retain
important policy and supervisory roles. The National Department
of Health would have a critical role in promoting and sustaining
decentralisation by developing appropriate and effective national
policies and regulations and by strengthening DHA capacity
to assume responsibility for their new functions. One of the
Department’s major roles would be to create or maintain enabling
conditions to allow the 52 DHAs to take on more responsibilities,
notably delivering on NHI contracts.
In the transition period, such skills and competencies will vary from
DHA to DHA across the country, so that the process of transferring
responsibilities would have to be steered in a flexible manner. In
addition to training, the central ministry has to be in a position to
offer technical assistance to DHA officials, private sector providers
and local health non-governmental organisations (NGOs) with
regard to the planning, financing and management of decentralised
functions.7,8 Moreover, given the inter-district variation in terms of
needs and capacities, the success of decentralisation will depend
heavily on capacity-building and training of national, provincial and
DHA officials, programmes for which should be tested and refined
in the NHI pilot districts.
However there are, a set of functions that the Department of Health
should not decentralise, as they are essential for the effective
execution of its core responsibilities. These include planning,
managing, budgeting, holding DHAs accountable for their
performance, and ensuring a health system that is coherent and
affords universal access to quality health care for all.

Beginning the process of
decentralisation to the districts
in South Africa’s health system
The following general guidance on the functional areas in which the
DHA would have a greater role is offered in the NHI Green Paper.9
➢➢ Once established, the DHA will be given the responsibility
of contracting with the National Health Insurance in the
purchasing decisions for health services and as a contracting
agent will be supported by the NHI Fund sub-national offices
to manage contracts with accredited providers.
➢➢ Ensure that services that are planned for are adequate for the
population that is located within a defined health district.
➢➢ Monitoring of the performance of contracted providers and
linking performance to a reimbursement mechanism that is
aimed at improving health outcomes.
➢➢ Adherence to the envisaged separation of the functions of
purchasing and provision of services within the National
Health Insurance.
Decentralisation in South Africa should be seen as an iterative
process. The scale of change that would be required between the
current status of the health system and the vision thereof under a
fully implemented National Health Insurance plan is immense,
and would have to be undertaken as a series of reforms. Seen
thus as a ‘decentralisation journey’, each step should successively
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strengthen the capacity of district institutions, provide experience
with the advantages and disadvantages of various alternatives, and
prepare all role-players and stakeholders for further movement in
the direction of the ultimate plan. Moreover, the NHI Green Paper
clearly contemplates that not all districts would move at the same
rate – given variations in sophistication, capacity and circumstances.

advantages of a parallel rather than a sequential approach. The
pressure of added responsibilities can be an effective motivator
in having staff work hard on mastering new skills, assuming that
appropriate performance-based accountability structures are in
place, which may not always be the case. In other circumstances,
there may be a need for retraining given the mindsets that prevail.

Whilst there is no single ‘right way’ to effect decentralisation, and
despite the international evidence for how decentralisation can
improve health system performance being fairly slim, the following
propositions are based on the experiences of decentralisation in a
number of different countries.13

Improving local technical capacity is easier than developing local
political capacity. In places where the decentralisation of functions
to local governments has been most successful (e.g. Chile, and
Kerala in India),15 those local governments had established roots of
accountability to local populations, some managerial competence
and reasonable levels of local participation before health functions
were added to their responsibilities. In other cases (e.g. Yemen)
decentralisation to the provincial level merely multiplied the
opportunities for corruption. In Yemen, the issue was not technical
competence but a lack of effective democratic accountability. In
South Africa, there are pockets of excellence in the management of
health services at local level, but these would have to be multiplied
quickly if the programme were to become national in scope. The key
would be to determine the nature of the DHA and whether the role
of local government is to be the DHA itself or to have membership
of the DHA.

Decentralisation involves a combination of decisions: how much
choice local officials are to have (decision space) over separate
functions of the health system; what capacities and competencies
are needed at the various local levels; and how local health officials
are held accountable to both local elected officials and higher
administrative authorities.
To proceed in an appropriately phased manner, those responsible
for the decentralisation process should assess the existing strengths
and weaknesses of the various public and private structures that
carry out health systems activities at various levels. Given issues
of scale and accountability, they should carefully consider which
functions are best carried out at specific levels of government.10
For functions that should be provided by the DHAs but for which
there is no current capacity, appropriate steps for training, technical
assistance and capacity development would need to be put in place.
Similarly, existing management control and information systems
should be audited and plans put in place to adapt those already
established or create those that would be needed, thus allowing
decentralisation to function effectively. The service journey along this
route has begun with the development and implementation of the
Ideal Clinic Realisation initiative and Primary Health Care (PHC)
Re-engineering, but much work towards governance and leadership
decentralisation remains to be done.

Criteria for deciding how to begin the
decentralisation journey
In this section we review various criteria for guiding the decentralisation journey.

General considerations
Decentralisation is both a technical and a political process, and
trying to do too much too fast risks failure, discrediting the entire
enterprise and overwhelming the system. It is therefore important not
to overtax the capacity of the system and to proceed with caution
and at a steady, deliberate pace.
To develop added capacities, however, existing institutions must be
challenged. An institutional system which is never taxed, pushed and
stretched may never have the incentive or the opportunity to develop
further capacities to grow and progress. Thus the phasing of the
process requires an honest understanding of the actual situation in
the field and careful judgement to balance divergent considerations.
Training should be phased and designed to complement the transfer
of responsibilities. It is tempting to believe that a ‘rational’ training
scheme would require all technical training to occur before transfers
of responsibility. In fact, international experience highlights the
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The national government would have a continued and important
role to play in setting priorities and maintaining accountability. For
decentralisation to lead to better performance, certain standards
and norms should be established at a national level, and key
systems (information, monitoring, accounting, procurement and
contracting, human resource management and logistics) would
need to be strengthened. The key to effective decentralisation is
both a shift in authority to the periphery and an increase in the
extent to which those now responsible could be held accountable
for their actions – a process which requires comparable data from
across the system. Recent developments in data improvement, e.g.
in the establishment of the Permanent Perfect Team for Ideal Clinic
Realisation and Maintenance (PPTICRM) are a step towards this
ideal, but depending on the payment models to be designed for
PHC and hospitals, more would be needed.
DHAs should have the authority they need to respond to variations
in local conditions and experiment with innovative approaches to
carrying out their tasks: As with the necessity for judicious pacing,
the extent of decentralisation is subject to conflicting considerations.
On the one hand, the government is likely to want to retain the
capacity to see that certain central priorities are pursued (e.g. HIV
prevention, improvement in infant and maternal mortality). Yet the
main rationale for decentralisation is to allow local processes to have
an impact on service delivery choices and innovations. Similarly,
with districts varying in capacity and creativity, an effective system
would allow for experimentation at the district level to facilitate the
development of emerging good practice and to encourage interdistrict learning and competition.

Reasons for caution in decentralising
activities
Activities should not be decentralised if they require lower level units
to develop technical capacities that are difficult to acquire and for
functions that do not have to be undertaken at a decentralised level:
This point requires a careful review of the available human resources
and training capacity, and the difficulty of the training required. For

SAHR 2014/15

Decentralisation in South Africa 5

example, basic supervisory skills, or the fundamentals of clinical
process improvement, can be taught effectively in relatively short
periods of time if supplemented by hands-on practical project work
done by trainees. Expertise in the design of electronic medical
records or sophisticated knowledge about which international
manufacturers of generic medicines have reliable quality, require
a more specialised technical background. On the other hand,
population size, urbanisation, sophistication and resources will
vary across the 52 districts, such that some may well have higher
capacity or more specialised skills than others and this should be
factored into the decentralisation process.
Functions should not be decentralised if they are characterised by
large economies of scale – that is, unit costs are significantly lower
at high volume. Economies of scale arise when the costs of added
units of output are low compared to average costs. Average costs
decline significantly as volume increases. In health care, there are
two main instances of this.
First, if an activity requires extensive capital investment, the production capacity of that unit should be fully utilised to minimise
average costs. Thus, decentralised units should not be allowed to
make commitments to investment projects that will result in excess
capacity, low utilsation and higher unit costs. This has happened
in many countries (e.g. in Saudi Arabia) where decentralised
units found themselves responding to local political pressures for
increasing local hospital capacity. In the South African context,
this may require some centralised investment planning, managed
financing as well as effective monitoring and evaluation systems.
A second source of economies of scale functions is in the area of
intellectual property. Once an idea or analysis has been done, or
a new product or practice developed, that practice can be used
in other locations at low or almost no cost, without re-doing the
development work. As a result, some countries have centralised key
analytical tasks. For example, the development of clinical guidelines
and decisions on billable services is done by the National Institute
for Health Care Excellence (NICE) in the UK and by the Institute
for Quality and Efficiency in Health Care (IQWiG) in Germany.
These are centralised national bodies whose decisions apply
system-wide. The German example is especially relevant to South
Africa because that system combines centralisation of this function
with decentralisation to the sub-national (state) level for many key
activities, such as payment negotiations and insurance operations.
Functions such as information systems, quality monitoring systems
and basic planning objectives, should not be decentralised if doing
so undermines the capacity of higher levels of government to plan and
manage the system as a whole. This is central to the ability of local
units – such as District Health Councils – to hold their own managers
accountable by being able to reliably compare their performance
with what is happening in other districts. Similarly, higher levels of
government need reliable and comparable information from across
districts and provinces to undertake their supervisory and planning
functions. Developments in the District Health Information System
(DHIS) are advancing this proposition. The critical issue here is how
various data elements are defined. Thus cost accounting systems
need to be standardised, as do diagnostic categories and the way
in which units of output are counted.
It is also essential that all electronic data systems have their
information encoded in a common format so that it can be easily

combined and analysed. There are various ways to accomplish
this. In Germany, electronic records are provided to physicians
by private vendors, but all must meet common data definition and
coding requirements so that their content can be submitted to,
and processed by, regional data collection centres. Taiwan uses a
universal ‘smart card’ information system to collect all clinical and
billing information, even though significant payment decision-making
resides at provincial level. In Egypt, a previous government instituted
a centralised system of hospital quality auditing, even though the
use of that information for management purposes was decentralised
to the provincial level (called ‘governorates’). Nonetheless, DHAs
should be free to establish their own supplementary output and
quality monitoring systems, or to experiment with innovative ways to
collect data – as long as this can be done in ways that are consistent
with national specifications and data definitions.
Functions should not be so decentralised that doing so undermines
the capacity of the national government to effectively pursue national
priorities: It is not unusual for local political leaders and authorities
to have priorities that are not consistent with those of the national
government. For example in Ghana in the 1980s, decentralisation
of some budgetary decisions led to a de-emphasis on prevention
and public health versus curative services, which was a step away
from central priorities. Similarly, in various countries there has been
local opposition to reproductive health services, smallpox and polio
immunisation and HIV screening. Again, given varying circumstances
district by district, there should be some flexibility at the local level
striking a balance with national concerns. Government therefore
needs to find a way to hold lower levels accountable for meeting
output or outcome priorities – even while allowing them sufficient
room to respond to local needs, circumstances and preferences.

Reasons for being more aggressive about
decentralising activities
Functions should be decentralised if detailed information about
the consequences and opportunities of alternative implementation
choices are most readily available at the local level: One of the
advantages of a decentralised system is that some decisions are
best based on detailed knowledge of local conditions that is most
effectively available at the local level. For example, facility managers
often have the best information about employee performance
that is relevant to hiring, termination, bonuses and promotion.
Similarly, they may be the most knowledgeable about the attitudes
and competence of potential private sector general practitioner
contractors, the advantages and disadvantages of various service
locations, or about local employment patterns that could be used
to devise optimal hours of operation for various services. However,
there should be clearly defined processes through which the local
authorities must make their choices so as to avoid corruption,
patronage and poor technical choices.
Functions should be decentralised if local circumstances vary significantly in ways that appropriately influence policies and priorities:
While some priorities may be appropriately set nationally, the ways
in which those priorities are best pursued may well vary according
to local conditions. Optimal service design may be different in
urban and rural locations, for different settlement patterns, or for
groups with different social customs or religious beliefs. Allowing
managers the discretion, for example over resource allocation and
staffing patterns within an accepted framework of authority, can
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be appropriate – again provided that some process, output and
outcome-based systems of accountability at National Department of
Health (NDoH) level are in place.
Functions should be decentralised if doing so shortens decisionmaking cycles and responsiveness to local concerns: One
argument for decentralisation is that it can improve the rapidity and
responsiveness of decision-making. For example, districts should
be empowered to both track customer satisfaction and to respond
with process improvement efforts to address such concerns. There
should be no need to secure approval from higher levels of authority
to make modest expenditures for these purposes (e.g. to repair
windows, paint walls or purchase basic equipment) on the basis that
there is an in-built quality of performance factor, below which such
functions can be taken back by national or provincial departments
of health. The utmost care must be exercised under such conditions
to obviate the effects of poor management or leadership, or both.
Functions should be decentralised if doing so is part of a plan to
attract and retain effective management at local levels: If District
Management teams are to be effective, they should be staffed by
managers who take professional pride in their work and derive
satisfaction from it. Insofar as most or all important decisions are
made at other levels, such jobs would not be attractive to the kinds
of individuals whom the Department of Health would prefer to recruit
for such positions. It would be critical to put forward non-financial
incentives for managers, not only as a recruitment strategy but also
to facilitate retention of such scarce capability. However, cognisance
should be taken of why the previously introduced financial
incentives, e.g. Rural Allowances, Scare Skills Allowances, and the
Occupation-specific Dispensation have not achieved this aim.

What and what not to decentralise
International experience and the aforegoing conceptual analysis lead
one to identify functions that should probably not be decentralised,
as well as those that should be decentralised early and later in the
decentralisation journey.

Functions that should probably not be
decentralised
The design of core data definitions such as those for cost accounting,
quality control, clinical activity and medical records should be done
nationally. There are significant economies of scale in this enterprise
and these require scarce technical skills. The exact methods for
collecting these data could be somewhat flexible, although there
are also reasons to believe that asking each district to fully design
its own collection system is not optimal – and the centre should play
at least a technical assistance role in this regard. Local managers
should be free to produce added studies or collect additional
information, but only nationally uniform reporting definitions would
allow for supervision and planning with a consistent database.
The NDoH should lead the development of evidence-based
guidelines, clinical pathways, benefit packages and essential
medicines lists. Again, economies of scale, the need for specialised
expertise and insuring fairness across provinces and districts
necessitates this decision. There is ample international evidence
(e.g. from Chile and Turkey) that nationally set clinical guidelines
can lead to improvements in both the process and outcomes of care.
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The selection of service and broad budget priorities, basic institutional
and service design approaches, efforts to increase human resources,
decisions and negotiations about medicines purchases – all of these
also are probably appropriate national responsibilities. However,
some allowance for DHAs to reprioritise budgets – within certain
limits – in view of local needs (which may be very variable) should
also be part of the system.
Basic systems to insure and regulate accountability and transparency
at the district level including contracting processes, purchasing
regulations, terms of employment for staff and basic decisions about
governance structures, are essential to ensuring that districts function
as intended, while at DHA level there should be effective monitoring
systems that provide accountability to the NDoH.
Supervisory responsibility over key regional or national level
hospitals should be of a higher and strategic level, while the
operational supervision can be executed by the DHAs.

Functions to consider for decentralisation
as part of the first steps on the
decentralisation journey
➢➢ Responsibility for and authority over improvement of clinical
and service quality within the general guidelines and norms
and standards established at the national level – including
locations and hours of operation, the design of clinical and
administrative processes, consultation with local communities
to identify priorities and re-deployment of staff
➢➢ Responsibility for implementing the new Municipal Wardbased Outreach Team model of community health workers
and Ward-level primary health care, and tracking its
implementation
➢➢ Increased ability to shift resources across budgetary lines
to implement improvement efforts with commensurate
accountability
➢➢ Increased authority over human resource decisions, which
includes the authority to ‘hire and fire’ – recognising that many
aspects of wages, hours and other terms and conditions of
employment are set by union-management negotiation at the
national level
➢➢ Some initial ability to contract with private, subject to
compliance with national norms, processes and rates
➢➢ Responsibilities for the development of community outreach
activities – including periodic performance reporting to the
community – to begin to develop accountability at the district
level.

Functions to consider for decentralisation
as one proceeds along the
decentralisation journey
➢➢ Broad authority to reallocate budget resources in order to
meet set DHA population health targets
➢➢ Increased flexibility in developing payment and contracting
arrangements with specific providers based on a DHA
framework linked to national policy, assuming that the DHA
will contract with the NHI and then sub-contract locally
➢➢ Increased flexibility in developing and testing new delivery
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arrangements, with commensurate capacity-building programmes through which DHA and DMTs have been trained
➢➢ Responsibility for developing and implementing new primary
prevention strategies tailored to local circumstances
➢➢ Responsibility for regulating clinical quality of services
provided by private sector providers, against specified
national standards.

The structure of the DHA
and its accountability to local
authorities
Basic choices
There are several key choices to be made in deciding on the
governance structure of the DHA. The NHI Green Paper suggests
that the DHA will be the intermediary between the NHI funding
agency and the providers. In this role, it should also function as a
supervisor and planner – in essence, as a manager of the managers
of those doing service delivery.
A central decision will hinge on how this new organisation will relate
to local, provincial and national government. In a classic devolution
approach, the DHA would be attached to the local government, as
is the case in many countries. It could be a semi-autonomous agency
(or corporation) at ‘arms-length’ from the municipal government, or a
department within the municipal government. As part of a municipal
department, local health officials would be strongly accountable to
the local municipal government and its leaders, who have to make
decisions about many sectors, not merely health. A semi-autonomous
DHA, with a board selected in part by the local authorities, would
have more independence from the municipal political processes.
A complexity here would arise should any of the 52 districts not
‘match’ existing local government boundaries, although there are
very few if any such cases currently, since the boundaries of the
two structures are coterminous. Thus devolution would involve the
need to create an independent supervisory structure (e.g. the District
Health Councils) that would be less likely to attract sufficient political
attention and energy to ensure effective accountability. In those
districts where the DHCs have been non-functional, at least initially
(and during a transition period) the DHA could be a part of the
provincial government.
Such a devolved model contrasts with the way entities like the DHA
function in ‘deconcentrated’ systems, such as in the UK. Under that
model, district officials would be appointed by the Department
of Health or the provincial authorities and would not be notably
accountable to local officials. Thus the relatively centralised
character of the system would remain, as it has in the UK. Mixed
models are also possible, with district managers appointed by the
national or provincial government but also accountable in various
ways to local representative groups.

Managerial requirements inside the DHA
structure
Were the new system to be fully developed, the District Manager
within the DHA would in effect be the Authority’s Head of Department
or Chief Executive Officer, who would be able to ‘hire and fire’ and
would be accountable to the DHA Board, the District Health Council

and to higher authorities at the provincial and national level – with
the exact arrangements evolving along the decentralisation journey.
Responsibility for signing the performance agreement with the NHI
and accountability for it is a key question.
One option would be to institute a ‘manager of managers’ at the
provincial level (e.g. a Deputy Director-General of NHI) who would
meet regularly with each district manager, review how they are
doing, provide support and assistance, and ask probing questions.
Exactly how the district managers would relate to such an individual,
and to representatives of the local population, is one of the design
challenges facing the DHA. (If this option were to be chosen,
separate and specialised training for the individuals assuming these
‘manager of managers’ roles would be needed.)
Not only do relationships of the District Manager (DM) upward
have to be clarified, the same must be done for their relationships
downward. The ability of the DMs to deliver services will be
dependent on what happens at the facility level. Thus there will need
to be clear guidelines on the oversight role of the DM in relation to
the chief executive officer (CEO) of a primary health care facility or
of a district hospital. Such guidelines will need to clarify what can
be delegated to the institutional managers, as well as the discretion
the districts will have to experiment with various arrangements in
this regard. This situation becomes more complicated if each CEO is
directly contracted by the NHI.
The process through which district managers (and others) are selected
would have a great impact on the performance of the DHAs. This is
especially true in terms of their attitudes, values and leadership skills.
Thought should be given to how to improve recruitment and training.
One possibility is a version of the selection process for Officers
Candidate School used by both the US and the British Army, whereby
candidates are asked to participate in week-long encampments
at remote locations during which they are placed in leadership
situations while instructors and observers examine how they
respond. Another option, with a longer lead-time, is for all public
officials to attend a general or health-specific Government School
of Training for professional development. Such an arrangement has
parallels in many countries – from the grandes écoles in France, to
military academies like Sandhurst in the UK, to schools of public
administration in the US. Such a system would require the envisaged
training for DHAs to be aligned with this broader government
training initiative.

Local accountability
The DHA should be accountable to both the higher administrative
authorities at the provincial and national level and to the local
population that it serves. Local accountability could play a role
in reducing corruption and in assuring that national norms and
programmes are well implemented. It is also an important mechanism
for informing local health officials of the specific priorities favoured
by the local population.
Certain aspects of ensuring accountability to the local population
would require investigation by the Department of Health, The
respective roles of the District Health Councils and the District Health
Authority and whether both would be active would need clarification.
Would the DHA have its own board, and if so, how would it be
selected? Would the DHA hire the district health manager or would
that responsibility be assigned, at least initially, in whole or in part to
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provincial or national levels? For example, one level might compile
a list of eligible candidates and the other level might make selections
from that list.
If district managers are to be accountable to a local agency, there
are various options for the construction of such a body, including
local elected officials from within the district, selected members of
other health councils or committees, or representatives of various
stakeholder groups such as patients. The board members could be
chosen through specific local elections, or by either higher authorities
or local elected officials from lists presented by representatives of
different interest groups.
Regardless of the method chosen, the degree to which the DHA is
accountable to the local population would depend in part on who
chooses the DHA board and/or the members of the District Health
Council. To the extent that they are selected by the provincial or
national level, the body in question is likely to be more accountable
to national priorities and less responsive to local issues and
perceived needs.
Several methods could enhance accountability to local populations.
➢➢ Specific functions could be assigned to require approval by
the local representative body; for instance, in some countries,
payment of local salaries is authorised only if the local body
certifies the attendance of the providers.21
➢➢ The local body could be responsible for mobilising additional
funds for health activities and the health offices could be held
responsible for using these funds for achieving local objectives.
➢➢ Local bodies could be made responsible for reporting or
certifying performance indicators (for instance, in Performance
Score Cards) to higher authorities, thus providing a form of
citizen audit on the achievement of provincial or national
objectives.

Implications for training

➢➢ A substantive understanding of the effectiveness of various
prevention and service delivery alternatives, especially with
regard to health conditions that are a national priority. For
example, the DMTs should understand the options available
to them in reducing HIV transmission or maternal, child and
infant mortality.
➢➢ Mastery of planning and budgeting tools and techniques:
managers should be familiar with accounting concepts
including income statements and cost and variance analysis,
and of reimbursement methodology, so as to be able to plan,
manage and track revenue and expenses.
➢➢ The ability to plan and manage human resources, including
providing supervision, analysing workloads, designing job
descriptions and accessing required training in order to ensure
that staff composition and performance are commensurate
with district needs. This requires a focus not only on clinical
providers but also on motivating the support and administrative
staff that are critical to successful operations.
➢➢ Procurement management (which been identified as a serious
shortcoming in the current system),: this requires a thorough
understanding of the goals, vulnerabilities, rules and processes
of procurement. DMTs should be able to devise alternative
strategies to counter procurement shortcomings.
➢➢ Contract management, particularly as it relates to the public–
private interface: a general understanding of the contracting
process, its rationale, alternative ways of proceeding and
the appropriateness of different approaches in various
circumstances. Knowledge of the existing legal and regulatory
framework in South Africa is essential to ensure the integrity
and effectiveness of the process.
➢➢ The capacity to monitor and improve clinical and service
quality: this includes responsibility for the operation of
primary health care facilities, oversight of district hospitals and
management of referral.

In a decentralised environment, the evolving role of the district
manager would be more demanding in terms of the quality of
services expected by local populations and arising from more
effective monitoring and evaluation. Managers would have more
authority than they have now but also more accountability, and
they would have to cope with an expanded scope of activities and
new ways of operating. As the system decentralises, a new type of
leadership at the district level would be required. Choices about
how much decision space to allot to District Management Teams
would have to focus on to the capacities of local managers for
effective decision-making. Training should be aligned with these
new responsibilities.

➢➢ The ability to design and implement mechanisms to improve
accountability and transparency and to reduce corruption and
patronage. Examples include appropriate purchasing and
hiring processes, auditing requirements and public reporting
systems.

In practice, the process described in Table 1 (see end of chapter)
could be applied to refine proposed job descriptions and their
associated competencies. The new management competencies and
skills required would be:

➢➢ Understanding of the district manager’s role in relating to
the newly appointed Deputy Directors-General for NHI who
would be placed at provincial levels and for now, through
whose offices primary health care funding would flow to the
District Health Authorities.

➢➢ Communication skills: technical writing, presentation skills.

➢➢ Understanding the need and methods for engaging in
monitoring and evaluation: this would involve developing
an appreciation of their role in advancing public health,
understanding of the operations of South Africa’s health
system in South Africa, as well as willingness and ability to cooperate with external evaluators, including regarding service
innovations.

➢➢ The ability to analyse local conditions including mastery of
essential epidemiology and demography and an ability
to apply these to the specific contexts of each catchment
population.
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Managerial decision space
within the DHA
The following section reviews in more detail some of the key issues to
be considered in allocating decision space to the DHAs in a variety
of specific functional areas.

Planning and budgeting space
Many health systems decentralise some degree of decision space
for planning and budgeting to local agencies. Usually, national
authorities specify broad health objectives and strategies, within
which local authorities can choose their own priorities.
To ensure coherence and accountability, it makes sense for the
national government to develop and disseminate standardised
frameworks and formats for districts to use in their own planning
process, and to provide the training that district officials will need
in their use. Such tools help to guarantee a minimum level of quality
in district planning efforts and to ensure that planning documents
can be reviewed and compared efficiently. Such planning tools in
turn guide district officials in the use of the information in their local
information systems.
In such systems, it is also usual for standardised budgeting processes
to be developed nationally, along with ceilings and guidelines for
different budgetary categories so that local planning is done within
realistic budgets, potentially tied to NHI funding. As the DHAs
develop capacities and improve their performance, the planning
and budgetary space may be expanded to facilitate a wider terrain
of choice, as long as key performance objectives are achieved.
The DHA should work within national frameworks and objectives,
using planning and budgeting tools to develop their own plans
based on local information and knowledge of the local conditions
and needs.
The DHA plans and budgets should also be a vehicle for
accountability, both to higher administrative levels (province and
national), and to local representatives such as the District Health
Councils and elected officials in local government. Auditing of
expenditures against the planned budget and other mechanisms of
accountability should be established at the outset of the process of
decentralisation to the DHA.

Financial management space
Until the NHI is established, it is likely that the DHA will continue
to receive the bulk of their funding from the provinces. However,
in anticipation of NHI, the DHAs need to develop capacities to
manage a funding flow drawn in part from volume-based patient
service revenue, such as per capita payments for patients registered
at primary care facilities, diagnosis-related groups (DRGs) for district
hospitals, or service payments for other activities.
To do this, DHAs will need cash-flow management systems and skills.
They will need to develop the capacity to forecast revenue, manage
expenditures over time, record and respond to variations in cash
flow and establish reserve funds. It is likely that such systems will
need to be established and staff trained in their use for some months
before the transfer to NHI payment. This will allow for a period
of ‘shadowing’ the operation of the new system before the new
payment methodology takes effect, thus obviating the risk of revenue
and expenditure mis-matches.

In addition, the DHA should be able to mobilise additional funding
either from local governments, donors or from sales of services to
the private sector. In Chile, for instance, local government provides
up to one third of the costs of local primary care budgets from their
own revenue sources and untied transfers.22

Human resources development and
management space
Expanding the role of the DHA in hiring, firing, promoting and
contracting staff is often regarded as a major advantage of
decentralisation. Greater control of human resources management
is a key instrument for local managers to motivate and improve the
performance of their staff. However, without sufficient safeguards,
and standards and transparency in the processes of human resource
management, local choice can become a means of selecting and
rewarding or punishing staff for reasons other than improved
performance, such as nepotism, patronage and other forms of
corruption. Therefore, it would be important for the DHA to have
greater authority over human resource management, but the NDoH
and/or provincial departments would have to develop transparent
merit-based systems of hiring, firing, promotion, contracting and
transfers within which the DHA would have to function.
In some countries, the local authorities are allowed to make human
resources decisions only for non-professionals, reserving the
management of physicians and nurses for higher authorities. Rarely,
however, does centralised control over staffing assignments result in
improved distribution without changes in incentives (both financial
and non-financial) for work in underserved areas.23
A key human resources management issue is negotiating with
provider unions. In many countries, it is the national level that
negotiates with the national or confederations of unions, and local
authorities have a minor if any role in determining salary levels,
working conditions and other key human resources conditions.23
The issues to be handled by the DHAs in negotiating with local
unions should be determined. In many countries, local public service
commissions play a key role in human resources management.23
This may entail a supervisory role to assure that the national civil
service norms are respected by the local administrative agencies
of government, or the agency might undertake appointments and
dismissals. It is likely that in South Africa, the DHAs would be
responsible for, and have the competencies to execute, the human
resources management processes, and that the public service
commission would supervise these and assure that the required
standards are adhered to.
In the initial stages, the DHA might be allowed to offer bonuses
for improved performance of staff and develop its own incentive
schemes, but within the ‘budget envelope’, this function could be
transferred to managers of the facilities.
Given variations in service needs, the DHA should have some role
in planning for the type and recipients of training to align capacitybuilding with observed needs. There are, however, good reasons for
setting national minimum levels of training that are generic across all
districts. The extent to which districts should have their own training
capacity should be further explored. Some basic training functions
might well be part of district responsibilities, while other, higher-level
training is likely to be best done more centrally, in light of economies
of scale and the need for specialised expertise.
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Space for contracting with private sector
providers
It is likely that initially at least, the National Department of Health will
establish standardised contracts for DHAs to use in contracting with
private providers. However, as contracting capacities develop within
and between the DHAs, more flexible contract negotiation, taking
into account local conditions, can become appropriate – provided
that these also occur within transparent and nationally standardised
processes. In some countries, contracting with the private sector is
encouraged only when public providers are insufficient to cover the
demand (as in the Chilean case).9
The extent of private contracting is likely to vary over time and
from place to place. Initially there are likely to be ‘contracting in’
arrangements with private physicians to provide services in public
facilities. Over time, such providers may be contracted to accept
publicly insured patients in their practices and private hospitals
may also be contracted for this purpose. This process is used in
Colombia and other countries where funding follows the patient.9
Currently the health authorities in Gauteng Province have indicated
that they are embarking on such a venture to secure private hospital
beds for public sector patients. International experience shows that
arrangements like these work best when there are multiple private
sellers seeking such contracts, which leads to competitive price
discipline.
If DHAs have too much responsibility – before their contracting skills
are developed – they risk being out-negotiated by private sector
actors and/or making flawed decisions. Hence the scale of local
contracting should be implemented in tandem with appropriate skills
development.
Appropriate systems for monitoring the performance of contracts
constitute a critical component of all effective contracting. At the
very least, many districts are likely to need technical assistance in
the establishment of such systems.
The DHA should also be given responsibility for training in
contracting skills.

Space for payments to public facilities
A capitated payment system is envisaged for primary care while
allowing patients to register in a variety of specific facilities, public
or private, with hospitals ultimately being registered on a DRG
system. How public providers will be paid for other services (e.g.
public health prevention efforts) remains to be determined.
The question of how the DHA relates to public providers also needs
further development to define the extent to which the health centres
or the hospitals would become quasi-autonomous entities with
independent financial management. In the short run, DHAs should
develop mechanisms for allocating their budgets to providers in their
districts and it is likely that, at least initially, this will and should be
done within limits and according to guidelines developed at the
national level.
If providers do develop the appropriate legal and management
structure, over time the NHI agency may pay some or all public
facilities directly, or it may contract with the DHA which will act as a
‘wholesaler’ for those facilities.
If DHAs receive risk-adjusted per capita budgets, it is likely to be
appropriate for one DHA to purchase services from another, in cases
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where required health services are not available in the purchasing
district. Such an arrangement would involve transfer of funds
between DHAs. Whether the rates involved would be negotiated
between the DHAs, or set at the provincial or national level, remains
to be determined.

Quality management
The new Office of Health Standards Compliance will have
responsibility for establishing and enforcing quality standards for
various classes of facilities. The Office will operate with considerable
independence as an external monitoring agency.
While some clinical pathways and process norms are likely to be set
on a national level, districts will have shared responsibility for setting
norms in areas not under national guidelines, including detailed
operational goals for local levels of service quality.
The DHAs will be responsible for maintaining quality in all facilities
in the district in keeping with both national and local norms. This
will require that they collect and report quality information in line
with national data frameworks, identify quality failings and initiate
quality improvement efforts.

Disease surveillance
There are good reasons for the National Department of Health to
define the standards and process of disease surveillance to assure
accurate, consistent and comparable record-keeping and reporting.
However, if sufficient capacity in epidemiology and disease risk
assessment is developed for DHAs, there may be room for local
priority-setting in disease surveillance – provided that national
reporting obligations are met. For example, district authorities in
some rural areas may focus on surveillance of a locally endemic
tropical disease – an effort that would not be a priority in a large
urban area.
Linked to epidemiology is the monitoring of demography, that is,
internal migration of the population between provinces and between
districts, especially those among the most marginalised who need
specialised services.
The responsibility for aggregating these data should reside at the
national level. This effort is well advanced in South Africa, given that
the NDoH has set up a global positioning system (GPS) tracking and
tracing system for each of the provinces, by which all the population,
health, demography and epidemiology data have been captured
to the nearest square kilometer. By utilising this system, each DHA
would be able to monitor their district’s health indicators.

Service delivery
The DHA would have responsibility for implementing the new model
of Municipal Ward-based Outreach Teams of community health
workers and ward-level primary health care, and for tracking related
implementation.
Responsibility for ensuring the quality and efficiency of services at
hospital facilities should be supervised by the DHA.
Responsibilities for the development of community outreach activities,
including periodic performance reporting to the community, should
be allocated to the DHA in order to develop accountability at the
district level.
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The fifth and perhaps most important step would be the recruitment

Other functional areas
There are a variety of other functional areas in which the DHAs
might play a role, such as medicines supply, equipment procurement
(including information systems), equipment maintenance, building
construction or leasing, and property acquisition. Many detailed
decisions are required to be made in each of these areas.
The issues to be explored in this regard include:
➢➢ What role should the DHAs play in supply chain operations?
➢➢ Should they be responsible for maintaining stock records and
actively ordering from central stores?
➢➢ How well is the current central stores system working across
the country?
➢➢ If DHAs are to assume this role, should the systems be designed
on a district, provincial or national level?
➢➢ Should the DHAs be responsible for procuring supplemental
supplies in instances where stock-outs occur, and if so, how
should this role be organised?

of managers committed to honesty and efficiency in DHA operations.
This would entail finding and training managers with skills to
supervise and motivate staff. Moreover, managers need themselves
to be managed in ways that support and encourage them to fight
corruption and patronage in district operations.

Conclusion
The decentralisation of health care services in South Africa can make
a phenomenal impact on the quality and access to much-needed
health services for the most vulnerable populations, particularly
women and children. This chapter has explored several possibilities
for implementation of a coherent decentralisation system which
addresses the health needs of the population, noting that ongoing
monitoring and evaluation against set targets will be needed to
achieve successful implementation of the envisaged NHI-funded
health system.

➢➢ To what extent should their decisions be constrained by national
policy on essential medicines, procurement arrangements,
policies on generic fulfillment and so forth?
In each of these areas, a detailed assessment of the strengths and
weakness of current practice and the development of new policies
and systems where appropriate are required.

Auditing and transparency
If the DHAs are to be held accountable – especially with regard
to financial controls (including purchasing and hiring) – the health
system will require effective auditing as well as mechanisms to use
audit results to promote transparency and accountability. Recent
difficulties experienced br the NDoH in this area suggest this is of
major importance.
The recent Auditor-General’s Report12 noted that there are very
strong national standards for auditing, but problems occur in
implementation, as demonstrated in those provinces where budgets
have been overspent.
This need will have to be addressed within the new decentralised
system through five distinct but inter-related initiatives.
Firstly, the administrative structure and reporting responsibilities for
the audit function at national, provincial and district levels will have
to be determined.
Secondly, clear rules and procedures for transparency in planning,
budgeting, procurement and human resource management should
be developed.
A third step would be the development of appropriate training
activities to ensure that staff are aware of and competent in the use
of these systems.
A fourth measure would relate to ensuring transparency in how
DHAs carry out these functions, including, for example, the possible
use of web-based systems for procurement and for competitive
recruitment for key staff – as has been done in Chile.12
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Table 1:

Developing a prototype management plan for a District Health Authority

A prototype plan for District Management teams is needed as a foundation for training team members in the new National Health Insurance structure. The
district team will be embedded in a complex vertical structure, the shape and scope of which will depend on its functions and responsibilities in reporting
to the provincial and national levels, and in turn, supervising various provider entities including community health centres and hospitals.
The first step in developing this prototype plan is to clarify these relationships. This will involve a great number of design parameters, some of which are
unpacked below:
❖❖ How will the budgets for the districts be set?
❖❖ What will these budgets cover?
❖❖ Will they be developed using a population-based formula or will the districts have to prepare annual budget proposals?
❖❖ Will capital and operating expenses be treated separately or together?
❖❖ Will they be subject to the same or different processes?
❖❖ How will funds be allocated to providers? This involves two basic decisions: the basis or unit of payment, and the rate.
❖❖ Will the basis or method of payment be specified on a provincial or national level (e.g. capitation for primary care doctors and DRG per-admission
payment for hospitals)?
❖❖ Alternatively, will districts have some flexibility in this regard?
❖❖ Will the rate or price be set provincially or nationally, or by negotiation between providers and the district?
❖❖ If there are to be either reimbursement or contract negotiations, will these occur case by case or only occur between the district and its providers under
a unified agreement?
❖❖ Will financial control and expenditure audit also be a district responsibility?
Complementing any payment and budget system will be the skills – and hence the training needs – generated by the system of cost accounting and financial
management, which has been a persistent problem at the institutional and district level in South Africa. Whether or not all providers will be required to
follow standardised accounting conventions and allocation rules will have a major impact on supervisory responsibilities and concomitantly, on capacitybuilding and training requirements at district level.
A similar set of questions arises in other major related functional areas – especially human resources, purchasing and supply chain management:
❖❖ To what extent will providers be bound by provincial or national process rules?
❖❖ What flexibility will districts have to alter or modify those rules?
❖❖ To what extent will districts have compliance audit functions?
❖❖ Will districts themselves have responsibility for hiring and firing and/or for purchasing?
❖❖ Will districts be responsible for managing district stores and for supply chain functions to clinical care sites?
❖❖ Will these systems of re-ordering and supply be specified provincially or nationally, or will districts have some design responsibility as well as any
implementation responsibility?
❖❖ Will the information systems related to all these functions be essentially specified for the districts to implement?
Beyond these operational functions, the role of districts in supervising clinical quality must be clarified.
❖❖ Is it anticipated that clinical pathways and guidelines for treating various diseases will be set at higher levels or will the districts be responsible for
any of these?
❖❖ Will they be expected to participate in guideline development if this is done at a higher level?
❖❖ Will the districts be responsible for monitoring quality of care among providers? This could involve both monitoring the appropriateness of care and
some system for reporting and investigating patterns of avoidable errors.
Again, these functions are interdependent with the relevant information systems.
❖❖ Will there be central decisions on the forms of patient records to be kept or will districts have some initiative in this regard?
❖❖ Will they have any responsibility for clinical audit and/or for quality inspection of facilities?
❖❖ In terms of guideline compliance, will districts have any responsibility for enforcement and/or education (e.g. in the area of continuing professional
education) to facilitate such improvements?
The same set of questions arises with respect to service quality.
❖❖ Is it expected that districts will have a supportive, a regulatory or an incentive-based role vis-a-vis service quality among various sites of care?
❖❖ Will they be responsible for creating standardised systems to monitor process criteria such as waiting times?
❖❖ Will they have a similar role with regard to patient satisfaction surveys?
❖❖ Will they need to have consulting expertise on process improvement to support such activities at the facility level?
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Once this set of questions informing the design of the District Management team has been finalised, developing the prototype plan requires answering
them. To achieve this, we propose the following seven-step process:
Step 1: Develop an inclusive list of possible functions that might be assigned to the districts, by (a) consulting various past documents, proposals and
presentations that discuss ideas for district structure; (b) reviewing the literature about world-wide experience to distill the functions assigned to
comparable entities in different national systems; and (c) conducting a set of interviews with Department of Health leadership and knowledgeable
experts in South Africa to elicit their visions for the district structure.
Step 2: Develop a set of normative criteria for determining which activities should be assigned to various levels of government. Possible examples include
exhausting economies of scale, constructing information systems that allow for inter-district comparisons, and responding to desires for local
control.
Step 3: Prepare a report outlining a proposed set of responsibilities for the District Management team. This will be based on applying the criteria developed
in Step 2 to the inclusive list developed in Step 1. The report would review the rationale for the proposed list of functional responsibilities, and
outline the critical ‘close calls’ and strategic design decision that remain to be fully resolved.
Step 4: Undertake a consultative process with Department of Health leadership to develop an ‘interim functional design.’ This could be achieved through
a series of interviews, a half-day or day-long workshop, or a combination of the two. If the combination approach is chosen, it is recommended
that key informant interviews be held first, closely followed by a more inclusive stakeholder workshop.
Once the functional responsibilities have been clarified, three additional tasks (Steps 5, 6 and 7) will need to be completed.
Step 5: Construct a proposed organisational structure for a district office to conduct these tasks. Continued consultation with the Department of Health
would be required for this construction, specifically on the operating budget envisaged for the district. Given the intensely complex matrix of
delivery systems that would be supervised by different districts, it might be concluded that two (or even three) prototypical structures would have
to be developed.
Step 6: Develop proposed job descriptions for each of the critical leadership positions in the prototypical district structures. This can be executed at various
levels of detail.
Step 7: Describe the competencies required for each job description. Comparing this ‘ideal’ with the ‘actual’ levels revealed in the survey lays the
foundation for developing an instructional plan.
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W

ith a high prevalence rate in South Africa, mental disorders and
their associated psychosocial and physical disabilities contribute
substantially to the burden of disease and to health costs. Inadequate
public health resources and a chronically overburdened health system result in limited
access to psychiatric care. Task-shifting psychosocial interventions from specialised
to non-specialised health workers (NSHWs) to treat common mental disorders has
been widely proposed as a strategy for expanding access to mental health care.
While the research regarding task-shifting approaches to psychosocial interventions
is increasing, no review of the data on task-shifted interventions to address mental
disorders in South African public mental health setting has been conducted to date.

The aim of this chapter is to review such data and consider this evidence in the context
of a new mental health policy that seeks to make health services more equitably
accessible.

Task-shifting psychosocial
interventions from specialised
to non-specialised health
workers to treat common
mental disorders has been
widely proposed as a
strategy for expanding access
to mental health care.

A thematic analysis was conducted on nine South African studies that reported
on (i) NSHW-delivered psychosocial interventions; (ii) outcome data pertaining to
intervention efficacy; and (iii) at least one outcome that addressed mental illness
specifically. This was done by organising extracted data according to themes that
might reflect emerging patterns in this area of research.
Thus far, most South African task-shifting studies have focused on depression and
substance-use problems. A particular interest in pregnant women as subjects was
noted, with a striking absence of interventions aimed at children and adolescents.
Across the studies, cadres of health workers were employed to deliver a variety of
interventions, all of which had some previous evidence-based support and were
manualised. The majority of studies provided evidence for the effectiveness of taskshifted interventions.
Some efforts have been made to test task-shifted interventions, and the results provide
preliminary support for the adaptation of manualised, evidence-based programmes
to South African contexts. Greater emphasis is now needed on studies that establish
the costs and sustainability of such interventions, as well as optimal upscaling and
implementation methods.
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Introduction
Globally, the burden of disease is shifting from one defined by
premature death to one defined by disability.1 With an ageing
world population, non-communicable diseases, including mental
and substance use disorders, have become the leading causes of
disability worldwide, and the third leading cause of disability in
South Africa.2 Findings from the South African Stress and Health
study (SASH)3 yielded a 12-month prevalence rate of 16.5% for
common mental disorders (CMDs)a among South Africans, and
a lifetime prevalence of 30.3%,4 bearing significant economic
implications. Nationally, mental disorders account for an average of
23.6 days spent ‘out of role’: days when people are unable to work
or carry out routine daily activities due to mental illness.5 The loss
of income for South African individuals living with such disorders
has been calculated at US$4 798 annually, amounting to a total
annual cost of US$3.6 billion in lost income.6 With only US$59
million of the South African health budget dedicated to mental health
services, the ratio of 0.32 psychologists and 0.28 psychiatrists for
every 100 000 people7 renders a substantial treatment gap, with
those unable to access private care suffering a third blow: a 75%
probability that they will not receive the professional attention they
require.3
This treatment gap is not unique to South Africa, as most other
low- and middle-income countries (LMIC) also suffer serious resource
shortages, with some reporting treatment gaps of up to 90%.8 In
response to this crisis, the World Health Organization (WHO)
developed a pyramidal framework regarding the “optimal mix for
mental health services”9 (see Figure 1) intended to guide governments
in the conceptualisation of equitable and viable mental health
policies and plans. The primary recommendations proffered by the
WHO include limiting the number of mental hospitals or specialist
services (at the top of the services pyramid), and simultaneously
developing mental health services in communities as well as in
general hospitals; integrating mental health into primary health
care; building informal community mental health care services; and
promoting self-care (at the base of the framework).
Figure 1:

Low

High

Psychiatric
services
in general
hospitals

COST

FREQUENCY OF NEED

Long-stay
facilities and
specialist services

INFORMAL
SERVICES

Mental health services through PHC

High

Informal community care

Low

QUANTITY OF SERVICES NEEDED

Common mental disorders include anxiety, mood and substance use
disorders.
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It is this conceptual framework that has led to significant interest
in task-shifted interventions as a possible solution to the problem
of making effective mental health services more accessible to
the general population.b The aim of this chapter is to provide an
overview of task-shifting as an approach to the delivery of mental
health services aimed specifically at addressing mental illness,
including:
➢➢ providing a definition of the term ‘task-shifting’ as it pertains
to mental health;
➢➢ providing a descriptive review of the current status of research
concerning task-shifting interventions in South Africa;
➢➢ delineating the recommendations of the WHO Mental Health
Gap Action Programme (mhGAP) and the US Institute of
Medicine (IOM) competency criteria in terms of mental health
service delivery; and

Defining ‘task-shifting’
Endorsed and advocated by the World Health Organization, taskshifting (also known as task-sharingc) is defined as “… involv[ing]
the rational redistribution of tasks among health workforce teams.
Specific tasks are moved, where appropriate, from highly qualified
health workers to health workers with shorter training and fewer
qualifications in order to make more efficient use of the available
human resources for health”.11 As such, less complex diagnoses can
be carried by non-specialist health workers (NSHW) so as to free
b

Given that South African legislation has not yet been expanded to allow
for the task-shifting of psychotropic medication, the focus of this chapter is
limited to mental health services involving psychosocial interventions.

c

‘Task-shifting’ and ‘task-sharing’ are terms that are often used
interchangeably. However, there is an important distinction between the
two in that task-sharing implies a more collaborative approach that flattens
out the hierarchical structure of a physician-centred model. Implicit to the
concept of task-sharing is the idea that the same tasks are performed by
different cadres of health worker; that interventions/treatments are delivered
in a collaborative way; and that responsibility for treatment is shared in this
way. Task-shifting demonstrates that tasks that have traditionally been thought
of as solely within the scope of specialist practice can often be performed by
healthcare workers without specialist training.

Self care

Source: WHO, 2007.9
a

The WHO has proposed that, at each tier, certain combinations of
professionals and lay people might be utilised in order to provide or
facilitate the delivery of services.9,10 For example, at primary health
care level, the provision of mental health services should increasingly
become the responsibility of primary care workers such as nurses or
doctors, who must receive ongoing training and supervision from
specialist mental health professionals such as psychologists and
psychiatrists.10 At primary health care level, trained and supervised
lay workers such as community health workers or lay counsellors
might be used to deliver primary-level and preventative interventions.
In so doing, the need for highly specialised and limited professional
services might arguably be reduced, as such needs would be
met elsewhere. However, the viability of this framework is wholly
dependent on the successful integration of mental health services
into general health care.

➢➢ considering the utility and relevance of task-shifted approaches
in the light of current mental health policy.

Optimal mix of services

Community
mental
health
services

At the core of these recommendations is the deinstitutionalisation
and decentralisation of mental health care so that services and
interventions are located where they are primarily needed and most
accessible: at primary-care level within communities.
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up resources to deal with those cases requiring specialist expertise
and management.12 This translates into more cost-effective ways of
delivering health services to more people, ultimately providing viable
strategies for reducing the large mental health treatment gap.13
As an approach, task-shifting has some of its origins in HIV and
AIDS care, particularly in developing countries where human
resource shortages and the burden on public health systems has
been profound, thus limiting access to antiretroviral therapy (ART).14
In recent times, studies have shown that task-shifting models provide
high-quality, cost-effective care to more HIV-infected patients than do
physician-centred models,15 and have increased access to ART.14
In fact, where South African mental health services are concerned,
perhaps the first area in which such services have become integrated
into primary health care (PHC) in a task-shifted manner is that of
pre- and post-HIV-test counselling, where the use of lay counsellors in
PHC settings is now a matter of standard care.16 Furthermore, with
the increasing recognition of the impact of optimal mental health on
physical well-being, studies investigating the utility of interventions
delivered by lay counsellors to improve health behaviours, such as
treatment adherence, are also on the rise.17
In their review of costs of mental illness and the cost-effectiveness
of treatments, Jack et al.18 found that interventions incorporating
mental health into primary care or community services without
utilising specialist services were the most cost-effective. Lund and
Flisher19 developed a South African context- and need-specific model
to calculate the costs of implementing an integrated community
mental health service, which highlights the cost-effectiveness of
addressing mental health needs in communities utilising task-shifting
approaches. However, no matter how innovative and effective
task-shifting approaches prove to be in reducing the mental health
treatment gap, specialist services will always be required.12
Furthermore, while it is the aim of task-shifting to reduce costs and
increase resources, the recommendations put forward by the WHO
caution strongly against relying solely on these approaches to deal
with health workforce constraints, and emphasise that these should
be implemented in conjunction with strategies aimed at increasing
the number of health workers. Petersen et al. calculated that costs
incurred by the employment of additional community health workers
to deliver interventions that might address the treatment gap in rural
settings would be offset by a reduction in the number of specialist
and non-specialist staff required.20 However, they have also stressed
the need for expanding the evidence base for effective interventions
and ensuring that such personnel are adequately supported.20

International evidence for task-shifting
in mental health
Understandably, task-shifting has gained particularly significant
ground in LMICs, where the prevalence of mental illness is high21
and strained mental health resources are a commonly shared
problem.22 A recent Cochrane review23 of the effectiveness of
non-specialist health worker (NSHW) interventions for mental,
neurological and substance-abuse (MNS) disorders in LMICs found
that task-shifting interventions to NSHWs, compared with standard
health care services, may: increase the number of adults who recover
from depression and/or anxiety, up to six months after treatment;
slightly reduce symptoms of perinatal depression in mothers; slightly
reduce post-traumatic stress disorder symptoms in adults who have
suffered trauma; probably slightly improve the symptoms of people

with dementia; probably improve/slightly improve the mental
well-being and lighten the burden and distress of carers of people
with dementia; and decrease alcohol consumption in people with
alcohol-use disorders. However, the research found that in addition
to the studies reviewed being of generally low quality, too few
had been conducted within each health worker category and so
conclusions about the specific characteristics that made interventions
effective could not be drawn.23
Where the prevention of MNS disorders is concerned, another
systematic review24 of the roles of lay community health workers
(CHWs) and their effectiveness in the delivery of interventions in
LMICs had similar findings. Mutamba et al. found that while CHWs
might provide effective psychosocial and psychological interventions
for the primary and secondary prevention of MNS disorders in
LMIC contexts, robust evidence of such strategies in these settings is
currently insufficient.24
Padmanathan and de Silva25 reviewed the feasibility and
acceptability of task-sharing mental health care in LMICs among
service users and health practitioners. While generally in support
of the utility of task-shifting, the findings also emphasised the need
for caution against viewing task-sharing as an “outright solution”
to the human resource crisis in LMICs, as the authors underscore
several important factors that should be considered for task-sharing
to be acceptable and feasible. These include: attending to the levels
of distress experienced by the workforce; their self-perceived level
of competence; acceptance of their integration into health systems
by other health care professionals; and the incentives provided to
ensure workforce retention. Significantly, the review concludes that
the main barrier to addressing these is a lack of material resources,
emphasising the importance of increased investment in mental
health.25
While the treatment gap in high-income countries is substantially
narrower compared with that in LMICs,26 restricted resources in
primary health care is a burden that even those countries must
bear. Strategies to manage expanding treatment gaps, such as the
collaborative care model, have also found some traction in these
settings. This model is not wholly dissimilar to task-sharing in that
it utilises a team of specialist and non-specialist health workers to
share responsibility for the delivery of integrated mental health care
in primary care settings. However, collaborative care is somewhat
more sophisticated insofar as it incorporates a co-ordinated, patientcentred, evidence-based and multi-disciplinary approach to mental
health care that is centred on collaborative thinking between health
care providers and users regarding treatment goals, decisions and
care.26 Collaborative care and – to some extent – task-sharing, can
only be effective in contexts where there is at least one specialist to
oversee and co-ordinate the sharing of tasks. In settings where no
specialists are available, tasks must be shifted to another cadre of
health care worker.26

Guiding standards and ideals
Accessibility of mental health care is only the first step towards
bridging the treatment gap. Ensuring that services and interventions
are relevant, equitable, effective, and – as far as possible – in
keeping with international standards, is just as essential. In service
of this ideal, several organisations have done important work in
setting standards upon which governments can rely to inform and
guide policy. The WHO’s Mental Health Gap Action Programme
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(mhGAP)27 and the IOM’s collaboration with the Uganda National
Academy of Sciences (UNAS) to workshop candidate core
competencies in mental health human resources28 are two such
examples that warrant discussion.

Mental Health Gap Action Programme
(mhGAP)
A substantial body of work exists describing intervention modalities
that have been shown to be effective in the treatment of mental
illnesses. The WHO recognised the importance of using this
empirical evidence to inform the development of a programme27
that could address the LMIC treatment gap crisis with packages of
effective and quality interventions. This action programme, known
as mhGAP, has provided a set of guidelines for health planners and
policy-makers so as to accelerate the scale-up of services to treat
MNS disorders. To ensure the relevance and cost-effectiveness of
interventions, mhGAP identified priority conditions requiring the
most urgent attention in that they represent the largest burden in
terms of mortality, morbidity or disability, as well as those associated
with elevated economic costs or human rights violations. These
priority conditions are depression, psychosis, bipolar disorders,
epilepsy, developmental and behavioural disorders in children and
adolescents, dementia, alcohol-use disorders, drug-use disorders,
self-harm/suicide, as well as other significant emotional or medically
unexplained complaints.
An integrated package of evidence-based interventions was then
developed for the prevention and management of each of these
conditions, taking the form of the mhGAP Intervention Guide for
mental, neurological and substance use disorders in non-specialized
health settings (mhGAP-IG).29 In addition to promoting good
clinical practice by presenting requirements for general principles
of care, mhGAP-IG provides a master flow-chart that allows the
health worker to conduct an informed assessment of the service
user and make logical decisions about condition treatment and
management. Depending on various factors related to the condition,
such as symptom severity, a range of evidence-based psychosocial
interventions are recommended and described for implementation.

Candidate Core Competencies
In 2009, the IOM Forum on Neuroscience and Nervous Systems
Disorders and the UNAS Forum on Health and Nutrition convened
an international workshop to generate debate and discussion
about ways in which human resources for mental health might be
strengthened so as to improve care for people living with MNS in
sub-Saharan Africa. The need for the development of a diverse
network of mental health workers was identified and a second
workshop was held in 2012. These discussions were focused on
the development of candidate core competencies28 to ensure the
effective delivery of services in the management of MNS disorders,
specifically four conditions: depression, psychosis, epilepsy, and
alcohol-use disorder.
Here, competency was defined as “the ability of the individual
worker, based on his or her acquired knowledge and skills, to
deliver an intervention to a desired performance standard.”28
Care providers were grouped into four primary categories, namely
(1) community/lay workers; (2) non-specialised, non-prescribing
practitioners; (3) non-specialised prescribing practitioners; and (4)
specialised practitioners. The definition for each type of provider
was adapted from the WHO health worker classification chart,30
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whilst acknowledging the limits that might apply to each category’s
abilities or scope of practice. Basic competencies across all
categories were listed as: engaging patients; assessing mental and
neurological health and suicide risk; providing accurate information;
making appropriate treatment decisions; and knowing when to refer
a patient to higher levels of care. Specific competencies for dealing
with MNS disorders were compiled and tabulated for each human
resource category, delineating the skill sets required to perform
certain tasks and deliver particular interventions.28 A subsequent
workshop in South Africa reviewed these competencies for the local
context.31
Both the mhGAP-IG guidelines and the IOM’s core competency
recommendations are invaluable means by which effective and
integrated mental health programmes can be conceptualised and
developed. The implementation of and adherence to these standards
and guidelines would represent a significant step forward for
equitable, effective, and accessible mental health care.

South African mental health policy
South Africa is one of only 19 African countries to have an officially
endorsed and dedicated mental health policy.1 Consistent with the
WHO’s recommendations, South African mental health policy is
dedicated to the provision of a comprehensive, community-based
service that is integrated into general health care.32 The Mental
Health Care Act (2002)33 promulgated in late 2004 was not only in
keeping with international human rights standards, but incorporated
the means by which services could be decentralised, mental health
could be integrated into general health care, and community-based
care could be developed.34 More recently, the National Mental
Health Policy Framework and Strategic Plan 2013-2020 (MHPF)35
acknowledged the persistent challenges within mental health,
including the lack of an officially endorsed mental health policy;
the under-funding of mental health; inequity of services between
provinces; widespread stigma against those with mental illness; a
lack of accurate routinely collected data regarding service delivery;
over-reliance on psychiatric hospitals; and under-utilisation of
PHC services to deliver care to those with depression and anxiety
disorders (thus not merely managing the medication of those with
severe mental illness).
In the light of these challenges, the MHPF asserts the following as
its mission:
“From infancy to old age, the mental health and well-being
of all South Africans will be enabled through the provision
of evidence-based, affordable and effective promotion,
prevention,

treatment

and

rehabilitation

interventions.

In partnerships between providers, users, carers and
communities, the human rights of people with mental illness
will be upheld; they will be provided with care and support;
and they will be integrated into normal community life.”35
In alignment with the WHO’s Mental Health Action Plan 20132020 framework,36,37 the MHPF sets forth eight primary objectives
towards this end: scaling up decentralised integrated primary
mental health services; increasing public awareness; promoting
mental health through collaboration with other sectors; empowering
local communities to participate in promoting mental well-being;
protecting the human rights of people living with mental illness;
adopting a multi-sectoral approach to dealing with poverty;
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establishing a monitoring and evaluation system; and ensuring that
mental health services are evidence-based.
Importantly, the framework and strategic plan identifies the expansion
of human resources and the use of a task-shifting approach to develop
the mental health workforce as areas to be actioned by 2015.
In particular, it envisions specialist mental health teams who are
tasked with overseeing the delivery of evidence-based psychosocial
interventions that are task-shifted to trained non-specialist health
workers at primary health care and community levels, focused on:
medication monitoring and psychosocial rehabilitation; detection,
management and referral of depressive and anxiety disorders;
detection, management, and referral of childhood and adolescent
disorders; and routine screening, management and referral of
perinatal mental illness. The exact composition of the specialist
teams, as well as the cadres of workers that might be utilised to
deliver task-shifted interventions, are – presumably purposefully –
not made explicit.

Methodology
Data collection
Articles for this review were retrieved from the following databases:
Academic OneFile, Pubmed and Ebscohost (including Academic
Search Premier, Africa-Wide Information, CINAHL, Health Source:
Nursing/Academic Edition, MEDLINE, PsychARTICLES, PsychINFO,
MasterFILE Premier), using the key search phrases ‘mental health’
AND ‘South Africa’ AND ‘task-shifting’ OR ‘task-sharing’ OR ‘nonspecialist health workers’. In addition to scanning reference lists,
a number of key stakeholders in mental health were contacted in
order to obtain grey literature on task-shifting. A total of 2 498
articles were located, of which 95 were selected on the basis of
their relevance to the subject.
The relatively innovative nature of research concerning task-shifting
interventions in the field of mental health necessitated that inclusion
criteria for articles were kept broad. As such, the final analysis
comprised a total of nine articles that met the inclusion criteria
in that they (i) reported on a NSHW-delivered psychosocial or
counselling intervention; (ii) provided either preliminary or finalised
outcome data pertaining to intervention efficacy; and (iii) described
at least one outcome that addressed mental illness or symptoms of
mental illness specifically, even if only indirectly. Studies that dealt
more broadly with mental health by considering the impact of
interventions on health behaviours, such as antiretroviral treatment
(ART) adherence, were excluded.

reflect emerging patterns in this area of research. An additional
set of data from ongoing studies are represented in Table 2. These
were located via the same database search for the primary data.
In addition, the South African Clinical Trials Registry was consulted
and colleagues working in this area were asked to suggest trials that
would be appropriate for inclusion.
Despite the very limited number of studies available for review, there
are interesting trends worth noting. While task-shifting is strongly
endorsed as a means of treating mental illness, even international
evidence of such interventions remains limited.48 In fact, Petersen
and Lund’s49 review of South African mental health services between
2000 and 2010 showed that intervention studies on the whole
were in the minority, with only two intervention studies included in
their review for that period. Mental health intervention studies are
labour-intensive and expensive, which might explain why so few
are undertaken. Since Petersen and Lund’s49 review – carried by
the impetus of the global mental health movement and driven by
the imminent implementation of National Health Insurance (NHI) –
efforts to investigate interventions have intensified, particularly those
of a task-shifting nature. Several studies are currently under way and
worth mentioning as they promise to be influential in conceptualising
and shaping future intervention models and mental health care
policy.

Studies in progress
Although still in varying stages of pre-implementation, it is important
to highlight several important ongoing studies that will certainly
break new and significant ground where task-shifting intervention
research is concerned.
The significance of these studies lies in several areas, not least of
which is in demonstrating academia’s response to the need for
accessible mental health services that are integrated into primary
health care.

Data analysis
The heterogeneity and limited number of studies under review did
not allow for meta-analysis of the data. Data were extracted to a
spreadsheet using the following descriptive categories: reference,
study aim, design, outcomes assessed, intervention description, and
main findings (see Table 1). Where the intervention description was
concerned, attention was given to: the prioritisation of conditions
and identified outcomes; the populations for whom the interventions
were intended; the intervention format and theoretical orientation
or modality; and the training and supervision of NSHW to deliver
the interventions. A thematic analysis was undertaken whereby
the extracted data were organised according to themes that might
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Table 1:

South African NSHW psychosocial intervention studies presenting preliminary or finalised mental health outcomesdefgh

Reference

Design

Intervention description

Study site

Sample

Outcomes/focus

Cooper et al. (2009),38
Improving quality
of mother-infant
relationship and infant
attachment in socioeconomically deprived
community in South
Africa: randomised
controlled trial.

RCT

16 home-visits (2 antenatal) up to 5
months post-partum, by community
members with 4-month training in basic
parenting and counselling skills, as well
as delivery of mother-infant intervention
aimed at encouraging mothers to be
more sensitive and responsive in their
interactions with their infants. Weekly
supervision by a Clinical Psychologist.

Khayelitsha,
Western Cape.
Participants’
homes.

449 Pregnant women
(intervention group:
220; control group:
229). 107 lost to
follow-up.

Primary: motherinfant interactions
(6 and 12 months
postpartum), infant
attachment security
(18 months)
Secondary: maternal
depression (6 and 12
months)

Main Findings

Primary outcome:
Intervention improved quality of mother-infant interactions at 6 months: mean difference=0.77 (SD 0.37), 12 months:
mean difference=0.42 (SD 0.18), and less intrusive, at 6 months: mean difference=0.68 (SD 0.36), 12 months: mean
difference=−1.76 (SD 0.86), Higher rate of secure infant attachments at 18 months (116/156 (74%) v 102/162 (63%).
Secondary outcome:

Reference

Prevalence of maternal depressive disorder not significantly reduced, some benefit in terms of maternal depressed mood
at 6 months.
Design

Intervention description

Study site

Sample

Outcomes/focus

Myers et al. (2012),39
Feasibility and
acceptability of
screening and brief
interventions to
address alcohol and
other drug use among
patients presenting for
emergency services
in Cape Town, South
Africa.

Feasibility
and
acceptability
(F+A)

SBI: 1d on-site session of psychoeducation and MIe intervention
conducted by peer counsellors, with
minimum of bachelors-level education.
3 day MI training, 3 half-day booster
trainings, biweekly supervision,
16 hours of training about AODs,f
measures, ethics and procedures.

3 EDg services
in 2 low-income
communities in
Cape Town.

30 patients and 10 ED
personnel (for F+A).

Feasibility and
acceptability of SBI
in ED services to
address AOD-use
disorders.

Reference

Design

Intervention description

Study site

Sample

Outcomes/focus

Process and
outcome
evaluation
using nonrandomised
control group.

12 week IPTh group intervention
delivered by CHWs with 4-day workshop
training, supervised by a Registered
Counsellor.

1 CHC in
Hlabisa Subdistrict, northern
KwaZulu-Natal.

60 HIV clinic service
users of >18 years.

Depression (baseline,
upon conclusion of
intervention, and 24
weeks after baseline).

Petersen et al. (2012),40
The feasibility of
adapted group-based
interpersonal therapy
(IPT) for the treatment
of depression by
community health
workers within the
context of task-shifting
in South Africa.

Reference

Main Findings

Patients >18 years,
present with injury
and screen at-risk
for AOD-related
problems.

Found to be feasible and acceptable (study ongoing). 1 458 completed SBI at time of publication, 20.9% at moderate to
high risk for AOD-use disorder. Of those, 74.8% participated. For F+A, patient follow-up at 3 months post-intervention,
25/30 felt SBI helped reduce AOD use. All 10 ED staff members thought SBI was useful and did not impact on workflow or
add to workload. Recommendations were to expand SBI reach, increase programme visibility, and broaden focus. Peer
counsellors: buy-in and support from personnel could be improved; lack of private space; difficulty approaching intoxicated
patients, and dealing with traumatic nature of ER.

30 divided into 4
therapy groups, 30
non-treatment control
group.

Main Findings

F+A with 9
participants and 2
CHWs.

Feasible and acceptable. Intervention group showed significant reduction in depressive symptoms. Mean baseline BDI
scores for both groups in severely depressed range (34.85 for intervention group and 32.45 for the controls). At 12 and 24
weeks post-intervention, mean BDI scores for intervention participants was in mild range (17.85 and 12.90 respectively).
At 12 weeks post-intervention, mean BDI score for control group was still in severe range (31.23), and only reduced to the
moderate range (26.86) at 24 weeks.
Mean HSCL-25 scores for both groups at baseline fell above the 1.75 cut-off for psychological dysfunction (2.99 for the
intervention participants and 2.64 for the controls). At 12 weeks, intervention participants showed significant improvement
in overall psychological functioning (mean HSCL-25 score of 1.85) compared to controls who showed no improvement
(mean HSCL-25 score of 2.68). At 24 weeks, the mean HSCL-25 score for the intervention participants was below the
cut-off for psychological dysfunction (mean HSCL-25 score of 1.60) compared to controls which was still above the cut-off
score (mean HSCL-25 score of 2.26).
Design

Le Roux et al. (2013),41
RCT
Outcomes of home visits
for pregnant mothers
and their infants: A
cluster randomised
control trial.

Intervention description

Study site

Sample

Outcomes/focus

Philani Intervention Programme (PIP):
4 antenatal and 4 postnatal home visits
from ‘Mother Mentors’ regarding HIV,
alcohol, nutrition, depression, health
care regimens for the family, caretaking
and bonding, and securing governmentprovided child grants.

24 areas in
Cape Town;
participants’
homes.

1 239 women >18
years, but <34 weeks
pregnant and ‘at
risk’ for HIV, alcohol,
mental health, and/or
nutrition problems

Multiple outcomes
across 5 domains:
(1) child health status
(2) health care and
monitoring
(3) HIV-related
preventive acts
(4) mental health
(5) social support

Main Findings

PIP group outperformed on 7 of 28 outcomes, demonstrating overall better maternal and infant well-being over the first 6
months. No significant differences between groups on depression outcomes or on substance-use outcomes.
d

Screening and brief intervention

e

Motivational Interviewing

f

Alcohol and other drugs

g

Emergency department

h

Interpersonal Therapy
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Reference

Design

Intervention description

Study site

Sample

Outcomes/focus

Pengpid et al. (2013),42
Screening and brief
interventions for
hazardous and harmful
alcohol use among
hospital outpatients in
South Africa: results
from a randomised
controlled trial.

RCT

Assistant nurse counsellors delivered
20-minute intervention that included
feedback on AUDIT results, psychoeducation (oral and leaflet), some
aspects of PST.

Dr George
Mukhari
Hospital,
Vhembe
District,
Limpopo
Province.

All outpatients of >18
years who screened
as hazardous or
harmful drinkers on
the AUDIT.

Alcohol-use
disorders.

Reference

Main findings

Of 282 hospital outpatients who completed a 12-month follow-up session, time effects on AUDIT scores were significant [F
(1,195 = 7.72), P < 0.01] but the intervention effect on AUDIT score was statistically not significant [F (1,194 = 0.06), P < 0.804].
Design

Intervention description

Study site

Sample

Outcomes/focus

Petersen et al. (2014),43
A group-based
counselling intervention
for depression comorbid
with HIV/AIDS using a
task-shifting approach
in South Africa: A
randomised controlled
pilot study.44

RC pilot
study

8-session group-based IPT delivered by
lay HIV counsellor with 4 days’ training,
with weekly supervision from clinical
psychology trainees for first 2 months
and thereafter on a monthly basis.

1 ART clinic in
PHC in periurban area,
eThekweni
District in
KwaZulu-Natal.

34 people of >18
years who are HIVseropositive with
comorbid depression:
17 in therapy group,
17 in control.

Depression,
psychological
dysfunction, and
social support.

Reference

Design

Intervention description

Study site

Sample

Outcomes/focus

RCT

8 sessions of Peer Mentor support
(Masihambisane): 4 antenatal and 4
postnatal. Peer mentors were WLH
who were mothers and had good social
skills. 2-month training and weekly
supervision.

8 clinics in
KwaZulu-Natal.

602 pregnant WLH in
PHC programmes.

Multiple outcomes:

Richter et al. (2014),45
Pregnant women
living with HIV (WLH)
supported at clinics by
peer WLH: A cluster
randomised controlled
trial.

Main findings

Depression baseline scores placed both groups in moderate range on PHQ9 (15.18 and 15.47). Intervention group showed
significantly greater improvement on PHQ9 at 3-month follow-up (mean difference scores of 8.53 compared to 4.12 in
control group). Baseline mean scores for both groups fell above cut-off of 1.75 for psychological dysfunction on HSCL-25
(2.59 for the intervention group and 2.50 for control participants). Significant decline in post-test mean scores on HSCL-25
found for both groups (1.97 and 2.13), although intervention group showed greater improvement. No significant difference
on social support measure (MSPSS).

HIV transmissionrelated behaviours
Infant health status
Maternal health care
and monitoring
mental health:
depression
parenting tasks

Main findings

Reference
Sorsdahl et al. (2014),46
Adapting a blended
motivational interviewing
and problem-solving
intervention to address
risky substance use
amongst South Africans.

Intervention group performed better on 3 of 16 outcomes. Significantly lower levels of depression in study group compared
to control at follow up (GHQ). Low retention rate: 87% attended at least one session but only 5% attended all 8 sessions.
Design

Intervention description

Study site

Sample

Outcomes/focus

Acceptability
and
preliminary
outcomes
(pre- and
post-test).

5 sessions of blended MI and PST
intervention delivered by peer
counsellors with Bachelor’s-level
education, who received 18 hours of MI
training and 3 half-day booster training
sessions, as well as 12 hours of PST
training and additional training in AODs,
measures, ethics and procedures.

3 Emergency
departments
in Cape Town,
Western Cape
Province.

20 participants of
>18 years and at
moderate to high risk
of substance-related
problems.

Primary:

Main findings

Substance-use
involvement.
Secondary:
Problem-solving
styles and
depression.

Primary:

Significant reductions in ASSIST scores at 3-month follow-up [t(14) = 6.66, p < 0.001]. Mean ASSIST score at follow-up was
6.67 (SD = 6.8) and the mean ASSIST change score from baseline was −14.13.
Secondary:

Gains seen on Rational Problem-Solving scale [RPS; t(14) = −3.39, p < 0.001] and reductions in the Impulsive or Careless
Style scale [ICS; t(14) = 1.17, p < 0.001]. No differences in symptoms of depression or in problem-solving orientation.
Reference
Sorsdahl et al. (2015),47
Feasibility and
preliminary responses
to a screening and
behavioural intervention
for maternal mental
disorders.

Found to be acceptable.
Design

Intervention description

Study site

Sample

Outcomes/focus

Feasibility
and
preliminary
outcomes
(pre- and
post-test).

Intervention based on ‘5 As’ Smoking
Cessation Clinical Practice Guidelines,
adapted to address other substances,
delivered by lay HIV counsellors, as well
as psycho-education materials.

MOUi in
low-income
peri-urban area
in Cape Town,
Western Cape
Province.

Pregnant women
who present for first
visit at MOU. 3 month
follow-up: 74 tobacco
users; 15 alcohol or
other drug users; 70
who screened as
depressed.

Alcohol, tobacco and
other drug (ATOD)
use (wih Fagerström
and ASSIST); or
scored >15 on
depression screening
measure (EPDS).

Main Findings

Post-intervention and receipt of psycho-education materials: significant reduction in tobacco use (pre-intervention mean
18.160 ± 2.5, post-intervention mean 4.24 ± 1.75, t (73) = 3.45, p\0.001). No significant reduction in alcohol and drug use.
Significant reduction in depression scores (pre-intervention mean 18.160 ± 2.5, post-intervention mean 11.94 ± 5.78, t (69)
= 8.51, p\0.001).
Found to be feasible: MOU personnel felt intervention was useful but reported increase in workload. Lack of referral
pathways for those who need more specialised care. Low disclosure rates of those using AOD.

i

Midwife and Obstetrics Unit
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Table 2:

Ongoing studies that incorporate task-shifted psychosocial interventions

Reference

Study design

Sample and site

Outcomes/focus

Africa Focus on
Intervention Research
(AFFIRM),

RCT

420 pregnant women who screen positive for
depression will be recruited from 2 MOUs in the
Western Cape Provincce.

Depression

Lund et al. (2014)50

Intervention description
Participants who are not randomly assigned to control arm receive a manualised intervention comprising 6 counselling
sessions delivered by a Community Health Worker (CHW) incorporating PST, psycho-education, behavioural activation
and relaxation techniques. CHWs will receive 5 days of training and weekly supervision by a Social Worker.

Reference

Study design

Sample and site

Outcomes/focus

Comorbid Affective
Disorders, AIDS/HIV,
and Long Term Health
(COBALT),
Thornicroft et al.
(2015)51

Cluster RCT

2 000 adults who are receiving ART at 40 primary
health care clinics in the North West Province will
be recruited.

HIV-related and ART adherence;
depression and alcohol use

Reference

Study design

Sample and site

Outcomes/focus

Programme for
Improving Mental
Health Care (PRIME).
Lund et al. (2012)52

The complexity of the study
requires multiple methods of
evaluation.

General populations accessing primary health
care services at various sites in 5 countries:
Ethiopia, India, Nepal, Uganda, and South Africa.

Various mental health outcomes
and priority conditions.

Intervention description
Participants who meet the criteria and who are assigned to intervention groups will receive a group psychosocial
intervention delivered by lay counsellors.

Intervention description
The study seeks to generate evidence for the integration of mental health care into primary health care systems via the
development of mental health care plans that incorporate evidence-based packages of care. The composition as well
as the human resource cadre to deliver these packages of care will be determined by the needs of each site and what is
relevant.

Reference

Study design

Sample and site

Outcomes/focus

Parry et al. (2014)17

RCT

325 adults living with HIV will be recruited
from hospital-based HIV clinics in Tshwane to
participate in this three-arm comparison trial.

Harmful/hazardous alcohol
intake and HIV-related
outcomes.

Intervention description
Participants will be randomised to a MI-PST intervention group, an equal-attention wellness group, or a treatment-asusual group. Interventions will be delivered by health counsellors.
Reference

Study design

Sample and site

Outcomes/focus

Project MIND.
Myers et al. (2015)53

Cluster RCT

1 200 adults who have HIV or diabetes and screen
positive for depression and/or risky alcohol use will
be recruited from 24 HIV and 24 diabetes clinics

Harmful/hazardous alcohol
intake and HIV-related
outcomes.

Intervention description
The study is investigating a vertical model of service integration to a horizontal model relative to treatment as usual.
Participants randomised to the intervention arms will receive 4 MI-PST blended counselling sessions from trained
Community Health Workers.

Discussion
The emerging patterns in this field of research are reflected in the
areas of interest in the following outline.

Study designs
Of the nine articles included in the review, more than half utilised
randomised control designs (RCTs),38,41-43,45 one employed a
non-randomised control group,40 and three were feasibility and
acceptability studies that made use of qualitative or mixed methods
and provided preliminary outcomes using a quasi-experimental
design in the form of pre- and post-test methods.39,46,47 This
composition of designs is indicative of the relative novelty of
this area of study, although the high percentage of randomised
controlled trials reflects a commitment to the development of robust
and rigorously tested interventions.
While RCTs are considered to be the international gold standard for
research, the importance of acceptability and feasibility studies in
order to culturally adapt evidence-based psychosocial interventions
for mental health should not be underestimated. The recent debates
concerning the negative impact of interventions that are not locally
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relevant on health outcomes and mental health awareness serve
to highlight the importance of thorough situational analyses that
feasibility and acceptability studies provide.54,55 These studies
provide researchers with an essential opportunity to assess the
appropriateness, cultural relevance and practical applicability of
the interventions they seek to test, for the people for whose benefit
they are designed. Furthermore, the preliminary data gathered from
these studies often provide the basis and rationale for applications
to fund more rigorous RCT investigations.

Characteristics of the interventions
Despite the fledgling status of task-shifting intervention studies,
noteworthy trends in the interventions have already emerged.

Priority conditions
Since task-shifting is intended to provide effective and accessible
mental health care to more people, it is reasonable to assume that
such interventions should target those disorders that are the most
common and that represent the greatest disease-burden. In addition
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to considering the WHO’s list of priority conditions,j the results of
the SASH study4 are also locally relevant to the conceptualisation
of appropriate mental health care services. This study found that
the lifetime prevalence of common mental disorders (CMDs) was
as follows: anxiety disorders, 15.8%; mood disorders, 9.8%, and
substance-use disorders, 13.3%.
It is interesting then to note that – with the exception of the Cooper
et al.38 study (that had the primary aim of improving the quality
of attachment between mothers and infants) – the studies on taskshifting under review have limited their mental health outcomes to
depression or substance-use disorders (or both). Four of the studies
had substance-use disorders as their primary outcomes,39,42,46,47 of
which two included depression as secondary outcomes; two focused
on depression in particular,40,43 and two of the largest studies had
multiple general health outcomes, of which mental health was one –
specifically, depression.41,45 None of the studies sought to address
anxiety disorders directly, despite the fact that these disorders are
the most prevalent of the CMDs. None has focused on any other
psychiatric illnesses or priority conditions identified by the WHO.
It is possible that the focus on substance-use disorders is due to the
strong association of these conditions with a number of psychiatric
symptoms and disorders, including psychotic and mood disorders;
a wide range of health problems; as well as being implicated in
a plethora of psychosocial ills, such as crime and violence.56 The
focus on depression might be motivated by the widely-cited WHO
projection that this disorder will be the leading cause of disability by
2020,57 underscoring an urgent need for effective and accessible
treatment possibilities. Additionally, the rationale for focusing on
these disorders might inhere in both disorders being considered
treatable.28
Notably, there is an emerging movement in global mental health
care that seeks to relocate interventions from a disorder-specific
to a more transdiagnostic focus, such as the common elements
treatment approach.58 The studies under review highlight the lack of
existing research that investigates this; however, studies in progress
such as Project MIND53 are indeed investigating a transdiagnostic
approach.

Target populations
There appears to be a striking interest in the development of services
for pregnant women and mothers, with four of the studies aimed
at this particularly vulnerable population.38,41,45,47 The AFFIRM50,52
and PRIME trials are two ongoing studies that are also concerned
with this population. This could be attributed to the recognition
and importance that the WHO Millennium Development Goals
have assigned to maternal health,59 in addition to the far-reaching
implications that mothers’ overall well-being will carry for the
well-being of their children. Two of the three studies that targeted
pregnant women specifically considered those living with HIV,41,45
while an additional two interventions were aimed specifically at
people living with HIV.40,43 Only two studies included both male
and female participants,37,57 and these were focused on substanceuse disorders. None of the interventions was aimed at children or
adolescents, except for the Cooper et al.38 study which sought to
j

The priority conditions identified by the WHO’s mhGAP are depression,
psychosis, bipolar disorders, epilepsy, developmental and behavioural
disorders in children and adolescents, dementia, alcohol use disorders, drug
use disorders, self-harm / suicide, as well as other significant emotional or
medically unexplained complaints.

facilitate the development of secure attachment styles in the infants.
The absence of studies aimed at child and adolescent mental health
is particularly noteworthy when considering that the needs of this
vulnerable group are prioritised by both local government34 and
international organisations, such as the WHO.57 It is possible that
the ethical complexities inherent in conducting research with minors
as subjects is a deterrent to researchers, especially given the relative
novelty of task-shifting approaches to mental health. Furthermore,
sub-specialists in the area of child and adolescent mental health are
limited in number.
In light of the WHO recommendation that mental health be integrated into primary care, there is evidence of a growing interest
in developing an evidence base for effective models of integrated
care. In these studies, the focus is expanded to reach more people
and is not limited to specific populations. Examples of these include
the PRIME study52 and project MIND,53 both currently in progress.
However, even these studies are primarily limited to adult subjects.

Treatment modalities
Evidence-based treatments have been defined as “those psychological
interventions that have been shown by means of empirical research
to reduce symptomatology and increase functioning among clients,
at a rate that is beyond what would have occurred by chance”.61
Given the burden of mental illness on public health in LMICs, there
is a need to rely on evidence-based treatments in primary health
care settings.62,63 This is chiefly to ensure that only therapies with
proven efficacy are used to treat mental illnesses, in the interests
of preserving quality and ethical standards. The importance of
using only clearly defined evidenced-based treatments becomes
all the more pertinent in task-shifting scenarios where interventions
are delivered by healthcare providers who usually have no formal
training in psychology or psychotherapy. In this regard, the use
of manuals can help to ensure intervention fidelity. For research
purposes, ‘manualisation’ means that standardised protocols can
be carefully tested, procedures can be replicated, and extraneous
variables can be more easily controlled.
While there is some variability in the descriptions provided by
researchers concerning the interventions used, most deployed
adapted evidence-based modalities that have been endorsed
by WHO’s mhGAP Intervention Guide.20,29,54,64-66 Of the nine
studies under review, two used Interpersonal Therapy (IPT),40,43
two incorporated Motivational Interviewing (MI),37,56 one included
components of Problem-Solving Therapy (PST)40 (one was a MI-PST
blended intervention), a further two used peer support or mentoring
programmes based on evidence-based programmes,41,45 and one
used an intervention based on attachment theory.38 All of these
modalities have garnered empirical support in other contexts.
However, the evidence base for these interventions in the South
African context is thin, making these studies all the more relevant to
the inquiry into appropriate and viable mental health interventions.
Seven of the nine studies clearly described or referred to the use
of an intervention manual. The remaining two studies’ interventions
appear to have been manualised, but this is not made explicit.45,60
All interventions were adapted for the particular needs of the
target group or the focus problem and the particular context, and
all incorporated a psycho-education component intended to raise
awareness and understanding of mental health and illness. The
number of sessions prescribed and delivered varied substantially
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between studies, depending on the modality, but all were short-term
interventions, with the longest being an IPT group-based intervention
of 12 sessions.40

The mental health care providers
Where human resources were concerned, ‘peer’ counsellors or
mentors were used to deliver four of the studies’ interventions;38,39,45,46
two studies used lay HIV counsellors;43,47 and a further two used
Community Health Workers (CHWs),40,41 while an assistant nurse
counsellor was responsible for the provision of the remaining study’s
programme.42 The definitions of these particular human resource
categories were often vague. Very few of the studies adequately
delineated the general roles, expectations or characteristics of
the particular provider utilised. Where the qualities of counsellors
were concerned, some studies deemed the level of education to be
important, employing counsellors with tertiary-level education,39,46
while others sought characteristics that counsellors shared with
participants (consistent with the peer-counselling approach), for
example HIV status,45 originating from the same community,38,39,46
or being a mother.38,41,45
It is important to recognise that no matter how well-researched,
sensitive or intelligent the design of the intervention protocol, the
successful delivery of psychosocial interventions is in many respects
dependent on the quality of the relationship between the provider
and the patient or service user.67 This is not explored in any of the
studies. While manualised therapies can provide some means of
mitigating the influence of a provider’s personality, culture, history or
personal experiences, they will never eradicate them. Whether this is
in fact desirable for mental health interventions is a discussion worth
having, but beyond the scope of this chapter. However, it is worth
noting that a recent review by Petersen et al.16 of South African
lay counsellor services found that many studies reported suboptimal
fidelity to intervention protocol. This finding highlights the need for
researchers to pay more attention to the categories of health worker
cadre deployed, and to consider the limitations in capabilities and
knowledge that might apply and could ultimately represent a threat to
the integrity of the intervention. If a psychosocial intervention is only
as reliable and effective as the person delivering it, understanding
which qualities and competencies make people adequate or
appropriate mental health care providers must be accorded greater
centrality in the research. Task-shifting is a response to the mandate
to deliver equitable healthcare services, which must extend to the
quality of the service and not simply its accessibility.
Additionally, bearing in mind that CHWs and HIV counsellors are
primarily employed by non-governmental organisations (NGOs)
and not by government departments directly, it is notable that
only one study designed its intervention around task-shifting to a
health worker who is directly employed by a public health facility.
This has implications for our understanding of how mental health
interventions might be integrated into existing primary health care
structures in viable, effective and sustainable ways. The roles that
specialists will and can be expected to play in the conceptualisation,
development, delivery and management of task-shifted interventions
is not made clear in any of the studies. In their aims to develop and
test workable models, the results from projects such as PRIME, MIND
and COBALT will be highly relevant in this regard.
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Training and supervision
Similarly, details concerning this aspect of the studies were often
not well described. The type of training that counsellors received
was necessarily determined by the kind of intervention provided.
Length of training ranged from 12 hours to four months. The
details of the training were frequently not reported on and some
researchers provided more information than others on how training
was conducted and managed. Only two of the studies39,46 provided
“booster” training sessions during the course of the intervention
delivery. One study43 reported using the apprenticeship model of
training, a model that has been shown to provide a useful framework
for the training and delivery of task-shifting interventions in LMICs.68
All studies reported having delivered some form of supervision
but, again, descriptions thereof varied from study to study. Details
regarding the frequency of supervision contact, by whom the
supervision was delivered, and the format thereof were seldom
reported on. Furthermore, supervision often appeared to serve
the function of monitoring providers and ensuring fidelity to
the intervention, and was not commonly referred to as a means
of providing emotional support. Descriptions of other methods of
ensuring protocol adherence included audiotaping sessions for
review by the researcher,46 capturing of data on mobile phones,41
reviewing attendance records,45 and “in vivo” observations of
sessions.42 This is perhaps another area of research on task-shifting
that requires further attention, especially in the light of the development
of an integrated mental health service that will require specialists to
supervise non-specialists. A better understanding of what comprises
effective, supportive and fidelity-ensuring supervision is needed.

Formats and sites of delivery
Despite their practical utility and social benefits, only two interventions
had group formats (both led by the same principle investigator).40,43
The remaining seven studies relied on one-to-one intervention
contact. In terms of delivery sites, three of the interventions were
delivered at participants’ homes, one at an Emergency department
at a district-level hospital, one at an Outpatients’ department at a
tertiary hospital, three at PHC centres, and one at a MOU. This
reflects the versatility of task-shifting interventions, as they can be
adapted to be administered in a variety of settings. This also has
significant implications for the integration of mental health care into
primary and general health, as interventions can be designed to suit
the needs of particular communities or primary health care centres.

Summary of results
Results across the nine studies are somewhat mixed. Those
intervention studies that focused specifically on the relief of
depressive symptoms as the primary outcome found significant
improvements as a result of the intervention.40,43 Results for those
concerned with substance-use disorders were less consistent:
one reported significant reductions in substance use,46 another
reported no statistically significant improvements as a result of the
intervention,42 while a third saw significant reductions in tobacco
use but not in alcohol or drug use.46 Of some interest is that the
latter found a significant improvement in depressive symptoms, as
the study’s secondary outcome. The two large home-visit studies41,45
with multiple health outcomes aimed at pregnant women found that
the interventions impacted on overall mother and infant well-being,
but only one reported significantly reduced depression symptoms.45

SAHR 2014/15

Interventions in public mental health 6

The study attending to mother-infant interactions38 found improved
quality of interactions between dyads, but no lasting reduction in
maternal depressive symptoms, also a secondary outcome.

Conclusion
The call to develop equitable mental health services in South Africa,
a country with profound economic disparities, is one that researchers
are clearly taking seriously. This research has contributed to informing
the development of a national mental health policy framework that
is consistent with the WHO’s recommendations in this regard, and
that promises to provide invaluable legislative support for innovative
approaches to making services more accessible. Task-shifting as a
viable strategy for closing the treatment gap is a burgeoning yet
increasingly urgent area of enquiry. Despite the lacunae described,
the successes of this research are manifold. Firstly, the feasibility
and acceptability studies represent clear efforts to carefully explore
the relevance and applicability of interventions adapted to South
African contexts. Secondly, the scale-up to RCTs is evidence of
South African academic effort and investment in quality and robust
research. Thirdly, a great deal of work has been done to test various
intervention modalities and the results to date provide some support
for the adaptation of manualised, evidence-based interventions
to South African contexts. Finally, the move towards investigating
an integrated approach to mental health care promises to yield
essential data about how these innovations for equitable services
might be feasibly and viably accommodated by the public health
system.
With a view to future research, areas that require more thorough
investigation primarily pertain to the human resources that are
utilised in the delivery of interventions. Interventions cannot be
thought of simply in terms of evidence-based manuals and protocols.
They must be treated as packages that also include the provider,
the trainers and the supervisors, who all have essential roles to
play in ensuring the effectiveness and success of an intervention. To
date, the research has been concerned with establishing feasibility
and developing an evidence base for particular interventions in
this context. However, the interventions have often been treated as
independent of the people who deliver them. Very little attention has
been given to how the quality of relationships between healthcare
workers and intervention recipients might have an impact on
the success of a particular programme. By extension, the basic
competencies required to develop successful working relationships
of this kind are not currently in evidence. The lack of consideration
for this aspect of the task-shifting approach could constitute a
substantial barrier to effective scaling-up of services.
As such, in keeping with the IOM’s recommendations for
candidate core competencies, more attention should be given to
the delineation of human resource cadres and the duties or tasks
that can be expected of each category. Some consensus regarding
characteristics, skill-sets and levels of education for each category
would be useful for the conceptualisation of interventions and the
competencies required of providers. In line with this, the training and
supervision that providers receive should be more clearly described.
Where training is concerned, it may be of value to develop and
make use of a standardised basic counselling skills course that every
non-specialist health worker is required to complete. In this way, the
command of certain skill-sets can be assumed. Furthermore, clearer

descriptions of the means to ensure fidelity to the intervention are
also recommended. In tandem, supervision should not only be
used as a monitoring and protocol-adherence tool. Ensuring that
providers are emotionally contained and supported in their work
will indirectly prevent protocol drift. Reporting supervision content
and procedures, as well as by whom supervision is delivered, will
answer key questions about the role that specialists might need
to play in an integrated service. To this end, further investigation
into the applicability of the apprenticeship model of training and
supervision would prove beneficial. Other important questions that
remain unanswered include those pertaining to intervention costeffectiveness, as well as methods of implementation and scaling-up
of services within an integrated model.
Where policy is concerned, the findings of this review suggest
that there is considerable evidence for task-shifting interventions
to NSHWs, but just how these programmes might be successfully
integrated into primary care systems needs more attention. Firstly,
there is an urgent need to consider the development of viable
and sustainable models of integrated mental health care services
that can be accommodated by a developing public health system
that is already overburdened. Results from studies such as PRIME
and Project MIND will be highly relevant to the conceptualisation
of such models, insofar as they compare horizontal and vertical
models of integration. Secondly, the development of these models
must necessarily incorporate careful consideration of the roles,
responsibilities and scopes of practice of each cadre of health
worker involved in the delivery of task-shifting interventions. In
this respect, the IOM’s list of Candidate Core Competencies is a
valuable point of reference for the conceptualisation of models
that are structured according to skill-sets and capabilities, rather
than to the interventions themselves. This list is also important as
a basis from which to develop formalised training programmes
for NSHWs and lay counsellors. Additionally, it might be used to
adjust existing training policy so as to include other health worker
cadres in appropriate skills development. Thirdly, careful delineation
of the roles that specialists might play within such models requires
further attention. For example, the ability to provide appropriate
supervision is a skill that is not typically taught in formal training
settings and will necessarily require formulation. Fourthly, determining which category of specialist is most appropriate to deliver
supervision of particular interventions (or other cadres) will be
important. The inclusion of Registered Counsellors (Bachelor of
Psychology graduates) as a category of mid-level specialist needs
urgent consideration. This cadre might play an important role in
the management and oversight of certain task-shifting interventions.
Finally, a review of the financing policy to support the mental health
care policy focus on developing district- and primary-level mental
health services is required. Indeed, it is perhaps only within the
context of a clearly defined model – where roles and competencies
are well articulated – that we can begin to talk of task-sharing rather
than task-shifting;k and to think of more collaborative and holistic
approaches to addressing the mental health needs of the population.

k

The concept of task-sharing might then be extended to intersectoral
collaborations between government departments (for example, Health and
Education), where the mental health needs of children and adolescents might
be more readily addressed with programmes that are easier to regulate and
monitor through places of learning.
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he right to health for people with disabilities in South Africa is supported by
both the South African Constitution and the country’s ratification of the UN
Convention on the Rights of Persons with Disabilities. However, to date, health
service planning and provision have tended to overlook rehabilitation as a component
of primary health care. Evidence suggests that people with disabilities and their
families experience greater health risks, but systematically worse access to care than
their non-disabled peers, especially with regard to South Africa’s quadruple burden
of disease. Access barriers include environmental, transport and cost challenges, but
also serious system limitations, including programme design, lack of health worker
knowledge and skills in working with disability, and the widespread absence of
planning and resourcing for rehabilitation.

Primary health care
re-engineering is a vehicle
for making health and
rehabilitation services
accessible to all.

As the experience of disability intersects with priority health conditions such as
HIV and AIDS, and non-communicable diseases, there is reason to believe that the
effectiveness of other programmes may be curtailed, unless disability is considered
in health system design. Disability is also strongly related to other vulnerabilities,
including gender, race, age and rural location. Disability and poverty tend to be
mutually reinforcing, both because poor people are at greater risk of becoming
disabled, and because people with disabilities are more likely to become or remain
poor.
Primary health care re-engineering offers a vehicle for making health care more
accessible to people with disabilities, preventing disability through early intervention,
and making rehabilitation services available and accessible to all. Health systems
strengthening should now look to the universal design of facilities and activities,
the incorporation of disability considerations into all health programmes, and the
resourcing of rehabilitation services, particularly at primary health care level, as a
matter of urgency.

i
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Introduction
Health is the basis for every citizen’s participation in society, and
thus for access to all other socio-economic rights, including the rights
to education, decent work, and full cultural and social participation.1
The right to health has been fully recognised in South Africa’s health
policy and legislation since 1994,2 yet much work remains to be
done in building a health system that ensures this right for all South
Africans without discrimination.
Equity in access to healthcare, rather than equality, forms the
basis for fulfilling the human right to health.3 The need for specific
accommodations for vulnerable populations is inherent in this
understanding, and while attempts to achieve equity in access to
health care have been made for some groups in South Africa (e.g.
pregnant women and children under six years of age), significant
inequities in access to health care remain. Geographical, racial and
socio-economic variations in health service provision have been
well documented,4 but little attention has been given to disability
as a population characteristic that cuts across, and in many cases
compounds the negative effects of all of these factors.
The active role of the South African disability rights movement in the
social and legislative changes of the early 1990s led to a number
of highly progressive policies being adopted by the new democratic government, including some provisions influencing access
to health care.5 Unfortunately, much of this momentum has been
lost in the intervening period, with many excellent intentions not
being implemented as health services were otherwise transformed
and expanded. However, the ratification of the United Nations
Convention on the Rights of Persons with Disabilities (UNCRPD) by
South Africa in 2007 has lent a new urgency to the drive for full
inclusion of people with disabilities. The UNCRPD, as the first legally
binding international instrument on disability, includes “the right to
the highest attainable standard of health without discrimination
on the basis of disability” and requires its signatories to make the
necessary accommodations in existing policies and services to
realise these rights.6
In spite of this, health planners frequently overlook the needs of
people with disabilities, or discount them as a minority group to be
considered at some point in the future, once the pressing issues of
HIV and child mortality have been resolved. This chapter seeks to
demonstrate why disability must be considered now, as an integral
part of health service planning and delivery, in order for these
very targets to be achieved. A review of local and international
literature will be considered in the light of local experiences and
recent policy developments, leading to a set of recommendations
by which the right to health for all may be realised within current
health frameworks.

Conceptualising disability
Disability is a complex construct, as any healthcare worker who has
conducted an assessment for a disability grant will have realised.
Indeed, in the public health service, this is the context in which the
term ‘disability’ is most commonly encountered, and the grant is
frequently the main intervention offered to people whose health
condition or impairment can no longer be remediated with curative
care. While the grant is undoubtedly beneficial in compensating
for the additional costs and lost productive capacity related to
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impairment,7 it has not helped to change the prevailing thinking
within the health system that relegates people with disabilities to
being ‘cared for’, rather than supported (and expected) to play full
and active roles in society.
The international disability movement, including South Africa’s, has
long fought both such a ‘welfarist’ approach and the medicalisation
of disability as something to be fixed or cured within the
individual. Instead, people with disabilities have propounded the
understanding that disability resides as much in the attitudes, beliefs
and overall structuring of society (including the built environment
and the design of services), as it does in any physical, sensory or
mental impairment. From this perspective, disability is an issue of
human rights and development, and should be addressed in the
restructuring of society, rather than in the ‘fixing’ of a person.8,9
The health system has a particular role to play in the prevention of
disability, the equitable provision of health services to people with
disabilities, and the provision of health rehabilitation.
In 2001, the World Health Organization moved away from an
individual- and impairment-focused approach to describing disability
(represented in the International Classification of Impairment,
Disability and Health10 by developing the International Classification
of Functioning, Disability and Health (ICF)).11 This represented a
major step in bringing together the social and structural concerns
of the disability movement, with the recognition of the impact of
health conditions on people’s participation in their communities. By
conceptualising disability as arising from the interactions between
a health condition and environmental and personal factors (see
Figure 1), the ICF has brought about a shift in much health sector
thinking, from considering individual pathology in isolation towards
a broader understanding of health and function in context.
Figure 1:

The ICF model of disability
Health Condition

(disorder or disease)

Body Functions
and Structure

Environmental
Factors

Activity

Participation

Personal
Factors

Source: WHO, 2001.11

Significantly, the ICF presents disability as a universal aspect of the
health/illness experience, which may affect the majority of people
during their lifetime, whether on a temporary, permanent or episodic
basis. This broadening of the definition of disability beyond longterm impairments positions disability as a cross-cutting issue with
potential relevance to every aspect of health care.
The ICF’s conceptualisation of disability as complex and multifaceted makes it clear that people with disabilities are an extremely
diverse group. A wide range of impairments in body structures
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and functions, as well as a broad spectrum of functioning which
depends on both environmental and personal factors, is covered in
the ICF framework. The experience of disability is shown to intersect
with demographic characteristics such as age, gender, urban or
rural location, and socio-economic status, often reinforcing other
vulnerabilities.12 As such, an elderly woman heading a poor rural
household who suffers a stroke will have a different experience
of disability to a middle-aged urban man working in a large
Information Technology company with the same condition. Both may
have difficulty walking, using their affected hands, communicating
and doing things for themselves, but the impact on their lives will be
widely different. Their access to services will also be widely different.

Table 1:

Disability prevalence in South
Africa

Mental illness is another major source of disability, and is on the
increase both in South Africa and worldwide. Recent local research
indicates a 12-month prevalence of 16.5% for neuropsychiatric
disorders,23 which also ranks as the third leading cause of disability
and death in the country, after HIV and infectious diseases such as
tuberculosis (TB).24 As reflected in Table 1, mental illness is often
co-morbid with physical health conditions, again with strong links to
the quadruple burden of disease.

Given its complexity, disability is not easily measured, and there
is an acknowledged dearth of data on its prevalence, including in
South Africa. While disability has been an indicator component in
National Census and General Household Survey data since 1996,
the use of differing disability definitions and screening tools has made
it difficult to compare information across sources.13 Even with more
recent standardisation of disability screening methods in the General
Household Survey and Census, technical and methodological issues
can render comparison across regions and populations difficult.
Self-reporting by household is subject to widely differing perceptions
of whether a particular health experience constitutes a disability,
while identification by impairment alone fails to account for the
environmental and personal factors that translate a health condition
into an experience of disability. Sampling strategies may exclude
sections of the population that experience disproportionate levels of
disability, for example, people living on the street or in institutions.14
The Census 2011 Profile of Persons with Disabilities in South
Africa15 calculated a national prevalence of 7.5% for those living
with moderate to severe disability; however, this figure excluded
children under five years of age, and people with psychosocial
and some neurological conditions. By contrast, the World Report
on Disability,16 using figures from the World Health Survey
2002–4, attributed a 24.2% disability prevalence to South Africa
(in comparison with an approximate 15% worldwide prevalence).
These figures highlight how different methodologies may yield very
different estimates, and there remains an urgent need for more
accurate data, not only for overall disability prevalence, but also for
disability among specific population groups and health conditions.
Burden of disease studies shed light on trends in population health
which may be expected to have a bearing on disability prevalence.
In South Africa, the quadruple burden of disease17 has particular
implications for the risks and types of impairments encountered
(see Table 1). As mortality is reduced, more people are likely to
be living with residual impairments. The availability of antiretroviral
treatment for people living with HIV has had a particular impact in
this regard, as people now live far longer with a disease that causes
impairments in itself, as well as through side-effects of medication.18
While international research has demonstrated this for some time,
there are insufficient data on disability prevalence and experience
among people living with HIV in South Africa.19 However, a number
of small-scale studies indicate a high rate of activity limitations and
participation restrictions among this group.20–22

The quadruple burden of disease and associated
impairments

Disease burden

Examples of associated impairments

HIV and TB

Neurological impairments, dementia, mental
illness, TB of the spine, joint disease, pain and
fatigue, antiretroviral side-effects, ototoxic sideeffects of TB medication

Maternal and child
health

Birth trauma, cerebral palsy, stunting,
developmental delay, mental illness, visual and
hearing impairment

Trauma and violence Spinal cord injury, traumatic brain injury,
amputation, orthopaedic complications, mental
illness
Non-communicable
diseases

Stroke, diabetic retinopathy, neuropathies,
amputation, mental illness, visual loss

Disability and the health system
Health risks of people with disabilities
While it is important to recognise that being disabled does not
necessarily mean that one is ill,9 people with disabilities have the
same healthcare needs as the general population, and are often at
greater risk of becoming ill. Research in southern Africa suggests
an equal or increased risk of contracting HIV among people with
disabilities, but also widespread exclusion of this group from
prevention, treatment and support programmes, as well as from
much HIV research.25 People with certain mental health conditions
are more likely to have physical illnesses such as hypertension
and diabetes, while earlier occurrence of age-related conditions
such as dementia have also been noted among some people with
disabilities.26 A recent study using data from the National Income
Dynamics Survey (NiDS) demonstrated lower self-reported health
status among people with disabilities, compared to their peers, with
the lowest levels occurring among older adults and rural dwellers.
People with disabilities were also disproportionately likely to have
had TB, as well as certain non-communicable diseases such as
stroke, asthma and heart problems.27
Poverty has been widely understood to have a strong relationship
with the prevalence of disability, both because people with disabilities
are at greater risk of being poor, and because poor people are at
increased risk of disability.28,29 The lack of appropriate data has
made it difficult to quantify the relationship at scale in developing
countries, including in South Africa.19,30,31 Specific health
conditions have been more definitively linked to poverty in largescale international research, including mental illness,32 and noncommunicable diseases such as diabetes and cardiac problems.33
At a community and household level, the dynamics through which
poverty and disability reinforce one another have been shown to
be complex, interacting with multiple environmental and personal
factors.34–36
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There is some evidence to indicate that disability grants may improve
the financial status of South African households; however, in other
dimensions of deprivation, including access to services, education
and employment, people with disabilities remain disadvantaged.7,37
Where community income levels are low, grants will be used to meet
basic household needs, rather than compensate for disability-related
costs.38 Where services are not designed to accommodate people
with disabilities, cash transfers in themselves are insufficient to
overcome barriers to health services, education and others.
Where poverty and disability intersect, people with disabilities will
be exposed to multiple health risks. Even within other disadvantaged
groups (e.g. rural communities), they may be systematically disadvantaged relative to their non-disabled peers. Children with
disabilities are more likely to be malnourished,39 and are more likely
to suffer abuse and neglect.40 People of all ages with disabilities
have less access to water and sanitation.41 International research
indicates greater inequality between people with disabilities and
their non-disabled peers in middle-income countries than in lowerincome countries, indicating that as a country develops, people with
disabilities may be excluded from development efforts.29
These risks affect not only persons with disabilities themselves,
but also their households. The financial, physical, emotional and
social burden of caring for a relative with a disability can have
multiple impacts on family members, both increasing their risks of
ill health, and reducing the likelihood that they will seek health care
themselves.

Access to healthcare
Access to healthcare for people with disabilities is a well-established
concern, particularly in low- and middle-income countries (LMICs).42
In South Africa, as in other settings, barriers include both structural
factors (e.g. lack of accessible transport, inaccessible facilities and
equipment), and healthcare process challenges, including long
waiting times, negative attitudes and lack of knowledge among
healthcare workers, and communication difficulties, particularly the
lack of Sign Language interpreters.43 These factors are compounded
in rural districts, where travel times and costs may already be much
higher, education and information poorer, and health services more
scant and poorly resourced.43–45
According to Moodley and Ross, people with disabilities in South
Africa are less likely to have medical insurance, and more likely to
use public health facilities.27 International evidence indicates that
people with disabilities use health services more,16,46,47 and also
have higher rates of unmet healthcare needs. Although such data are
scarce for South Africa, the ‘treatment gap’ for both mental health
care and health rehabilitation in general has been described.23,48,49
Even in the presence of free primary health care and fee exemptions
for people with disabilities, the financial cost of accessing health
care is a major barrier for many.42 A study on barriers to accessing
health care for people with chronic conditions in Mpumalanga
Province found that only 35% of participants were receiving regular
treatment, with financial costs of health care sometimes reaching
up to 60% of household income.50 Another study at the same site
found that only 58% of people eligible for fee exemptions received
them, and for rural residents, transport accounted for almost half of
the costs incurred.51 Public transport for people with disabilities is
systematically more expensive than for others, as they must generally

92

also pay for an accompanying relative, and wheelchairs are usually
billed as an extra fare. Those who cannot use public transport
typically have to pay exorbitant amounts for private car hire (hiring
a neighbour’s car in some areas can cost hundreds of Rands for a
trip to the district hospital). In rural areas where public transport is
scarce, the costs of access may be compounded by service issues
such as poor drug supply, lack of appropriate referral and long
waiting times, leading to wasted and repeat visits.

Quality of care
Reaching the point of care is only one aspect of the access process.
Less well understood is the quality of care experienced by people
with disabilities and their families. McColl et al.,52 in an investigation
of primary care practices in Canada, found that doctors were
less likely to conduct a physical examination of a patient with a
disability. Reasons for this included a lack of skill and confidence
in adapting clinical techniques, and inaccessible equipment (e.g.
scales designed only for standing users), but the most significant
factor seemed to be the additional time required to assess and
treat such patients. Not only were their needs frequently multiple
and complex, but communication was often more challenging and
time-consuming, even where the appropriate supports (e.g. Sign
Language interpreters) were available. This meant that people
with disabilities often did not receive routine preventive care and
screening, a pattern compounded by a lack of understanding
among healthcare workers of the healthcare needs of people with
disabilities.
Similar patterns can be observed in the pressured public health
system in South Africa, where to date, many facilities remain
inaccessible, staff shortages are high, and training in dealing with
the needs of people with disabilities is infrequent. Healthcare worker
attitudes towards people with disabilities have been widely cited as
a barrier to healthcare access in South Africa,43 although a better
understanding of specific patterns of belief and attitude formation is
required. Exclusion from specific programmes, particularly HIV care
and sexual and reproductive health, has been documented.19,53,54
Maclachlan and colleagues suggest that the access to health care by
people with disabilities is reflective of broader health system function,
including intersectoral relationships, co-ordination of services, and
societal factors such as transport and social support. By implication,
general health service challenges (e.g. human resources shortages,
drug supply) will have a disproportionate impact on people with
disabilities and their households.55 Further research in this area is
urgently needed.

Access to rehabilitation
In addition to general health services, people with disabilities
also require specialist input in order to be able to realise optimum
levels of health and functioning. Rehabilitation is included in the
definition of comprehensive primary health care, alongside
preventive, promotive, curative and palliative care,56 but remains
poorly understood by healthcare managers and workers in South
Africa. Broadly defined in the UNCRPD as “a set of measures that
enable people with disabilities to achieve and maintain optimal
functioning within their environments”,6 rehabilitation in essence
serves to translate regained or maintained health into healthy and
productive life. While rehabilitation may include activities to prevent
or remediate impairments in the person, its major contribution is
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in addressing activity limitations and overcoming participation
restrictions, through intervention in the environment as well as with
the individual.

strategies to meet the need for community-based rehabilitation is
well documented.60

The World Health Organization’s Guidelines on Community-based
Rehabilitation describe the current gold standard for rehabilitation
in both developed and developing countries.57 Community-based
rehabilitation (CBR) refers not only to services provided outside of
institutions, but to a general philosophy which aims at the inclusion
and full participation of people with disabilities in all aspects of
community life. CBR shares core principles with comprehensive
primary health care, including accessibility, affordability,
acceptability, self-determination, empowerment and intersectoral
collaboration. The CBR Guidelines cover education, livelihoods,
social life and empowerment as well as health, and are based on the
fundamental rights of people with disabilities in all of these areas.

Rehabilitation as a core
component of primary health
care

While rehabilitation as a component of health care cannot possibly
address the full range of these activities, health rehabilitation is an
important precondition for access to all other rights. A child born
with cerebral palsy may have a vastly different future, depending
on whether or not she receives rehabilitation. Without it, she may
struggle to communicate, eat, become mobile or do things for
herself, and may develop secondary complications such as joint
contractures and malnutrition. Her caregiver may be prevented
from working in order to care for her, and the family may suffer
financially, emotionally and socially, with multiple effects on their
health. By contrast, a child who receives appropriate rehabilitation
may be able to communicate, move around, be toilet-trained and
become an active participant in her household and community.
With the right support and environment, she may be able to attend
school, enter the labour market, have her own family and live as a
full member of society.

While rehabilitation is named as a core component of primary
health care alongside preventive, promotive and curative care, in
practice it incorporates aspects of all of these activities.
Prevention of health problems may be divided into primary,
secondary and tertiary types, where primary prevention aims to
prevent onset of a condition, secondary prevention aims to prevent
advancement and complications, and tertiary prevention aims to
enable a healthy life in the presence of the condition or impairment.16
Figure 2 depicts these levels in relation to a 65-year-old man at
risk of hypertension. The left-hand column shows the progression of
the health condition (where preventive interventions fail), and the
adjacent column matches each stage with the associated risks of
further ill health. As can be seen, at each stage, the risks multiply
and become more serious. The intervention column describes the
type of preventive activity appropriate for the risks described. It will
be noted that the primary and some secondary prevention activities
form part of general primary health care (health education and
antihypertensive drug treatment), but the bulk of secondary and
tertiary prevention are person-specific activities carried out by a
rehabilitation team. Furthermore, given the barriers for people with
disabilities accessing even clinic services, it is clear that if primary
prevention fails and no rehabilitation is available, further preventive
and health-promoting services become progressively less accessible,
resulting in a downward spiral of ill health and disability.

In South Africa, access to health rehabilitation, particularly in the
public sector, is seriously constrained. Even in the relatively wellresourced Western Cape Province, research shows high rates of
unmet need,49 while only 26% of children with disabilities in a periurban township in Gauteng Province were found to be accessing
rehabilitation services.58 Assistive devices such as wheelchairs,
crutches and hearing aids are widely unavailable, or subject to long
waiting lists.58,59 Problems cited by therapists across the country
include inefficient procurement processes, lack of budget allocation,
lack of transport to collect and deliver devices, and lack of spare
parts and repair technicians. A lack of assistive devices may prevent
people from attending school, accessing health care and seeking
employment, yet they continue to be ignored in budget allocations
and efforts to address other medical supply shortages.
Human resources for rehabilitation in the public sector are subject
to the same challenges as other cadres of healthcare workers,
including international migration, attrition, freezing of posts and
migration to the private sector.a At present, no data exist on the
extent of the shortage in South Africa, mainly because staffing
norms for rehabilitation services have never been set, so that even
existing figures on post vacancies cannot be said to represent the
actual need. Internationally, the dire need for new human resource
a

Rehabilitation professionals include occupational therapists, speech
and language therapists, audiologists, physiotherapists, orthotists and
prosthetists, and the mid-level workers attached to these fields, as these are
the cadres most commonly employed by the Department of Health to provide
rehabilitation services. Other professions playing significant roles include
psychologists, social workers, podiatrists, and orientation and mobility
trainers, among others.
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Figure 2:

Levels of prevention for a 65-year-old man at risk for hypertension
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HEALTH
PROMOTION

Figure 3 depicts the intersections of rehabilitation activities with
other aspects of comprehensive primary health care. The range
of health conditions for which rehabilitation may play a role is
extremely broad, including musculoskeletal problems, mental health,
neurological conditions, HIV and AIDS, developmental problems,
communication difficulties, maternal and child health, and noncommunicable diseases. As is evident, rehabilitation is a complex
and person-specific process, extending beyond the acute stage of a
health condition, and necessarily encompassing inpatient, outpatient
(hospital or clinic-based) and community settings.

occupational therapy only under arthritis, and speech therapy and
audiology not at all, even in the guidelines for ear conditions.
Occupational therapists are also omitted from mental health
sections of the guide, despite their designation as specialist mental
health workers under the Mental Healthcare Act (17 of 2002). The
Standard Treatment Guidelines for both Primary Care and Hospital
Levels reflect similar omissions, not only in indicating the need for
rehabilitation referrals, but also in prompting clinicians to assess for
residual impairments, even in conditions where these are common
and often significant.

In spite of the obvious intersections between rehabilitation and
other critical aspects of primary health care, primary health care
re-engineering policy and planning to date have largely failed to
include it. Primary Care 101, the guide for primary health care
nurses treating adults at clinic level, almost entirely omits referral to
rehabilitation in its protocols, even for obviously disabling conditions
such as stroke and fibromyalgia. Physiotherapy is mentioned in
relation to musculoskeletal conditions such as back and neck pain;

Promisingly, screening for impairments in children has been included

Figure 3:

in both the Road to Health Chart (RTHC), and the activities of School
Health Teams. Unfortunately, the RTHC is often poorly completed in
practice, and neither initiative has led to progress in the provision of
services for children identified as having difficulties.
Another promising development has been that of Ward-based
Outreach Teams (WBOTs), and strengthening of the roles of

Rehabilitation and comprehensive primary health care
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REHABILITATION:
Facilitating optimal health and participation in spite of impairment.
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E.g. pressure care,
maintain mobility
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community health workers (CHWs). House-to-house visiting offers
excellent opportunities to identify people with disabilities, who are
often hard to reach, and to link them with the necessary services.
Again however, disability concerns have been largely excluded
from guidelines for practice, data collection and training curricula,
despite occasional mention of “disability care and rehabilitation”
under the roles of the CHW. This would seem to reflect a superficial
grasp of rehabilitation itself on the part of policy-makers, along with
low expectations of people with disabilities’ potential to contribute
to society.
Within HIV programming, there is acknowledgment that people with
existing disabilities are particularly vulnerable to infection, and the
National Strategic Plan on HIV, STIs and TB (2012–2016) outlines
the need for accessible prevention and treatment services. However,
the plan still fails to address the disabling nature of the diseases and
their treatment, including the impact that disability is likely to have
on adherence and retention in care.53 Whilst rehabilitation is briefly
mentioned under Strategic Objective 3 (Sustaining Health and
Wellness), the only disability-related interventions actually outlined
and budgeted for are for the primary prevention of impairments
through medical treatment.61
The National Mental Health Policy Framework and Strategic Plan
(2013–2020)62 has been a more positive development towards
realising the right to health care, including rehabilitation, for people
with disabilities. Based on principles similar to those of the CBR,
it provides for the development of community-based support and
services to enable people with mental health conditions to be fully
included in society. It remains to be seen how this will be implemented
at provincial and district level. To date, the link does not seem to
have been made between this framework and other rehabilitation
planning, despite the potential for dovetailing and resource-sharing.
Occupational therapists are largely omitted from this plan, as are
mid-level rehabilitation workers, despite the potential that both
cadres offer to address physical and mental health needs together in
a holistic manner, at primary care level.
Planning for comprehensive rehabilitation services has lagged
far behind other aspects of the health service overhaul in recent
years. Following civil society pressure for implementation of the
UNCRPD, a task team was established in 2013 to develop a
rehabilitation strategy based on Primary Healthcare Re-engineering
(PHC-R). Comprising representatives from the disability sector,
the rehabilitation professions and academia, the team made
some progress towards identifying key challenges and proposing
solutions, but was significantly under-resourced, and isolated from
overarching developments in the National Department of Health.
There was also no mandate to address the failure of the National
Rehabilitation Policy of 2000, which, although welcomed at the
time as a promising move towards realisation of disability rights,
was largely unimplemented.63,64 At the time of writing, Department
officials had prepared a final rehabilitation strategy document for
submission to the National Health Commission in July 2015. It is
not clear as to whether or not this strategy took account of the task
team’s recommendations.

What can be done?
Swartz et al.42 state that “[h]ealthcare can be neither universal nor
equitable if it is less accessible to some sections of society than it is
to others”. The right to health care and rehabilitation, available as
close to one’s home as possible, is entrenched in South African law
through ratification of the UNCRPD, and yet it is clear that this is far
from being realised for a large proportion of citizens. This affects
not only the 7.5 – 24% of the population who already live with a
disability, but also the many more at risk of developing disability due
to common health conditions and environmental factors, particularly
those living in conditions of poverty, and where access to general
healthcare services is poor.
The remainder of this chapter outlines key recommendations to
address this human rights imperative.

1 Improving access to general healthcare
Provision of healthcare as close as possible to where people live is
an important step in making health care both more affordable and
more accessible. Chronic care is particularly vulnerable to failure
where access costs are unsustainable over time, and these services
should be prioritised for provision at community and clinic level.50
Outreach services by doctors, nurse practitioners and rehabilitation
professionals may go a long way towards secondary prevention
of impairments by reducing the material, opportunity and temporal
costs of healthcare access. Concerns for cost-effectiveness of such
services should take account of improved treatment effectiveness,
and savings from prevented complications.
The need for affordable and accessible transport cannot be
overemphasised as a means of increasing equitable access to health
services. Strategies may include dedicated transport services for
people with disabilities (e.g. Dial-a-Ride), transport vouchers, and
partnerships with local public transport providers. Such measures
would be of significant value in reducing healthcare inequities and
potentially catastrophic costs, particularly for rural communities.
Ward-based Outreach Teams can play a critical role in connecting
people who are at risk of or living with disabilities with services,
and providing community-level support. For this to be effective, all
healthcare workers need to be trained in disability issues, including
specific health needs and available services. Households with a
disabled member should be flagged as vulnerable, and reported
and monitored accordingly. These teams should include trained
rehabilitation workers.
Healthcare workers at all levels need to take account of disability
issues, including health needs and access barriers, in clinical
decision-making. Routine preventive and health promotion activities
should be specifically adapted to include people with disabilities,
and screening for impairments should take place at every level of
care, with appropriate referral. These considerations should be
integrated into all treatment guidelines, as well as monitoring and
evaluation activities. Complex and multiple service needs should be
carefully co-ordinated to streamline access costs for families, and
communication between providers should be strengthened (including
from other sectors such as education and social development).
Finally, universal design of all health facilities and activities is needed
to ensure equitable access for people of all abilities. This includes
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not only grounds, buildings and amenities, but also information,
public health campaigns and communication with service providers.

2 Rehabilitation as an essential
component of primary health care
Rehabilitation must be made available as a core component of
essential health care, and integrated into all programmes and
planning at primary care level. This chapter has described how
rehabilitation is inherently applicable across health conditions and
various healthcare activities, and it can no longer be considered an
‘add-on’ or vertical service. While rehabilitation has an important
place in all levels of care, services should be concentrated as close to
where people live and work as possible, both for accessibility and to
allow rehabilitation to address environmental and social barriers to
participation, and not merely the person’s impairments and activity
limitations. This will be best realised by including appropriately
trained mid-level rehabilitation workers in every WBOT, such that
they can both support generalist healthcare workers to address
disability issues, and carry out CBR activities.
Rehabilitation workers at all levels should function as part of the
multidisciplinary team (MDT). Collaborative activities such as ward
rounds, in-service training and outreach play an important role in
improving care co-ordination, effective referral and overall quality
of care.
Specific linkages should be developed with programmes such as
HIV and AIDS, and TB, and non-communicable diseases, including
impairment screening and referral, and MDT attention to treatment
adherence and access issues. Mental health care planning should
include the occupational therapist and mid-level rehabilitation
worker, who are both well placed to carry out proposed activities
such as support groups, community education, and inclusion in
the workplace and in education. Occupational therapists may
also contribute to mental health assessments and other statutory
processes.
Human resources for rehabilitation require urgent attention, including
data on current workforce profiles and measures to establish staffing
norms. Workforce planning processes to date have addressed only
existing service levels, failing to take account of the expansion
needed to fulfill South Africa’s commitment to the UNCRPD, and
the redress of significant inequities in service provision. Multi-skilled
mid-level workers have been widely used to deliver CBR in lowresource settings, and efforts to establish such a category of worker
are already underway. It is critical that such workers be adequately
trained to work independently within a CBR framework, but also
that appropriate support and supervision from a multidisciplinary
professional rehabilitation team be available.
Material resources, including equipment, adequate working
space, information technology and communication facilities, must
be budgeted for systematically and in accordance with service
standards. Budgets for assistive devices should incorporate
allocations for spares and maintenance requirements, and
budgeting and procurement processes should be tailored to avoid
current backlogs and inefficiencies. Broadening the understanding
of rehabilitation, and building political will to address disability
issues, is essential for these processes to take place.
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Transport for rehabilitation workers is imperative if services are to
be accessible and effective. Clinic-based outreach, as well as home,
school, workplace and community visits, should be understood as
the core of primary care rehabilitation, and appropriate vehicles
should be made available.
Finally, the training of rehabilitation workers, at both under- and postgraduate levels, should equip these personnel to work at PHC level
within a rights-based framework. Training institutions in South Africa
have made strides in this direction, but strategies for professional
support, supervision and continuing development would stimulate
the attraction and retention of public sector staff, and improve the
quality of service available.

3 Strengthening the voices of people
with disabilities in healthcare policymaking, planning and service provision
At the heart of a CBR philosophy is the commitment to realising
the full participation of people with disabilities as citizens.
Capacity-building and organisational support is needed to expand
the number and diversity of people with disabilities who engage
actively with government, and public consultations, dissemination
of information and other civic activities should be accessible to all.
Public education on the rights of people with disabilities should be
expanded alongside other rights education. People with disabilities
and their families can also play important roles in rehabilitation itself,
as peer supporters, advocates, advisors and trained rehabilitation
workers.
These activities may fall within both government and civil society
roles, and cut across multiple sectors, including education and social
development. The UNCRPD remains a powerful tool for change, and
can be used as a rallying point for diverse groups, from HIV activists
to organisations for people with disabilities.

4 Building the evidence base on disability,
health and rehabilitation
Although sufficient evidence exists to demonstrate the urgent need for
accessible healthcare and rehabilitation for people with disabilities,
more detailed local research is needed to inform, and build the case
for interventions that address the treatment gap.
The current health status and healthcare utilisation of people with
disabilities must be investigated in order to identify existing inequities
and monitor progress. This can be done through disaggregation
of routine data by disability status, as is already being done in
projects such as the NiDS, and the National Census. Data collected
by the Department of Health, if handled in this way, would enable
quantification of the intersection of disability with priority health
conditions such as HIV and TB, as well as with other vulnerable
groups such as women, rural dwellers and people living in poverty.
This would inform resource allocation and programme design to
target inequalities and improve effectiveness.
Such data collection should be complemented by population research
on non-users of healthcare and on unmet need. There is reason to
believe, given access challenges, that people with disabilities and
their families are disproportionately represented in the non-user
group, and that the inadequacy or absence of key services such
as rehabilitation may be perpetuated when health planners base
decisions on utilisation rates alone.
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Health systems research is needed to understand how people with
disabilities currently interact with health services, and to map care
pathways and access barriers. Studying examples of best practice
will help to identify innovative strategies and critical success factors
for strengthening health systems to meet the needs of people with
disabilities.
Finally, research is needed that links specific interventions to priority
health outcomes. For example, the presence of community-based
support and rehabilitation for people with mental illness should be
tracked against relapse and re-admission rates. Retention in HIV
care and adherence to treatment could be compared across services
where rehabilitation is integrated into MDT care, and those where it
is not. Cost-effectiveness calculations based on such research could
help to leverage funding and creation of posts for CBR.

Conclusion
This chapter began by introducing the right to health of all people
with disabilities in South Africa, entrenched in our Constitution and
further elaborated in the UNCRPD. The literature demonstrates that
this group is not only sizeable, but also representative of some of our
most vulnerable citizens, including many living with priority health
conditions such as HIV and AIDS. Disability has long been ignored
by policy-makers and planners, and this is not only short-sighted
in terms of realising health goals, but also places South Africa
in breach of its legal commitment to its own citizens, and to the
international community. Recommendations have been made here
for strengthening the health system to respond to the needs of all,
including the integration of skilled and appropriate rehabilitation
into the primary health care package. Without such changes,
existing health inequities will continue to deepen, and “a long and
healthy life for all South Africans” will remain beyond reach.
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T

he South African public health system has struggled to deal with persistent
structural inequities in the resourcing and provision of care in the postapartheid era. A significant challenge in this regard is that the allocation
of resources from the provincial level to districts and facilities does not adequately
account for need.

This chapter explores an approach to accounting for need in the assessment of equity
in resourcing the country’s public health system. Using Principal Components Analysis,
we develop and test an approach to the creation of a rural index that explicitly
accounts for differences in rural and urban contexts with regard to healthcare need,
and the demographic, geographic and socio-economic factors that play a role in
determining relative resource needs.
Having tested this approach on an assessment of the allocation of resources to district
hospitals in KwaZulu-Natal Province, we found that while there is merit in developing
a rural index for assessment purposes, in practice it should be used in conjunction with
a broader analytical framework that allows for assessment of a facility’s performance
against key input, utilisation and resourcing outcome indicators.

We develop and test an
approach to the creation of
a rural index that explicitly
accounts for differences in
rural and urban contexts
with regard to healthcare
need, and the demographic,
geographic and socioeconomic factors that play a
role in determining relative
resource needs.

In this way, the index should become a component of a performance management
framework that seeks to not only address issues of equity (between rural and urban
settings), but also efficiency and effectiveness as an outcome of resource allocation
processes.
Accepting inevitable ‘inefficiencies’ due to diseconomies of scale and inherently lower
levels of utilisation at rural facilities, trends in the analysis were generally advancing
towards equity between urban and rural facilities as a social good.
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Healthcare expenditure in South
Africa: historical context

Fiscal federalism and intraprovincial equity

When the African National Congress (ANC) came to power in
1994, it faced the mammoth task of reforming every sector of the
state to undo the effects of segregationist and apartheid legislation
and policy regulating access to land, the economy and basic social
goods.

Following the introduction of South Africa’s Constitution in 1996,8
greater responsibility for decision-making around the allocation
of resources between government agencies and line departments
was given to provincial governments. Other than conditional grant
funding for priority health programmes, which were allocated
directly to provincial health departments from the national level, the
bulk of departmental funding would be apportioned at provincial
level and allocated from the provincial equitable share.2

The structural inequity of the health system and the fragmentation of
healthcare provisioning had been promoted in a number of ways.1,2
Vertical fragmentation resulted from largely curative hospital-based
care being given clear priority over a primary health care (PHC)
approach rooted in prevention and health promotion at the local
level and typically within communities. By the end of the apartheid
era, only 11% of total public sector expenditure in South Africa was
allocated to PHC services.2

The Equitable Share Formula (ESF) became the primary mechanism
for promoting equity in budget allocations, using population size in
combination with measures of relative need for key services – such
as health care and education – to determine the relative proportion
of government revenue to be allocated to each province.

Fragmentation also occurred as a corollary of separate development
through the creation of discrete health systems in each of the
‘Bantustans’ or ethnic homelands, resulting in 14 separate health
departments, each with their own administrations, lines of authority
and access to resources. These were largely structured around

Following its introduction, the facility of the ESF to meaningfully
promote inter-provincial equity in healthcare expenditure came
into question for a number of key reasons.9 The formula does not
adequately account for historical backlogs in social and economic
infrastructure.10 While a poverty component which is meant to

under-resourced missionary-led hospitals that supported some
primary health care services in underserved outlying rural areas.3
Health care for South Africa’s white minority, on the other hand, was
offered in a well-developed and richly resourced network of urban
public hospitals or within private facilities.1 Inequities in resourcing
were stark, and by the late 1980s there was as much as a tenfold
difference in per capita funding between homeland and provincial
health systems.4 Increasingly, the private health system drew
resources away from the public sector and by the end of apartheid
accounted for 65% of all health care expenditure in South Africa,
accessible to only 17% of the population.5

strengthen its redistributive bias is included,11 it accounts for only 3%
of the formula and is diminished by the economic output component
that favours more economically active provinces.10

Healthcare expenditure post1994: progress towards equity
Healthcare provisioning was one of the first areas of government
responsibility to receive attention from the new democratically elected
government. In line with the introduction of the Reconstruction and
Development Programme (RDP),6 the ANC published its National
Health Plan for South Africa in 19947 which envisioned the total
transformation of the health system based on a PHC approach to
service provision.
The plan was given substance in the government’s White Paper
for the Transformation of the Health System in South Africa, which
delineated a unified public health system built around planning
and service provisioning at the district level.5 Underpinning reforms
was a commitment to progressive shift towards greater equity in the
resourcing and provision of services.2

The formula also has limited capacity to promote intra-provincial
equity in allocations between line departments, districts and local
municipalities because provinces have discretion in the division
of revenue. So, even if provinces receive an equitable share of
resources, there is no obligation to allocate them equitably and no
guarantee that health care would receive its fair share of revenue.12
Despite these limitations, there is evidence that inter-provincial equity
within public health care is making positive, albeit slow, progress.
As Figure 1 and Figure 2 reveal, since 1992/93, inter-provincial
expenditure on health care has started to equalise and by 2013/14,
most had expenditures near to the average for all provinces.
Figure 1:

Per capita (uninsured) provincial health expenditure
1992/93 (Rand nominal)

Western Cape
North West
Northern Cape
Mpumalanga
Limpopo
KwaZulu-Natal
Gauteng
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Eastern Cape
0
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Source: McIntyre, 2012.9
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Figure 2:

Achieving equity between districts has been more difficult
primarily because there is no obligation placed on provincial
health departments to allocate budgets to districts based on any
determination of need.2 In the absence of regulations, processes
and guidelines fostering needs-based allocations, allocations to and
within provincial departments of health are determined historically
and incrementally.1,10,14,15

Per capita (uninsured) provincial health expenditure
2013/14 (Rand)

Western Cape
North West
Northern Cape
Mpumalanga

Historical and incremental budgeting has sustained what Stuckler et
al.10 have referred to as an “infrastructure inequality trap”, where
pre-existing hospital infrastructure and a relatively high proportion
of healthcare workers are often the primary factors in determining
allocations rather than an assessment of need.10 In this way,
structural inequities that have their roots in apartheid are allowed to
persist more than two decades into democracy.

Limpopo
KwaZulu-Natal
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Eastern Cape
0

500

1 000

1 500

2 000

2 500

3 000

3 500

4 000

Source: National Treasury, 2015.11

While this trend has demonstrated commitment on the part of
provincial governments to ensure that provincial health departments
receive a fair allocation from their equitable shares, progress in
achieving intra-provincial equity (between districts and facilities) has
been less consistent.
Recent data13 show that per capita PHC expenditure tends to be
highest in the least-deprived quintile health districts (4 and 5), and
lowest in the most-deprived quintile health districts (1, 2 and 3)
(Figure 3). Thus PHC expenditure is greatest in districts where the
need is lowest and lowest in districts where need for health care is
expected to be greatest.12
Figure 3:

Per capita (uninsured) PHC expenditure by deprivation
quintile 2004/05–2013/14 (nominal terms)

1 000
900
800
700
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One of the challenges in promoting equity in allocations for service
delivery (not only in health but in all social sector departments)
has been the complexity in accounting for differences in need for
care and resource-needs service provisioning. This has created the
perception that needs-based budgeting is too technically daunting
and resource-intensive to be used in government budget processes.16
In recent years, the government has tried to introduce Performancebased Budgeting (PBB)a as a workable alternative to needs-based
budgeting, but capacity constraints and the questionable quality of
performance data have limited its use, and government departments
still rely largely on historical and incrementalist approaches to
budgeting.16
In this chapter, we explore one possible approach to overcoming
some of the complexities associated with assessing differences in
resource needs between units of analysis in the pursuit of needsbased budgeting. While similar approaches have been developed
with varying degrees of complexity,10,12,18–21 ours is unique in that
we attempt to account explicitly for differences in resource needs
between urban and rural contexts.

Why ‘rural’?

500
400
300
200
100
0

Exploring the development of a
rural index
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SEQ 1 (most deprived)
SEQ 3

2008/09

SEQ 4 (well off)

Source: Massyn et al., 2014.13

2009/10

2010/11

2011/12

2012/13

SEQ 2 (deprived)
SEQ 5 (least deprived)

2013/14

There are good data indicating that rural areas do tend to have a
greater need for health care than do urban areas. Evidence shows
that globally, rural populations tend to have a disproportionate
number of elderly people and children, which increases the demand
for basic social services such as health care.22 In addition, rural
populations generally tend to be poorer than their urban counterparts,
which makes them more vulnerable to social determinants of health
and less likely to have the means to access care.23,24 Consequently,
rural populations carry a greater burden of both communicable25,26
and non-communicable27–31 diseases.

a

PBB shifts the primary focus of budgeting from inputs to outputs and service
delivery performance targets. Input, process, output and outcome data are
used to identify the most efficient and effective use of resources in achieving
desired outcomes.17
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Not only is need greater in rural areas, but access to the required
care also tends to be more difficult. Based on perusal of the
literature,23,24,30–32 barriers in access to health care in rural contexts
are a combination of demographic (age, sex, population numbers
and density), geographic (distance and topography) and socioeconomic (poverty) components that differ from urban contexts.
These have been summarised in Table 1.
Table 1:

Similarities and differences between underserved and
rural health contexts

Problems shared by
underserved and rural areas

• High levels of poverty and
deprivation make populations
more vulnerable to disease and
injury and reduce access to
nutrition and education (social
determinants of health)

Problems specific to rural
areas
• Cost and time for patients
travelling long distances to
access services are more
significant for rural people

• Greater burden of disease than
in middle- to high-income urban
settings

• Cost and time of conducting
outreach services, and the
resulting need for more
health-care workers per capita
compared to urban areas

• Health systems that are
underfunded and poorly
managed

• Diseconomies of scale, making
the cost of delivering services
per capita higher

• Lack of drugs, equipment and
human resources within the
health system

• Ambulances take longer to reach
patients
• Healthcare workers may be
reluctant to live in rural areas
as these are often far from
desirable amenities (schools,
banks, malls, gyms, etc.). Also,
fewer opportunities exist for
employment of other family
members, e.g. spouses

Source: Eagar et al. 2014,33 Hart et al. 2005.34

Primarily because there is no standard definition of ‘rural’ used in
government, or any appropriate definition thereof used within the
health system, assessing the difference in need for health care and
resources for its provisioning between South Africa’s urban and rural
areas is challenging.b
Where ‘rural’ has been used as a category in research on health and
healthcare resourcing in South Africa, the term has either not been
explicitly defined or a proxy measure (such as relative deprivation)
has been used.35 While using proxy measures and in particular
relative deprivationc has demonstrated some analytical value in
measuring rural/urban equity,13 this approach lacks the complexity
necessary to explain how various rural factors act and combine to
influence resource needs and differences in access to care.
Therefore, a critical component of our assessment of equity in the
allocation of resources that accounts for differences in rural and
urban contexts is the development of an approach to the classification
of selected units of analysis (province, district, municipal ward or
facility) as either rural or urban.

b

c

The Department of Health uses the Integrated Sustainable Rural Development
Strategy (ISRDS) rural nodes to identify facilities that would qualify for the
rural allowance for healthcare workers. Problems with the designation of
these nodes have resulted in issues of equity being inadequately addressed.
The approach is under revision as the basis for rural allowance allocations.
Relative deprivation has been put to good use in the assessment of equity in
recent versions of the District Health Barometer presenting analyses of input,
process, output and outcome indicators.13
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Method and data management
Developing the rural index
As a starting point, we reviewed the available literature on
approaches to developing functional definitions of ‘rural’ for the
purposes of classification (referred to here as a rural index) in
research and analysis. This body of research is evolving, but our
review found that factors/variables used in definitions can generally
be grouped into four broad categories:33–38
1

Measures of health need: these include utilisation, clinical and
epidemiological measures or proxies of need such as relative
deprivation.33

2

Measures of geographic accessibility: longer distances in
rural areas not only make it more difficult and expensive to
access services for rural patients,37 but also add to the cost of
providing such services.39

3

Population measures: rural areas tend to have smaller
populations with a greater geographic spread, meaning lower
population densities.40

4

Policy measures: contextual factors relating to historically
neglected groups in rural settings (based on race, ethnicity)
who may have high levels of unmet need.38

These four categories constituted the basis for selecting variables
used in the development of the rural index.
For the purposes of this chapter, we focused on an assessment of
equity in the allocation of resources between district hospitals in
KwaZulu-Natal. District hospitals are distinct and bounded units
of service provision in the sense that each has a clear catchment
population; receives easily accessible global budgets; has a clear
staffing establishment, and is required to collect and record a range
of input, process, and output and outcome data. This allowed us to
deal more easily with confounding factors and problems associated
with the accuracy of the data.

Selection of factors for the
index
All data for our analysis were provided by the National Department
of Health (NDoH) from the National Health Information Repository
and Data Warehouse (NHIRD).d Variables that did not rely on
utilisation or facility performance were selected, since these would
not account for unmet need.
The following four variables were selected:
1

Deprivation index: due to concerns about the quality of
facility-based output data, concerns around different levels
of utilisation (unmet need), and the dearth of epidemiological
data measured across our units of analysis, we used relative
deprivation as our proxy for need. Relative deprivation has
been shown to be an effective proxy for need in instances
where epidemiological data are insufficient or unreliable.22,23

d

The NHIRD is an integrated online platfom that links various departmental
data systems such as the District Health Information System (DHI), Basic
Accounting System (BAS) and the Personnel and Salary Administration
System (PERSAL) system into a central point. The system also provides for the
geospatial mapping of data for the purposes of analysis and interpretation.
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2

Average distance to clinics from district hospitals: district
hospitals play an important role in supporting service provision
at the clinic level through outreach, supply chain management
and the referral of patients to higher levels of care.41 Longer
average distances to clinics potentially increase the cost of
providing support and the time needed for outreach.

3

Distance to the regional hospital: distance to the regional
hospital was used for two reasons; firstly, district hospitals
refer complex cases to regional facilities, such that longer
distances have implications for how care is managed and the
kind of support that clinicians at rural facilities can expect from
specialists. Secondly, this measure provides an indication of
distance from urban centres and by implication administrative
support, supplies depots and laboratory services.

4

Catchment population: the size of the catchment population
was used as our population measure. In some contexts, rural
facilities are classified as small hospital facilities due to the
comparatively small and sparse populations they serve. The
per capita cost of providing services to a small catchment
population is higher than that required for a large population
because these facilities do not benefit from economies of scale
in terms of fixed overhead costs.39

Each of the variables was then standardised to have a zero mean
and unit standard deviatione in order to ensure that variables were
within the same range for the development of the rural index.

Selection of outcome variables
for analysis
Following the selection of variables for the rural index (considered
as an explanatory variable), output variables were selected from the
NHIRD that would allow for comparison of facilities against the rural
index in terms of resourcing.
The main outcome variables selected were:
➢➢ Per capita allocation: this variable provides an indication of
the hospital budget allocation per person in the catchment
population.f As an uncomplicated variable, it is often used in
analysis of health system financing and decision-making.
➢➢ Cost per Patient Day Equivalent (PDE): PDE is usually used as a
measure of efficiency, or how well a facility is doing in terms of
spending on service delivery. It is an indicator of the average
cost per patient, per day, seen at a district hospital.g Usually
a high cost per PDE indicates that the hospital is underutilised,
expenditure is poorly managed and there is a high degree
of wastage. If the cost per PDE is low, the facility may have
a bed utilisation rate (BUR) that is too high, or the Outpatient
Department (OPD) is being overused.42
➢➢ Doctors per 10 000 population: this is a measure of the number
of doctors working at the hospital per 10 000 population
and is included as a non-financial resourcing indicator. This
variable was selected because one of the most significant
e

This was done by subtracting the mean for each from each observation and
dividing the result by the appropriate standard deviation.

f

This was determined by dividing each hospital’s total budget by its
catchment population.

g

PDE is calculated by adding the number of inpatient days to half the number
of day patients and one third of outpatient and emergency visits. The PDE is
then divided by the hospital’s budget for the year.

challenges faced by rural facilities is the recruitment and
retention of healthcare workers, and doctors in particular.43,44

Analysis
Constructing the rural index
The index was calculated by using Principal Component Analysis
(PCA). PCA is a statistical method commonly used in testing and
selecting variables in the construction of composite indices; the
Human Development Index and indices of relative deprivation are
good examples of its application.42 PCA is used to test how variables
are associated and change in relation to one another and is a useful
approach in assessing the suitability of data and excluding variables
that do not contribute meaningfully to the index.42

Constructing the rural index using all four
variables
Initially, all of the four rural factor variables were used to construct
the index. However, results of this analysis revealed that the average
distance to the clinic variable did not add value to the index and
could be excluded (Box 1). Nonetheless, this does not mean that
the variable itself was of no analytical use, but rather that the index
could safely be simplified by its exclusion.
Box 1: Results of PCA using all four variables
Using all four standardised variables, the first principal component
(PC) is sufficient to account for the variation between hospitals (the first
eigenvalue was 2.2 and accounted for 54.5% of the variation, and no
other eigenvalue was >1). The first PC had the following coefficients and
the following values of the Kaiser-Meyer-Olkin (KMO) measure of sampling
adequacy.
Variable (standardised)

Coefficient

KMO

KMO
Interpretation

Deprivation Index (Depind)

0.594

0.63

Mediocre

Average distance to clinic
(Clindist)

-0.106

0.57

Miserable

Distance to regional hospital
(Regdist)

0.509

0.81

Meritorious

Catchment population
(Catchpopz)

-0.614

0.61

Mediocre

Since the coefficient of clindist is negative in the index using four variables,
(as such, the opposite of what was expected, and the KMO measure is
“miserable”, this variable could be omitted from the index.
Note:

A full description of the KMO method and the interpretation of the
results can be found in the original paper by Kaiser.45

Constructing the rural index using three
variables
A ‘modified’ rural index using the three remaining variables (relative
deprivation, distance to the regional hospital and catchment
population) was then constructed. The results of the PCA using only
three variables is shown in Box 2.
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Box 2: Results of PCA using only three variables
Using the remaining three standardised variables, the first principal component is sufficient for explaining the variation between districts (1st eigenvalue
was 2.2 accounting for 72% of the variation and the other two eigenvalues <1). The coefficients and values of the KMO measure of sampling adequacy are
shown in Table 3. The coefficients are all in the expected direction.
Variable (standardised)

Coefficient

KMO measure

Interpretation of KMO

Deprivation index

0.597

0.63

Mediocre

Distance to regional hospital

0.515

0.82

Meritorious

Catchment population

-0.615

0.61

Mediocre

This provided sound reason for confidence that the index could be
used to rank facilities based on their scores generated by the PCA.
Table 2:

District hospitals ranked on rural index

Facilities are ranked from the most rural to the most urban. Totals for each variable used in the index are included for each facility and are also ranked individually.

Hospital

Hospital
Code

Score
Rural
Index

Rural
Rank
Score

Catchment
Rank
Population Catchment
Population

Deprivation
Index

Rank
Deprivation
Index
4

Ave
Rank
Distance
Rank
Distance Distance Regional Distance
to Clinic to Clinic Hospital Regional
(km)
(km)
Hospital

Manguzi

Mang

2.4962

1

38 324

28

3877.93

10.86

36

195.45

Mseleni

Msel

2.0424

2

33 944

30

3877.93

4

20.16

13

156.01

1
3

Mosvold

Mosv

1.8073

3

73 612

22

3724.16

9

20.68

11

160.48

2

Bethesda

Beth

1.3425

4

63 536

23

3724.16

9

20.55

12

118.00

5

Ekhombe

Ekho

1.0893

5

33 116

33

3825.27

6

25.95

5

79.48

9

Itshelejuba

Itsh

1.0680

6

75 668

21

3078.41

27

19.37

15

138.53

4

Nkandla

Nkan

1.0070

7

35 600

29

3825.27

6

12.61

31

73.55

12

Church of
Scotland

CHoS

0.9569

8

84 948

19

4102.41

1

18.71

16

71.10

13

Benedictine

Bene

0.8440

9

62 288

24

3513.55

15

15.57

26

88.69

8

uNtunjambili

Untu

0.8437

10

23 576

37

3889.78

2

12.86

30

51.58

22

Reitvlei

Reit

0.8277

11

33 348

32

3661.49

11

12.13

32

36.63

16

Ceza

Ceza

0.7634

12

33 912

31

3192.19

25

16.61

22

90.73

7

Greytown

Grey

0.5653

13

26 948

35

3318.84

22

71.68

19

64.01

17

Charles Johnson CHMH
Memorial

0.5295

14

117 012

12

3616.80

13

16.71

21

76.69

10

KwaMagwaza

KwaM

0.5271

15

31 220

34

3413.89

17

15.74

25

56.70

21

Montebello

Mont

0.5158

16

38 476

27

3793.23

8

14.56

28

35.63

31

St Apollinaris

StAp

0.4433

17

123 076

11

3628.90

12

25.51

6

71.04

14

Mbongolwane

Mbon

0.3610

18

24 240

36

3405.93

19

11.37

33

40.74

27

Christ the King

Chris

0.3140

19

90 068

16

3470.59

16

22.43

10

57.49

20

St Andrew’s

StAn

0.2917

20

88 648

18

3412.07

18

14.09

29

58.62

19

Nkonjeni

Nkon

0.2504

21

94 028

14

3192.19

25

15.09

27

70.42

15

Emmaus

Emma

0.0884

22

83 144

20

3264.28

23

24.29

8

48.53

23

Catherine Booth

Cath

0.0327

23

91 552

15

3405.93

19

16.11

23

38.50

28

uMphumulo

Umph

0.0275

24

150 220

10

3889.78

2

16.03

24

30.83

32

Appelsbosch

Appe

-0.0560

25

40 396

26

2978.42

28

10.70

37

37.76

30

Vryheid

Vryh

-0.1364

26

110 892

13

2691.49

29

24.48

7

74.63

11

East Griqualand
and Usher
Memorial

EGUM

-0.1456

27

46 632

25

1769.20

33

19.46

14

105.41

6

Niemeyer
Memorial

Niem

-0.2089

28

88 848

17

3222.62

24

17.94

17

28.40

33

Hlabisa

Hlab

-0.3301

29

256 732

6

3579.89

14

35.54

2

59.42

18

Eshowe

Esho

-0.4661

30

222 148

7

3405.93

19

32.22

3

45.66

25

Estcourt

Estc

-1.2130

31

263 724

5

2589.04

30

26.35

4

18.12

24

GJ Crooke’s

GJCr

-1.3749

32

200 392

8

2132.98

31

46.24

1

38.46

29

Dundee

Dund

-1.5971

33

170 028

9

1534.15

34

24.18

9

44.67

26

Murchison

Murc

-2.2021

34

288 664

4

1994.79

32

17.92

18

10.80

35

Wentworth

Went

-3.6174

35

465 428

3

1226.71

36

10.99

35

5.07

37

Northdale

Nort

-3.6587

36

582 700

1

1357.49

35

17.49

20

10.02

36

Osindisweni

Osin

-3.6987

37

501 972

2

1226.71

36

11.07

34

11.93

34
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Constructing the index using two variables
Since some of the outcome measures (e.g. per capita expenditure)
are related to the catchment population in terms of how they are
calculated, an ’alternative’ rural index omitting catchment population
as a component variable was developed. This was done to ensure
that the results of our analysis of these variables against the rural
index were not misleading due to the possible confounding effects of
including the same variable in both the rural index and the outcome
variable.

Continuous versus categorical classification
of facilities as rural or urban
We considered classifying hospitals categorically into deep rural,
rural, peri-urban and urban facilities for the purposes of analysis.
There were no clear cut-off points in the index scores to meaningfully
support four categories, and following Royston et al.,46 we felt that
any such separation would be artificial and would make analysis
using the index unreliable.

Results of using the rural index to rank
facilities
Having ranked facilities on the rural index, we found that for the
most part, the ranking mirrored what we had anticipated. Hospitals
ranked on the urban end of the index – such as Osindisweni,
Northdale and Wentworth – were located in cities.
Middle-ranked facilities such as Greytown, Charles Johnson
Memorial and Eshowe tend to be located on well-developed roads
(regional roads) and/or in towns with relatively well-developed
infrastructure. This relates directly to both lower levels of deprivation
and greater accessibility to regional facilities.

Table 3:

Hospitals at the rural end of the index, such as Manguzi, Mseleni
and Mosvold, are located in the northern reaches of the province,
far from cities or large towns.
There were facilities that did not fall on the spectrum as we had
anticipated. Hlabisa was unexpectedly ranked fairly high on the
urban end of the spectrum, despite not being located near to a large
town or city. In this instance, the facility’s catchment population is
comparatively large, the catchment population is not exceptionally
deprived, (14 of 36) and the facility is substantially closer to the
regional hospital than are other facilities to their referral hospitals in
the same district (Table 2).
Hlabisa does, however, rank second with regard to average distance
to clinics (omitted from the index), which we initially identified as a
key variable in classifying facilities as rural (Table 2). While this
apparent discrepancy does not bring into question the value of the
index, it does draw attention to the importance of not undertaking
analyses based on the index as the sole explanatory variable. It
is thus crucial to look more broadly at how facilities perform with
regard to other key indicators of health system performance.

Analysis of the relationship
between the rural index and
output variables
The value in any index is found in the extent to which it can be used
to explain trends in selected dependant variables. In this instance,
therefore, is the rural index useful in explaining differences in per
capita budget allocations between district hospitals, cost per PDE
and the availability of doctors?

Outcome variables by facility

Hospital

Manguzi

Hospital
Rural
Doctors
Code
index rank
per
(1 = most
1 000
rural;
37= most
urban)

Rank
doctors
per
1 000

Bed
Rank
Utilisation
Bed
Rate
Utilisation
Rate

Cost
per
PDE

Rank
Cost
per
PDE

Per
Capita
Allocation

Rank
Per
Capita
Allocation

Mangu

1

0.52

2

0.59

23

1 437.22

6

3 487.14

Mseleni

Msel

2

0.50

3

0.64

16

1 648.89

18

3 296.90

2
4

Mosvold

Mosv

3

0.19

9

0.60

21

1 661.52

19

1 562.65

17

Bethesda

Beth

4

0.31

4

0.48

31

1 846.85

27

1 662.92

16

Ekhombe

Ekho

5

0.06

34

0.52

29

2 305.65

35

2 036.87

14

Itshelejuba

Itsh

6

0.11

21

0.81

3

1 581.14

15

1 286.51

21

Nkandla

Nkan

7

0.11

20

0.58

24

2 011.90

31

3 132.42

7

Church of Scotland

CHoS

8

0.16

13

0.57

.25

1 818.78

26

1 940.58

15

Benedictine

Bene

9

0.18

10

0.64

17

1 773.45

24

3 339.05

3

uNtunjambili

Untu

10

0.30

5

0.53

28

2 181.32

34

3 155.75

6

Reitvlei

Reit

11

0.27

6

0.65

14

1 666.58

20

3 240.64

5

Ceza

Ceza

12

0.09

25

0.52

30

2 032.89

32

2 532.94

10

Greytown

Grey

13

0.56

1

0.45

35

2 347.19

36

4 741.21

1

Charles Johnson
Memorial

CHMH

14

0.09

27

0.61

20

1 424.94

4

1 298.61

20

KwaMagwaza

KwaM

15

0.19

8

0.44

36

2 744.50

37

2 685.68

9

Montebello

Mont

16

0.13

17

0.60

22

1 941.51

29

2 070.62

12
29

St Apollinaris

StAp

17

0.07

33

0.67

9

1 807.05

25

662.01

Mbongolwane

Mbon

18

0.17

12

0.47

33

1 579.18

14

2 995.83

8

Christ the King

Chris

19

0.10

22

0.66

10

1 623.11

17

1 055.96

24

St Andrew’s

StAn

20

0.11

19

0.65

13

1 526.69

12

1 217.18

23

Nkonjeni

Nkon

21

0.10

23

0.81

2

1 490.53

11

1 428.59

19
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Hospital

Hospital
Rural
Doctors
Code
index rank
per
(1 = most
1 000
rural;
37= most
urban)

Emmaus

Rank
doctors
per
1 000

Bed
Rank
Utilisation
Bed
Rate
Utilisation
Rate

Cost
per
PDE

Rank
Cost
per
PDE

Per
Capita
Allocation

Rank
Per
Capita
Allocation
22

Emma

22

0.13

16

0.62

19

1 750.74

23

1 236.75

Catherine Booth

Cath

23

0.09

26

0.46

34

1 383.41

3

694.85

27

uMphumulo

Umph

24

0.05

35

0.63

18

1 982.25

30

557.95

34

Appelsbosch

Appe

25

0.17

11

0.55

26

2 073.94

33

2 048.07

13

Vryheid

Vryh

26

0.14

15

0.68

8

1 476.96

8

1 505.55

18

East Griqualand and
Usher Memorial

EGUM

27

0.15

14

0.65

12

1 608.67

16

2 241.14

11

Niemeyer Memorial

Nem

28

0.07

32

0.48

32

1 545.01

13

627.33

32

Hlabisa

Hlab

29

0.08

29

0.66

11

1 689.47

21

654.58

30

Eshowe

Esho

30

0.09

24

0.43

37

1 339.01

1

681.31

28

Estcourt

Estc

31

0.08

30

0.64

15

1 694.35

22

638.16

31

GJ Crooke’s

GJCr

32

0.11

18

0.72

6

1 487.13

10

900.89

25

Dundee

Dund

33

0.08

28

0.55

27

1 872.66

28

777.13

26

Murchison

Murc

34

0.07

31

0.76

5

1 429.33

5

555.77

35

Wentworth

Went

35

0.04

36

0.89

1

1 480.81

9

412.56

36

Northdale

Nort

36

0.21

7

0.79

4

1 456.08

7

585.78

33

Osindisweni

Osin

37

0.04

37

0.68

7

1 382.58

2

258.83

37

Facilities are ranked according to their rural index scores, with ‘most
rural’ (Manguzi) ranked 1 and ‘most urban’ (Osindisweni) ranked
37. The value for each outcome variable is also included for each
facility and ranked relative to other facilities for that variable.
To test the analytical value of the index in explaining trends, it was
necessary to investigate whether there was a statistically significant
relationship between the rural index and each variable. The purpose
of this was to determine whether ‘rural’ or ‘urban’ could influence
resourcing in some way.
Regression analysish was used to calculate for a statistically
significant relationship between the rural index and the outcome
variable.i This was followed by a multiple regression analysisj to
ascertain whether any of the component variables in the rural index
had statistically stronger relationships with the outcome variable
than with the index itself.

Per capita allocation
Our regression analysis of the rural index and the per capita
allocation to district hospitals found that there was overwhelming
statistical evidence of a relationship between the two variables
(P=0.0004; R2 = 30.1%). There was no evidence of non-linearity,
meaning that per capita allocations change proportionally with
changes in a facilities score on the rural index.
This relationship between the rural index and the per capita
allocation is represented visually in Figure 4. The regression line
shows that it is an inverse relationship between the two variables,
meaning that per capita allocations actually increase towards the
rural end of the index.k Points far from the line correspond to district
h

Regression analysis is an approach to assessing the relationship between
variables; although this approach can indicate the existence of a
relationship, it cannot explain its cause.
polynomials46

i

Fractional
were used to determine whether the relationship
between the input (e.g. per capita allocation) and the rural index could be
non-linear.

j

Multiple regression analysis is an extension of regression analysis that is
used to determine the relationship of one variable with two or more other
variables.

k

The estimated regression coefficient is 474.9, so for each unit increase in the
rural index, the per capita expenditure increases by R474.90.
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hospitals for which the per capita allocation is very different from
that predicted by the model; in this case, Greytown has a far higher
per capita allocation than is suggested by its rural index score.
The vertical axis is expenditure per capita in South African Rand
(ZAR). The horizontal axis is the facility score on the rural index.
Each data point is labelled with a hospital code, explained in
Table 2.
Examining the relationship between each component variable of the
index and the per capita allocation variable independently did not
give a better result than using the rural index.
At first glance, the relationship would suggest that there is a
degree of equity in the allocation of resources between urban and
rural district hospitals in KwaZulu-Natal (KZN). However, several
factors may influence this trend. For example, rural hospitals
tend to have small catchment populations, such that absolute
utilisation of those facilities is inevitably lower. All facilities,
regardless of location, have fixed overhead costs relating to
infrastructure and personnel that must be budgeted for. Small
populations and fixed overhead costs result in diseconomies of
scale, where the per capita cost of providing a service is inflated
in rural areas due to inherently lower levels of utilisation.38,39

Cost per patient day equivalent
Our regression analysis of cost per patient day equivalent (PDE)
and the rural index (using variables) shows that here too, there was
strong evidence of correlation between the two variables (P=0.042).
Again there was no evidence of non-linearity. There was also an
inverse relationship in this instance, indicating that the more rural
the facility, the higher the cost per PDE.
The difference here, however, was that when a multiple regression
was run between each component variable from the rural index and
the cost per PDE variable separately, there was a better fit than with
the rural index alone (P=0.028).l In this instance, the cost per PDE
showed a strong inverse relationship to the catchment population
l

The regression of CPDE on the rural index is not shown as a graphic,
because there is better fit for CPDE with each of the component variables
independently.
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(P=0.024).m Thus, as the size of the catchment population increased,
the cost per PDE decreased.

Doctors per 10 000 population
There was a very strong relationship between doctors per 10 000
population and, the rural index (P=0.001; R2 = 25.3%). There was
no evidence of non-linearity, meaning that the number of doctors
per 10 000 population actually increases progressively towards the
rural end of the index.

There was also no evidence that, adjusting for catchment population
and distance to the regional hospital, the cost per PDE was related
to the deprivation index (P=0.74).
The overall conclusion is that the size of the catchment area, rather
than the rural index, is a good predictor of cost per PDE.

Here there was no evidence that a multiple regression model with

Facilities with small catchment populations within our sample having
a high cost per PDE could be due to lower bed utilisation rates (see
Table 5).n Lower bed BURs result in greater inefficiency because
resources are used to maintain beds that are empty rather than
being deployed for patient care.

separate terms for deprivation index and distance to the regional

However, not all hospitals with small catchment populations had
high cost per PDEs. Manguzi Hospital, for example, which has a
fairly small catchment population, also had a relatively low cost
per PDE of R1 437. This was actually slightly lower than Northdale
Hospital’s cost per PDE of R1 456, noting that Northdale has the
largest catchment population in the sample. This difference cannot be
due to low staff numbers at Manguzi Hospital, which ranked second
highest in terms of doctors per 10 000 population, or because of
exceptionally high bed utilisation. Possible causes include the cost
per PDE being driven by high utilisation of day patient, outpatient
and emergency services rather than longer term admissions, and
that the hospital could be providing services that should ideally be
provided at primary health care level.

in Table 2.

Figure 4:
5 000

hospital gave a better fit than the model with the rural index.o
The vertical axis represents the number of doctors per 10 000
population, while the horizontal axis is the facility score on the rural
index. Each data point is labelled with a hospital code, explained
Of note in Figure 5 is that at the rural end of the spectrum there is a
dramatic increase in the number of doctors per 10 000 population,
especially for Manguzi Hospital (Mangu) and Mseleni Hospital
(MSel).
Worth noting are other outliers (points far from the regression line)
that do not fit the pattern. Greytown Hospital has a far higher
number of doctors per capita than predicted by its rural index score,
while Northdale Hospital, which is very urban, also has a much
higher number of doctors per capita.

Regression of per capita allocation on rural index with two variables
Per_Cap_Allocation

Grey

Linear (Per_Cap_Allocation)

4 500

4 000

Per Capita Allocation R'

3 500

3 000

Mbong

KwaM

GJCr
Nort

500

0

Nkon

Emma

1 000
Murc

Dund

Estc

Went
Osin
-3

-2

Hlab
Esho

-1

StAn
Chris

Cath
Umph

Niem

0

Rural Index score

m

In this model, the cost per PDE decreased by R174.11 for each increase of
one standard deviation in the catchment population.

n

In our sample, we found that catchment population was the most statistically
significant predictor of a facilities Bed Utilisation Rate (BUR) (P=0.026).

o

Ekho
CHoS
Beth

Vryh

1 500

Ceza

Mont

Appe

2 000

Msel

Untu

2 500
EGUM

Mangu

Bene
Riet
Nkan

CHMH

Mosv

Itsh

StAp

1

2

3

For each unit increase in the alternative rural index, the number of doctors
per capita increased by 0.053.

SAHR 2014/15

109

A cursory analysis of these findings suggests that rural district
hospitals in KZN are relatively well resourced in terms of the number
of doctors working at these facilities, but these findings should
be treated with caution. As is the case with per capita budget
allocations, the ratio of doctors to the catchment population tends to
be inflated due to smaller population sizes in rural areas. Hospitals,
regardless of where they are situated, require a minimum number
of doctors to provide a basic level of service, so numbers inevitably
appear inflated where total catchment populations are small.39,41

and under-resourcing, while BURs significantly below 75% suggest
that resources are being wasted on empty beds.q

Analytical value in facilities that do not ‘fit’
neatly on the rural index

If understood only in terms of the data, Greytown appears to be
highly inefficient in ways that are difficult to justify in the same way
as one could for those facilities that fall closer to the rural end of
the rural index. However, Greytown offers specialised services (e.g.
treatment for multi-drug resistant TB (MDR-TB), which requires longterm hospitalisation. This may be one of the primary reasons for
Greytown appearing to be inefficient when this may not be the case
in reality.

Greytown also benefits from the best doctor-to-patient ratio in the
province with 5.6 doctors per 10 000 population, compared to the
provincial average of 1.6 per 10 000 population. A low BUR and
a good ratio of doctors to population contribute to Greytown having
one of the highest cost per PDEs in the province. The hospital’s cost
per PDE is R2 347, which is R614 per PDE more than the provincial
average of R1 733.

Apparent anomalies or outliers in the construction of the index, and
its subsequent use in analysis, highlight the importance of not relying
on the index as the only basis for assessing equity in resourcing. It
is both necessary and desirable to explore relationships between
explanatory and outcome variables independently of the rural index.
Greytown Hospital is the most obvious example of an outlier in this
regard. While falling in the middle of the index with a per capita
allocation of R4 741, Greytown was by some margin the bestresourced facility on a per capita basis in KZN.p Yet in 2013/14,
the hospital had one of the lowest BURs (35th out of 37 hospitals)
with a rate of 45%. In South Africa’s public health system, a BUR
of 75% is generally considered the goal for facilities, with BURs
significantly higher indicating overutilisation
Figure 5:
6

There are other anomalies that, while less obvious than the Greytown
case, merit further attention. Hlabisa, for example, was not placed
towards the rural end on the index as had been anticipated. That
said, in terms of average distance to the clinic –which is an important
rural factor (omitted from the index) – the facility ranks second.
Here, resource needs for outreach to clinics are potentially greater
than even Manguzi and Mosvold, which perform fairly well on this

Regression of doctors per 10 000 population on rural index with two variables

Doctors_Per_10 000
Grey

Linear (Doctors_Per_10 000)

Mangu
Msel

5

Per Capita Allocation R'

4

3

Beth

Untu
Riet

Nort

2

KwaM

Appe
EGUM
Vryh Emma

GJCr

1
Murc

Dund

Esho

Estc

Cath

Hlab
Niem

Went

Mbong

StAn
Chris
Nkon

Umph

Bene
CHoS

Mont

Mosv

Nkan

Ceza
CHMH

StAp

Itsh
Ekho

Osin
0

-3

-2

-1

0

1

2

Rural Score

p

Greytown received R1 255 per capita more than second-placed Manguzi
and R4 482 more than last-placed Osindisweni.

110

q

According to the data, when compared to the provincial average of 0.3
beds per 10 000 population, Greytown Hospital does appear to have a
disproportionately high number of beds with 1 per 10 000 population.
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indicator (Table 5). So, any assessment of the allocation of resources
would need to be cognisant of such nuances if rural factors are to
be fully considered.

Limitations
While the NDoH has made significant progress in improving
data management systems over the last few years, the collection
and capturing of data at the local level is still typically left to
overburdened and under-resourced nurses and administrators.47
One limitation in our analysis was that we were unable to verify the
quality of the data. Also, our analysis only covers a single financial
year, partly because some of the data used were not available for
multiple years.
All of the variables were given equal value in the analysis and were
not weighted. Weighting is often a political decision or one that
emerges out of more in-depth analysis, and if such an index were
to be used in future decision-making, weighting of variables would
certainly be an important exercise.42
We also did not include any data beyond the district hospitals,
which should be borne in mind when interpreting the findings of the
analysis, because it excludes resources that are situated in regional
and provincial hospitals and the private sector. Our results therefore
do not reflect resources available in particular sub-districts or districts
beyond district hospitals.
Furthermore, the model we developed did not account for differences
in packages of services offered at facilities. It may well be that rural
facilities offer a much larger and more complex package of services
than do urban district hospitals because they are often the only
hospital services accessible to rural communities.
Finally, the purpose of developing a rural index and then a broader
framework for analysis is to inform decision-making; the index does
not constitute or serve as the basis for allocation of resources, nor
can it or should it replace the role of well-informed and experienced
managers.

Discussion
The primary aim of this chapter is to test an approach to the
assessment of equity in resource allocation within the public health
system in a way that accounts for differences in resource needs
between urban and rural service delivery contexts. In developing
this approach, we sought to create a classification system that would
also provide a foundation for the development of a practical method
of decision-making fit for this purpose. Hence, data available on the
NHIRD were selected.

Usefulness of the rural index
All too often, composite indices are of little analytical value due
to the lack of even a minimum standard of rigour for the purposes
of analysis and comparison.42 Even though using PCA in the
construction of the rural index added a layer of complexity to the
approach, this was an important step in ensuring that the index was
accurate and robust as an explanatory variable.

Analytical value of the rural index
The next question in the process was: ‘Does the index have value
in an analysis of health-system resourcing?’ To determine this, three
outcome indicators were selected in order to test an approach using
the index: Per Capita budget allocation (budget equity); Cost per
PDE at facilities (expenditure against utilisation); and Doctors per
10 000 population (non-financial resource measure).

Per capita allocation and the rural index
In terms of the per capita allocation variable, there was overwhelming
evidence of a relationship with the rural index, both with and
without catchment population as a variable. What was somewhat
unexpected was that per capita allocations actually increased in
tandem with increased rurality on the index.
This finding suggests that there is a degree of equity in the allocation
of resources to district hospitals in KwaZulu-Natal and that, whether
deliberately or not, per capita allocations to some extent account for
diseconomies of scale caused by fixed overhead costs and lower
levels of utilisation that are inherent in the nature of rural facilities.39
This is not to say that resourcing of district hospitals in the province
is sufficient or even appropriate, but rather that the trend appears to
be moving in the right direction.

Cost per PDE and the rural index
While the rural index was not found to be a good predictor of cost
per PDE (even though there was a strong statistical relationship
between them), the analysis did show that there was a significant
inverse relationship with catchment population, such that the larger
the catchment population, the lower the cost per PDE.
In our view, forgoing some degree of ostensible efficiency with cost
per PDE is largely justified within contexts with small catchment
populations. If these facilities are to provide a standard of care
equal to that provided by urban facilities, minimum investments in
fixed overhead costs and staff mix should be made.39
While it is difficult to say precisely why facilities with small catchment
populations within the sample have a high cost per PDE, it appears
to be in part due to lower bed utilisation rates (see Table 5).r

Doctors per 10 000 and the rural index
The analysis examined the number of doctors per 10 000 population
because it has been generally difficult to recruit and retain doctors at
rural facilities in South Africa. This has not necessarily been due only
to inequities in financing, but results from a combination of factors
such as availability of accommodation, employment opportunities
for spouses and schooling for children, and a lack of professional
support.41,43,44
When the number of doctors per 10 000 population was analysed
against the rural index, a very strong relationship between the two
was found. However, the relationship was in the opposite direction
to what one would expect, and the number of doctors per 10 000
population actually increased towards the rural end of the index.
Therefore, rural hospitals were not necessarily inequitably staffed
with doctors.
r

In the sample, catchment population was found to be the most statistically
significant predictor of a facility’s bed utilisation rate (BUR) with a coefficient
of 0.057 (P=0.026). Thus for each increase of one standard deviation in the
catchment population, the BUR increases by 0.057.
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Of particular interest was that rural hospitals such as Manguzi and
Mseleni appear to be significantly better off than other facilities
in the province in terms of the number of doctors working at the
facilities. The accessible data do not provide a compelling reason
for this, and understanding the specific context of these facilities
would be important in explaining why they are comparatively well
resourced with doctors.

Conclusion

In the absence of research to explain why these rural hospitals
are doing well with regard to the availability of doctors, one
can only speculate that it is in part due to support provided by
non-governmental organisations (NGOs) such as Africa Health
Placements (AHP)s and rural doctor networks such as the Rural
Doctors Association of Southern Africa (RuDASA),t which have been
actively involved in recruiting doctors to work in these facilities and
providing them with long-term professional and social support while
based in rural areas.

The picture within provinces is less clear, however. There is tentative
evidence suggesting that within rural provinces, funds tend to flow
disproportionately to districts and facilities located in urban areas.
The difficulty here has been that any assessment of intra-provincial
equity is limited by there being no reliable way of distinguishing
between urban and rural units of analysis (district, sub-district and
facility). Consequently it has been impossible to account for these
differences in the allocation of resources.

Analytical value in facilities that do not ‘fit’
neatly on the rural index
As with the modelling of any index, its validity is achieved by using
component indicators that accurately reflect the exact purpose
for which the index will be used. In this case, the index includes
equity-related indicators alone. The relevance of the index is further
narrowed by including only those component variables that meet
rigorous statistical testing. The title of ‘urban/rural index’ does not
suggest a narrow definition, nor a narrow application. For this
reason, there is a risk of an incorrect perception and an incorrect
use of this index in isolation from a deeper understanding of the
context in which decisions are being made.

Over the last two decades, much has been done to improve equity
in the resourcing of the health system. There is now evidence that
the resourcing gap between largely urban provinces such as the
Western Cape and Gauteng and largely rural provinces like the
Eastern Cape and KwaZulu-Natal is closing.

In this chapter, an approach to the development of a rural index
has been tested for use in ranking district hospitals in KZN on a
continuous scale between urban and rural context, with a view to
establishing whether or not the index was useful for analysing equity
and efficiency in resourcing.
The findings were that while the index was useful in distinguishing
between urban and rural district hospitals, its value really rests in
ensuring that rural factors are accounted for in resource allocation
models that prioritise quality improvement in service delivery rather
than merely ‘efficiency’ in its narrowest sense.
With the health system currently undergoing a process of substantive
reform under the banner of NHI, there is now an opportunity to
take this work forward in a way that begins to deal with structural
inequities in access to care between urban and rural service
delivery contexts. This not only demands additional resources,
but also consideration of the provisioning of a different and more
comprehensive package of care at rural facilities.
It is therefore important that a more extensive analysis of the
composition and use of a rural index be undertaken with a view
to identifying how it could best be used to strengthen resource
allocation processes.

s

AHP is an organisation that offers human resource solutions for rural facilities
in South Africa by actively recruiting and placing foreign and local doctors
at rural facilities. See www.ahp.org.za

t

RuDASA is an association set up to provide professional and social support
to doctors working in rural settings. See www.rudasa.org.za
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T

he chapter provides an analytical perspective on nurses and nursing in South
Africa, and the critical issues to be addressed by health policy-makers and
practitioners in order to revitalise the profession. The chapter draws on the
research findings of a four-year research programme known as Research on the
State of Nursing (RESON), which aimed to develop and strengthen the research
evidence for improved nursing policy development and practice in South Africa.

The evidence shows that nursing is a profession in peril, which requires major attention
and revitalisation. The challenges faced by nurses and the nursing profession include
weaknesses in the policy capacity of the main institutions responsible for the leadership
and governance of nursing in South Africa, and a nursing practice environment that
is fraught with resource, management and quality of care problems. The practice
environment is also influenced directly by agency work and moonlighting, which in
turn contribute to poor staying power, low energy levels, abuse of leave, sub-optimal
nursing care, split loyalties and accountability, and erosion of professionalism.
Revitalising nursing requires concerted efforts by government and key stakeholders
to improve and modernise resources for a positive work environment.

The challenges faced by
nurses and the nursing
profession include
weaknesses in the policy
capacity of the main
institutions responsible for the
leadership and governance
of nursing in South Africa,
and a nursing practice
environment that is fraught
with resource, management
quality of care problems.

A major crisis is looming unless issues of curriculum quality and relevance, nurse
educator quality, educational resources, and governance of nursing education are
addressed. This means that nursing education reforms must be implemented without
further delay. There must be high-level investment in preparing nurses for and in
practice through appropriate training that emphasises ethical value systems and
social accountability, adequate staffing in different healthcare settings, and enabling
work environments.
South Africa’s quest for universal health coverage to improve population health
and achieve equity and social justice cannot be achieved unless these issues are
confronted.
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Introduction
44 780 in the public health sector.10 This suggests a severe shortage
of professional nurses across all healthcare services. Existing SANC
information also shows a decrease in the production of nurses with
specialist qualifications, particularly clinical specialisations.2 The
new health sector reform policies will further increase the demand
for professional nurses with specialised skills. For example, nurses
are envisaged to play a key role in the re-engineering of primary
health care (PHC), specifically the community-based (Ward-based)
Outreach Teams, School Health Services and District Clinical
Specialist Teams. The 2011 government Green Paper on National
Health Insurance (NHI)11 lays the foundation for health system
reforms towards universal coverage, with PHC as the core of the
proposed reforms. At the same time, the absence of national norms
and standards makes it difficult to determine the real shortage and
the number of nurses required of all categories.12

Human Resources for Health (HRH) are critical to health systems
development and functioning, and to patient and population
health outcomes.1 Nurses in South Africa, as elsewhere, make
up the largest single group of health service providers and their
role in promoting health and providing essential health services is
undisputed.2 The country has three categories of nurses: professional
(registered) nurses with four years of training; enrolled nurses with
two years of training; and nursing assistants or auxiliaries with one
year of training. The majority of professional (registered) nurses
are also midwives, and the terms ‘nurse’ and ‘midwife’ are used
interchangeably in the Nursing Act.3 In contrast, in high-income
countries such as Australia, Canada, the United Kingdom and
the United States of America (USA), midwifery is regarded as a
profession distinct from nursing, and nursing and midwifery require
separate training programmes.4 Direct-entry midwifery is legally
recognised in 29 states in the USA and is currently being debated
(and hotly contested) in South Africa. Table 1 shows the numerical
dominance of nurses when examined against the total number of
filled posts of health professionals in the South African public health
sector in 2014.5

Although nurses are more equitably distributed between urban and
rural areas compared to other health professional categories (e.g.
doctors), the gross maldistribution between urban and rural areas is
illustrated by the fact that in 2014, the urban provinces of Gauteng
and Western Cape combined produced 1 234 professional nurses,
compared to the three rural provinces of Limpopo, North West and
Northern Cape combined that produced 501 professional nurses.8

As can be seen from Table 1, in 2014, 76.8% of all health professionals in the public sector (excluding general assistants) were
nurses of all categories: 38.7% were professional nurses; 17.7%
were enrolled nurses; and 20.4% were nursing assistants.

Another challenge is an ageing nursing workforce. The current
national nursing strategy indicates that 43.7% of professional nurses
are over 50 years of age.2 This was borne out by a large survey
which found that the average age of participants was 41.5 years.13

However, the country faces a ‘nursing crisis’, characterised by
shortages, declining interest in the profession, lack of a caring ethos,
and an apparent disjuncture between the needs of nurses on the one
hand and those of communities served on the other hand.6,7

The context of this nursing crisis is South Africa’s quadruple
disease burden,14 the multiplicity of health sector reforms,15 gender
stratification, and the existence of strong professional silos and

Statistics from the South African Nursing Council (SANC) illustrate
that the existing outputs of nursing education institutions do not
match the health and service demands for nurses and midwives.8,9
In 2010, 3 595 professional nurses with four years of training
registered with the SANC.8,9 In the same year, the National
Department of Health estimated a professional nurse shortage of
Table 1:

hierarchies.16 Progress towards universal health coverage (UHC) in
South Africa, which aims to ensure that everyone is able to access
the healthcare services they need irrespective of their ability to pay,17
is therefore dependent on addressing these nursing challenges.

Number of filled health professional posts in the South African public health sector, 2014

Category

Clinical associates
Dental practitioners

EC

71

122

Dental specialists
Dental therapists
Enrolled nurses
Environmental health practitioners
Medical practitioners

FS

5

GP

39

74

247

KZN

28

LP

128

9

156

MP

26

108

NC

4

33

NW

39
61

ZA

221

126

1 056

%

0.1

0.6

1

116

1

4

32

155

0.1

9

2

41

117

87

23

9

16

2

306

0.2

3 124

839

6 262

10 784

4 189

1 769

220

909

2 474

30 571

17.7

50

85

153

174

151

153

32

43

4

850

0.5

1 489

716

3 184

3 537

1 185

875

419

627

1 541

13 593

7.9

8

20

9

3

34

103

0.1

Medical researchers

1

WC

1

Medical specialists

170

328

1 868

791

92

70

29

117

1 423

4 893

2.8

Nursing assistants

5 399

2 098

6 664

6 251

5 125

1 752

916

2 853

4 089

35 147

20.4

Occupational therapists

120

76

306

210

197

95

56

49

141

1 250

0.7

Pharmacists

408

297

1 052

722

436

268

135

233

880

4 516

2.6

Physiotherapists
Professional nurses

145

68

200

299

160

88

59

73

147

1 239

0.7

10 008

2 435

12 171

16 126

9 093

5 049

1 332

4 494

5 130

66 711

38.7
0.7

Psychologists

62

36

232

115

101

35

17

48

86

1 213

Radiographers

344

186

676

568

167

116

100

120

456

2 735

1.6

Student nurses

258

4 233

1 815

443

765

7 748

4.5

37 464

41 675

21 598

11 192

172 307

100.0

Public sector (filled)

21 779

7 254

Source: Day, 2015.5
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3 363
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This chapter provides an analytical perspective on nurses and nursing
in South Africa, and the critical issues that need to be addressed
by health policy-makers and practitioners in order to revitalise the
profession. These issues are: nursing education reforms; enhancing
the participation of nurses in policy-making; casualisation of the
nursing profession; ethics; quality of care; and the work experiences
of nursing managers at primary health care clinics.
The chapter draws on the research findings of a four-year research
programme, known as Research on the State of Nursing (RESON).18
The research aimed to develop and strengthen the research evidence
for improved nursing policy development and practice in South
Africa.18 Different methodologies were used to collect the data,
ranging from the use of reflective diaries to large-scale surveys.

Nursing education reforms
Globally, the discourse on the education of health professionals
has gained momentum in light of the need to produce more health
professionals who are workplace-ready, with relevant competencies
to deliver appropriate health care.1,19-22 The Academy of Science
in South Africa (ASSAf) has added its voice by working on a
reconceptualised model for educating and training an appropriate
health workforce to improve the health of the nation.23 The ASSAf
proposals seek to transform the education of all health professionals
to ensure a match between competencies and health priorities,
improve inter-professionalism and teamwork, and enhance social
accountability.23 This would require the buy-in of key partners, which
ASSAf has set out to do in a consultative workshop with professional
councils, academics and education networks.
In recent years, the notion of social accountability has put medical
schools and medical education under the spotlight.24-28 However,
there has been relatively little emphasis on the social accountability
of nursing education institutions or their graduates. In one of the first
studies that examined social accountability and nursing education,12
the authors used the World Health Organization’s six building
blocks for transformative education29 to explore key informants’
perspectives on these issues in South Africa12 (Table 2).
The key informants interviewed in the study on social accountability
and nursing education acknowledged that South Africa has strategic
plans on human resources for health and nursing education,

Table 2:

training and practice.12 There is also a well-established system
of regulation and accreditation of nursing education through the
SANC.12 However, with respect to health workforce planning and
governance, policy and funding, key informants criticised the lack of
national staffing norms, sub-optimal governance by both the SANC
and the National Department of Health, and poor co-operation
between key government departments, notably Health and Higher
Education. They pointed out that education transformation is
difficult when SANC as the regulatory body is largely dysfunctional
and provides sub-optimal leadership in policy development and
implementation.12 The study also found gaps in the building blocks
focusing on national standards on accreditation, regulation, and
qualifications, and curricula and faculty (staff).12 Key informants
expressed concern about the poor quality of teaching and learning,
outdated curricula that are unresponsive to population and health
system needs, and lack of educator preparedness.12 Equally
problematic areas highlighted were the selection of nursing students
and the perceived unsuitability of the majority of nursing students.12
Overall, this study found that there are major flaws in all six building
blocks and that each of these issues would need to be addressed in
order to enhance social accountability in nursing education, which
is an essential component of transformative education.12
In South Africa, as elsewhere, nursing education reforms are seen as
an important strategy for enhancing health workforce performance,
and thereby improving the functioning of health systems.19,30-33
A policy analysis study to examine the 2013 Framework for
Nursing Qualifications in South Africa found contestations about
the proposed nursing curricular reforms.33 The two most important
elements of the reforms are the requirement for a baccalaureate
degree to qualify as a professional nurse, and abolishing the
enrolled nurse with two years of training in favour of a staff nurse
with a three-year diploma.33 These changes were part of the postapartheid transformation of nursing but were also influenced by
changes in the higher education sector.33 Opponents of the reforms
suggested that the new nursing qualifications have not been well
considered and that university education for registered nurses is
inappropriate.33 Proponents, on the other hand, viewed the reforms
as a way of modernising nursing practice and according nurses their
well-deserved professional status, as well as ensuring international
comparability of qualifications.33

WHO building blocks of transformative health professional education

Building Block

Description

Governance, policy and funding

Focuses on broad governance arrangements for health professional education (including collaboration
across government ministries), policy development, and information on the funding of health workforce
education

Health workforce planning

National standards on accreditation,
regulation and vocational qualifications
Curricula, faculty and education

Career and retention
Student selection

Measures the existence of information on population health status, and detailed information on health
workforce demand and need, as these impact on health professional education

Highlights the need for accreditation, regulation and quality control mechanisms for health workforce
education in the country

Focuses on appropriate curricula, community participation in health workforce education, the demographic
profile of faculty and teaching staff, support for educators to engage in lifelong learning and continuing
professional development, community-based, inter-professional education based on principles of primary
health care, and focusing on the social determinants of health
Underscores the need to retain health workers particularly in underserved areas and to encourage their
career development, as reflected in policies and plans, and supportive measures in the workplace

Student recruitment based on a combination of formal qualifications and transversal skills, and reflective of
under-served populations

Source: World Health Organization, 2014.29
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Importantly, the study pointed to the gap between policy and
implementation – the policy process took over 10 years to complete
and the final Regulations were promulgated in 2013.33 At the
time of writing, the phasing-out of the legacy qualifications was
postponed yet again. The SANC has set a new date in 2018 for
the phasing-out of the programme leading to registration as a nurse
(general, psychiatric and community) and midwife.12

Nurses and policy-making
Globally, there has been an increased emphasis on nurses’
involvement in health policy and health systems development, and
progress in this area is illustrated by an increasing number of nurses
elected as political office-bearers and/or appointed to national and
international boards.34,35
In South Africa, the Ministry of Health has underscored the essential
role of nurses in the implementation and success of proposed
health sector reforms.2 In light of this, a policy analysis study was
done to analyse the dynamics, strengths and weaknesses of nurses’
participation in four national health workforce policies: the 2008
Nursing Strategy; revision of the Scope of Practice for nurses; the
new Framework for Nursing Qualifications; and the OccupationSpecific Dispensation (OSD) remuneration policy. The study found
that although the policy space has widened since the advent of
democracy in South Africa, nurses’ participation in policy-making is
both contested and complex.36 There is a disjuncture between nursing
leadership and front-line nurses in their levels of awareness of the
four policies.36 Unsurprisingly, the OSD remuneration policy was the
most well known to all categories of nurses. Their reasons for lack
of policy awareness ranged from inadequate feedback from those
who are involved to deliberate exclusion from the policy table.36
Overall, the majority of participants were of the opinion that nurses’
involvement in policy-making is insufficient, and in some instances
where they have been included, their views were disregarded.36
There is also limited consensus on which nursing group legitimately
represents nursing issues in the policy arena. The tension between
public and private sector nurses and between university and college
educators is captured in nurses’ views that those nurses with power
and status are more likely to influence policy.36 Notwithstanding
consensus on the importance and inclusion of frontline nurses in
policy-making, study respondents acknowledged the practical
difficulties of involving thousands of front-line nurses in broader
health policy development, and of overcoming the barriers to their
active participation in fora which include their managers.36

African Rand was spent on nursing agencies in the public health
sector in the 2009/10 financial year.41 The highest expenditure
(R1.53 billion) occurred in the 2007/8 financial year,41 which
could be related to the closure of nursing colleges in 1997/8,
with the effects of the reduced output of trained nurses only felt
a decade later. During this decade, the output of nurses from the
four-year programme at nursing colleges declined dramatically, with
Gauteng Province suffering the greatest decline from 887 newly
qualified registered nurses in 1996 to 413 in 2006.8 In 2014, the
registered nurse output in Gauteng appears to have stabilised at
842.8 In the 2009/10 financial year, agency expenditure ranged
from a low of R36.45 million in Mpumalanga Province to a high of
R356.43 million in the Eastern Cape Province.41 Overall, the study
found that each of the nine provincial health departments, albeit
variable, paid considerable amounts of money to nursing agencies
for the provision and placement of temporary nursing staff in the
health services.41 Agency expenditure as a percentage of personnel
expenditure ranged from 0.96% in KwaZulu-Natal Province to
11.96% in the Northern Cape Province.41 The provincial survey
found wide variations in the utilisation and management of nursing
agencies across the nine provinces, despite the growth in public
sector staff numbers in the last decade.42 In the utilisation survey,
North West and Limpopo Provinces reported that there was no
utilisation of nursing agencies, and therefore no need for policies
and/or the management of these agencies.41 However, this was
contradicted by the costing study as expenditure was recorded in
all provincial health departments. In that 2009/10 financial year, a
total of 5 369 registered nurses could have been employed in lieu
of nursing agency expenditure.41
However, there are also indirect costs associated with agency
nursing, which include time spent on administrative issues such
as pre-employment checks and nurse recruitment, orientation and
supervision.43 A study in two public sector hospitals found that the
indirect cost activities at both hospitals in one week exceeded the
weekly direct costs of nursing agencies.43 Agency nurses assisted
the selected hospitals in dealing with problems of nurse recruitment,
absenteeism, shortages and skills gaps in specialised clinical areas.
However, the problems experienced with agency nurses included
their perceived lack of commitment, unreliability, and providing
sub-optimal quality of patient care.43 Upon further analysis,
deficiencies in agency nurses’ attitudes and skills dominated
the negative experiences or disadvantages reported by hospital
managers.43 Poor attitudes manifest in unco-operative behaviours,
poor relationships with doctors, disloyalty and reluctance to take
on extra duties or perform certain nursing interventions.43 With
reference to the competence of agency nurses, hospital managers

Casualisation in nursing
The term ‘casualisation’ refers to the employment of workers on shortterm contracts, without the rights and benefits associated with fulltime, permanent jobs.37 Although there are different types of casual
work arrangements, the most visible form of casual work is through
temporary nursing agencies38 and ‘moonlighting’ (the latter defined
as having a second job in addition to primary full-time employment).
Despite the implications of casualisation for the nursing profession
and for health system performance, the concept has received
inadequate attention by policy-makers and implementers.1,39,40

reported that they lacked skills to care for high-risk patients and
required constant checking and supervision.43 In areas such as
critical care and maternity, where they are most utilised, this may
have dire consequences for patient care.
Expenditure on nursing agencies is but one piece of the puzzle of
casualisation in the nursing profession. The first large cross-sectional
survey on the extent of moonlighting, agency nursing and overtime
in sub-Saharan Africa found that these practices are widespread in
the South African healthcare system (Figure 1).13

A provincial survey of provincial health expenditure on nursing
agencies from 2005 until 2010 found that 1.49 billion South
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Figure 1:

Prevalence of overtime, agency nursing or moonlighting
% of Respondents
68.2%
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(n=3 736)

Agency nursing
(n=3 733)

Moonlighting
(n=3 715)

56.0%

56.3%

There is increasing global attention on the importance of positive

42.2%

practice environments (PPE),31,46-48 defined as “settings that support
excellence and decent work, and that strive to ensure the health,

28.0%

safety and personal well-being of staff, support quality patient
25%

Ever
Source: Rispel et al.,

Ethics, quality of care and work
experience of nursing managers

37.8%

0%

to nursing work on duty, while 10.9% took sick leave when not
actually sick in the year preceding the survey.45 In a multiple logistic
regression analysis, the differences between moonlighters and
non-moonlighters were not statistically significant after adjusting for
other socio-demographic variables. Although moonlighting did not
emerge as a statistically significant predictor, the reported health
system consequences are serious, and should be addressed by
health managers and policy-makers.45

50%

75%

Last 12 months

care and improve the motivation, productivity and performance of
individuals and organisations”.49
The International Council of Nursing (ICN) has argued that healthcare
settings that address the challenges of physical and psychological

2014.13

violence, and workloads, and that offer professional support and

Figure 1 shows that in the year before the study, overtime was the
most prevalent practice (56%) followed by agency nursing (37.8%)
and moonlighting (28%).
Twenty-eight per cent13 of nurses had done moonlighting in the 12
months preceding the survey. More private sector nurses engaged
in moonlighting (40.6%) compared with provincial government
nurses (24.2%).13 Critical care nurses reported higher moonlighting
rates (38.2% in paediatrics; 59.0% in adult critical care), followed
by maternity units (31.9%).13 Private sector nurses and those with
children were about 1½ times more likely to moonlight. Gauteng
had the highest moonlighting rates (37.1%), followed by Free State
(30.3%), Western Cape (28.7%) and Eastern Cape (11.1%).13
Although the majority of nurses cited non-financial reasons such as
taking care of patients, learning new skills and relationships with
co-workers as reasons for moonlighting, over 70% of nurses agreed
that more income was a factor.13
Nearly 40% of nurses had worked through a commercial nursing
agency in the 12 months preceding the survey.13 The agency
nursing rate was higher among private sector nurses (58.4%) than
government nurses, and was highest in Gauteng (53.6%), followed
by the Western Cape (37.9%), Free State (33.1%) and Eastern
Cape (11.9%). Nurses working in adult critical care units reported
the highest rates of agency nursing (72.4%).13 The heavy reliance
of critical care (intensive care) units on agency nurses and the high
rate of moonlighting among critical care nurses reflect the demand
for skilled nursing care in both the public and private health sectors.
The concept of casualisation is not only of academic importance,
but has many potential and actual negative health system consequences. Almost one-third of 3 784 survey participants (30.9%)
indicated that they planned to leave their jobs within the 12 months
following the survey.44 Intention to leave was higher among the
moonlighters (39.5%) compared to non-moonlighters (27.9%) and
highest (37.7%) in the 25–34 years age group.44 Significantly
more professional nurses (36.2%) than enrolled nurses (32.5%)
indicated their intention to leave.44 Among the study participants,
51.5% reported feeling too tired to work, 11.5% paid less attention

prospects for professional development, influence job satisfaction
and individual performance,50 while a local South African study
has found that positive practice environments influence the job
satisfaction of nurses at the PHC level.51
In a study that explored hospital nurses’ views of contemporary
ethical practice,52 it was found that study participants were very
familiar with the content of the International Code of Ethics for
nurses, and the South African Nurses’ Pledge of Service,

52

shown

in Figures 2 and 3.
Figure 2:

Nurses’ responses to elements of the International Code
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Figure 3:

Nurses’ responses to the Service Pledge
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The majority of study participants agreed with a statement that they
would promote the human rights of individuals (98%), and that they
have a duty to meet the health and social needs of the public (96%).52
More nuanced responses were obtained for some questions, with
60% agreeing with a statement that too much emphasis is placed on
patients’ rights as opposed to nurses’ rights, and almost a third (32%)
agreeing with a statement that they would take part in strike action
to improve nurses’ salaries and working conditions. Responses to the
Nurses’ Pledge of Service showed similar consensus patterns – with
the vast majority of nurses agreeing with commitment to caring for
the sick (100%) and keeping their professional knowledge and skills
up-to-date (98%), while disagreeing with the statement that people
who pay for care should receive better services (94%).
The dilemmas encountered by nurses in upholding the Code of
Ethics and the Pledge in the face of workplace constraints or poor
working conditions were revealed in nurses’ responses to openended questions.52 Nurses find it difficult to provide care in the
face of disrespectful patient behaviours and bad attitudes; this is
compounded by managers blaming nurses for errors despite health
system inefficiencies and staff shortages, which make it difficult for
nurses to maintain their morale.52
The PHC setting as a work environment has become the focal
point of nurses’ work experiences. This is largely because of the
global repositioning of PHC to achieve universal health coverage
and to improve health system performance.22,29 In the broader
understanding that competent managers are essential in the delivery
of PHC, a qualitative study focused on the work experiences of
PHC clinic nursing managers through the use of reflective diaries.53
Although inter-related and not mutually exclusive, the main
themes that emerged from the diary analysis were: health system
deficiencies; human resource challenges; unsupportive management
environments; leadership and governance issues, and the emotional
impact on the manager.53 Most health system deficiencies reported
by PHC nursing managers are inextricably linked to the delivery
of essential services and dependence on the local municipality for
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uninterrupted services such as water supply.53 Staff shortages due
to vacancies and absenteeism accounted for most of their human
resource woes – clinic managers often have to step in to perform
clinical tasks in addition to their management responsibilities.53 All of
these challenges hold negative consequences for patients: failure to
rescue patients when there is delayed Emergency Medical Services
(EMS), poor infection control measures when there is no water,
and protracted waiting times for patients when there is insufficient
staff at the clinic.53 Leadership, management and governance
were reportedly complex, layered and fraught with difficulties.
Nurses’ reflective diaries revealed that they do not hold the chain of
command and decision-making power as clinic managers, because
of several layers of bureaucracy (clinic supervisor, area manager,
district manager) that stifle the work environment of clinic managers
and contribute to a great deal of personal distress experienced.53
Although PHC and hospital settings are vastly different, a study
that examined whether the activities of hospital nursing unit
managers facilitate the provision of quality patient care in nine
South African hospitals found that these hospital managers faced
similar challenges.54 A time and motion study found that nursing unit
managers spent 25.8% of their time on direct patient care, 16% on
hospital administration, 14% on patient administration, and 11.8%
on miscellaneous activities, which included walking around in search
of equipment.54 The interviews in turn revealed that staff shortages,
sub-optimal staff performance, poor communication, resource
constraints, unplanned activities, and numerous interruptions
and distractions influenced the time spent by these managers on
different activities, as well as their own time management.54 Many
tasks performed by nursing unit managers were of short duration,
fragmented and unplanned, with at least 36 different activities
performed per hour.54 Both the PHC53 and hospital54 studies with
nursing managers underscore the importance of positive practice
environments to the work performance of these managers, and
ultimately their ability to implement health sector reforms successfully.

Conclusion
The evidence presented in this chapter shows that nursing is a
profession in peril, which requires major attention and revitalisation.
A common finding is the importance of leadership, governance
and management from three important policy actors: national
government; the Nursing Council, and the national nursing
association.12,33,36,41,43-45,52-55 The appointment of the Chief
Nursing Officer in 2014 is encouraging. A revised Strategic Plan
for Nurse Education, Training and Practice is in place in South
Africa.2 The existence of SANC and a strong regulatory framework
are positive aspects, as is the presence of a strong national
nursing association. Hence, there is a good foundation to provide
stewardship in the critical areas of policy implementation, improving
nurses’ practice environment, and nurse education. At the same
time, the weaknesses in the policy capacity of the main institutions
responsible for the leadership and governance of nursing in South
Africa will need to be addressed if health sector reforms are to be
realised.33
The capacity of registered nurses must be strengthened to enable
them to participate in policy development, implementation and
feedback. Undergraduate education must therefore include political
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(contextual), policy and planning competencies. There is also
need for more focused leadership development programmes for
registered nurses that include advocacy, accountability and policy
participation.
This chapter has pointed to the nursing practice environment that is
fraught with resource, management and quality of care problems.
This is compounded by workforce concerns – suitability of new
entrants, admission and selection of nursing students, training,
competence and work ethos. The practice environment is also
influenced directly by agency work and moonlighting, which in turn
contribute to poor staying power, low energy levels, abuse of leave,
sub-optimal nursing care, split loyalties and accountability, and
erosion of professionalism. Revitalising nursing requires that there be
concerted efforts by government and the office of the Chief Nursing
Officer, the Democratic Nursing Organisation of South Africa
(DENOSA), and management to improve and modernise resources
for a positive work environment. Although nursing agencies play
an important role in providing temporary staff to health services,
governance of these agencies by both the Health Department and
the SANC must be improved.
Existing evidence suggests that there has been a steady disinvestment
in nurse education.12,33 A major crisis is looming unless issues of
curriculum quality and relevance, nurse educator quality, educational
resources, and governance of nursing education are addressed. This
means that nursing education reforms must be implemented without
further delay. High-level investment in preparing nurses for and in
practice is essential, through appropriate training that emphasises
ethical value systems and social accountability, adequate staffing
in different healthcare settings and enabling work environments.
Continuing professional development for nurses is imperative to
enable nursing managers at all levels of the health system to lead
the provision of consistent and high-quality patient care.53,54
South Africa’s quest for UHC to improve population health and
achieve equity and social justice cannot be achieved unless the
issues facing nurses and nursing in South Africa are confronted.
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his chapter describes the implementation of an intervention targeting over 400
frontline managers in the public health sector from 2009 to 2014. Evidence
is provided of the personal and interpersonal contexts and the organisational
cultures that tend to constrain frontline managers and limit effective leadership,
despite commitment to their work. Buried emotional trauma and its negative impact
on relationships with families and colleagues are also brought to the surface. Much
of this trauma relates to growing up and working under apartheid.

The chapter describes the Wellness for Effective Leadership (WEL) Programme, which
helps groups of frontline managers to identify these and other issues and which,
through a series of workshops, facilitates a journey whereby positive shifts are
enabled, spanning the personal and interpersonal and extending into leadership
practice and service delivery.

The WEL Programme
guides public sector health
managers towards positive
shifts in personal and interpersonal contexts, leadership
practice and service delivery.

The results and implications for health services transformation and for any leadership
development programme and health systems development are discussed. The authors
conclude that the contribution of the WEL Programme to the further leadership
development and health system strengthening in South Africa is its demonstration
of the need for leadership development initiatives to have an intentional focus on
dealing with buried personal trauma, ensuring adequate self-care, paying attention
to work-life balance, strengthening effective stress management, enhancing the
emotional carrying capacity of individuals and teams, and building resilience and
emotional intelligence.
Reports of WEL participants indicate that these are changes that can be implemented
in a relatively short period, which can begin to have effect outwards, and may well
contribute to a bottom-up approach to changing overall organisational culture.
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Introduction
Failures in health service delivery in South Africa are attributed to
a complex disease burden and to a dysfunctional health system.1,2
In recognition of the need to strengthen the South African health
system, special emphasis has been placed on improving health
management.3 Until recently, little attention has been given to
leadership,4,5 even though it is a key thematic area in the Human
Resources for Health Strategy for the Health Sector: 2012/13–
2016/17.6 In many current leadership development initiatives, the
focus is on technical competencies, regulations and information
management. While these aspects are important, the organisational
culture and the human interactions that occur at the micro-levels of
the system5 are critical to effective leadership, and are neglected
components in the public sector in South Africa, including in the
health sector.

The chapter begins by providing an overview of the WEL Programme.
Data arising from the implementation of the WEL Programme are
then presented, drawn from participant accounts of personal and
organisational contexts at the beginning of a Programme and of
shifts attributed to their participation in the WEL Programme at its
completion. The discussion deals with the key contextual issues
that emerge and the reported positive shifts, and the implications
for leadership development and health systems strengthening in
the South African context. Concluding recommendations address
programmatic, research and health system strengthening aspects.

The importance of leadership and management for effective
transformation in the South African health sector has been
discussed,5 including a call for people-centered,7 value-based
leadership,8 which engenders trust.9 Internationally it has been
recognised that “emotional intelligence … and social intelligence

The WEL Programme began as an intervention to address a crisis in
health service delivery. In 2008, in one district in the Eastern Cape,
140 babies died of diarrhoea and dehydration in three months,
with 52 of these deaths occurring in one hospital. A ministerial task
team concluded: “This increase in childhood mortality is most likely
a reflection of poor health care to a vulnerable community”.a Further
investigation suggested that most local managers cared deeply
about their work, wanted to provide good services, felt they had
done their best, and could not think of anything they themselves
could do to prevent similar deaths in the future. They felt powerless
and lacked agency.b After consultation with a senior psychologist at
the Centre for the Study of Violence and Reconciliation (CSVR), the
first WEL Programme was launched in January 2009.

… are as important to leadership as cognitive intelligence”10 in
complex contexts. This chapter builds on this existing evidence.
Many national, provincial and donor-supported programmes and
several major initiatives have been implemented to transform and
increase the effectiveness of the health system, realign it with the
primary health care approach, and strengthen human resources
for health, but the overall impact on the health system has been
disappointing. Since 1995, all editions of the South African Health
Review have presented a focus on improving primary health care
(PHC) services, and most have included chapters on the human
resources needed. The 2011 Review has three such chapters.5,11,12
However, the wellness of frontline managers in terms of their agency,
resilience and energy has largely been neglected.
This chapter provides evidence of the personal and interpersonal
contexts and the organisational cultures that tend to constrain
frontline managers and limit effective leadership. The chapter further
suggests that a relatively simple intervention to build emotional
intelligence and develop personal and interpersonal competencies
can make a significant contribution to implementing key national
policy initiatives, such as PHC re-engineering, the NHI pilot districts,
and Operation Phakisa 2 (Ideal Clinic Realisation and Maintenance)
and ensuring that all have maximum impact.
More than 400 managers in the health sector, mostly working at
facility, sub-district and district level, have completed a Wellness
for Effective Leadership (WEL) Programme over the past six years.
The WEL Programme uses a people-centered, context-responsive
approach to identify and respond to the leadership development
needs of frontline managers. The needs assessments have provided
evidence of common strengths and challenges, and of the
organisational contexts and cultures within which frontline managers
work. The Programme promotes the ‘wellness’ of participants and
cultivates their personal and interpersonal competencies towards
developing leadership, strengthening health system performance
and delivering quality health services, within new policy initiatives.
The WEL Programme recognises that most managers work hard in a
context that is complex and stressful,8 have strengths and insights to
share with others, want to do a good job, and have diverse needs.
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Overview of the WEL
Programme

The WEL Programme draws on eclectic and complementary theoretical underpinnings, encompassing psychology, adult learning, creative
art therapy, organisational learning, critical theory and complexity
leadership theory.
The theory of change underpinning the WEL Programme is based
on facilitating ‘wellness’, change and transformation from the
intrapersonal level outwards (Figure 1). In summary, this theory of
change posits that at the core of transformation of any service are
the individuals who run the services, and that the changes brought
about through greater self-awareness and self-care, perceptions
of well-being and reduced stress, lead to an increased ability to
manage stressful situations and conflicts. This interpersonal change
and transformation translates into greater productivity at work,
improved teamwork, outputs and performance against service
delivery target indicators, and improved client satisfaction. The
model acknowledges the multiple interactions between the inner and
the outer circles of influence and vice versa.

a

Department of Health: Report on Childhood Deaths, Ukhahlamba District,
Eastern Cape, 30 April 2008

b

Department of Health: Report by Dr Tim Wilson on 18 Priority Districts,
December 2008.
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Figure 1:

2 and 3. Common topics include: stress, burnout and personal

Model underpinning the WEL Programme Theory of
Change

trauma; self-reflection, self-awareness and emotional intelligence;
impact of self on others, and understanding others; effective

Community /
Service Delivery

communication and feedback; and power relations, teamwork and
conflict management. The context and participant needs define the
depth and breadth of the content covered.

Organisation

Between workshops, participants reflect on and implement their

Teams

learning, and report back to the group at subsequent workshops.

Family and
Colleagues

The final workshop follows a standard format, allowing time for
participants to reflect on and consolidate their learning through
‘learning by teaching’ as they prepare and implement a reportback to colleagues, family members and visitors. The latter often
affirm participant experiences by confirming the shifts reported.

Self

Furthermore, at Workshop 4, an external facilitator conducts a final
participant evaluation.
Box 1: Overview of methodology used in the WEL programme

Fundamental to the WEL Programme approach is that each person
matters, learns most from reflecting on their own experiences, and
can build their emotional intelligence and agency.
A standard WEL Programme comprises three two-day workshops,
followed by a final one-day workshop. Six to eight weeks are
allocated for reflection and experimentation between each workshop
(see Figure 2). This amounts to a total of seven days contact time
over a five- to six-month period.
The first and final workshops (Workshops 1 and 4) follow a fairly
standard format, while the design and content of Workshops 2 and
3 vary greatly, depending on the needs of the particular group.
In Workshop 1, informed consent is obtained from participants.
Workshop 1 is primarily a needs assessment workshop. The needs
emerge from participants reflecting on their life’s journey and
their contexts at home and at work. The standardised ProQOLTMc
supports the needs assessment by screening participants for
compassion satisfaction, risk of burnout and secondary traumatic
stress. Initial interventions in Workshop 1 include ensuring that
participants experience a safe space, respect, and being listened
to. Confidentiality, trust-building and deep reflection are promoted.
After the first workshop, facilitators reflect on and analyse the needs
that emerge from that group, and the results of the ProQOLTM. Based
on their findings, facilitators plan a programme appropriate for

The methodologies and tools used during WEL workshops
are described in detail in a facilitator manual, currently being
updated. Special use is made of the following:
➢➢ Regular ‘check-ins’ to encourage participants to reflect on
the ‘baggage’ that each person brings to work each day,
the actions taken between workshops, and experiences
within the workshop.
➢➢ A range of experiential exercises that encourage full and
equal participation, reflection and discussion.
➢➢ The River of Life (ROL) exercise in which participants reflect deeply on their life journey, draw their own River of
Life showing good and bad experiences and significant
milestones, and share this with the group.
➢➢ Victor Frankl’s Stimulus-Response-Outcome Theory emphasising that we can choose how to respond in any situation,
either instinctively or deliberately.
➢➢ Steven Covey’s Circle of Influence and Circle of Concern
and the value of focusing attention and action on matters
within one’s Circle of Influence.
➢➢ A standardised psychometric test (ProQOLTM) which
measures Compassion Satisfaction (CS), Risk of Burnout
(BO) and Risk of Secondary Traumatic Stress (STS). The test

and relevant to a specific group, to be implemented in Workshops
Figure 2:

Structure of a WEL Programme

Workshop
1

2 days

c

is administered in the first and final workshops.

Reflection
and Action

6-8
weeks

Workshop
2

2 days

Reflection
and Action

Workshop
3

6-8
weeks

2 days

Reflection
and Action

6-8
weeks

Workshop
4

2 days

ProQOLTM: Professional Quality of Life Scale – measures the satisfaction one
derives from being able to do one’s work well, feelings of hopelessness and
difficulties in dealing with work or in doing one’s job effectively, and workrelated, secondary exposure to extremely stressful events. See: ProQOL™
© B. Hudnall Stamm, 2009. Professional Quality of Life: Compassion
Satisfaction and Fatigue Version 5 (ProQOL). /www.isu.edu/~bhstamm
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Continual monitoring and evaluation of processes and outcomes is
a vital part of every WEL Programme and occurs at multiple levels.
Participants provide written feedback on the content and process at
the end of each workshop, the facilitators give structured, written
feedback to each other and write a report on each workshop, the
Programme Co-ordinator reviews all feedback, and suggestions are
considered for subsequent workshops.
Those who initiate and attend a WEL Programme vary from
one group to another. In all except two groups, someone who
participated previously in a group has initiated a WEL Programme.
The most senior manager in a setting is asked to attend and to invite
both clinical and administrative staff of different ranks.
Two professional, experienced facilitators who have undergone
specific intensive training in the WEL approach facilitate each WEL
Programme. Given the deep emotional pain that may emerge as
a result of the tools used, it is vital that facilitators are self-aware,
reflective and able to ensure that no psychological harm comes to any
member of the group. For each new group, the WEL Programme Coordinator selects a pair of facilitators after considering race, gender,
age, experience and availability. She ensures that at least one of the
pair is fluent in the mother-tongue of most of the participants, one is
experienced in counselling, and one has management experience.
The Co-ordinator is consciously and thoughtfully supportive to
facilitators, contributing to a ‘WEL culture’ that is different from other
work settings in which facilitators operate. Modelling how colleagues
can work together is an important part of the WEL Programme
and participants often comment on how well their facilitators have
supported each other.

Workshop 4 reports for 30 of the 35 groups who completed a WEL
Programme between 2009 and 2014 were available for analysis.
Five reports were missing. A limitation of this qualitative data is that
it involves high-level aggregation, measures mostly the perceptions
of participants, and lends itself to positive reporting.
Participants completed a ProQOL™ questionnaire at Workshop
1 and then again at Workshop 4. During the course of a WEL
Programme, group feedback is given (maintaining the confidentiality
of the identity of individuals’ scores), and on request, to individual
participants on their specific scores. For the purpose of this analysis,
to compare the before-and-after scores, a template for data entry
and analysis was designed with support from a statistician at the
University of the Witwatersrand.
For the ProQOL™ analysis, data were available for 26 groups. Of
the 340 participants in these 26 groups, only 216 (64%) attended
their final workshop and so completed a second ProQOL™
questionnaire. Analysing the scores of all participants who completed
a questionnaire at Workshop 1, and looking for differences between
participants for whom a follow-up score at Workshop 4 was
available and those for whom a follow-up score was not available,
no statistically significant difference was detected. Therefore, paired
before–after analyses were possible for 216 participants, for each
of the three domains measured by the ProQOL™.
Table 1 shows the number of groups, by province, for which data
were available.
Table 1:

Number of WEL Groups, by province, with available
data, 2009 – 2014

Workshop 4
Reports

Methodology
The purpose of this analysis was to document the participants’
views of their contexts and the shifts they reported as a result of
their participation in the WEL programme. Facilitators are keenly
aware of their ethical responsibilities to do no harm and participants
give informed consent to participate in the programme and in the
psychometric test. However, this analysis is not a research study; it is
an evaluation of interventions to address identified problems.
There were three sources of data: firstly, confidential reports by
facilitators on the participants’ life stories and the associated emotional trauma; secondly, the Workshop 4 reports, which are in the
public domain; and thirdly, the ProQOL™ results. Ethical principles
of confidentiality are maintained in the compilation of these reports.
The Workshop 4 reports have a standard format, consisting of:
➢➢ the external evaluator’s overview and summary of Workshops
1 to 3 (evaluator’s summary);
➢➢ observations and a record of participant presentations
(unstructured);
➢➢ a record of questions posed by guests and answers (validation);

Paired ProQOL™
questionnaires

EC

FS KZN LP

NC

NW HST Total

7

5

6

3

2

1

6

30

6

5

5

3

1

1

5

26

With regard to data analysis, a mixed-methods approach was
used to identify the initial contexts and the shifts that participants
reported and attributed to their participation in the WEL Programme.
A qualitative, directed content analysis was implemented to analyse
the Workshop 4 reports. The directed content analysis approach
was conducted through QSR NVivo.d,10 Both a deductive and an
inductive approach were used to identify nodes. Initially, nodes
were created based on the WEL Theory of Change. Further inductive
analysis revealed additional nodes. Data were coded and the
definitions for each code as well as the number of references to
each code were listed (Table 2). The initial coding was done by one
person and reviewed by the co-authors.
In the paired quantitative comparison of ProQOLTM scores, each
domain assessed (compassion satisfaction, risk of burnout and
secondary traumatic stress) was subjected to before–after comparison.

➢➢ a summary of issues raised during the final evaluative focus
group discussion (semi-structured); and
➢➢ a summary of individually written before-and-after stories
(semi-structured).
Facilitators sign off reports as a true reflection of the process.
d
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Findings
First, an account is provided of the nodes identified, the definition
of the nodes, and the number of times reference was made to
each node. Subsequently, the findings document the initial contexts
reported by participants, followed by the shifts identified. Evidence
of shifts is provided by the outcome of the quantitative paired
comparisons of the ProQOLTM, whereafter the qualitative findings
are presented, reporting on shifts that participants attributed to
their participation in the WEL Programme. Relevant quotes have
been selected to illustrate the major findings under each theme. To
maintain confidentiality, quotes are identified by province and year,
but not by group.
Table 2 lists the nodes, the definition of each node, and the number
of times reference was made to the node.

that when problems occurred, every effort was made to blame
someone, usually a junior official.

In our district we come out of our meetings destroyed. We
blame ourselves for not achieving. But then you realise that
you can’t all have the bad IQ you are told you have. I am
happy that the participants have been able to pull my head
up again. EC 2013
I was tired every day and irritable when someone phoned
me because I felt belittled, not appreciated and at some
point even decided to leave this job. EC 2013
Participants recognised that they sometimes treat their subordinates
in the same way.

We crush them into nothingness – we wound them. The
person coming into our office may be already wounded, as
I might be myself, and then I wound them further. So we
need to be aware that they are carrying their own things. As
managers we need to make sure that we do not add more
pain unnecessarily. FS 2013

Initial context
Participants reported challenging personal, home and work contexts. However, they also identified positive influences within their
contexts.
At the personal level, deep reflection on the River of Life exercise often
brought considerable unresolved emotional trauma to the surface.
Trauma was apparent in the experiences of both black and white
participants. The trauma was mostly buried and hidden, or if ever
revealed, certainly not to work colleagues. Reported sources of past
trauma included extreme poverty and frequent hunger, difficulties
in getting to school, the humiliation of not having shoes or books,
repeated forced removals as a child, and witnessing friends being
shot dead. Multiple bereavements, having to take responsibility for
siblings and other relatives at a young age, and domestic abuse as
children or adults, were also sources of trauma.

Other quotations give a sense of how managers describe their work
situation at the start of their WEL Programme.

In the home context, identified stressors stemmed from extended
families, unemployment, financial difficulties, living with HIV and violence. Conversely, consistently identified motivators were “passion”,
strong personal faith, and commitment to helping to improve the
lives of those in the communities they serve, reflective of dedicated
and caring individuals.
In the work context, a strong and recurring theme voiced by
participants was the perception of working within an authoritarian,
unsupportive culture of blame within the public service. Senior
managers were perceived as unsupportive, punitive in their
management styles, and sometimes abusive. Participants reported

Table 2:

The OM [Operational Manager] is subjected to a lot of
stress. You feel useless, down and out. You don’t know what
to do. No-one helps you with the challenges you face. The
office of the OM is inundated with responsibilities. You can’t
deal with what you have … you have new things to deal with
every day, every hour, every minute. I could not distinguish
between things that fell on my desk. EC 2013
We were not doing well. We were not meeting outcomes.
I worried at night. I worked late at night. I worked like a
headless chicken with no outcomes. I was forgetful. I was
always tired. I was not healthy. My body was in pain. I didn’t
achieve. I selectively listened. I was not confident. I doubted
my decisions. EC 2014
My resignation was ready. I just had to sign it. I was fed up.
My manager could pick this up. My manager sent me to the
WEL programme. Now I realise that the Department is not
so bad. There are challenges. Now I can meet and adapt to
these challenges. FS 2013

Nodes, node definitions and node counts

Node

Personal effectiveness

Stress, burnout, trauma
Communication
Family
Team

Node definition

Text containing references to self-awareness, self-care, emotional intelligence, personality style,
personal power and agency.
Includes comments and observations made by guests.

Node count
435

Text containing references to stress, burnout and psychological woundedness and how these have
shifted.

209

Text containing examples of how the WEL lessons are applied or used within the family setting.
Includes comments made by guests who attend.

116

Text containing references to listening, conflict, descriptions on changes within communication styles,
and the effect of improved communication.

205

Text making reference to team and teamwork.

212

Leadership and management

Text references and examples of changes in Leadership and Management. Includes sustainability.

339

Change and service delivery

Text references to service delivery and changes that indicate improved outputs, outcomes and impact.

415
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Participants realised the interwoven connectedness between buried
personal trauma, circumstances at home, and the context at work.
Recognition was expressed of each one being a whole person,
partly at home, partly at work, and partly in the community.

3 and 4. Compassion Satisfaction (CS) (blue bars) is similar to Job
Satisfaction; Risk of Burnout (BO) (dark grey bars) and Secondary
Traumatic Stress (STS) (pale grey bars) are reflective of stress.
In Figure 3, each individual participant P1 – P13 has a set of three
bars. The lower dotted line is the border between moderate and
low compassion satisfaction. The set of upper dotted lines are the
borders between moderate and high scores for the three indicators.
In this group, compassion satisfaction was low and the risks of
STS and burnout were relatively high. All except one participant
was at moderate or high risk of burnout. Facilitators confirmed the
vulnerability of the group, reporting that its members were in great
distress. This group’s graph is not the worst identified in the findings,
and there are many groups in which a significant proportion of
participants were at high risk.

Shifts
Reporting on the identified shifts begins with a description of the
shifts captured through before–after comparisons of the ProQOLTM
questionnaire, followed by a description of the qualitative findings.
Before–after ProQOLTM scores
Analysis of the 216 paired questionnaires showed statistically significant changes. The mean score for Compassion Satisfaction, which
was in the moderate range to start with, increased by 1.5 points
(p<0.0025). The mean score for Risk of Burnout decreased by

Figure 4 shows the ProQOLTM scores of the same cohort six months
later. Scores for Compassion Satisfaction are higher, and those for
STS and Burnout are much lower than had been noted six months
earlier. The changes in the scores of P12 are particularly striking. P1
did not attend the final workshop. The implication for this group is
that they were now more likely to successfully take on new challenges
and support each other.

6.2 points (p<0.001), and the mean score for Risk of Secondary
Traumatic Stress dropped by 4.1 points (p<0.001). The highly
significant improvements in mean scores for the risks of burnout and
secondary traumatic stress were despite the fact that the scores of
28% of participants ‘went the wrong way’ and actually reflected
increased risks at Workshop 4. Yet all of these individuals said that
they were feeling less stressed. A possible explanation for this is
that these individuals were correct in saying that they were less

Qualitative shifts

at risk than they had been, and that their initial risk was greatly

The findings of the qualitative data analysis are presented as shifts in
personal competencies; interpersonal competencies; leadership and
management; and service delivery. Although the shifts are presented
as discrete entities, it is recognised that they are often inter-related.

underestimated because they were in denial.
For illustrative purposes, a pair of before–after graphs from one
group of 13 WEL participants in the Free State is shown in Figures

Figure 3:

ProQOLTM scores from Workshop 1, Free State WEL Group
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BOt: Risk of Burnout t-score

STSt: Risk of Secondary Traumatic Stress t-score
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Figure 4:

ProQOLTM scores from Workshop 4, Free State WEL Group
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Shifts in personal competencies
The reported shifts in personal competencies are grouped as
personal effectiveness and recorded as shifts from reported stress,
burnout and trauma to greater energy, agency, self-confidence and
self-care, improved ability to manage stress, reduced levels of stress
or burnout, and feelings of release from past trauma.
The River of Life stories shared in the group touch everyone deeply. At
subsequent workshops, people often reported on how extraordinary
it was to be listened to, the huge relief they have felt since sharing
their story, and their new sense of peace.

I feel as if this burden has slipped from my shoulders.
FS 2014
It has been a healing session to all of us. LP 2013
WEL provided a place for healing for us. We are not a
dysfunctional team but we had issues and WEL opened up
the space to speak about these. FS 2014
In discussion, people reflected on the fact that they were unaware of
how past wounds were affecting their relationships with others, and
their ability to work.
The stories of adversity, accompanied by stories of survival and
perseverance in order to achieve tertiary education and good jobs,
enabled participants to become aware of their own resilience. As
participants reflect on the past obstacles they have overcome in life,
they recognise the strength within themselves to overcome current

STSt: Risk of Secondary Traumatic Stress t-score

obstacles at home and at work. Listening to colleagues sharing
their stories of overcoming obstacles helps the whole group to build
resilience.
One of the most striking changes in almost every group observable
from the commencement of a WEL programme to its completion
five or six months later is the increase in energy and agency in the
group. This was evident in the first two groups who had no agency
and did not believe that there was anything they could do to prevent
another epidemic of infant deaths. At a workshop held six months
later, one of the participants looked directly at senior provincial and
national officials and said:

Before, when there was a problem, we would say, ‘Bhisho
must do this or that, and national should do something’, but
now we say, ‘what can we do ourselves?’. EC 2009
This trend has been seen in all WEL groups:

I am so happy senior management is here to understand
what we have experienced. I want them to know that my
‘NO’ is not being cheeky, rude or impossible but it’s because
I can’t anymore. EC 2013
WEL has the power to shift perceptions from pessimism about
self and work to optimism and enthusiasm. The Rivers of Life
help you move forward and delve into who you are and
where you have been and what life has done to reduce you
to nothingness – and then you reach inside and find your
own potential. KZN 2014
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Before WEL I was stressed and had lots of tension and was
thinking of leaving the Department. Nursing had become
boring and I could see no future for myself in it. Now I can
see the way. I have regained my passion. I plan my work and
am purpose-driven. My eyes are open and I have a vision,
a future. KZN 2014
I am a new person. I go to work every day with new
enthusiasm, with new commitment. FS 2014
In several groups, participants reported that they would never
previously have been able to speak in front of very senior officials
and other “important guests”, but that the WEL Programme had given
them the self-confidence to express their own views in meetings at
work and in a workshop with strangers.
WEL workshops encourage frontline managers to take better care of
themselves. Participants found that caring for themselves enhanced
their resilience. Some of their experiences are documented as
follows:

You are an engine. You have needs. To be well, you have
to take care of your needs so that you have energy to lead
others, inspire others, meet goals and expected outcomes.
The self is the engine of leadership. If you service the car
right it will take you where you need to be. EC 2014
This WEL programme has had some serious impacts on us.
There are now things that we are doing and some things
that we are not doing. In self-care for example we never did
things to help ourselves and make ourselves feel good. My
life revolved around the office. I worked on weekends and
then did my studying. FS 2014
I know that I used to neglect myself. Now I can talk about my
needs. I was so focused on what other peoples’ needs were.
Now I ask: what do I need? I am also a person. FS 2014
The most common self-care strategies deployed by participants were
very simple. These included going for a walk or a run two or three
times a week, leaving work by 19h00, occasionally taking a whole
weekend off, not working on their laptops for hours every evening
and most importantly, giving themselves ‘permission’ to spend part
of their salaries on something for themselves.
A senior politician who attended a Workshop 4 observed:

The health environment is probably one of the toughest
environments to work in today. We have huge challenges
and still we work with patients who need us to help them.
… I am blown away by the discussions that took place here
today that explored the possibilities of what you can do to
stay in the system and not allow the system to crush you.
FS 2014
Other quotations reflect reported shifts and reductions in personal
stress that validate the participants’ experience.

My children said: ‘What has happened?’ They could see the
change. This programme has transformed me. I really don’t
know what would have happened if this programme did not
take place. I see myself as an achiever now. I am prepared to
be a change agent to my colleagues. I now send messages
of appreciation of the people around me. EC 2014
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I spend time with the family now, in the morning I spend
time with my daughter and she appreciates it as it is her
time. During weekends the laptop is not in the bedroom, my
husband he appreciates it. I have more time more energy
and [am] healthier and can support others. LP 2013
Shifts in interpersonal competencies
As personal competencies improve and participants learn to
understand and manage themselves more actively, their interpersonal
competencies improve. Significant shifts are noted in the areas of
communication, family relations and teamwork.
Participants reported becoming more aware of their communication
styles and ways in which to improve and modify their behaviour,
resulting in more positive outcomes, both professionally and
personally.

This active listening business works, you know. It really works.
I’ve tried it with my husband and it really works.” EC 2009
My communication with my family has improved. I never
talked to my son. Now my son and I talk to each other
regularly. FS 2014
Sometimes employees come to you with solutions and you
don’t even hear them because you are busy with other
things… She thinks I am not listening to her and feels she is not
important. But when you listen attentively, you can support,
guide and coach her. So I must listen, hear her keywords and
work with her to come up with solutions. KZN 2014
You cannot be a successful leader without communicating
effectively with your colleagues; and appropriate
communication is not about shouting at them. I learned
important things about getting your message across: that we
all often have preconceived ideas and notions, and that how
the message is sent is also critical – how the message is put
across. KZN 2014
[I learnt] that the tone of my voice was a ‘fighting’ tone.
Coming on [WEL] has helped me to realise that this is how
I talk, but if it is having a negative impact (e.g. intimidating
others), then I must do something about it! FS 2014
A crucial skill for frontline managers is the ability to give and receive
feedback, and participants practised this. They all appreciated
positive feedback, commented on how rare it is to be praised for
their work, and undertook to give more positive feedback to each
other and to their colleagues, both senior and junior. They also
learnt how to give and receive critical feedback, particularly around
poor performance. At subsequent workshops, participants reported:

It was a joyful experience to do a performance review – we
could have a real conversation where in the past there would
be fragility and barriers. NC 2014
Key to managing performance was the ability to give constructive feedback. FS 2014
Participants also reported how their own improved communication
skills had improved their team’s performance and reduced conflicts
in the workplace.
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Check-in is very important. With checking-in, you learn
about what is happening with your staff. FS 2014

their circle of influence, they could increase their influence, achieve
their targets and improve their job satisfaction.

Before, I would just focus on my agenda – for my meetings.
Now I check with them (my colleagues) how they are feeling
at the beginning of the meetings. I have learned so much
about them. This brings me much closer to them – and to
know how to deal with the different individuals. Now there
are fewer conflicts between myself and my peers and my
subordinates. FS 2013

Once I understood the subconscious messages that I heard
when growing up, sits between stimulus and response, I
could start to control my responses and be more assertive
when I need to be. FS 2014

Now we see each other. EC 2010 and LP 2013
In most groups, participants also learnt about their own personality
traits and styles, and those of others. This helped them at work and
at home.

Understanding staff through the personality traits and
taking a step back to reflect and change how to approach
staff helped reverse a resignation and created renewed
commitment and productivity. EC 2013
I have grown tremendously as a mother. I’m not a dictator
with my children anymore. NC 2013
My tone is better when I’m talking to my children. NC 2013
WEL is about building. It is even good for our family.
Previously I just reacted to situations without listening to a
thing. I don’t just act in situations now. It even gave us the skill
to deal with teenagers. EC 2014
This was affirmed by guests who attended only Workshop 4.

This model did wonders for me especially at home and in
my personal life. I am handling things differently, focusing
on what I can do [and] what I can control... And at work I
am seeing we are different, and I am seeing we are working
together better. FS 2014
Now I can at least count [from] one to 10 before responding
to an individual, whether face-to-face or via email… it
is really worth it and has improved my patience skills!
NW 2013
I had depression. I felt this is a senseless situation. The circle
of concern and the circle of influence changed my mindset.
I now prioritise what I can affect directly. For example, I can
influence the personnel to do quality work. It spinned [sic] my
mindset to see life positively. EC 2013
When we talk about the circle of influence, it is our
responsibility to stand together. We must make an
appointment with the District Manager, set the agenda,
and together we must come with something [to solve these
problems]… we must build cohesion across the sub-district
and the district. FS 2014

I realise this about the people who attend WEL: I can see how
that they are relating to problems and people in a different
way. I can see the difference in them. FS 2014

Leadership is not a ‘one size fits all’. You need to know who
you are dealing with, their maturity levels, temperaments,
how to best motivate them, and help them to develop further.
FS 2014

I have seen changes in my mom. My mom is a lot happier.
She is more positive about the people she works with and the
working environment. NC 2014

With this course, I have improved the team spirit at work. I’ve
also had changes at home... creating a more stable home
environment. KZN 2014

Shifts in leadership and management
Leadership is complex, and effective leadership originates from
personal and interpersonal effectiveness. Shifts in the areas of
managing oneself slowly expand as participants begin to see and
try new ways to lead their families, peers and subordinates.

You cannot be different at home, at work, in the broader
community, etc. If you don’t listen at home, this is what is
going to come out at work and wherever you are moving.
KZN 2014
Throughout all three workshops, the facilitators help participants
to pause, think and reflect, and encourage them to sustain this
approach between workshops so that it becomes habitual. In
applying Viktor Frankl’s Stimulus-Response-Outcome Theory, they
begin to understand themselves and their own instinctive reactions,
and start to experiment with different responses to common stimuli.
From Steven Covey’s Circle of Influence model, they learn to analyse
particular problems that they face, and discriminate between what
lies within their “circle of influence” and what is merely in their “circle
of concern”. The participants surveyed for this chapter practised
these techniques at home and at work, and reported that they could
respond differently and get different results, and that by focusing on

The WEL Programme has sharpened my leadership skills. I
can do things in my circle of influence to reach the goal. FS
2014
As a manager I can praise, acknowledge and give feedback
to subordinates that I am leading. FS 2014
It has brought me internal awareness, and increased
awareness of other people. I have become more sensitive
to other people’s styles of leadership and have a better
understanding what motivates my own and other people’s
behaviour. It has also helped me understand how I might
need to change to get the desired response of results in my
team. I have also learnt to be flexible: if something doesn’t
work, to try from a different angle. FS 2014
Shifts in service delivery
Participants and their supervisors assert that participation in a WEL
Programme contributes to a notable difference in service delivery.
A year after the first two WEL groups had been run in the district
where 140 babies had died, a Chief Director in Bhisho commented:

You know, that district always used to be a problem. But now
it is no longer a problem. EC 2010
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She attributed the change to the WEL programme, and pointed out
that there had not been another epidemic of infant deaths.
At a Workshop 4 in Limpopo, a guest asked for evidence that the
WEL programme worked. A participant who was responsible for
the HIV Counselling and Testing (HCT) programme replied with
vehemence:

Before the WEL programme, the HCT programme in my area
was underperforming at 44% delivery. By the third session
the HCT delivery was at 72% and currently it is on 97%.
Does it (WEL) work? Here’s the evidence! LP 2013
Participants consistently reported that since completing the WEL
programme, their teams have been functioning much more effectively,
they themselves have been performing to a higher standard, and
their service delivery has been improved.

When you go back to your work, after being part of the WEL
programme, you try to work better with your team. You can
see that some of the indicators are going up, because we are
working better together as a team. KZN 2014
A [WEL] buddy can help you improve your work. After
discussion with my buddy, I implemented an idea so that
the PHC supervision rate moved from 47% to 100%. I am
now working on a plan for recognising good performance.
KZN 2013
A report showed that our district had 47.8% out-of-stock
items. Today [at Workshop 4] we are 23.8% out of stock on
tracer items in our facilities. NC 2013
A supervisor observed:

I’ve noticed a change in people who did the course. There’s
sometimes a shortage in the clinic, or the mobile doesn’t
show up. Then I get a message that’s about what that person
is going to do about it, rather than about the problem itself.
KZN 2013

Discussion
The following section deals with the key issues that emerge from
the implementation of the WEL Programme, and concludes with a
profile of the relevance of the key issues to leadership and health
system development in the South African context. Concluding
recommendations address programmatic, research and health
system strengthening aspects.
Data generated through participant needs assessment at the
beginning of each WEL Programme have revealed the health
system, organisational and personal contexts of frontline managers.
At the health system level, renewed evidence has emerged of the
complexities of operating in frontline settings in South Africa. These
complexities have been documented elsewhere and have been
traced to historical, political, social and economic antecedents, and
to more recent failures in leadership and management.1,8.9.13,14,15,16
Most other studies on the context in which people work have
involved only a few managers, often in one district. The evidence
presented here from 403 managers across six provinces confirms
earlier findings and shows that the contexts and complexities remain
notably similar over time, across provinces, districts and groups. The
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prevailing accounts of the health system context may be due partly
to a systemic resistance to change, despite several high-level policy
initiatives over time to improve health system performance, and
partly to managers being inadequately equipped to negotiate the
complex challenges that characterise in frontline settings. However,
the evidence presented here suggests that one of the root causes
may be a systemic failure to see and treat managers as people. All
public servants are regularly urged to treat clients according to the
Batho Pele principles, but there has been no similar pressure to treat
managers and colleagues in the same way. The WEL programme
is likely to be as relevant in education and other sectors as it is in
health.
At the organisational level, participants’ descriptions of an
authoritarian, unsupportive, punitive and blaming organisational
culture highlight the stressful, undermining and dehumanising effects
on themselves and, in turn, on co-workers and subordinates. Previous
reports have documented abusive attitudes of health workers towards
their patients1,5 and of an overall culture of deference to authority.8
However, participants in WEL Programmes have provided narratives
of a pervasive ‘top dog’ syndrome,17 and of stifling, overbearing
control exercised by higher-level leaders that has been identified as
suppressing and limiting trust, adaptive capacity and innovation in
organisations.9,18 Despite this context, frontline managers remain
driven by their desire to serve, as confirmed by the Compassion
Satisfaction scores.
At the personal level, inadequate leadership capacity has been
identified as an urgent and widespread problem affecting
the delivery and utilisation of healthcare services in frontline
settings.6,15,19 Strategies to develop leadership capacity have
focused on the knowledge, practices, motivation and leaderidentity of frontline managers.6,15,19–21 Conceptual frameworks
place performance within a complex web of interactions between
personal, interpersonal and organisational factors, embedded
within broader organisational and societal cultural contexts.20,22,23
Missing from the strategies and frameworks proposed to date is
the buried experience of personal, community and societal trauma,
experienced by a diversity of South Africans, and uncovered by the
WEL Programme. This trauma has been wrought by the structurally
violent and repressive context of apartheid South Africa, and through
criminal violence and obdurate social injustice and inequities post1994.1 Paying attention to frontline manager needs for healing
of personal trauma is an imperative and a facet of developing
leadership capacity.
Memory and truth projects such as the South African Truth and
Reconciliation Commission, the Healing of Memories initiative and
the Mandela Dialogues24–27 have shown the powerful post-conflict
need for stories of woundedness and pain to be told, heard and
acknowledged in order for healing and new creative energy to be
released at personal and collective levels. A unique contribution of
the WEL Programme has been to enable frontline managers to tell
previously untold stories of personal trauma. The personal testimonies
of WEL participants underscore the importance of creating safe
spaces, structures and processes for trauma narratives to unfold
and be brought to light. Facilitating storytelling in intentionally
mutually respectful and safe environments contributes to minimising
the symptomatic ‘othering’ that justifies the ongoing perpetration of
aggression and violence,24 reported by participants as being present
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in relationships between higher-level and frontline managers, and
between health workers and patients, and contributes to building a
humanising framework for health care.28
The positive shifts reported by participants as having been enabled
by the WEL Programme span the personal and the interpersonal,
and extend into leadership practice and service delivery. At the
personal level, an emergent recognition of resilience and growth
through adversity has underpinned cognitive transformation.29 This
includes positive self-perceptions, a growing appreciation for the
need for self-care, enhanced ability to manage stress, increasing
self-confidence and assertiveness, and heightened energy and
personal agency. Bandura has pointed out that
among the mechanisms of personal agency, none is more
central or pervasive than … self-efficacy beliefs. People
must have a robust sense of personal efficacy to sustain the
perseverant effort needed to succeed. Self-doubts can set in
quickly after some failures … difficulties and setbacks; it is
resiliency of self-belief that counts.30
The WEL programme strengthens resilience of self-belief within
challenging organisational and health system contexts, and enables
statistically significant positive shifts among frontline managers,
away from high risk of burnout and secondary traumatic stress.
Increased emotional intelligence, high-quality connections and
‘emotional carrying capacity’ have been identified as contributing
to subjective wellbeing, life satisfaction, and individual and team
resilience.31,32 The positive shifts reported by WEL participants
at the interpersonal level have contributed to high-quality, trusting
connections both at work and at home, enhancing integrity between
the work and home personae. The shifts include an appreciation
for ‘checking-in’ with colleagues and family, improved styles
of communication, active listening, constructive feedback, and
authentic conversations. The identified shifts are synergistic, with the
literature identifying the need for people-centred, values-based and
humanising health systems.7,8,28
Frontline managers report leadership and management practices as
being influenced by these positive personal and interpersonal shifts.
Furthermore, reflective techniques and practices developed during
the WEL Programme have been shown to enable more effective
teamwork and a more considered approach to the challenges
encountered at work and at home. Reported improvements in
service delivery are consistent with the literature linking personal
and team effectiveness to team performance, quality of care and
patient outcomes.33–36
There has been no systematic evaluation of whether the reported
changes have been sustained, but those who attended two
subsequent provincial workshops said that they were still benefiting
from the WEL training one to five years after completing their
programmes.

Implications of the WEL Programme for
leadership development and health
systems strengthening
The need for a shift in the overall health contexts and organisational
cultures within which frontline managers operate has become of
crucial importance and can no longer be ignored. WEL participants
describe the contextual shifts experienced in their workplaces that

have contributed to improved teamwork and service delivery. The
reported shifts have been enabled by a seven-day intervention over
five to six months. Of concern is the unchanging narrative of frontline
managers depicting the overall health system context, documented
over a 15-year period by previously cited authors. Outdated models
of top-down, command-and-control, hierarchical leadership with
strong deference to positional authority are no longer effective and
stifle adaptive innovation and learning,18,37 limiting the attainment
of desired targets and outcomes. The narratives and ProQOLTM
scores generated at the beginning of WEL programmes have
provided evidence of the damage caused by outdated models
of leadership to frontline health managers. They are at high risk
of burnout, secondary traumatic stress, with concomitant limited
capacity to deliver effectively on the health system’s mandate and
social compact. More enabling, relational forms of leadership are
required to mediate the bureaucratic context.18,37
Leadership perspectives have evolved over time from focusing
on the study and development of the leader, to addressing the
relationship between leaders and followers, to understanding
leadership as a distributed process and an emergent, interactive,
generative dynamic between agents, influenced by complex
contexts.18,38–40 The perspective of the WEL Programme as regards
leadership development and health system strengthening, with its
focus outwards from the personal to the interpersonal and from the
team to the health system, is consistent with multilevel nested models.
Multilevel nested models see leadership effectiveness as emerging
from multidirectional influences and interactions between individuals,
teams, organisational contexts and broader contexts.33 In these
models, individual and team effectiveness is attributed to mediating
emergent states, for example agency, potency, psychological safety
and collective affect, which contribute to outcomes.33
Recent calls for leadership training programmes which comprise
action learning and reflective practice5 and people-centered heath
systems which prioritise relational capacities of trust-building,
dialogue and responsiveness7 affirm the WEL approach. Learnercenteredness,41 and experiential and action learning are core
principles of the WEL approach.42

Conclusion
Transformation of the health services in South Africa is essential
and frontline managers at district, sub-district and facility levels
are the key to such transformation. The WEL Programme was
launched in response to a crisis, initially reaching 12 participants
and growing to capacitate 403 participants. In its responsive and
adaptive implementation over time, the Programme has evolved into
a leadership development initiative that is synergistic with evolving
leadership perspectives and conceptualisations of health system
strengthening, and complements other leadership development
initiatives in the country.
The unique contribution of the WEL Programme to advancing
leadership development and health system strengthening in South
Africa is its demonstration of the need for leadership development
initiatives to have an intentional focus on being explicit that each
individual manager matters as a person. Such initiatives must
help her to build her emotional intelligence, deal with any buried
personal trauma, ensure adequate self-care, pay attention to work-
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life balance, and strengthen effective stress management, and must
enhance the emotional carrying capacity of individuals and teams.
WEL participant reports indicate that these are changes that can be
implemented in a relatively short period, can begin to have effect
outwards, and contribute to a bottom-up approach to changing the
overall organisational culture.

Recommendations
Concluding recommendations address programmatic, research and
health system strengthening aspects.
1

A tool that is appropriate for the South African public service
should be developed to measure relevant personal and
interpersonal competencies.

2

Meanwhile, a formal independent evaluation of the WEL
Programme and a cost and qualitative benefit analysis
would be very useful. It should include investigation of the
group whose ProQOL™ scores deteriorated, and could also
explore potential areas of co-operation with other leadership
development programmes.

3

All leadership development initiatives should consider teaching
and encouraging the practice of a regular brief check-in to
positively influence the emotional carrying capacity of teams
and build team resilience and agency.

4

The public service should consider embarking on a major
initiative to encourage all civil servants, and their principals,
to recognise that they all matter, and to apply the Batho Pele
principles to their interactions with each other.

5

A programme such as WEL should be tried in another sector
such as education where frontline workers are likely to be as
traumatised as health workers.
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perational health service managers play a key role in strengthening
the health system at the level of implementation, particularly with
increasingly decentralised processes such as those introduced by
the devolution of human resource and quality management to facility level. Yet the
nature of operational management is poorly understood. This chapter presents an
in-depth multi-case study developed over a number of years which explores the
nature of routine decision-making at primary care facility level and demonstrates its
importance to facility and health system performance. The use of different types of
information in decision-making is described, including information from the health
management information system (HMIS) and information about the local setting and
management experience.

The first step towards supporting facility managers’ routine decision-making for
HR management and quality improvement is to acknowledge the value of informal
information and experience-based knowledge, together with formal information.
These offer complementary value in strengthening health care management: local
information and experience-based knowledge supports managers in adapting and
innovating locally to ensure successful policy implementation, and formal information
supports greater accountability in service delivery.
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A health systems framework is used to suggest an approach to building the capacity
to generate and use the range of information required for local decision-making. This
includes lessons for strengthening the HMIS and a discussion of its role in relation to
experiential and organisational learning.
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Introduction
Within the current context of health system reform in South
Africa, as articulated in the 10-Point Plan for 2009 to 2014,1
strengthening the public health sector is seen as a foundation for
moving towards National Health Insurance (NHI). The key initiatives
include strengthening management, addressing human resource
performance and improving the quality of health services. This
ultimately involves managers at the operational levels of the health
system: those managing within the district structures and in health
facilities. While the strategic importance of district management
is often stated, the nature of, challenges to and opportunities for
management strengthening at this level are generally not very well
understood.2,3 Indeed, the particular role of primary care facility
managers is often overlooked in health management discussions
about this setting. Yet the current South African Strategic Human
Resources for Health Plan4 notes their importance:
The future of Human Resources for Health and the quality of
the health care system will be determined by how well the
system is led and managed at all levels, especially at the
level of facilities which enable an optimal environment for
patient care.

Methods and Approach
This study is nested within the District Innovation and Action Learning

Decentralisation of human resource management is a focal point
of this plan. In Cape Town Metro District, falling under the Western
Cape Provincial Department of Health, where this work was
conducted, functions such as recruitment, selection and appointment
began to be decentralised to sub-district offices in 2010, with clinical
and managerial training following later in 2013. Performance
management and management of absenteeism was decentralised to
facility managers from late 2011, together with greater responsibility
for staff selection and development. In parallel, the Policy on Quality
in Health Care for South Africa5 set up a number of structures and
processes to support quality improvement, including the development
of national core standards for health facilities between 2008 and
20116,7 and the establishment of an Office of Health Standards
Compliance and provincial inspectorates for health establishments
in 2012. Facility managers are responsible for ensuring that the
core standards are met and that quality improvement processes are
instituted to address issues arising from, among others, the national
complaint procedure, patient satisfaction surveys and clinical
audits. A key complaint across the country has been that of long
waiting times,6 and the facility-level management of waiting times is
considered in this chapter.
This chapter aims to provide a detailed representation of primary
care facility managers’ routine decision-making in HR management
and quality improvement. It builds on the limited available work
focused on Primary Health Care (PHC) facility managers, such as
that of Leon, Bhunu and Kenyon8 which gives voice to some of the
experiences of primary health managers and, more recently within
the same project, work by Daire and Gilson9 which explores how
professional identity shapes managerial competence and practice,
and how the transition from nurse to primary care manager can be
supported.
We demonstrate how operational decision-making is vital to facility
and health system performance. Empirical research from a multi-case
study conducted over three years is presented to indicate the type
of decisions that facility managers are required to make and their
information needs. The value of health information systems (HIS) in
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supporting local management emerges as a key finding, and some
gaps in the current Human Resource Information System (HRIS) are
identified. In addition, the findings suggest that primary care facility
managers need rich local information on their particular context,
facility setting and the staff members they manage in order to
strengthen performance management and service delivery. They also
need to be able to develop and use experience-based knowledge.
Their information thus needs to span formal data (information that
has been recorded for management use, such as that generated
by the HIS or documented in HR procedures) and informal data
(information that is not formalised by the health system, which is
often qualitative, not aggregated or recorded, and which includes
the applied information that is expressed in explicit and tacit
knowledge). The discussion considers how, within the organisational
context of the health system, formal and informal information can be
generated and used in combination to strengthen local management.
This includes a focus on experiential and organisational learning.

for Health System Development (DIALHS) project.3 This is a long-term
partnership project between the health departments of the City of
Cape Town and the Provincial Government of the Western Cape
and two South African universities, which seeks to generate new
understanding of local innovation and health system strengthening
through a process of co-production,10 that draws on action research
and reflective learning. The geographical learning site is the Mitchells
Plain Sub-district, which is served by both health departments, and
the project partners are on both management teams.
Four facility managers (one from Metro District Health Services,
Provincial Government of the Western Cape and three from City
Health, City of Cape Town) and an academic researcher have
been co-researchers in a multi-case study which involved cycles of
data collection and collaborative analysis with individual and peer
reflective learning over a period of three years. The three cases
were chosen because they are vital to facility and health system
performance, and provide an insight into how the health system
works at the point of primary care implementation. Further, the subdistrict managers saw these cases as having the potential to act as
levers of local health system strengthening in:
➢➢ managing planned and unplanned leave;
➢➢ managing the intake and flow of clients through the facility,
including allocation of work to respond to client needs (impacts
on waiting times); and
➢➢ managing priorities within and between programmes
Ortiz Aragón’s framework11 presents a useful approach to thinking
about the development of organisational or health system capacity.
It has already been used in the South African context in exploring
the complexities of sub-district management3 and is used in another
chapter in this Review.12 In this chapter, it is applied as an analytical
lens to understand how to support the primary care managers’
information needs. The framework unpacks the ‘hardware’ and the
tangible and intangible ‘software’ needed for a system to perform,
and was found to be valuable in understanding primary care
facility information needs. The hardware comprises the finances,
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Figure 1:
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infrastructure, human and other resources and technology that form
the physical framework of the health system. The tangible software
comprises the knowledge and skills of managers, the processes
of communication and decision-making, and the routines and
procedures of the system. The intangible software of values and
norms, informal rules and expectations underpins the relationships
that exist between and within levels of the health system and
between those working in the health system: managers, staff and
other actor groups such as communities and clients. These intangible
factors shape the behaviours of actors and underlie the ability of the
health system to perform. It is the interaction between the tangible
and intangible dimensions that gives rise to organisational capacity.

Table 1:

Key decisions in each case

Case

Key decisions

Service
delivery
efficiency

Is the anticipated workload too much for the staff on
duty today?
Should the deferment policy be implemented now?
How should the deferment policy be implemented?
Is intake and flow efficient?

How can intake and flow be improved?

Are certain staff members not adequately productive?
How can workload productivity be improved?

Priority
programmes

How best can work be allocated to maximise efficiency
and quality?
Is programme coverage adequate or improving?
Is programme quality adequate or improving?

Results

Are the routine data complete and of good quality?

The scope and nature of facility-level
decision-making

How can programme quality be improved?

Across the three cases in this study, the primary care facility managers
were mainly concerned with managing the implementation of
services and managing the people delivering them. The scope of
decision-making is shown in the sort of questions they sought to
address during their routine practice. Their key decisions were, for
the most part, framed as assessing if/whether intervention (such as
implementing a deferment policy because a clinic was too full to deal
with the workload on a particular day) was necessary and, if it was,
in deciding how to intervene, as shown in Table 1 through the use of
italics. In addition, there were decisions to do with scheduling tasks,
such as in the development of annual leave and training schedules.
Most of the decision-making that emerged during the observations,
interviews and workshops was operational: the decisions were
routine day-to-day choices about the running of the facility and the
management of staff. However, these decisions reflected sub-district
policy such as the newly introduced decentralisation of human
resource management, the prioritisation of certain programmes
(such as HIV, TB and child health) reflected in a deferment policy
and the increased focus on quality improvement. Very little decisionmaking at facility level was strategic in terms of setting new direction
and introducing or expanding services. Attempts to involve facilities
in priority-setting in prior years had set unrealistic timelines which
undermined the process.

How can programme coverage be improved?

Leave
(unplanned)

How can the routine data collected in the HIS be
corrected?
Can permission for unplanned leave be given?

Should a leave request be categorised as paid or
unpaid?

Does individual leave usage suggest excessive use
or abuse?
How can individual staff members be managed
effectively to reduce unplanned leave?

Is there excessive use of unplanned leave at facility or
department level?
How can individual staff members be managed
effectively to reduce unplanned leave?

How can the collective staff be managed to reduce
unplanned leave?

Much of the decision-making was responsive in the face of client and
staff demands, rather than being proactive. In managing service
delivery efficiency, most decisions required immediate problemsolving in the face of client demand for services, congestion, delays
and complaints.
Facility managers intended to be proactive in planning annual
vacation leave and training, but even these schedules were subject to
last-minute change as more information emerged (such as timing of
training programmes, additional ad hoc courses on offer, other staff
members being on sick leave). Management of service inputs (such
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as ordering pharmaceutical stock and supplies) was more proactive,
as these were embedded in monthly management routines, but much
management attention and energy was still directed towards dealing
with orders that were not met as expected and equipment that was
faulty. Some proactive planning for programmes was achieved
in monthly reviews of routine data in sub-district meetings, where
facility managers discussed service delivery in relation to targets
and devised strategies to increase delivery if targets were not met.

The nature of information in decisionmaking – informal and formal
dimensions
Across the cases, facility managers used formal data from the HIS in
combination with other forms of information: (a) rich local information
about their staff, facilities and the communities they serve; and (b)
their experience-based knowledge. The nature of decision-making in
small facilities (and mirrored in departments in the larger facilities)
required information that was particular to the individual staff
members, teams, services and circumstances, which was attuned to
local context and which offered explanation. Formal data did not
provide this type of information, and facility managers instead drew
on intelligence gathered during their routine management practices
which involved meetings and daily interactions with staff, heads of
department and clients, which provided opportunity for observations.
This information is informal, yet vital to effective management at
facility level. Some of the informal information gathered was in an
applied form, expressed in knowledge. Different types of knowledge
were observed to be important.

An example of how formal information is
generated and used in HR management
The four main sources of formal information used by facility
managers in managing unplanned leave are shown in Table 2. Each
data source had certain uses, but fell short of what facility managers
required for managing leave.
The national HR information database used in the province to
record leave usage in each category (vacation, training, sick, family
responsibility) was not reliable. When facility managers requested
information on remaining leave entitlements, they found that the

Table 2:

information was often not updated as leave applications were yet
to be captured, or because in some cases, leave application forms
were lost in transit. This induced facility managers to consult other
sources. A parallel sub-district electronic Facility Leave Register was
piloted in one organisation, and one facility kept its own Excel
spreadsheet of the dates of leave taken. However, as indicators
were not yet standardised, the data were not summarised into a
form that facility managers could use to identify individuals who
had used excessive leave. The leave application forms became an
important source of formal information in its own right and copies
were stored in the facility and in the sub-district/sub-structure offices.
Staff leave profile forms (a pre-prepared grid of days of the month
for each staff member) have long been used to monitor individual
staff attendance in the sub-district. These have been modified by
introducing coding signified by highlights in different colours
to represent being on duty or absent due to sickness, family
responsibility, training or vacation. The colour patterns were used
to detect patterns of leave usage suggestive of abuse, and the
reliability was under the control of the facility manager.
As part of the decentralisation of HR management, a step-wise
approach to managing absenteeism was used (informal followed by
formal counselling and disciplinary processes as necessary), which
produced a paper trail of information regarding the reason and
circumstances of the leave, the underlying causes, and interventions
implemented to support the staff member. This information was
formalised in the process of documentation and was useful for the
ongoing management of the individual staff member’s absenteeism.
City Health (which provided services in addition to those of the
provincial Department of Health) instituted a further procedure
requiring facility managers to conduct and document a back-to-work
interview after any unplanned leave of absence. Many of the facility
managers found that the template provided by the sub-district office
for the back-to-work interview was a useful tool for documenting
and subsequently tracking the amount of unplanned leave taken,
the reasons for each episode, the counselling and/or information
given, or supportive strategies devised by the facility manager
in consultation with the staff member to reduce unplanned leave.
They also used the interview record to keep a tally of leave days
taken from one interview to the next. However, those with larger

The usefulness and limitations of formal information available for managing leave of absence

Source of data

Usefulness

Key limitations

National HR database of
staff establishment, leave
and payroll

Identifies the number of days absent per leave category

Data unreliable due to transit and capture of leave forms

Useful data source when investigating a single staff
member

Leave application form

Legal document from which leave data were captured

Data reports rudimentary with counts per staff member
per leave category; no indicators or graphical presentation
at facility level; data do not allow comparison between
staff members or facilities, nor identification of patterns of
possible abuse

Staff leave profile form

Communication book
detailing informal
counselling, formal
counselling records,
Incapacity Hearing records
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Authorisation process gives facility managers an
opportunity to identify high leave-users, but relies on
facility managers’ memory

Raw, unsummarised individual data

If accurately kept, the number of days absent per leave
category could be counted

Time-consuming in larger facilities

Easy visual representation of leave usage to identify
patterns suggesting abuse

Parallel data

Documents reasons for leave of absence, underlying
problems and strategies planned to support the staff
member to reduce leave of absence
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staff complements experienced these interviews as an administrative
burden, and complained that they were often behind in conducting
the interviews.
In managing planned and unplanned leave, most facility managers
maintained a set of files of leave profile sheets, leave applications,
copies of formal counselling and copies of disciplinary records stored
in their office filing systems. They also held a summary record of
disciplinary hearing dates and outcomes. Many had a rudimentary
filing system for storing this information. In addition, they kept a
staff communication book in which they entered details of informal
counselling or instructions to staff; this book captured evidence of
conversations which facility managers could use in dealing with
subsequent infractions related to unplanned leave of absence.
Some facility managers began to develop an individual-based filing
system for storing leave and counselling records, but this was not
standardised and was evolving organically. Little thought had been
given to how the confidential storage and adequate retrieval of this
information could be managed at facility level.

An example of how informal information
and knowledge is generated and used in
HR management
Managing HR is fundamentally about managing people, and this
requires a range of rich, local information about particular staff
members which cannot be reduced and captured in a formal HR
system. In this study, facility managers were aware of staff members’
personal preferences and circumstances, their cultural identities,
when they took unplanned leave and their reasons for doing so,
and how they responded to various forms of corrective action.
This information was generated during interactions with staff both
individually or collectively, in a variety of processes. Some were
informal processes, such as in conversation with staff over tea in
the staff room. Even formal processes such as counselling generated
informal information, typically in the form of impressions and
nuanced understandings of how well an individual coped with
stress. The following case vignette describes how a facility manager
successfully managed a user of excessive sick leave by annotating
the formal information on the staff leave profile form with such
informal information.
This vignette also demonstrates the different kinds of knowledge that
emerged across the cases, as shown in Table 3.
Table 3:
Procedural
knowledge
Causal
knowledge

Conditional
knowledge

Box 1: Case vignette: Management of a staff member who took
excessive sick leave
Staff Member X had a chronic chest condition and soon used up most
of his three-year leave entitlement. Facility Manager A kept track of his
leave profile form and began to identify patterns of prolonged usage.
In particular, the employee used up any new sick leave entitlement as
soon as it became available. As part of a sub-district-wide strategy to
reduce unplanned leave, Facility Manager A first focused on ensuring
that Staff Member X phoned in to ask for her permission each time he
wanted to take unplanned leave. She made a point of learning about his
domestic and social circumstances. From around May 2012, she began
to encourage him to have acute treatment when his chest was bothering
him in the early mornings, and to report for duty later in the morning.
When Facility Manager A felt that the employee was staying off work
for unnecessarily long periods, she began to confront him. In July 2012,
she refused him paid sick leave as he had not phoned in to request
permission for taking it. She found that he responded well to an approach
that combined active, personal supervision; an ongoing conversation
each time he was off sick or in late; clear setting of boundaries; and the
introduction of penalties within a carefully managed process.
Facility Manager A had learnt a great deal about the Staff Member X’s
circumstances, and had developed very specific knowledge of how to
manage him. She learnt to interpret his patterns of sick leave usage so
that she could discern the appropriate conditions under which she should
be strict with him (when to apply this knowledge). She used his staff leave
profile as a tool for monitoring his behaviour regarding sick leave and
providing him with feedback on his performance.

An example of how informal information
is generated in managing waiting times
in facilities
The facility managers valued their personal observations done early
in the morning (at approximately 08h00) and further rounds (at
about 10h00 and 14h00 on busy days if required) to identify points
of congestion or delay and to act immediately:

Doing rounds…when it is very busy you hardly get to the
end where you wanted to get to because at all points there
are people stopping you, they are asking questions, there
are things that you are noticing: the BP machine is not
working, the thermometers are not enough in the prep room
or whatever. So those are the things that will keep you so you
were actually not doing the equipment audit but you end up
doing it because you see now there are long queues because
people are not moving; they can’t actually get their blood
pressures done because there is only one blood pressure
machine working instead of four.

Examples of different types of knowledge used in
managing absenteeism
Know-how: knowing how to perform a task or work within
the system e.g. the practical understanding of how to
conduct a counselling session or how to interpret and
apply the leave policy
Know-why: an understanding of causes and
consequences e.g. knowing why absenteeism is high in
a facility; knowing why an individual is taking excessive
leave and why he is behaving and reacting in a certain
manner

Know-when: an understanding of when particular
knowledge applies, and of the related circumstances
and configurations of time/place/person/intention e.g.
knowing when to use a supportive approach and when to
be more confrontational in corrective counselling

11

Workshop 2B, Nov 2013
Through informal observation, the facility managers saw whether
queues were moving (one manager noted that she recognised
faces in the queues and therefore knew if the same clients were still
waiting) and where congestion was occurring. Irate clients who felt
that they had been waiting too long, or who felt that other clients
had moved ahead in the queue, used this opportunity to make a
complaint.

They find it easy to come and knock on the door and tell me.
In this community they don’t believe in writing notes, they
believe in face-to-face contact, and screaming and shouting
or I have to hear from the staff, this one was complaining or
whatever.
Interview A1, Aug 2012
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Although these complaints did not necessarily enter the formal complaint system, they were given high priority. The clients were listened
to and their particular problems were investigated immediately.
Facility managers expressed the need to be an active and accessible
presence on their facility work-floors; it was not possible to know
what was happening – ‘to have a finger on the pulse beat” – if they
remained behind locked office doors or if they spent too much time
attending meetings in the sub-district office.

How formal and informal information
work together
Across all three cases, facility managers used formal and informal
information in combination. For example, in quality improvement
processes, formal information was often used to identify a problem
and informal information was used to validate the data, interpret
their meaning in the particular facility context, and inform the
development of intervention strategies. At times, information was
used differently across different timeframes, often with different
objectives in mind. For example, when a clinic was congested and
waiting times were unacceptably long, facility managers had to
problem-solve on the spot, and drew on informal information that
was immediately available – their observations and conversations
with staff and clients. They used formal information later, beyond
the crisis moment, to assess the adequacy of staffing levels generally
and to improve the efficiency of client flow.

Learning from experience and
reflective practice
The value of experience in generating knowledge was a common
theme across the cases. However, experience without support did
not always generate positive learning opportunities. For example,
one manager reported that the experience of conducting formal
counselling and disciplinary hearings with staff was negative and
that she would have benefited from more support and mentorship.
This highlights the role of supervision in supporting on-the-job
development of the knowledge and competencies required.
Facility managers found that peer meetings to discuss common
problems generated useful information to improve service delivery.
Creating such meeting spaces was particularly important when novel
interventions or intractable problems were in play. The learning was
supported if the meetings were structured and facilitated to allow for
sharing of experience and reflection. In expressing and uncovering
lessons through peer discussion, new knowledge was made explicit
and collective (as it was generated and acquired by the group
rather than by particular individuals). The following case vignette
illustrates this.
The sub-district engaged in a reproductive health project to improve
family planning coverage. Each facility manager appointed a
‘champion’ within her facility to motivate other staff, and to support
her in introducing new strategies. The facility managers and their
champions met each month to learn from one another’s experiences.
The meeting was facilitated by a sub-district manager.
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Box 2: Case vignette: The Sub-District Reproductive Health Project
In the first meeting, facility managers identified the factors that deterred
clients’ access to family planning: long waiting times and poor staff
attitudes. This information came from clients who complained directly to
the facility managers or other facility staff, who in turn reported this to the
facility manager. These issues were confirmed by information from the
formal complaints systems at facility and sub-district level, and a districtwide community survey. One facility reported having had great success
in reducing waiting times in their antiretroviral therapy (ART) clinic by
giving clients appointment times. Learning from this experience, the
Reproductive Health (RH) Project team decided to introduce appointment
times in the family planning service across all the facilities. It was decided
that clients should be asked what time of the day was most convenient for
them to attend the facility and given a corresponding appointment time.
At the next meeting, the facility managers reported disappointing results
from this initiative. Most found little difference in client flow. Only one
facility reported that the introduction of appointments times was working
well, but in the ensuing discussion, it became apparent that they had
implemented the strategy a few months ahead of the other facilities. In
seeking to understand why the intervention was working in this clinic
and not in others, a lesson emerged: the strategy required a few months
before it would yield the desired outcomes, because clients only return
after two or three months for their next appointment. Some facility
managers reported that clients chose to come early in the morning, even
if they had been given an appointment for later because they preferred
to come early. Others in the meeting contested this idea. One facility
manager reported that she had instructed her staff not to see the clients
arriving early until their appointment time, as this demonstrated to clients
that the appointment time was important. Because the intervention was
intended to reduce obstacles to clients’ access to services, the managers
agreed on the importance of giving the clients an appointment time that
was convenient to them. Facility managers reminded one another of the
organisation’s client-centred approach which seeks to accommodate
client preferences. A suggestion was made, which resonated with many
present and became an hypothesis, that clients ignore appointments
because they do not trust the facility staff to keep to the appointment
times and because they feared being turned away if they arrived later
in the day; (on busy days, a system of deferment is implemented, such
that clients who arrive later and are not emergency cases are deferred).
A further hypothesis was put forward: the ART clients quickly learnt to
trust in and adhere to appointment times because they were used to the
practice of appointments as part of the ART clinic’s routine procedures,
and because the ART appointments occur more frequently (initially every
two weeks when the client is being prepared to initiate ART), whereas
the family planning clients have appointments only every two or three
months. This hypothesis could only be tested over time and as the
intervention was transferred to other services with different time intervals
between appointments.

Emerging trends
Formal and informal information are
both used in decision-making
This multi-case study shows that primary care facility managers value
and require both formal information from the HMIS and informal,
local information and experience-based knowledge in their routine
management practices. These two forms of information are often
used interactively in decision-making, or in sequence over time.
The finding that informal information is used by primary care
facility managers in management decisions is not new. Williamson
and Kaasbøll13 and others14 have observed this, and provided
examples of how local information about communities is sometimes
used to replace formal information when the reliability of the HIS is
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questionable. However, this study shows that even where relatively
strong HIS systems exist, the decision-making work of facility
managers often requires informal, local, particular information and
knowledge because of the nature of management at this level. Much
of the decision-making takes the form of on-the-spot problem-solving
which requires readily accessible and current information – which
is generally only available as informal information. Furthermore, at
this level, management is fundamentally about managing people,
which requires personal information about individuals that is only
useful in its particular rather than aggregated form. In an age where
increasing emphasis is being placed on automation of data collection
and information systems, informal information and experience-based
knowledge remain crucial in local decision-making.
Informal information has also been shown to be important in
decision-making in district management teams.15 This suggests
that, in supporting local health managers, a re-framing of what is
conventionally understood to be ‘health management information’ is
needed. The health information policy in South Africa16 follows the
WHO’s17 lead in understanding health management information
systems as collecting the quantifiable information about health needs
(epidemiological information such as disease prevalence, incidence,
mortality, morbidity statistics), health service administration (resource
inputs and processes such as drug, procurement, finance and
human resource management) and service delivery. This projects a
conceptualisation of health management information as exclusively
formal information. This study shows that such data repositories
should be extended to recognise the importance of informal, local
and particular information, and experience-based knowledge in
decision-making.

Strengthening information available
to facility managers for decisionmaking
Generating formal information
In South Africa there has been a substantial investment in
Health Information System (HIS) strengthening18 through policy
development, software and infrastructure development, appointment
and development of health information officers and managers,
a review of minimum data sets to refine indicator sets, and
development of procedures to improve the quality and timeliness
of routine information. Attention has also been given to generating
formal information in quality assurance processes required and
supported by the Policy on Quality in Health Care for South Africa5
and National Core Standards for Health Establishments in South
Africa,7 which require detailed supervisory checklists and facility
and clinical audits. In contrast, there has been little progress in
developing a coherent Human Resource Information System (HRIS),
another component of the overall HMIS, despite the gaps being
identified and possible solutions being posited as early as 2005.19
The data on leave usage needed to manage absenteeism remain
unreliable, basic indicators are not finalised and little is available in
report format to identify high leave-users. This undermines the ability
of facility managers to manage absenteeism in their facilities. The
development of an HRIS in South Africa should be aligned with the
current needs of primary care facility managers if it is to strengthen
the devolved HR management.
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Generating informal information and
knowledge
It is important to stress a self-evident point: the rich, local, informal
information that facility managers require can only be generated
locally, through facility managers observing and engaging with
facility processes, staff, clients and communities. Similarly, this
knowledge must be acquired by the local managers and cannot
be imposed by actors operating beyond the local experience of
practice. The experience of managing has the potential to produce
rich knowledge, and supervision could support this. Interestingly, in
this study, procedural and causal knowledge is not only acquired by
personal experience, but from collective discussion around others’
experiences in supportive peer group settings. This is particularly
productive for the newly appointed facility managers, and when the
problem under discussion is novel or recalcitrant. New initiatives
that allow experimentation and emergent planning (exemplified
in the reproductive health project) are rich learning opportunities.
The addition of a facilitated meeting space to reflect on experience
can deepen the collective learning. A willingness to look beyond
success and failure also allows for deeper reflection which produces
knowledge on what works, why and when (causal and conditional
knowledge respectively). This approach is closely aligned with the
principles of a learning organisation20 which, while not mainstream,
are evident in some national and provincial policy documents:5,21
Being able to adapt organisations for change requires
skilled managers with a commitment to creating learning
organisations seeking excellence, focused on users and
working with clinicians.

A systems approach to supporting the
generation and use of information
Ortiz Aragón’s framework provides a system lens for thinking about
how to develop organisational or health system capacity to generate
and use both forms of information in decision-making.11 Through this
framework, the common system ‘hardware’ to support information
use by facility managers is seen to include the managerial staff in
organisational hierarchies and district organograms with prescribed
lines of reporting and accountability. For the formal information
system, the HIS being one example, ‘hardware’ is also the health
information staff, database infrastructure and supporting technology,
and physical resources invested in HIS training and development.
Important differences emerge between the software required to
support formal and informal information generation and use.
Broadly, ‘tangible software’ consists of management processes
and practices. Formal information is generated in management
processes and systems, and is used in formal planning, performance
management and supervision processes. Its use is supported by
standard operating procedures for data management and the
managers’ ability to interpret and communicate information. In
contrast, informal information is generated through a different set
of management practices, such as observations, engagements
with staff, experimentation and reflective practice, and requires a
different set of management skills, including the ability to engage,
problem-solve, share experiences and learn collectively.
The values (part of the ‘intangible software’) supporting the use of
formal information actively champion rational data-driven decisionmaking and build vertical accountability between levels of the health
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system. In contrast, the values underpinning the use of informal
information appreciate the softer, less prescriptive and formal
approaches to management, and enable experimentation towards
learning rather than a stringent focus on success and failure. These
values build trust and more horizontal accountability between
peers.22
While management practices and routines are located in the software
dimension, they are shaped by the organisational hardware.3 In
part, the investment in HIS expresses and shapes the dominant role
that formal health information plays in health system governance.
There is a need to consciously value and support the principles of
a learning organisation if facility managers are to be supported
in gaining the experience-based knowledge required to manage
facilities and staff, and thus bringing about the strengthened human
resource management and quality improvement envisioned in the
10 Point Plan.1
Table 4 summarises some of the key hardware and tangible and
intangible software that supported information use in this case study.

Table 4:

Supporting facility managers’ use of
information in decision-making
The first step towards supporting facility managers’ routine
decision-making for HR management and quality improvement is
to acknowledge the value of informal information and experiencebased knowledge, together with formal information. These offer
complementary value in strengthening health care management:
local information and experience-based knowledge supports
managers in adapting and innovating locally to ensure successful
policy implementation, and formal information supports greater
accountability in service delivery. Within the current management
context, there is a need to legitimise the use of informal information,
which is currently not appreciated or systematically developed
within the health system.
Secondly, there is a need to build the system software required to
generate and use formal and informal information in combination,
being mindful that this software is different for the two types of
information, as shown in Table 4. Importantly, the practices required

Applying a systems lens to understanding differences in system hardware and software required to support formal and informal
information use

Hardware

Formal information

Generic

Specific

Informal information
• Managerial staff

• Health information staff

• Organisational organograms

• Database infrastructure and technology
Tangible software

Facility-level management practices
which generate and use information

• HIS training and development
• Formal data collection, collation, validation and
submission standard operating procedures
• Routine review of facility reports
• Control and rational planning processes

• Observation of facility processes
• Active engagement with staff and communities
through structured meetings and one-on-one
sessions
• Active and accessible managerial presence
on facility work-floor to allow for spontaneous
interaction
• Experimentation and emergent planning processes
(as an alternative to upfront planning processes)

Sub-district management processes

Management knowledge and skills

Intangible software
Values and norms

Relationships

• Target-setting practices

• Individual and collective reflective learning practices
• Peer learning and support meetings

• Routine review of sub-district reports

• Individual and collective reflective learning practices

• Performance management system

• Supportive supervision and mentoring tailored to
individual needs

• Supervisory processes using checklists and routine
health information
• Ability to interpret information represented in data
tables and graphs, including trends over time

• Ability to engage

• Ability to interpret information in relation to local
context

• Ability to reflect, to share experiences and learn
collectively

• Ability to communicate information

• Ability to observe, problem-solve and experiment

• Valuing the use of formal information in monitoring
and evaluation

• Valuing information that is local and particular to
context

• Rational decision-making processes

• Valuing experimentation and emergent planning

• Building accountability through reporting

• Being prepared to learn from failure as well as
success
• Building trust to improve the quality of
communication and learning

• Enabling supportive peer and supervisory
relationships which nurture experiential learning
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to generate and use informal information need to be deliberately
embedded within the routines of management practice of facility
managers. At sub-district level, leadership from sub-district managers
in seeing the value of both formal and informal information – which
is fundamentally a sense-making role3 – is required, in a form
that enables them to resist false dichotomies that present either/or
options.
Thirdly, use of informal information has to be underpinned
at all levels of the health system by a broader set of values that
acknowledge and appreciate locally responsive management and
organisational learning as well as increased accountability as critical
to improving performance. There is some evidence that this may
require a re-orientation of the HIS at district level towards supporting
organisational learning, as well as structures for accountability.23
This would mean a shift in practices around the review of routine
health information. Instead of focusing on the review of routine health
information as a yardstick against performance targets, facility
managers should be supported in considering the interventions they
have developed and implemented to improve facility performance,
and in reflecting on what they are learning about the challenges and
opportunities in implementing these interventions, and their relative
success and failure. This will allow facility managers to develop the
necessary ‘know-why’ and ‘know-when’ to adapt and innovate to
improve facility performance.

Key lessons
➢➢ The development of the HMIS data is uneven, so whilst facility
managers might know their facility’s immunisation rate, they
do not have reliable information on the staff absenteeism rate.
➢➢ The nature of operational management requires facility
managers to use rich, local particular information about
processes, staff, clients and the community context, in addition
to formal HMIS data.
➢➢ At facility level, HR management requires skills in people
management and knowledge about particular staff members
and staff collectives.
➢➢ In order to adapt and innovate in improving service delivery,
facility managers need to learn from their experience and
generate experience-based knowledge.
➢➢ Attention to governance and values across all levels of the
health system is needed to support facility-level practices that
generate and use local information and experience-based
knowledge, as well as formal information from the HMIS.
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n South Africa, the value of community participation as one of the central
components of a primary health care approach is highlighted in legislation, policy
documents and strategic plans. There is widespread acceptance that community
participation strengthens community empowerment, disease prevention and access
to services.
Since 2010, the District Innovation and Action Learning for Health System Development collaboration has co-produced knowledge about how to strengthen district
health systems. Nested within this collaboration is a series of engagements seeking
to understand and strengthen community participation including a multi-stakeholder
health risks and assets mapping activity; ‘Local Action Group’ initiatives; reflective
meetings with service colleagues about community participation experiences; and a
capacity-development initiative (community participation-related short courses and
mentoring).

There is widespread
acceptance that community
participation strengthens
community empowerment,
disease prevention and
access to services.

These engagements hold a number of lessons for those interested in enhancing the
population orientation of primary health care and the district health system, the first
of which is the clear benefit to those interested in community roles and engagement of
convening spaces for dialogue. However, it is not easy to generate and sustain these
spaces. Through the application of a framework of collective capacity, this chapter
aims to shed light on why this is the case, and in so doing, to highlight a second
lesson, which is the perhaps unrecognised capacities of certain cadres, particularly
environmental health practitioners, in the implementation of community participation.
Ultimately, the chapter seeks to stimulate thinking and engagement about the ways in
which dialogue and participation can enrich the South African health system.
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Introduction
In South Africa, the value of community participation in primary
health care is highlighted in legislation,1 policy2,3 and strategic
documents.4,5 Community participation promotes community
empowerment, health promotion and disease prevention, access to
services and community accountability. However, health practitioners
often acknowledge a desire to do things differently: to re-imagine
community participation and breathe new life into implementation
practice.
Participatory “behaviours and attitudes, methods, and practices of
sharing”6 grew in popularity during the late 1980s and early 1990s
as a family of approaches for building relationships and empowering
participants, through giving voice to and foregrounding the value
of local and informal knowledge.7-12 Community participation
within health systems has been advocated since the 1978 Alma
Ata Declaration, with the fourth clause stating that “the people have
the right and duty to participate individually and collectively in the
planning and implementation of their health care”.13
In addition to the raft of documents3,4,14,15 re-emphasising community participation as a cornerstone of the primary health care
approach, legislation to this effect has also been enacted. In terms
of legislation, promoting “community participation in the planning,
provision and evaluation of health services”1 is noted as one of
the general functions of the Department of Health at a national,
provincial and district levels, with clinic or health facility committees
(HFCs) being identified as the principle organisational arrangement
through which this occurs. Establishing the specific roles and
functions of these committees and the accompanying legislation is a
task that has been deferred to provincial government.16
Whilst a draft policy has been in existence for a number of years
in the Western Cape, without its formalisation into legislation,
HFCs have to date had to remain as informal entities assuming a
quasi-official role for community participation in the health system.16
However, it is understood that now that the District Health Council
is in place,17 a policy process has been set in motion to amend the
current legislative framework so as to include HFCs as a formalised
mechanism of engagement between primary-level services,
community members and, importantly, other health stakeholders in
the district health system (DHS).
The reported benefits of community participation have been welldescribed and synthesised18 and include – from the perspective of
participating community members – improving health knowledge
and health-related behaviour and articulating local expectations
and needs. From the perspective of the health system, community
participation is viewed as beneficial in terms of expanding the
coverage of health care; mobilising additional resources for health;
making the health system more efficient, effective and equitable;
improving the quality of health care; and strengthening the
responsiveness and accountability of health service providers.

building, resource mobilisation and management have a bearing on
the nature of the community participation process.

Understanding the capacity of the
system to participate
In a previous South African Health Review chapter, the importance of
understanding collective capacity in district/sub-district functioning
– where capacity is seen as the combination of attributes that
enable a system to achieve its intentions with effectiveness and at
a degree scale over time, has been highlighted.20,21 In applying
this framework of collective capacity to community participation,
the system consists broadly of all actors involved in the web of
community participation-related engagements/actions within a
geographical locality, including those living in the area, and that
these local engagements are framed and influenced by the actions
of actors higher in the system (district and provincial managers,
policymakers, legislators), as well as by actors outside the health
services including the police and a range of local government actors
such as ward councillors and solid waste service providers among
others.
As summarised in Figure 1, the capacity of this system to enable
participation among its actors rests on three interacting dimensions.
The hardware of finances, infrastructure and technology points
to the need for funding for salaries, stipends, transport and
activities; physical spaces to plan, engage and conduct activities;
and technology such as cell-phones and computers, to enable
communication and to develop materials as necessary.
The tangible software, on the other hand, includes the dimensions
of knowledge and skills, and systems and procedures. For example,
local knowledge (a form of non-verbal knowing that evolves
from seeing and interacting over time22) as well as participatory
facilitation skills such as ‘handing over the stick’ (i.e. allowing others
to speak, lead, facilitate, etc.), developing the capacity to listen, and
actively valuing local knowledge23 are key elements of participatory
capacity, forming part of the tangible software in Figure 1. Systems
and procedures include the mechanisms through which community
participation is implemented, such as health facility committees,
community-based outreach events, contracts with NPOs, job descriptions and key performance areas of providers, as well as the
service delivery targets of the district or municipal health system.
The intangible features of communication, relationships and power,
and the value that is given to participation, are particularly important
in shaping the behaviours of those working towards community
participation, underpinning their power to perform.20

Tangible benefits notwithstanding, in a recent literature review
Rifkin re-emphasises the importance of conceptualising community
participation not so much as an intervention or end in itself, but as a
process that is reflective of the context in which it takes place – and
which cannot be considered without addressing issues of power and
control.19 Rifkin reminds us of the complexity of factors influencing
community participation and how issues like leadership, capacity-
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Figure 1:

Hardware/Software framework of system capacity

Values
Communication
Relationships

Intangible software
Tangible software

Knowledge
and skills
Systems and
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Hardware
Finances

Infrastructure

Technology

Power

Source: Elloker et al., 2012;20 Ortiz Aragón, 2010.21

Setting and approach
This chapter reflects on more than four years of experience in
engagement and action around the implementation of community
participation in primary health care services. Through collaborative
action learning and reflective practice, the chapter draws on a
combination of service partner tacit knowledge (values, mindsets
and experiences) and scholarly understandings, brought together
through a series of conversations, engagements and actions among
the authors. Knowledge is therefore co-produced, which implies a
broadening of the view of knowledge from data that are collected
and analysed, to a view of knowledge that may also be built through
layers of conversation.
Keeping track and making meaning of this knowledge was
achieved through processes of reflective practice and through
the documentation of conversations and engagements using a
combination of verbatim recordings, minute-taking, compilation of
activity reports and researcher diaries. Additional insights into our
approach to knowledge co-production are available in Lehmann
and Gilson.24 The arguments and ideas presented in this chapter
are therefore gained through a combination of intervention,
engagement, participation and discussion, and are offered as a set
of experiences from one urban sub-district as a stimulus for reflection
elsewhere in the South African health system.
The setting of this work is the health sub-district of Mitchells Plain,
a low-income community of approximately 500 000 people within
Cape Town that includes 90 informal settlements. Health service
delivery in Mitchells Plain is under the dual authority of the Metro
District Health Service (MDHS) of the Western Cape Department
of Health and the City of Cape Town’s (CoCT) health department.
The intention is that services should be co-ordinated between the
two authorities through an Integrated Sub-District Management Team
(ISDMT) and annually renewed Service Level Agreements.
Government health services include nine City of Cape Town clinics,
four Community Health Centres (three MDHS, one CoCT) and one
level-1 hospital. Apart from the facility-based health services – and of
particular relevance to community participation – 16 Environmental
Health Practitioners, one Community Service Environmental Health
Practitioner and three Environmental Health Assistants who support
environmental health services within the area, and 10 Health
Promoters facilitate a range of health education activities (although
much of the work of the health promoters takes place within health
facilities). The responsibility for Community-based Services (CBS)
rests with MDHS and includes formalised partnerships with non-profit

organisations (NPOs) to deliver various services, including TB and
HIV adherence support, counselling services, home and communitybased care, with sub-district CBS co-ordinators being responsible
for monitoring and evaluating CBS and for supporting NPOs.25 In
October 2013, there were nine official health facility committees, of
which four were active.

Description of events,
interventions and engagements
The engagements that have informed this chapter are illustrated in
Figure 2. In December 2010, the idea of conducting a community
profiling exercise that would bring all Mitchells Plain stakeholders
into conversation was first raised by the DIALHS project. Coconstructed by a range of service and community stakeholders,
the idea of the profiling was supported through five steering group
meetings where the two large community profiling workshops of May
and August 2011 were planned and conceptualised. The energy
and enthusiasm of these large meetings generated a commitment
to continue engagement through decentralising activities into four
smaller Local Action Groups (LAGs). While one of these (LAG A) met
for two years between June 2012 and June 2014, the other LAGs
struggled to get off the ground. To better understand this ‘capacity
to participate’, DIALHS initiated a series of four reflective workshops
with health service colleagues between April and August 2013
that revealed a number of benefits and challenges of participation.
These discussions emphasised, inter alia, the particular skills needed
to facilitate community participation, an insight that was deepened
through a community participation capacity-development initiative
for environmental health and health promotion practitioners during
the period July to December 2013. While these engagements
proceeded in Mitchells Plain, provincial processes relating to
the enactment of the District Health Councils Act and associated
changes in funding flows also impacted on the capacity of the subdistrict system to participate.
As we shall argue, these engagements hold a number of lessons
for those interested in enhancing the population orientation of
primary health care services and the district health system. A first
key lesson is the clear benefit to stakeholders of convening spaces
for dialogue. It is, however, not easy to generate and sustain
these spaces. Through the application of the Hardware/Software
framework to community participation (Figure 1), we illustrate why
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Timeline of events, interventions and engagements, 2010-2015
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this is the case, and in so doing highlight a second key lesson,
which is the unrecognised capacities of certain cadres, particularly
environmental health practitioners (EHPs), in the implementation of
community participation approaches.

Creating a community profile with
Mitchells Plain stakeholders
The first set of engagements that inform this chapter began in late
2010 when the DIALHS project introduced the idea of conducting
a community profile to complement the formal 2011/12 strategic
planning processes in Mitchells Plain. The initiative had multiple
rationales: shifting the lens of service providers from patients
to a stronger population orientation as advocated in national
and provincial policy and strategy;4,14 an acknowledgement by
facility and sub-district managers of the importance of community
participation and health facility committees, but uncertainty about
how to improve these relationships; and a sense of unease among
some facility managers about “not knowing the community they
serve”, of being unsure about what lies beyond the clinic door, and
whether the services rendered respond effectively to local needs.a
As illustrated in Figure 2, engagements were co-constructed by
health service providers and community representatives over a
series of five steering group meetings between March and August
2011, and culminated in two large community profiling workshops
of approximately 70 and 100 people respectively (see Box 1 for
more details).
These engagements were considered a ‘first of its kind’ by health
service providers (DIALHS Internal Report: Community Profiling
Exercise, October 2011) where a team of service partners, NPOs,
community members (including local health facility committee
members) and others conceptualised and implemented a series
of multi-stakeholder workshops which succeeded in bringing
a diverse group of actors into conversation with each other.
While the information generated allowed for a number of quick
wins (for example, a series of interventions and engagements to
improve sanitation practices within Early Childhood Development
(ECD) centres – see Box 1) the workshops also demonstrated the
importance of generating spaces for dialogue – confirming the value
of both relationship-building approaches and of local and informal
knowledge (key tangible and intangible software – as presented in
Figure 1). These engagements also highlighted the particular skillsets
of EHPs in enabling a population-based approach to primary health
care: an important unanticipated outcome of the community profiling
event.

a

Sources: DIALHS Internal Report: Community Profiling Exercise, October
2011; Summary Report for Mitchell’s Plain ISDMT: The DIAHLS Community
Profiling Activity, September 2011; Writing Reflective Meeting II, March
2015.

Box 1: Mapping local health risks and resources
Two large community profiling workshops were convened in May and
August 2011 involving approximately 70 and 100 people respectively.
The workshops made use of a profiling exercise in which stakeholders
(nurses, NPO staff, community representatives from local health facility
committees and of police fora, environmental health practitioners, and
others) were given maps of their neighbourhood/geographic area
(provided by EHP colleagues) and asked to plot priority health risks and
concerns, available resources, and potential opportunities to reduce risks.
In acknowledgement of the diversity of the local communities in Mitchells
Plain and in order to make the task more manageable, the sub-district was
divided into ‘local area groups’ for these discussions – each of which was
linked to a Community Health Centre (CHC) and its feeder clinics.
Together stakeholders identified the issues and places which were of
greatest concern (for example, substance abuse and the sites in which
alcohol and drugs were sold, inter-personal violence and the crime ‘hot
spots’, dangerous traffic intersections, sites of illegal dumping, and the
vulnerability of the youth in relation to HIV, teenage pregnancy and
substance abuse). A range of health resources were also plotted on
the maps (from traditional healers to private practitioners and the local
clinics) along with those that were considered to offer potential (such as
a religious centre or a recreational centre for youth). The neighbourhoods
which appeared to be under-resourced in terms of health assets and
services were noted.
Discussions led to a number of practical actions, including negotiating
with local taxi operators to change their routes to improve access to one
facility, while the information that was collected was fed into sub-district
planning processes that year. The process of plotting information on maps
also revealed a considerable number of unregistered ECD centres in
Mitchells Plain. This prompted the EHPs to reconsider the possible causes
of the ongoing high levels of diarrhoeal disease in infants and young
children, and with local government councillors in the area, funding was
granted by the sub-council to allow EHPs to intervene through training
ECD teachers in hygiene promotion, providing ‘squeezy’ bottles and
soap for hand-washing, and providing new drinking water containers to
identified ECD centres.

Decentralising the community
engagement: the Local Action
Groups
During the final phase of the community profiling, there was
agreement from community representatives and the ISDMT that the
process was valuable, prompting the idea of continued engagement
within four Local Action Groups (LAGs). Through the drafting and
discussion of a ‘roles and responsibilities’ document (in April 2012
– see Figure 2), the purpose of the LAG was conceptualised as a
combination of building relationships and a sense of community
among all stakeholders; supporting local-level input into sub-district
and district health planning; ensuring that appropriate links were
made with other health-related governance structures (health facility
committees, the City’s Multi-Sectoral Action Teams (MSATs) for HIV/
AIDS, and others including the Community Policing Forum); and
undertaking local-level action in relation to needs and priorities.
Whilst conceptualised as complementing the work of these existing
structures, the role and responsibilities of the LAGs were seen as
extending beyond a set of specific health issues or a particular
health facility. Building on the issues raised by participants in the
community profiling workshops, considered these and the social
determinants of ill health, were considered.
It was anticipated that the work of a LAG facilitator – the four being
appointed from among the programme managers of the two health
authorities – would be supported by the local clinic and CHC facility
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managers and EHPs working in the same area, and that overall
oversight of the LAG initiative would be provided by the ISDMT.
Despite this enthusiasm, uptake of the LAG was mixed: one group
did not meet at all and two groups met once or twice. Some of the
reasons for this uneven uptake are discussed in Box 3. The fourth
group (LAG A), however, met on a monthly basis for another two
years (mid-2012 to mid-2014), with support from DIALHS, during
which period a name and vision was created for the group by local
stakeholders:
[LAG A] Cares for Health. Making [local area ‘A’] a healthier
community by promoting the health of its residents and
community members, through working collectively together
(as community representatives and service providers) and
specifically focusing on environmental health issues and
substance abuse.
As with the community profiling, key to this success was the way
in which the local knowledge of the EHP (a tangible software
skillset denoted in Figure 2) enabled community members to access
a variety of needed services (e.g. how to report illegal dumping,
leaking pipes, dog fighting, etc.; how to motivate for trees to be
planted in recreational spaces) and the way in which this local
knowledge was aligned to many of the social determinants of ill
health that particularly occupied the minds of community members
in the group.
The group was also instrumental in developing and undertaking
the door-to-door distribution of 4 200 leaflets containing health and
referral-related information – a proportion of which were magnetised
so that they could be placed on the door of a household refrigerator
(see Box 2). The information in the leaflets reflected the key healthrelated concerns and identified priorities of group members, including
referral information for illegal dumping, leaking pipes, dog fighting
(facilitated through environmental health colleagues), and substance
misuse (facilitated through one of the NGOs partnering with the

Box 2: Power and participation
The development and distribution of 4 200 fridge magnets and information
pamphlets by LAG A provided a key experience of the importance of
understanding relationships and power in participatory processes. The
original idea of the fridge magnet came from a number of members in the
group, and was partly in response to the apparent lack of health-related
information in the community, and partly a way to galvanise energy
around a local activity. Initially envisaged as an information pamphlet,
when one group member suggested the creation of a fridge-magnet
version of the pamphlet, the idea caught the group’s imagination as a way
of spreading health information into each household. The information to
be contained in the pamphlet and on the magnet was discussed in detail
over a number of months, and a local business was contracted to do the
printing. Magnets were purchased separately, and the plan was to have
an extended workshop where the magnets would be attached to some
of the pamphlets.
However, the day of this workshop saw the arrival of a large group of
new members. While it had been the intention to allocate the magnet
and pamphlet proportionately to different areas based on household
numbers, the newcomers argued that they should take half of the
materials, because they represented the one (geographical) side of
Local Area A while the longer-serving members of the group were from
the other side. After animated discussion, and some raised voices, the
materials were allocated equally between the two geographical areas
with little consideration being given to household numbers in each area.
The development and distribution of the fridge magnet and pamphlet –
which provided group members with something tangible to work with
in the local community, and also attracted the new members to the
group – was an excellent illustration of the type of local area action the
LAGs could undertake. However, it also ultimately demonstrated that
in a resource-poor community, deciding how a resource like the fridge
magnet/pamphlet ought to be shared is a deeply political rather than
rational process – and one which foregrounded pre-existing tensions
and divisions between members of the local community around, for
example, the geographical area in which one lived, or whether one was a
member of the health facility committee or a supporter of political parties
campaigning in the bi-election. Instead of being a space for engagement
with all members, existing members complained that new members were
coming into the space to “steal our group”, and that they should not be
welcome because they had not been involved from “the beginning”.

health services in Local Area A). While this activity was an excellent
illustration of the type of local area action the LAGs could do, as
Box 2 highlights, it also provided an experience of the importance
of being aware of the role of power and the deeply political nature
of community participation.

For me it is fundamentally important to always know that
these processes are deeply political… I think particularly in
communities where the resources are so stretched and people
have so little opportunity to be valued and be somebody,
these things simply become enormously important and so
even very small resources… becomes an area that this plays
out. (Writing Reflective Workshop I, March 2015).

156

Reflecting on the process of creating
Local Action Groups with practitioners
The potential benefits and challenges of enabling participation
through more formalised systems and procedures (tangible software
in Figure 1) including LAGs and health facility committees have been
well documented.16,18,26-28 However, given the potential of the LAG
concept, the perceived success in Local Area A and the varied uptake
elsewhere, DIALHS academic partners facilitated four reflective
workshops with MDHS and CoCT colleagues between April and
August 2013 to further understand and build participatory capacity.
The meetings reflected on the progress of the LAGs, highlighting some
of the opportunities and challenges that had arisen, and considered
the implications for the future of LAGs and similar community
engagement initiatives. These workshops were complemented by
a capacity-development initiative for a subset of these practitioners
(including a team of Environmental Health Practitioners and the
CoCT Health Promotion Officer) that commenced in June 2013. The
initiative included attendance at community participation and health
promotion-related short courses at the University of the Western
Cape Winter School, complemented by five mentoring workshops
that focused on enabling the development of tangible and intangible
software (including listening skills, problem-solving, communication
skills and relationship-building skills).
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In the LAG workshops, the meeting participants recognised once
again that a benefit of participation lay in bringing stakeholders
into conversation, reducing the division where “they [the community]
is sitting on one side and we are on the other” (LAG Reflective
Workshop, May 2013). Other perceived benefits included improved
access to information about a range of government services and
improved responsiveness of services to community needs.
Despite these benefits, the engagements in these workshops
highlighted the way in which key elements of organisational
support for community participation (through budgets, systems and
procedures) were felt to be inadequate to sustain participation, as
highlighted in Box 3. The inadequacy of these more tangible markers
of support also raised questions about the extent to which the system
could be said to value (an element of intangible software in Figure 1)
community participation relative to other service delivery priorities.
Box 3: Organisational support for participation
Reflective workshops about the implementation of Local Action Groups
highlighted the importance of community participation being enabled
by system hardware (e.g. budgets) as well as by the tangible software
of systems and procedures (e.g. through functioning health facility
committees). An understanding of why this is the case can be gained
through the example of the Western Cape government’s withdrawal of
funding for the Cape Metro Health Forum (CMHF) – a long-standing but
unlegislated governance body under which the Mitchells Plain Community
Health Forum operated. The withdrawal of funding to the CMHF resulted
from the formalisation of legislated governance structures, such as the
Metro District Health Council, which was established in May 2012 in
accordance with the District Health Councils Act.17,29
Without this funding – and in the absence of appropriate provincial
legislation – the primary-level health facility committees were left to
operate as volunteer bodies. This action had a particular impact on the
functioning of one of the LAGs, given that many of the LAG members were
local HFC members who were disappointed and angered by this change.
The LAG group facilitator felt that, given this context, her ability to engage
with community members in a meaningful way was compromised and that
the removal of the funding for the local HFC had a direct impact on the
sustainability of the LAG. (Minutes of meeting, 11 April 2013)
Beyond this example, the lack of budget for community participation
activities in generally very under-resourced communities (such as for the
printing of information pamphlets and fridge magnets, but also basic
refreshments for participants of meetings and activities) was one of the
reasons why LAG A could not sustain its engagement.
I think community participation needs to be a funded entity….
if [the health services] cannot provide a budget line item that says
community participation then we are setting ourselves up for failure.
(Writing Reflective Workshop 1, March 2015)

Understanding the ‘relational’ skillset
Many of the engagements outlined in this chapter have highlighted
both the benefits of convening spaces for dialogue, and the particular
relational skillset required to do so. Chambers,7,23 an influential
early practitioner and scholar of participatory approaches, similarly
argues that the capacities of facilitators and the style of facilitation
are crucial, and that this includes actively demonstrating respect,
establishing rapport, abandoning preconceived ideas about
one’s own expertise on a topic (and so valuing local and informal
knowledge), ‘handing over the stick’ (i.e. allowing others to speak,
lead, facilitate, etc.), learning from mistakes, and cultivating selfawareness.

In the Mitchells Plain discussions, practitioners highlighted a number
of related capacities, including:
Being flexible and open to learning from mistakes:

Pshew, that was a touch-and-go [decision] I must be honest…
I did not know I was going to have to do that and you… think
on your feet… and you don’t always know if thinking on your
feet and the decision you took was the right one. [Writing
Reflective Workshop I, March 2015]
Developing an awareness of power:

One needs to be fully aware of tensions and dynamics
(whether political parties or religion or whatever)… [and]
one has to continuously remind people what brings them
together, [and ask that they] leave other dynamics behind…
[one] cannot manage if one isn’t fully aware of [this type
of] situation, otherwise you are taken by surprise. [Writing
Reflective Workshop I, March 2015]
Valuing and demonstrating equality:

The situation becomes explosive if one voice seems to be
heard more than another voice. [As the facilitator] you need
to create equal opportunities for all voices – and to quieten
down the loud voices and create an equal platform in which
everyone can speak equally… but this does not mean that the
equal platform will be maintained by members… you need
to be vigilant. [Writing Reflective Workshop I, March 2015]
Being reflective about one’s own legitimacy, role and practice:

What made it work for [me] was having the support of and
reflection with [DIALHS colleagues]… I had them on my
side... That is what I liked about our relationship – is that we
could reflect back and say ‘what went wrong here? How
could we do it differently?’ That is what made me continue…
because the reflection of it [the situation] was never about
me – the person – but about how the situation was managed.
And that is what made it work for me. [Writing Reflective
Workshop I, March 2015]

Re-imagining community participation
In this chapter, we have argued that there is a clear benefit to
creating spaces for dialogue, and that the more formalised systems
and procedures (such as LAGs and HFCs) provide one important
mechanism for this engagement. Our work has also highlighted that
the enablement of participation is partly about attitudes and values
(a ‘relational’ skillset). While the possible interventions needed to
enhance such a skillset are beyond the scope of this chapter, what
became clear to the team over the four years of engagement was
the extent to which this relational skillset was already apparent
within many of the environmental health colleagues in Mitchells
Plain. Their way of working requires EHPs to be ‘embedded’ in
and knowledgeable about local communities. Not only are they
familiar with the geography of the local landscape given their role
in monitoring potential environmental health hazards in and around
households, within formal and informal business premises (such as
ECD centres) and in the natural environment, but in operating across
sectors (with colleagues from Solid Waste, Water and Sanitation,
Human Settlements, local government councillors and others), they
accrue a wealth of information and contacts relating to a range of
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local stakeholders living and working in a neighbourhood. This local
knowledge was particularly valued by community members who
participated in the various engagements, in that EHPs could facilitate
access to a variety of local government services through providing
information or support for issues ranging from illegal dumping,
rodent infestations, burning of tyres, illegal dog fighting, leaking
pipes and taps, sanitation concerns, and unregistered ECD centres,
to name a few. This EHP terrain of work requires the ability to work
as part of a team, to negotiate, to network and to think creatively in
solving problems, and with two years of community development as
one of the main subjects in the curriculum of the National Diploma
in Environmental Health, EHPs are adept in the processes required
for sustaining community participation in health. This terrain of work
also draws attention to the possibilities of community participation
within informal spaces and engagements (beyond HFCs and LAGs),
suggesting that there are alternative opportunities to strengthen
community involvement in health through highlighting and valuing
such efforts. Box 4 gives one example of how this might play out.
Box 4: Opportunities for participation around a common cause:
illegal dumping
The story of a 2012 pond clean-up campaign is one illustration of the
opportunities for community participation beyond the more formalised
systems and procedures (tangible software in Figure 1) such as health
facility committees. The pond, located adjacent to an informal settlement
in Mitchells Plain, had been the subject of a number of community
complaints regarding illegal dumping. Concerned about the associated
environmental health risks, the environmental health team conducted a
door-to-door survey with approximately 500 local households to explore
with residents the extent to which they felt the refuse removal services
were meeting their needs. The survey revealed that a significant number
of backyard dwellers were living in the area, which meant that the
standard 240 litre refuse bin provided by the CoCT to each household
was insufficient for the volume of refuse generated by each household
(with its backyard tenants). Community members thus regularly emptied
their over-loaded refuse bins alongside and into the pond in between
the weekly refuse collection service. In addition, samples taken from
the pond revealed the presence of E.coli in the water. As a result of this
investigation, and concerned that young children were using the pond to
swim in, an urgent health education intervention was conducted by the
environmental health team in the primary schools that were located close
to the pond.
Having assessed some of the underlying causes of the dumping, the EHPs
in the area sat together and identified all the role-players that they felt
could help them to find a solution – including the local community leader
(who they already knew through their engagements) and all relevant
government services.
Altogether I think we had about 15 different departments that we thought
had a role to play in that scenario. (Writing Reflective Workshop I, March
2015).
Given that many of these role-players “might not have a clue what we are
talking about”, the meetings were purposefully held in a venue close to the
pond, making use of the community leader’s church as a meeting space.
Shortly after the engagement commenced, community members reported
that murdered bodies were being dumped in the pond – and when a
body was discovered, that gave us more ‘wheels’ now to say… Council
must really… find a sustainable solution to the environmental pollution
challenges of this pond: either commit to cleaning it up (in the short term)
or fence it off (in the long term)… as a way of deterring the community
from dumping waste in the pond and the children from contracting waterborne diseases whilst swimming in the contaminated water… And (so) we
brought everyone together and I tell you that pond was then cleaned –
and around the pond trees were planted and the north and south side of
the pond was converted into a play park for children from the surrounding
area. (Writing Reflective Workshop I, March 2015).
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In thinking more about the informal spaces for community
participation, Healthcare 2030, the Western Cape Department of
Health’s Comprehensive Service Plan, recognises that mechanisms
for participation include community-based health promotion
campaigns and everyday interactions between health workers and
patients, and between community care workers and households.4
Similarly, outreach teams implementing the Primary Health Care Reengineering Strategy are intended to create an enabling environment
in which communities are empowered “to direct local resources and
have a voice in what happens”.14
However, while EHPs are acknowledged as a critical cadre in
the health workforce at the district level,30 the emphasis in policy
documents tends to focus on their core practice of identifying,
controlling, evaluating and preventing environmental hazards and
harms that could negatively impact on the health and wellbeing
of community members.31 Thus, whilst the potential of EHPs to act
as “catalysts for desired change”31 has been highlighted,32 the
potential of their unique local knowledge and relational skillset
presents an under-valued resource for community participation.

Discussion
In recounting a series of engagements in Mitchells Plain that evolved
over a number of years, this chapter has sought to shed new light
onto the question of what enables community participation in a subdistrict health system. Key lessons learnt and recommendations are
summarised later in the chapter. Using a framework of collective
capacity, we have argued that the capacity to participate is enabled
through a number of dimensions. For example, we have contended
that community participation needs to be sustained through budgets
and resources (hardware) and we have suggested that the removal
of funding to the Cape Metro Health Forum and the lack of budget
for community participation ultimately played a role in the closure
of two Local Action Groups. In the absence of these more tangible
markers of organisational support, questions are raised about the
extent to which the system values community participation (intangible
software) relative to other priorities. For tangible software, we have
outlined the LAG experience as an example of a more formalised
participatory mechanism focusing on the social determinants
of health with relevance to the functioning of HFCs, and have
demonstrated that the relational skillset and local knowledge of
certain practitioners (notably, environmental health colleagues) is
key (along with the hardware of resources, etc.) to enabling the
establishment of dialogue among local stakeholders. This relational
skillset includes more tangible components, such as the ability to
facilitate participatory engagements and being open to learning
from mistakes, and possibly less tangible components (intangible
software) including the valuing of local and informal knowledge,
being aware of power dynamics, and developing awareness of
one’s own legitimacy, role and practice. We have also reasoned that
there is scope for community participation beyond the more formal
structures, and have provided an example of how a participatory
approach can powerfully enable change when stakeholders are
brought into conversation around a common cause.
Our intention for this article is to stimulate thought – to reimagine
community participation – through sharing in-depth implementation
experience from one particular sub-district setting. While the specific
events and activities that we have described are applicable only to
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this particular time and place, we believe that the lessons we have
learnt about the importance of dialogue, about the different types
of capacities needed and about the importance of the role of EHPs
in interfacing between services and communities, are of value and
relevance to those seeking to improve the practice of community
participation in other district and sub-district settings.

Lessons learnt about the practice of
community participation
Drawing on the work of Ortiz Aragón20,21 and his framework of
system capacity (illustrated in Figure 1), we have suggested that
the capacity of a district or a sub-district to facilitate community
participation relies on both tangible and intangible resources and
capacities. The tangible capacity includes both the ‘hardware’
(for example, a budget to support participatory activities, the
infrastructure to hold meetings, and the technology to produce
community participation-related resources and to facilitate
communication between stakeholders), and the ‘software’ such
as the organisational systems (e.g. legislation and regulations for
HFCs), knowledge (including local knowledge), and skills – including
the ability to facilitate participatory engagements. These latter skills,
combined with the ‘intangible software’ of values, power and
communication, form what we have termed a ‘relational skillset’.
These relational skills – as a powerful combination of local
knowledge, relationship-building and communication skills – are key
enablers of community participation in combination with the more
tangible markers of organisational support such as budgets, systems
and procedures.
District and sub-district managers seeking to enable community
participation could consider the extent to which both these hardware
and software capacities are present; identify practitioners that have
such relational skills and who would likely be suitable facilitators of
participatory processes; and could begin to actively value such a
skillset as a key capacity needed for community participation.
Training institutions seeking to support community participation
implementation could highlight the value of local and informal
knowledge, and could include listening, communication and
problem-solving skills within their offerings. They could consider the
value of on-the-job training, mentoring and coaching within their
pedagogical approach.
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T

he large number of benefit options available in the medical scheme market,
along with the lack of standardisation and the mosaic of confusing terminology
employed in scheme brochures, create a highly complex environment that
hampers consumer decision-making.

This chapter reports on an analysis of the design of 118 benefit options to provide an
overview of the nature and structure of the offerings available in the market in 2014.
Observable and verifiable differences existed between the benefits offered in the
options, the demographics of the beneficiaries they serve, and their corresponding
contribution rates. The findings also demonstrate that schemes use benefit design
to `cherry-pick’ members and to separate beneficiaries into more homogenous
groups, thus reflecting the consequences of the incomplete regulatory environment
surrounding the schemes.

Schemes use benefit
design to `cherry-pick’
members and to separate
beneficiaries into more
homogenous groups, thus
reflecting the consequences
of the incomplete regulatory
environment surrounding
the schemes.

The complexity facing the consumer serves a vital purpose in order to ensure the
short-term sustainability of schemes’ risk pools. However, despite the necessity of
complexity, increasing the transparency with which schemes market their benefit
options might overcome a number of pitfalls, particularly with regard to the most
subtle aspects of benefit design.
The authors conclude that medical scheme benefit design in South Africa requires
significant attention in order to facilitate equitable access to medical scheme cover
in South Africa.
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Introduction
The value of medical scheme cover arises to a large extent from
the benefits that are offered. Benefit design plays a central role in
scheme marketability and competitiveness, the extent of risk pooling
within schemes, and the rationing and delivery of care.1 Despite
this, the most recent regulatory change affecting benefit design took
place over a decade ago. There has also been a near-complete
absence of system-wide research into benefit design.
Medical schemes are the primary private health-financing
mechanism in South Africa and operate on a not-for-profit basis.1
Each medical scheme will have a number of product offerings that
they market to consumers, known as benefit options. These benefit
options differ in design, both between medical schemes and within
each medical scheme.
The benefit design of 118 benefit options available in the openscheme market were analysed with the aim of answering the
following questions:
➢➢ What common benefit design elements can be observed in the
medical scheme market?
➢➢ Do differences exist in the benefits offered by the various plan
types? If so, in what way?
➢➢ Can observable and significant differences be seen in the
characteristics of the members who have joined the various
plan types?
➢➢ What alternatives are available to prospective members in
choosing a benefit option?
This research which was approached from the perspective of a
prospective medical scheme member, aligns with the regulator’s
mandate: the Council for Medical Schemes (CMS) aims to maximise
access to good-quality medical scheme cover and to protect the
best interests of the consumer.2 The focus on open schemes is a
consequence of considering the perspective of a prospective
member: restricted schemes are by definition not accessible to all
consumers.

The impact of regulation on
benefit design
Each benefit option is required to be approved and registered with
the Council for Medical Schemes (CMS); consequently their design
needs to meet the requirements set out by the Medical Schemes Act
131 of 1998.

how predictable healthcare costs are, and the extent to which the
scheme can spread its risks, thereby lowering contribution rates and
increasing affordability.3
There has been a downward trend in both the number of open
schemes as well as the number of benefit options: from 41 schemes
in 2007 to 24 in 2013, and from 219 options in 2007 to 140 in
2013. This should, in theory, result in larger risk pools and hence
a more sustainable medical scheme industry. However, the absolute
number of options on offer remains high.
The average number of options per scheme has declined since 2011
(although there has been an increase in the number of sub-options
called efficiency-discounted options or EDOs), and the average
number of beneficiaries per option is increasing – a positive result for
the sustainability of risk pools. However, averages do not show the
entire picture and are potentially misleading as there are substantial
differences in sizes between schemes. One open scheme, Discovery
Health Medical Scheme, dominates the market with 2 564 313
beneficiaries. This scheme is almost four times the size of its nearest
competitor and alone accounts for 53% of the open scheme market
and 29% of all medical scheme beneficiaries.4
It is argued that medical savings accounts (MSAs) undermine risk
pooling within options. “Under this system, members arrange for
part of their contribution to be held in a personalised account. The
member decides when to use the account to pay for care and any
unspent monies can be carried over from one year to the next”.5
Depending on the individual scheme’s rules, the balance in the
savings account may be used to cover any medical expenses not
covered by other elements of the benefit structure, or where those
elements have been exhausted. Since MSAs are for the exclusive
use of the member who contributed to them, there is no crosssubsidisation between members, and should the member exhaust the
funds in the savings account, they will be required to fund medical
expenses themselves.6 In addition, the funds in a member’s savings
account may not be used to pay for PMBs.
MSAs effectively individualise benefits and reduce risk pooling.7
The use of MSAs in many South African medical schemes to cover
primary care, specialist and out-of-hospital expenditures means that
in-hospital risk pools cannot be combined with other risk pools.
Because in-hospital claims are larger and less frequent, a greater
risk pool is needed to ensure statistical certainty. Consequently,
there is a limited number of medical schemes with a risk pool large
enough to accurately predict and set pricing for in-hospital claims.6

Medical schemes are regulated on social solidarity principles via the
mechanisms of open enrolment, community rating and Prescribed
Minimum Benefits (PMBs).

Whilst the optimum medical scheme risk pool size has not yet been
studied in South Africa, the minimum size to accept full healthcare
risk is considered in America to be 20 000 beneficiaries.1 This
number would be higher for options that primarily offer in-hospital
benefits. At the end of 2013, 33% of all open schemes had risk
pools with fewer than 20 000 beneficiaries.4

The pooling of risks allows for risk cross-subsidies (those at higher
risk are subsidised by those at lower risk). Currently, risk pooling
occurs at the option level – schemes are required to treat each
option as a separate risk pool for community rating. Each benefit
option is required by law to be self-sustaining,1 resulting in smaller,
more fragmented risk pools. The size of the risk pool influences

A 0.71 correlation coefficient was observed between the size of
the scheme (by number of beneficiaries) and the number of benefit
options offered – i.e. larger schemes offer more benefit options. The
ability of schemes to offer a large number of options allows them to
appeal to a wide range of target markets and hence increases their
ability to create more homogenous risk pools (i.e. proxy risk-rating).

Self-sustainability and risk pool
fragmentation
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Theoretically, risk pooling could also occur at the scheme level
(where the risk pools of the benefit options within a scheme are
combined and treated as a single risk pool for community rating), or
the industry level (where the risk pools of all schemes are combined
into a single risk pool and community rating thus occurs across
the industry). Industry-level pooling can be achieved using a Risk
Equalisation Fund (REF).
In order to increase risk cross-subsidisation within medical schemes
whilst reducing risk selection, Circular 8 of 2006 published by the
CMS proposed scheme-wide pooling of certain benefits but was
never implemented.8 A potential consequence of these proposed
reforms was that younger and healthier members would have faced
increased contributions to the extent that they have benefited from
fragmented risk pools. In a voluntary environment, this could have
resulted in these members exiting the medical scheme environment
and driving up the community rate.1
The Risk Equalisation Fund was planned for implementation in South
Africa to reduce fragmentation and enable schemes to compete on
the basis of cost-effective healthcare delivery and not on the basis
of risk selection.7 In addition, the REF was intended to be used
as a vehicle for income cross-subsidies under a mandatory health
insurance system.7
However, in November 2011, the Council for Medical Schemes
published a circular announcing that it was highly unlikely that a
risk equalisation system would be implemented in the near future.9
There is thus a strong incentive to use benefit design to `cherrypick’a healthy members which can result in vulnerable members
on schemes with relatively higher risk profiles facing increasingly
unaffordable contribution levels relative to other schemes.10

Prescribed Minimum Benefits
The Medical Schemes Act (131 of 1998) re-introduced a mandatory
minimum level of benefits that all benefit options are required to
provide: Prescribed Minimum Benefits (PMBs). The package covers
270 diagnosis-treatment pairs, emergency treatment, and cover for a
set of chronic conditions according to the Chronic Disease List (CDL).
The package focuses on major medical and catastrophic cover and
is fairly hospital-centric. The CDL was introduced into the PMBs from
1 January 2004 in an attempt to improve the cross-subsidy between
the healthy and the chronically ill. However, its inclusion resulted in
schemes moving away from providing cover in excess of the CDL in
order to avoid attracting older and less healthy members.1
According to the Act, schemes must pay for the diagnosis, treatment
and care costs of these PMBs, in full, without any co-payments or the
use of deductibles. ‘Payment in full’ is complicated by the absence
of any national guideline for how much providers can charge for
their services. The Act does, however, allow for the use of managed
care techniques to limit the impact of PMBs on affordability.11 Such
techniques include:
➢➢ formularies or medicine lists;

a

Cherry picking (also called ‘preferred risk selection’ or `cream-skimming’) is
the selection that occurs because health plans prefer low-risk consumers to
high-risk consumers.3

➢➢ treatment protocolsb which includes clinical entry criteria;c
➢➢ treatment algorithms;
➢➢ benefit confirmation for procedures; and
➢➢ designated service providers.
The Low-Income Medical Schemes (LIMS) report found that the
scope of benefits offered needs revision, since the PMBs create a
high-base cost of cover in addition to driving the price of cover
upward.12 Many experts agree that in their current form, PMBs
are unsustainable owing to “current healthcare reform, regulation,
system failures and abuse by service providers”.13 PMBs also limit
the freedom of schemes to design an appropriate and affordable
package of benefits. Circular 9 of 2015 published by the CMS
contemplates the possibility of exemption from covering PMBs to
enable access and affordability.14

Treating Customers Fairly
A recent development, whilst not directly affecting medical scheme
regulation, is Treating Customers Fairly (TCF). TCF was implemented
by the Financial Services Board (FSB)d and is an outcomes-based
regulatory and supervisory approach “designed to ensure that
specific, clearly articulated fairness outcomes for financial services
consumers are delivered by regulated financial firms”.15 However,
since medical schemes are supervised by the Council for Medical
Schemes and not the FSB, they are not required to demonstrate a
commitment to TCF principles.e Importantly, there has been little
commentary on TCF within the medical scheme environment.
Whilst medical schemes do not fall directly under the scope of TCF
regulations, they do fall under the scope of the Consumer Protection
Act (CPA).f The following CPA rules, inter alia, impact on medical
scheme benefit design:
➢➢ The CPA prescribes that any representation made to the
consumer should be in plain language so that it can be
understood by any ordinary person with average literacy and
understanding;
➢➢ The Act prohibits discriminatory marketing, i.e. excluding
persons from any goods or services or targeting particular
communities for exclusive supply of goods or services.16
Although the Registrar of Medical Schemes assesses any new
benefit option, the assessment is not done explicitly in terms of
fairness and responsibility to the members.16 Furthermore, “there
is no prescription in terms of language in the Act and the Act puts
the responsibility of the understanding of the rules on the member,
irrespective of the industry complexities”.16
b

“Protocol means a set of guidelines in relation to the optimal sequence of
diagnostic testing and treatments for specific conditions and includes but is
not limited to, clinical practice guidelines, standard treatment guidelines,
disease management guidelines, treatment algorithms and clinical
pathways.”11

c

Diagnostic or laboratory tests confirming the diagnosis.

d

The Financial Services Board is an independent institution established by
statute to oversee the South African Non-Banking Financial Services Industry
in the public interest.

e

Organisations falling under the supervision of the FSB are expected to
demonstrate six TCF outcomes in delivering services to customers, ranging
from the appropriate and accurate marketing of services to consumers, to
products performing in the way firms have led customers to expect.15

f

“The Consumer Protection Act is a set of legislation designed to protect
the South African consumer in general by establishing a legal framework
that will achieve and maintain a fair, accessible, efficient, sustainable and
responsible consumer market”.16
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Rusconi therefore highlighted the design of benefit options as a
major issue in the medical scheme environment in that “there exists
improper and inefficient regulation at present which has led to
medical schemes trying to capitalise on these opportunities with the
consumer bearing the brunt of these initiatives”.17 Rusconi also states
that members’ needs and perspectives have not been considered
with sufficient attention, in that “the quality of services provided by
the administrator are inadequate or the fees paid for these services
inappropriately high”.17

Benefit design mechanisms
Rationing
Benefit design can be seen as the rationing of medical scheme
resources. Rationing is defined as “allocating healthcare resources
in the face of limited availability, by withholding beneficial
interventions from some individuals. It is socially inevitable and
prevalent”.18
Rationing can be either explicit or implicit. “With explicit rationing,
the basis, or criteria, that are used in making the resource allocation
decisions are clearly, openly, and directly specified”.19 On the
other hand, “under implicit rationing, the criteria to be used to
ration resources are implied, indirect, or not clearly expressed”.19
Rationing by inconvenience, rationing by policy, or rationing by
contractg are all examples of implicit rationing.18 Medical schemes
use a combination of explicit and implicit rationing. However, it
can be argued that the complexity of scheme rules shifts explicit
rationing to being implicit, due to the burden of comprehension
placed on the member.
The primary rationing tool used by medical schemes is price
rationing: goods and services are allocated to the individuals who
have the ability and willingness to pay the price.19 The ‘price’ in this
case is the contribution rate and the extent of out-of-pocket payments
that arise from co-payments, levies, deductibles and tariff shortfalls.
The impact of price rationing is offset in some benefit options by the
use of income-rated contributions. The tax credit that medical scheme
members receive also reduces the financial impact, albeit only for
those earning in excess of the income-tax threshold. Price rationing
could be further offset by regulatory interventions to enable income
cross-subsidies.
Rationing can also be seen as structured according to demandside or supply-side orientations. “Any rationing mechanism which
prevents patients from freely expressing demand for healthcare”,
such as co-payments and benefit limits, are described as demandside

rationing.18

“Supply-side rationing involves a number of

Demand-side mechanisms
Before the introduction of PMBs, schemes relied heavily on limits,
co-payments, levies and deductibles as benefit design tools.
Benefit limits can be defined as “any provision, other than an
exclusion, that restricts coverage in the evidence of insurability,
regardless of medical necessity”.20 These limits may either be
monetary or non-monetary. A possible disadvantage of limits is that
they may be viewed as norms rather than extreme levels of utilisation
by the members or beneficiaries of the option.21 Benefit limits can
be effective in controlling utilisation of low-cost and high-frequency
healthcare events, for example, dental and optical services.22 In the
case of high-cost events, benefit limits may penalise those with the
greatest need.
Levies and co-payments are applied to individual claims and
are intended to deter unnecessary utilisation but, like monetary
limits, they can become a financial burden and reduce access to
appropriate care. This occurs typically in a situation where high
prices prevail.5
The use of co-payments is common-place in medical scheme benefit
design, particularly in cases where the member seeks treatment
outside of a preferred provider network (PPN) or obtains treatment
before the treatment or procedure has been authorised. There are
large variations in the amounts charged between schemes and
benefit options.
A deductible makes the member responsible for all healthcare costs
up to a defined threshold. Once the member reaches the threshold,
the benefits may still be subject to other cost-sharing methods.
Pre-authorisation is another form of demand-side rationing. Hospital
and chronic benefit pre-authorisation are common in current benefit
design structures.5 A clinical motivation is sometimes needed from
the patient’s doctor. If authorisation is not granted, the claims are
either not reimbursed or only reimbursed for a certain percentage,
the exact terms of such reimbursement being specific to the particular
scheme.

Supply-side mechanisms
Supply-side mechanisms include those that limit the providers that
can be used, and that attempt to influence the decision-making of
providers. Many managed care interventions can be thought of
as supply-side mechanisms as they attempt to influence the clinical
decisions made.
Managed care is defined in the Medical Schemes Act 131 of 1998
as:
Managed healthcare means clinical and financial risk
assessment and management of healthcare with view to
facilitating appropriateness and cost-effectiveness of relevant
health services within the constraints of what is affordable,
through the use of rules-based and clinical managementbased programmes.h,11

different strategies for impacting the choices made by the providers
of healthcare services and often involves the regulation of providers
in an effort to influence or control the provision of healthcare
services”.19 Examples of supply-side rationing include the regulation
of the pharmaceutical market and alternative reimbursement
mechanisms for providers.

Medical scheme members may be restricted to obtaining their
healthcare services from a network of providers. These networks are
h
g

“Stating within the contract what services are covered at each level, with the
patient deciding which level and amount he or she wishes to pay”.18
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Rules-based and clinical management-based programmes are “a set of
formal techniques designed to monitor the use of, and evaluate the clinical
necessity, appropriateness, efficacy, and efficiency of healthcare services,
procedures or settings on the basis of which appropriate managed
healthcare interventions are made.”11
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referred to as Designated Service Providers (DSPs) when they relate
to the provision of PMBs.i Preferred Provider Networks are frequently
established with the aim of reducing the cost of healthcare, through
negotiating volume discounts from the providers or by securing
agreements with providers to practice cost-effective medicine
according to a defined set of clinical protocols.22 However, a recent
trend of paying higher fees to providers within PPNs has been seen.
This makes sense where schemes are able to secure price certainty
for PMB claims, and where increased engagement with and profiling
of providers necessitates higher fees.
In theory, public hospitals should be attractive preferred providers
for schemes, since the cost of care and the rate of cost escalation
is comparatively low in this sector.5 However, perceived quality
differences between public and private hospitals has resulted in very
few schemes contracting with the public sector.
Efficiency Discounted Options (EDOs) are benefit options with
network arrangements for healthcare provision. Introduced in
2008, EDOs allow monthly medical scheme contributions to be
differentiated on the basis of the healthcare providers that are
utilised to provide benefits.23 This practice is in conflict with the
statutory principle that contributions may be differentiated only
on the basis of income or family size, or both. A scheme’s benefit
option must therefore obtain exemption from section 29(1)(n) of the
Medical Schemes Act before it can operate as an EDO.23 EDOs
were established with the intention that the discounted contributions
reflected the efficiencies of the PPN rather than the demographics
and claims propensities of the beneficiaries who were expected to
participate in the discounted structure.
Traditionally, providers of health care have been reimbursed on a
fee-for-service (FFS) basis. FFS reimbursement contains incentives
for increasing the volume and cost of services (whether appropriate
or not), encourages duplication, discourages care co-ordination,
and promotes inefficiency in the delivery of medical services.24 In
response to these inefficiencies, alternative provider reimbursement
arrangements are becoming increasingly common and more widely
used by medical schemes as a tool to align the incentives of the
provider and the scheme. This is done by transferring varying
degrees of risk from the medical scheme to the provider and/or
the member. It is important to note that different mechanisms will be
appropriate for different providers; however, the goal is to structure
the payment to providers in such a way that costs are reduced whilst
a high-quality level of care is maintained.22
Some examples of managed care interventions include case
management, disease management, treatment protocols and
formularies. The limitations that schemes face in controlling the cost
of PMBs have supported the development of these interventions.

prevention, diagnosis and treatment of specific conditions such as
asthma or diabetes”.5 In addition, it involves identifying members at
risk, intervening where necessary and measuring the outcomes, all
whilst providing continuous quality improvement.25
Treatment protocols are “a set of guidelines in relation to the
optimal sequence of diagnostic testing and treatment for specific
conditions”.11 Most medical schemes provide services in the form of
a basket of care that lists all the services included in the protocol, for
example, the number of annual consultations allowed at a specialist.
The Council for Medical Schemes dictates that “all managed care
protocols be developed on the basis of evidence-based medicine,
taking into account considerations of cost-effectiveness and
affordability”.2 If a member voluntarily chooses to use a different
treatment protocol, the scheme may charge a co-payment.
A formulary is a list of prescription drugs determined to be clinically
appropriate and cost-effective and that are approved for use and
covered by a medical scheme.20 Reimbursement by schemes is
then restricted to items (or price levels) on the formulary, although
frequently, members can obtain other products if they are prepared
to pay the difference or incur a levy.5
Many of these interventions can be thought of as ‘hard’ or ‘soft’.
With ‘soft’ interventions, the member is able to pay to access the
care that they want, whereas with ‘hard’ interventions, the scheme
is more prescriptive. ‘Soft’ interventions are easier to market but less
effective in controlling costs. They are also less equitable because
they introduce an additional element of price rationing.

Methods
Only those open schemes that contained at least 30 000 beneficiaries
(i.e. ‘large’ schemes) and offered at least four registered benefit
options were included in the analysis.

Analysing benefit design
The analysis of benefit design assumed a family with a single
member and one child dependant (1A1C), with the principal
member earning R10 580 per month. Family size is only relevant
where a scheme imposes limits – most schemes increase limits for
each additional dependant included. Scheme brochures were
obtained for each benefit option and subsequently analysed. The
benefits offered under each option were classified and recorded
under five main categories. These categories were then broken
down into further sub-categories to capture all benefits on offer,j as
illustrated in Table 1.
Table 1:

“Case management is the active monitoring of patients once in
hospital with the aim of ensuring that the patient receives clinically
appropriate care in the appropriate setting”.5 Furthermore, this
intervention attempts to manage claim costs by setting best-practice
clinical protocols for the treatment of patients once they have been
admitted to hospital.6

The term ‘Designated Service Provider’ was introduced in the PMB
legislation. `Conditions’ here denotes terms of usage and any limits,
risk-management or managed care techniques employed.

Benefit Category

Benefit Sub-category

Day-to-day Benefits

Extent and form of day-to-day benefit coverage
Limits applicable to in-hospital benefits
Hospital reimbursement rate

Hospital Benefits

A disease management programme (DMP), on the other hand,
“involves active management by the scheme administrators of the
i

The grouping and categorisation of the core aspects of
benefit design

Choice of hospital
Co-payments for hospital admissions
Co-payments for specific in-hospital procedures

j

`Conditions’ here denotes terms of usage and any limits, risk-management or
managed care techniques employed.
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Benefit Category
Chronic Medicine
Benefits

Results

Benefit Sub-category
Number of diseases
High-cost medication
Formularies
Oncology limits applicable

Cancer Benefits

Choice of provider
Provision of high-cost oncology medicine
Coverage for in-room procedures

Additional Benefits

The 118 benefit options analysed are offered by 11 medical
schemes, administered by seven administrators and cover
approximately 4.5 million beneficiaries (representing 92.63% of
the open-scheme market). The five largest options in the sample
are all part of Discovery Health Medical Scheme. New Generation
plans have the highest market share even though more options offer
Hybrid benefit design (Figure 1). This is due to Discovery offering
New Generation plans and their high level of market share.
Figure 1:

Post-hospital benefit

Share of options analysed versus beneficiary market
share by plan type

Preventative screening tests
35%

In order to assist with comparison, homogenous characteristics
identified across the offerings were grouped together into further
categorisations (for example, all options offering “cover at any
hospital of choice” were grouped, options offering “cover within
a PPN only” were grouped, options offering “cover within state
facilities only” were grouped, etc.). The homogenous groupings
were then assigned a unique identifier (for example, all options
offering “cover at any hospital of choice” were assigned a 1,
options offering “cover within a PPN only” were assigned a 2,
options offering “cover within state facilities only” were assigned
a 3, etc.).
The process undertaken is a necessary simplification of a complex
and intricate environment. As such, further analysis through
observation of each benefit option was done by examining the
schemes’ brochures. Any outliers or other findings identified were
included in the results.
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Share of all options analysed
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Beneﬁciary market share

The average beneficiary age per option (weighted by option market
share) varies considerably across the plan types, with Networked
plans having the lowest average age (29.2) and Hybrid plans

Plan types

having the highest average age (38) (Figure 2). This pattern is

In order to overcome the complexity associated with the benefit
design environment and to facilitate comparison, options were
grouped according to plan type. The plan type provides an
indication as to how the day-to-day benefits are covered:
➢➢ Traditional options offer both compulsory insured majormedical benefits (such as hospitalisation and chronic medicine
benefits) and insured day-to-day benefits (such as GP
consultations, dentist visits and over-the-counter medication).26

repeated in the weighted average pensioner ratiok by plan type,
with Networked plans having the lowest average pensioner ratio
(5%) and Hybrid plans having the highest average pensioner ratio
(11.5%).
Figure 2:

Weighted average age and pensioner ratio across the
plan types
40

Weighted age and pensioner ratio

➢➢ New Generation options combine insured major-medical
benefits with a medical savings account.
➢➢ Hospital Plans provide insured major-medical benefits and
limited cover for out-of-hospital and day-to-day expenses.
The term `hospital plan’ is a misnomer since all options must
provide cover for PMB conditions.
➢➢ Hybrid options are a mixture between Traditional and New
Generation Plans, with insured major-medical benefits and the
majority of day-to-day benefits paid out of a savings account.
However, certain out-of-hospital and day-to-day benefits are
insured.
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➢➢ Networked options are those requiring the member to obtain,
either or both, of their major medical benefits and out-ofhospital benefits through a PPN.

k
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Weighted Age
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Weighted Pensioner Ratio (%)
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Proportion of members of medical schemes who are 65 years or older.27
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On an unweighted basis, Hospital plans have the lowest average
monthly contribution rates, whilst Hybrid plans have the highest
average monthly contribution rates (Figure 3) with a differential
of 118.2%. Networked plans were found to have lower average
monthly contribution rates than New Generation plans, despite
offering insured day-to-day benefits. It is important to note the broad
range of contribution rates within each plan type, particularly for
Traditional and Hybrid plans.
Figure 3: Variation in monthly contribution rates across plan types
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Monthly Contribution rate
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5 000
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New
Traditional
Generation
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Minimum Contribution

1 117

1 299
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1 473

Average Contribution

1 720

1 900

2 293

3 507

3 753

Maximum Contribution

3 025

4 014

3 654

6 707

8 533

1 710

Day-to-day benefits
Owing to the presence of PMBs, all medical schemes must pay the
cost of certain consultations and diagnostic tests associated with the
25 conditions on the Chronic Disease List. However, it is frequently
not clear from scheme brochures that there is some coverage
provided for day-to-day (DtD) benefits.28
Due to the manner in which the plan types were defined, the overall
structure of DtD benefits offered is in line with the plan type.
All Networked plans made use of a limited monetary amount to
pay for DtD claims, on condition that these services were obtained
from a PPN. This amount was applicable only for certain benefits,
such as GP consultations, optical, dental, radiology and day-to-day
medicines included on the scheme’s medicine list. Furthermore,
visits to a provider outside of the network resulted in additional copayments or a reduction in how much the scheme was willing to
cover (for example, only covering GP visits at 50% of the scheme’s
tariff).
Both Hospital plans and New Generation plans offer no insured DtD
benefits. Hospital plans exclude coverage for DtD claims altogether,
whilst New Generation plans pay claims from the member’s MSA.
Across all options offering MSAs, the maximum per annum savings
level for a 1A1C family was R14 628 and the minimum was R264.
This large variation adds to the difficulty that consumers face in
choosing an appropriate option.

There is a 10% differential in the average contribution rate between
Hospital and Networked plans, a 21% differential between Networked and New Generation plans, a 53% differential between
New Generation and Traditional plans, and only a 7% differential
between Hybrid and Traditional plans. If one weights, by option
market share (Figure 4), the price difference between New
Generation and Traditional plans narrows significantly – on this
basis Hybrid plans are clearly more expensive than other plan types.

For the Traditional plans, the amounts covered vary depending on
the number of dependants included on the option. Four Traditional
plans also offer an Above Threshold Benefit (ATB), such that once
the member has used up available DtD risk benefits, they enter a
self-payment gap. If the member’s accumulated claims exceed the
threshold, they would again be eligible for insured benefits. The ATB
is limited, and ranges from R8 900 to R19 900 per beneficiary, per
annum.

Figure 4:

All 34 Hybrid plans make use of a combination of a dedicated
MSA and risk benefit to cover DtD claims. However, the form of the
insured benefit varies across the options. Ten options cover certain
benefits from available funds in the MSA and other benefits are
covered from available funds in DtD risk benefits. The remaining
24 options first make use of the MSA to cover DtD benefits. If these
benefits are depleted, the member moves into a self-payment gap,
and then an ATB.

Weighted average monthly contribution rates across the
plan types
4 000

Monthly Contribution Rate

3 500
3 000
2 500
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The accumulation of claims in order to access an ATB is particularly
complex. As an example, for Discovery Health’s Classic
Comprehensive option (which has the highest market share of all
Hybrid plans, with 421 848 beneficiaries), claims are added up
as follows:29

1 500
1 000
500
0

Weighted Contribution Rate

Hospital

Networked

1 703.8

1 809.9

New
Traditional
Generation
2 420.8

2 606.0

Hybrid
3 511.3

A 0.67 correlation coefficient was observed between the average
age and contribution rates of the individual benefit options: options
with higher average ages have higher average contribution rates.

➢➢ For GPs and specialists, claims accumulate based on 100%
of the Discovery Health Tariff Rate (and not the actual amount
charged by the doctor).
➢➢ Claims accumulate at 100% of the Discovery Health Rate for
medicine on their list.
➢➢ For medicine not on their list, claims accumulate at 75% of the
Discovery Health Rate for medicine.
➢➢ Over-the-counter medicines, vaccines and immunisations do
not accumulate or get paid from the ATB.
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Hospital Benefits
Almost all options (96%) offer unlimitedl hospital cover. The
remaining five options that have overall limits all require members to
obtain services from a network hospital.
Whilst schemes may have stated that they offer unlimited hospital
benefits, certain procedures generally had limits in place including,
inter alia:
➢➢ Cochlear implants, auditory brain implants and processors;

Figure 5:

The number of options that reimbursed at the different
scheme rates by plan type

25
Number of options

Across all plan types, 25% (29) of options offer an ATB. These
options are more expensive on average (R3 991.83 a month
compared to R2 743.16 a month). Of the 29, 15 options offer ATBs
that are unlimited overall (albeit with sub-limits on certain benefit
categories, and potentially with a PPN in place). The remaining 14
options have varying levels of ATB thresholds and limits (limits range
from R8 500 to R19 900 per annum).
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➢➢ Hip, knee and shoulder joint prostheses;
➢➢ Mental health benefits;
➢➢ Alcohol and drug rehabilitation;
➢➢ Compassionate care; and
➢➢ Chronic dialysis.
In addition to limits being placed on hospital benefits, all schemes
reimburse providers (hospitals and healthcare professionals) at their
own tariff rate. Since healthcare professionals are entitled to set
their own tariffs, some will charge the scheme rate whilst others may
not. In cases where the service provider’s rate was more than the
scheme’s rate, the member would be required to pay the difference.
Options incorporating an MSA, and where the balance in the MSA
is in credit, generally allow for the difference to be paid from these
funds. Where options offer an ATB, this difference would typically
not accumulate to the threshold level and would cause an increase
in the members’ self-payment gap.
The reimbursement rate for in-hospital claims ranges from 100% of
the scheme’s rate to 300%. Sixty-five per cent of all options reimburse
at 100%, and 31% reimburse at a rate between 150% and 250%.
Only 4% of options reimburse at 300% of the scheme’s rate. Figure
5 shows a breakdown of the reimbursement rate by plan type.

Hybrid and Traditional plans (which have the highest average
monthly contribution rates) are more likely to reimburse at a higher
rate: 9% and 10% of their options reimburse at 300% of the
schemes’ rate. By contrast, Networked plans all reimburse at 100%
of their scheme’s rate. A high number of New Generation plans
(43%) reimburse at a rate between 151% and 200%. This could
potentially be explained by the fact that New Generation plans
free up resources by not providing insured DtD benefits and are
consequently able to provide more generous in-hospital coverage.
A reimbursement rate of 100% for hospitalisation on one scheme
might not equate to a reimbursement rate of 100% on another
scheme. For example, one medical scheme reimbursed GP consultations at a tariff of R299.5, whilst another reimbursed at a tariff of
R355.7.31 However, an inflation-adjusted National Health Reference
Price List is used as a benchmark for a large number of schemes.
All options require pre-authorisation for hospital admissions.
Members are required to obtain authorisation at least 48 hours
before being admitted or within two working days after admission
or treatment in an emergency. In addition, members are required
to visit their GP or specialist before obtaining authorisation so as to
confirm the admission being medically necessary. Failure to obtain
pre-authorisation results in claims not being paid or a reduction in
the amount schemes would normally cover. For example, Discovery
Health reimburses at 70% of their tariff if authorisation is not
obtained, whereas on Bonitas Standard, no benefits are paid.
There are three choices on offer with regard to selection of a
hospital. Fifty-nine per cent allow members to visit any hospital, 39%
make use of a network of hospitals and only 2% require members
to visit a State hospital. Figure 6 provides a breakdown of choice of
hospital by plan type.

l

‘Unlimited’ means that no overall annual limit (benefit amount) or period
(e.g. a three-year cycle) applies to the specific service/procedure. This does
not refer to the number of days spent in hospital or the number of procedures
applicable.30
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Figure 6:

Proportion of options within each plan type that made
use of the different hospital networks
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The Networked plans that allow their members to visit any hospital
are classified as Networked based on their day-to-day benefits. The
two options that utilise the State (Discovery’s KeyCare Access option
and Momentum’s Ingwe Hospital State option) offer unlimited cover
for emergencies, trauma and childbirth in the schemes’ network of
private hospitals.
All options that make use of a hospital PPN require the member to
obtain services inside the network. Failure to obtain services from
a PPN results in a range of potential penalties, ranging from the
scheme paying only 80% of the health plan entitlement, to covering
none of the costs at all. The following examples illustrate such
penalties:
➢➢ On Discovery Health’s options, the following relates to hospital
admission for a CDL condition: “Where a member voluntarily
uses a non-DSP, we pay at 80% of the Discovery Health rate
or the health plan entitlements, subject to benefits. The copayment which the member is liable for is equal to 20% of the
Discovery health rate and any amount the provider charges
above that rate”.32
➢➢ Discovery’s Classic Delta Comprehensive option states: “For
planned admissions outside of the Delta Hospital Network,
an upfront payment of R5 950 must be paid to the hospital”.29
➢➢ Liberty’s Hospital Select option states: “Any planned admission
to a hospital outside the Liberty Network (or Designated
Service Provider (DSP) in the case of a PMB condition) is
subject to a co-payment of R8 000”.33

➢➢ Joint replacements and prostheses

Every benefit option had its own set of rules with regard to these
co-payments, which made analysis and comparison a highly
complex task. For example, 33% of Networked plans, 100% of
Hospital plans, 96% of New Generation plans, 76% of Hybrid
plans and 70% of Traditional plans require co-payments for specific
in-hospital procedures. Counterintuitively, Networked plans seem
to offer the most comprehensive benefit for this aspect of benefit
design. However, the use of co-payments is a highly effective tool
that schemes employ to prevent anti-selection. Networked plans
are marketed at a younger and healthier target market and there
is therefore less need for the scheme to employ co-payments for
specific procedures. By contrast, the more comprehensive plans
utilise more co-payments to discourage anti-selection.
While these aspects represent the primary hospital benefits offered,
certain procedures, medicines or new technologies are covered but
need separate approval during hospitalisation. It is also important
to note that each scheme and benefit option applied their own rules,
limits, clinical guidelines and policies which had be followed in
order for claims to be paid. These more subtle aspects of benefit
design are less visible to the consumer.

Chronic disease benefits
Chronic diseases are long-term conditions requiring treatment on
an ongoing basis, for example, asthma, hypertension and HIV and
AIDS. The following aspects of chronic benefits included in benefit
design were examined:
➢➢ The number of chronic conditions covered by the benefit option
➢➢ Whether or not the benefit option paid for high-cost specialist
medicine
➢➢ The different formularies utilised by medical schemes
All schemes are required by legislation to cover the diagnosis,
treatment and care costs of 25 chronic conditions as specified in the
PMB Chronic Disease List (CDL). The diseases included in the CDL
were chosen as “they are the most common, they are life-threatening,
and are those for which cost-effective treatment would sustain and
improve the quality of the member’s life”.36
Importantly, a medical scheme does not have to pay for diagnostic
tests that establish that the beneficiary is not suffering from a PMB

➢➢ On Momentum’s Ingwe options, “If you choose Ingwe Network
hospitals as your preferred provider for Major Medical Benefits
and do not use this provider, you will have a co-payment of
30% on the hospital account”.34

condition. In addition, schemes can require pre-authorisation for

➢➢ Discovery’s KeyCare Core option states: “If you do not use
hospitals in your plan’s networks, you will have to pay all
costs”.35

and periodic review.

Co-payments for specific in-hospital procedures, in either a hospital
or day-clinic, exist in 79% of options. The following procedures often
required a co-payment:
➢➢ Endoscopic investigation (gastroscopy, colonoscopy, sigmoidoscopy, hysterectomy and proctoscopy)

the beneficiary’s treatment. This means that beneficiaries have to
meet minimum clinical requirements in order to access the benefit.
Conditions may also be subject to disease management interventions
Cover for additional conditions is frequently subject to a financial
limit (either monthly or annual), which may vary per condition.
In order to facilitate comparison, the number of chronic conditions
covered above the CDL on each option are counted and grouped
into six categories. Table 2 displays the distribution of covered
conditions across all options.
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Table 2:

Distribution of chronic conditions covered above the CDL
0

56.8%

[1:10]

10.2%

[11:20]

5.9%

[21:30]

6.8%

[31:40]

15.3%

>41

5.1%

The majority of options only provide cover for CDL conditions.
Interestingly, a relatively high percentage of options (15%) provide
cover for between 31 and 40 additional conditions – these are
predominantly Hybrid options.
Average age, pensioner ratio and monthly contribution
rates for options offering coverage for additional chronic
conditions

Oncology Benefits
All schemes analysed included a separate category for oncology
benefits. Three aspects of the oncology benefit were analysed from
each benefit option:

6 000

➢➢ The limits that are applied to oncology benefits

50

5 000

➢➢ Whether or not the member has a choice as to which provider
to visit

40

4 000

30

3 000

20

2 000

10

1 000

0
Average Age
Average
Pensioner
Ratio
Average
Contribution
Rate

0

[1:10]

[11:20]

[21:30]

[31:40]

>41

35.0

39.2

30.8

51.5

42.5

52.2

8.5

13.3

7.9

33.4

17.9

28.9

1 915

2 771

2 877

4 709

3 946

5 453

0

Figure 7 shows that options offering cover for 21 or more additional
conditions have higher average ages, pensioner ratios and
contribution rates compared to options offering cover for less than
21 additional conditions. The distinction is less clear between the
three sub-categories within each of these groupings.
A 0.78 correlation coefficient was observed between the number of
conditions covered on an option and the corresponding contribution
rate. This makes sense when the relationship between plan type and
number of conditions covered is taken into account. Networked
and Hospital plans seldom cover any additional conditions (only
7% and 8% respectively). The majority of New Generation options
cover 10 or fewer additional conditions (91%). Just over half of the
Hybrid plans cover more than 31 conditions. Interestingly, 40% of
Traditional plans only cover the CDL conditions.
It is important to note that the list of additional conditions covered
varies considerably between options.
A high-cost specialty medicine benefit is intended to provide
coverage for expensive medicines required to treat certain chronic
conditions, for example, biologicals. It was found that 34% of
options provide cover for specialty medicines. All schemes offering
this benefit placed an annual limit on the amount they would cover.
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All schemes make use of drug formularies. However, each scheme
has its own formularies or list of medicines for which cover is
provided, and sets provisos dictating whether or not claims will be
reimbursed. The large variation in formularies, as well as amounts
covered, make it complex to undertake a quantitative comparison
across schemes. Some schemes will only reimburse drugs on their
formulary lists, whilst others allow members greater choice if they
are willing to incur out-of-pocket payments.

60

Average Contribution Rate

Age and Pensioner Ratio

Figure 7:

As an example, the Fedhealth Ultimax option (Hybrid plan) provided
an annual limit of R280 370 per family for specialty medicines,
whereas Discovery’s Executive option (Hybrid plan) offered an
annual benefit of R200 000 per beneficiary.

➢➢ Whether high-cost, specialist oncology medicines are covered
Twenty per cent of options cover only oncology benefits that are
included as part of the PMB package. Forty per cent of options
(47) impose a monetary limit for non-PMB benefits. Of these 47
options, 37 place a limit that ranges from R9 000 to R300 000
per beneficiary per annum, whilst 10 options place a limit between
R300 000 and R475 000 per annum. In 32% of options (38), an
annual monetary limit is placed, after which a co-payment applies
if the member exceeds this limit – this monetary limit ranges from
R200 000 to R400 000 and the co-payment ranges from 10% to
20%. Only 8% of options (9) provide unlimited cover for oncology
benefits. However, these options require oncology services to be
obtained from a provider in their network. All options require the
member to obtain pre-authorisation from the scheme’s Oncology
Management Programme and for a beneficiary to follow their set
of treatment protocols.
Seven out of the nine options that offer unlimited coverage for
oncology benefits are Hybrid or Traditional plans. However, 20%
of Traditional plans provide coverage only for PMBs. Eighty-one
percent of all Networked plans provide coverage only for PMBs,
and those that do offer additional benefits have relatively low
annual limits.
The Independent Clinical Oncology Network (ICON) protocols are
applied by many benefit options. In essence, ICON is a managed
care organisation with a network of oncology specialists (80%
of South African oncologists are registered with ICON).37 Whilst
ICON was not examined in detail, they are notably prevalent
among schemes, with 38% (45) of benefit options and nine out of
the 10 administrators examined utilising ICON. Interestingly, most
schemes did not use the ICON network for all options (i.e. not for
their more expensive options).
Only 5% of options use the State as a designated service provider
for oncology services (all Networked plans). However, 60% of
options did make use of a private-sector network to provide their
benefits. The remaining 35% (41) of options allowed their members
to obtain services from any provider.
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The specialised medicine benefit gave members access to specific
high-cost oncology medicines. Seventy-eight per cent of options did
not provide cover. The 22% that did provide cover are higher-cost
options on average (R4 012.96 a month compared to R2 743.16
across all options). Furthermore, these options appear to be catering
to the older segments of the population with an average age of
47.8 (38.9 across all options). In addition, of the 22% that provided
coverage, 9% provided a limited monetary amount per beneficiary
per annum (ranging from R103 000 to R322 500 per beneficiary
per annum) and 13% provided a benefit as a sub-limit of the overall
oncology benefit (with large variations).

This benefit is broadly covered across options, with 79% of options
offering some form of benefit. The remaining 25 options do not offer
any form of post-hospital benefit. Of these, three are Networked
plans and 22 are Hospital plans. Limits, sub-limits of overall day-today benefits as well co-payments all varied across options.
A screening and prevention benefit is common across all schemes,
with 100% of New Generation, Hybrid and Traditional plans offering
some form of benefit. Only three Networked and one Hospital plan
require their members to pay for this benefit themselves.

Discussion

Additional Benefits
Additional benefits included all in- and out-of-hospital benefits that
could not be classified into the other benefit categories, including:
➢➢ cover for in-room procedures;
➢➢ any post-hospital benefit available; and
➢➢ any screening and prevention benefits on offer.
Cover for in-room procedures displayed broad coverage with
only 2% of options offering no benefit. Owing to the reduced
costs of covering in-room procedures, their use is encouraged by
many schemes. Consequently, only in exceptional cases would the
beneficiary be authorised for hospital admission for a procedure
that could rather be performed in the doctor’s rooms. As an
example, endoscopies were not performed in the doctor’s rooms in
the past; however, endoscopic procedures such as colonoscopies,
vasectomies, diagnostic laparoscopies and gastroscopies are now
performed in the doctor’s rooms with the doctor’s own equipment.
Furthermore, co-payments that were charged for having the
procedure performed in-hospital are not charged if procedures are
performed in doctor’s rooms. For example, on Liberty’s Hospital
Plus option, endoscopic investigations had a co-payment of R1
600 if performed in-hospital and no co-payment if performed in the
doctor’s rooms.33
As with hospital admission, beneficiaries were required to obtain
pre-authorisation for procedures performed in the doctor’s rooms.
The options that did offer this benefit covered it either from available
funds in the MSA (2%), or from available day-to-day risk benefits
(14%), or from available funds in the major-medical risk benefit
(82%).
All New Generation plans pay for this benefit out of available funds
in major medical risk benefits – a surprising result in the light of
the medical savings account structure. However, many schemes use
this benefit to deter beneficiaries from hospital admission, since this
would require reimbursing both the hospital and associated medical
staff performing the procedure.
Importantly, each benefit option specifies the exact in-room procedures it covers and the list varies between options.
A post-hospital benefit refers to cover after the beneficiary has been
released from hospital, including, supportive and rehabilitative
services. The intention of this benefit is to improve the physical,
psychological, emotional and social wellbeing of beneficiaries after
an in-hospital event.

The structure of the medical scheme environment, as it stands, is
incomplete. Open enrolment, community rating and prescribed
minimum benefits have been implemented without mandatory cover
and without any form of risk equalisation mechanism. Schemes that
can attract a lower-risk profile can charge lower contributions – a
clear incentive to use benefit design as a means of ‘cherry-picking’.
The impact of this incomplete regulatory framework is compounded
by the presence of medical savings accounts (which reduce the size
of risk pools), an ageing medical scheme population, the absence of
a risk-based capital approach, and disparity in the size of different
schemes.

Option design as a means to create
more homogenous sub-pools
Currently, risk pooling in medical schemes theoretically takes place
at the level of individual benefit options (although there is some
cross-subsidisation that takes place between options in practice). In
the absence of a Risk Equalisation Fund, the community rate for
PMBs within an option differs depending on the age and health
profile of that option. Consequently, members are paying different
prices for the PMB package in different options.
Community rating at an option level creates the incentive for
schemes to use option design to split their risk pool into more
homogenous sub-groups. This is evidenced by large variations in
the demographic profile within schemes. For example, the average
age of Discovery’s KeyCare Plus option is 27.2, compared to the
average age of their Essential Comprehensive option of 40.9; and
the average age of Bestmed’s Pulse 2 option is 69.8 compared to
the average age of their Beat 2 option of 27.8. Larger schemes tend
to offer more benefit options than smaller schemes and thereby have
a greater ability to approximate risk-rating.
This goes against the spirit of the Medical Schemes Act which seeks
to foster social solidarity. However, this is a rational response to an
incomplete regulatory environment that offers insufficient protection
to schemes.

Risk pool fragmentation
The large number of benefit options on offer results in a fragmented
risk pool and undermines risk cross-subsidies. Regulatory measures
to improve risk pooling (such as risk equalisation) would increase
the extent of risk cross-subsidisation. However, in the absence of
mandatory membership, this could increase the risk of the young
and healthy selecting out of medical scheme cover. In this sense, the
proliferation of benefit options may assist with the sustainability of
schemes in the current environment.
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Efficiency-discounted options (EDOs) have contributed to risk-pool
fragmentation by effectively creating sub-options. At present they
make up 7.2% of the open scheme market, and achieve an average
discount of R523. More research is required to establish the
effectiveness of these options – it can be argued that they are merely
a form of price rationing.
Although Prescribed Minimum Benefits cater for some day-to-day
benefits, they focus largely on in-hospital care and chronic illness.
Consequently, a high proportion of options do not offer insured
day-to-day cover (other than the PMBs). New Generation plans
currently have the highest market share, and New Generation and
Hospital plans combined make up 42% of market share. Options
that do not cover day-to-day benefits require a larger risk pool to be
sustainable. Even if one assumes that risk pooling occurs at scheme
level, and that full healthcare risk was always covered, a third of all
schemes are currently of a sub-optimal size.
Scheme amalgamations would increase the size of risk pools and
support industry sustainability. Whilst the number of schemes and
options has reduced over time, there remains scope for further
amalgamation. Risk-based capital requirements would increase the
incentive for schemes to consider amalgamation.

Plan types
There is a complex inter-relationship between benefit richness,
demographic profile and the cost of cover. It makes intuitive sense
that different benefits will appeal to different target markets. For
example, options offering cover for a greater number of non-CDL
chronic conditions tend to have an older risk profile. Although the
causal relationship cannot be surmised from the data, common
sense would indicate that richer benefits attract the less healthy and
these options are therefore more expensive, both due to risk profile
and due to the cost of the additional benefits. However, this only
holds to the extent that benefit richness is correctly perceived and
valued by members.
Plan types are distinguishable based on the day-to-day benefits
offered. These appear to be a reasonable proxy for benefit richness
in that there is a clear relationship between plan type, demographic
profile and option pricing, albeit not entirely as expected. New
Generation plans were found to be more expensive than Networked
plans despite not offering insured day-to-day benefits. Hybrid plans
were found to be more expensive than Traditional plans, despite
Traditional plans historically offering the most comprehensive cover.
A high proportion of Hybrid plans (70.5%) offer an automatic
threshold benefit (ATB). In addition, Hybrid plans were also found
to be more likely to reimburse at a higher tariff rate, to cover a
large number of additional chronic conditions, to cover high-cost
speciality medicines, and to provide generous oncology benefits.
Hybrid plans (particularly those offerings ATBs) are by nature more
complex than other plans.

Benefit design complexity
Prescribed Minimum Benefits have reduced the ability of schemes
to rely on financial limits to ration benefits. Consequently, the
use of more clinically based rationing tools is clearly visible. Preauthorisation, chronic disease management and formularies are used
almost universally across the industry. There is also extensive use of
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treatment protocols (including clinical entry criteria) and Designated
Service Providers. While these tools may be more equitable (in that
they direct resources towards those with the greatest need), they
introduce an additional layer of detail and complexity.
Detailed clinical protocols are frequently not visible to the member.
There are numerous possible clinical circumstances. For example, for
a patient diagnosed with cancer, the multiple varieties of cancer all
require specific treatment and different combinations of medication.
This makes it difficult, when benefits are rationed using clinical
criteria, for a medical scheme brochure to present every detail of
clinical scenarios and to include all the related terms and conditions
of available cover.
Numerous other
identified in the
claims to access
procedures, and
payments.

examples of benefit design complexity were
analysis, including the rules for accumulating
Above-Threshold-Benefits, sub-limits for particular
a wide range of rules governing out-of-pocket

Whilst the findings of the analysis show the deep complexities
involved in analysing benefit design, it is also evident that this
complexity might be necessary and serve an important purpose
in the current regulatory framework. Due to the medical schemes’
limited resources, benefits have to be rationed, so that complexity
in benefit design acts as a form of implicit rationing. In addition, in
a hypothetical medical scheme environment where members can
easily compare benefit options, it is inevitable that there will be
a large anti-selection effect: if beneficiaries could easily compare
available alternatives, they would choose the option that best meets
their needs for the least cost which would, in all likelihood, result in
a destabilisation of risk-pools.
From a consumer perspective, this product complexity makes it
difficult to compare medical scheme options and make purchasing
decisions based on value (i.e. the relationship between the cover
provided and cost).

Price rationing
It was found that schemes use price rationing mechanisms extensively.
Contribution rates differ significantly between options and plan
types (from R1 117 to R8 533 a month). In addition, there exists a
broad spectrum of rates within each plan type (for example, Hybrid
plans have contribution rates ranging from R1 710 to R8 533).
A complex range of co-payments and deductibles are used by
schemes – penalties for non-compliance with scheme rules, for using
non-formulary medicines, for utilising out-of-network providers, for
particular procedures and so on. In many cases, the implementation
of managed care interventions is ‘soft’ – members can bypass
restrictions by paying additional amounts.

Prescribed benefits – minimum or
maximum?
The proportion of options that cover only the CDL chronic conditions
has increased from 42.5% of options in 2006 to 56.8% of options
in 2014. In 2003 (before the implementation of the CDL), 86.2%
of beneficiaries had cover for more than 40 diseases; in 2004,
83.4% of beneficiaries were covered for 40 or fewer diseases,
and in 2014, 99.8% of beneficiaries were covered for 40 or fewer
diseases.38 The proportion of beneficiaries with no cover for non-
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CDL conditions has increased from 13.5% in 2003, to 53.0% in
2004, and to 69.6% in 2014.46
Given the strong relationship between chronic disease and
propensity to claim, it is not surprising that schemes have moved
away from offering additional cover for chronic conditions, as this
benefit has an adverse impact on demographic profile. This is a
clear example of using benefit design as a means of ‘cherry-picking’.

A useful framework for benefit
comparisons
Whilst the methodology presented in this paper faces a number of
limitations, it also presents a useful framework for decision-making
by highlighting the key dimensions of benefit design. The analysis
of benefits by plan type, and the break-down of benefits into the
major aspects of benefit design, provides a useful tool with which
to convey key results and to explore benefit design further. Despite
the challenges in carrying out a full, extensive comparison of
benefit design, and the possibility of omitting differences between
options (owing to subtle elements of benefit design), there is value in
undertaking a high-level comparison using the dimensions identified
in this chapter.

Conclusion
The inherent complexity of South Africa’s health system, and
the complicated medical terms and jargon characteristic of the
regulations surrounding medical schemes and healthcare in general,
make it a daunting task to market a benefit option to a consumer in
an accessible manner. Clearly, however, medical schemes can do
more to enable their members to make wiser and more informed
decisions for example, by not marketing medical savings accounts
as a benefit, and by producing brochures in a range of languages.
With 180 options on offer, complex terminology used in brochures,
different protocols, rules and terms of coverage in place, and no
form of standardised benefit design across schemes, the need
for advice is evident. Given this complexity, consumers may not
have the capacity, time or technical expertise to accurately judge
which option is best for them. However, a reliance on brokers to
act as intermediaries for prospective members creates its own set
of challenges. In a system where brokers are relied upon to sell
products, access to a distribution network and remuneration of
brokers are key drivers of scheme success.
It is unlikely that the industry would comply with the principle of
Treating Customers Fairly if it were to be applied to the industry. This
raises serious questions for the industry on its ability to deliver value
to the consumer.
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S

ince the introduction of antiretroviral therapy in South Africa, people living
with HIV have a longer life-span. However, this is associated with an
increase in disabilities related to the virus, co-morbidities and side effects of
medication. Rehabilitation professionals have seen a surge in the need to address the
disabling effects of HIV through service delivery in resource-rich settings. However,
in resource-poor settings, such as in South Africa, there is a recent understanding
of the demands that these new health-related needs of millions of people on
antiretroviral treatment place on rehabilitation. Moreover, the paradigm shift from
a biomedical model towards a biopsychosocial model of care for people living with
HIV experiencing disabilities compels rehabilitation professionals to address both
physical and social barriers to rehabilitation in their recourse to care.

Rehabilitation professionals
have seen a surge in the
need to address the
disabling effects of HIV
through service delivery

The prospect of new needs for rehabilitation raises the question of the model of
care that can feasibly address these dynamic changes and integrate patient-centred,
evidenced-based rehabilitation practice into the response to HIV in South Africa.
An Integrated Learning in Action approach underpinned this project, and included
several sub-studies in a semi-rural healthcare setting in the province of KwaZuluNatal, South Africa. The stages of this approach, in logical progression, involved the
multidisciplinary healthcare team at the site, affiliated non-governmental organisation
representatives, service users and experts in the field.
Three phases led to the development of a model of rehabilitative care. The first
phase entailed a review of international rehabilitation models; phase two involved
an enquiry into the perspectives of key stakeholders. The final phase focused on
reaching a consensus with experts on the framework guiding the model of care. The
aim of the chapter is to present the developed model of care and gauge its relevance
in relation to policies that have an impact on rehabilitation practice in South Africa.

i

School of Health Sciences, University of KwaZulu-Natal
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Introduction
With more than 6.4 million people living with HIV, South Africa
is the epicentre of the global HIV pandemic.1 The introduction of
antiretroviral therapy (ART) in the mid-2000s saw the transition
of the infection from a terminal to a chronic disease.2 People
began to live longer but started to experience disabilities related
not only to the virus but also to its co-morbidities and ART.3,4 HIVrelated disability is now an issue of concern for health services in
South Africa where disability related to HIV will have a profound
impact an already fragile healthcare system and its overburdened
rehabilitation services.5,6
Grafted upon this, healthcare scientists and clinicians have begun
to see the integrity in shifting the focus of disabilities from a medical
model to a biopsychosocial model, giving society a degree of
responsibility in constructing an enabled environment for people
with disabilities, including those living with HIV.6 A multi-professional
and multisectoral response is needed to initiate a change in
recognising disability as a biopsychosocial phenomenon that
confronts the structural and environmental barriers faced by people
with disabilities. Rehabilitation frameworks have also needed to
undergo a dynamic shift in discourse from a professionally centred
prescriptive practice to one that is client-centred and empowered.7
The World Health Organization’s International Classification of
Functioning, Disability and Health (ICF) has lent itself to the current
paradigm shift from a unilateral perspective into a multi-dimensional
framework that promotes an understanding of disability in a more
nuanced manner. The ICF proposes that disability should not only
be seen to affect an individual’s body and function, but also their
social and environmental contexts.8 The interactions between health
conditions, intrinsic contextual features of the individual, and extrinsic
contextual features of the social and physical environment, make
this framework well disposed to address the novel challenges facing
disability care in resource-limited settings, and has offered potential
for positive impact in HIV- and disability-focused research.3,9
In recent years, an emerging body of literature produced by
rehabilitation professionals in South Africa3,9,10–12 has highlighted
the impact of HIV-related disability on HIV care. Challenges around
accessing rehabilitative care for people living with HIV who
experience disability is of major concern and researchers concur
on the need to develop a more comprehensive and feasible model
of care for healthcare settings where HIV is endemic.6,12 A recent
preliminary study investigated how such a model of care could serve
a public healthcare setting that typifies the South African context.
This study highlighted processes in the development of working
models in resource-rich contexts and led to a consequential question
of how to frame these already successful models of rehabilitative
care into a South African setting. The study underpinned the
development of a model of care for the rehabilitation of people living
with HIV in a semi-rural setting using a Learning in Action approach
developed by the Athena Institute in Amsterdam.13 A combined
use of qualitative and quantitative methods enabled the collection
and comparison of a large diversity of perspectives in phased
activities structured along the lines of the transdisciplinary research
approach. In practice, the process is cyclical and dialogical; for
example, the output of one stakeholder group forms the input for
another group, so that information receives extensive deliberation
and rigorous redefinition to the point of being widely understood
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and acknowledged as relevant for practical use.14 Each sub-study
of the project was integrated in the Interactive Learning in Action
approach and focused on different levels of integration into the
model of rehabilitative care to address the disabling effects of HIV
in a specific setting in a hyper-endemic country.13 The prospect of
implementing this as a pilot model to reshape the lack of empirical
evidence based on rehabilitation strategy requires the review of
policies guiding the rehabilitation discourse in South Africa.
This chapter will highlight the steps taken to produce the model of
care and discuss all related phases, from the review of international
models of rehabilitative care, to enquiry into stakeholders’
perspectives and expert feedback on the model framework. This
will be followed by discussion and a graphic representation of
the existing rehabilitation framework and the newly developed
model of care, summiting to a review of current legislation guiding
rehabilitation and its discourse in South Africa, and the relevance of
the developed model.

Phase 1: A review of international models
of rehabilitative care12
The need for a rehabilitation model to address
the disparities of public health care for people
living with HIV in South Africa
Rehabilitation frameworks in South Africa differ from the public
to the private sector. There is a disparity with regard to resources
available to individuals accessing public health services compared
to individuals who can afford private care. The public health sector
lacks the infrastructure and funding to manage the healthcare
demands of the large number of people dependent on its services
and is confounded by poor governance and shortages of healthcare
workers.6,15 Initially the premise was to review models guiding
rehabilitation and to appraise current rehabilitation frameworks
offered within the public health sector. The review was conducted
as an imperative theoretical guide to the development process of a
model of rehabilitative care.
The definition of a model of care is ambiguous but consensus lies
in it being defined as “a multifaceted concept, broadly defining
the way in which health care is delivered including the values and
principles; the roles and structures; and the care management and
referral processes. Where possible, the elements should be based on
best-practice evidence and defined standards, and provide structure
for the delivery of health services and a framework for subsequent
evaluation of care.”16,17 Internationally, it has been recognised that
shortfalls in the delivery of care, such as poor infrastructure, led to
the development of novel models by healthcare professionals and
policy-makers as a strategic response to these demands.16
Evaluation of working models of care guiding rehabilitation in
Australia steered the development of the framework for a model of
care in the study context. The process development of these Australian
models propitiously suited the current state of play in the current
South African rehabilitation front.6 For instance, the Department of
Health in Western Australia describes the process of developing a
model of care in five major phases: Phase 1: Understanding the
health policy context; Phase 2: Defining and understanding the
current state of play; Phase 3: Translating evidence-based research
and expert opinion into best practice; Phase 4: Consulting broadly
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with stakeholders and incorporating feedback, as appropriate to
produce a finalised model of care and Phase 5: Endorsement of the
model of care by advisory group and health networks.18
Initial steps towards the development of such a model in South
Africa have commenced. For example, preliminary work has been
explored as reflected in Phase 1 (Understanding the health policy
context in South Africa). Evidence has been provided revealing that
current health policy does not as yet include the disabling effects of
HIV and its rehabilitative redress in HIV care in South Africa.19,20
In Phase 2 (Defining and understanding the current state of play),
researchers in HIV and rehabilitation clearly describe the current
state of rehabilitation in the context of HIV in South Africa. They have
highlighted the increasing disablement experienced by people living
with HIV and its association with the roll-out of ART in the mid-2000s,
conceding that as the number of people living with HIV increases
in South Africa, the need to address their disabilities becomes an
imperative for health care and healthcare professionals.2,3,9,10
However, strategies for streamlining intervention in health structures
remain a challenge.6,12
In Phase 3 (Translating evidence-based research and expert opinion
into best practice), researchers in South Africa have been conducting
fruitful investigation into HIV and disability;3,9,10 however, much can
be drawn from global contexts on best practices and rehabilitation
guidelines. Canada, for example, is among the leading countries
addressing rehabilitation of people living with HIV, and for over 15
years has mobilised a working group of stakeholders to form the
Canadian Working Group on HIV and Rehabilitation (CWGHR).21
CWGHR has established original educational material informing the
rehabilitation of people living with HIV in Canada, some of which
has been adapted with contextual variance in sub-Saharan Africa
to apprise and aid rehabilitation practice.22 The module proposes
to bridge the existing knowledge gap of rehabilitation at a local

Figure 1:

level in low- to middle-income contexts. Implementing these adapted
guidelines aims to offer a feasible approach of providing holistic
and multidisciplinary services for people living with HIV in these
settings.
Phases 4 and 5 (Consulting broadly with stakeholders and incorporating feedback, as appropriate to produce a finalised model of
care, and Endorsement of the model of care by advisory group
and health networks) are now being initiated in South Africa.6 At
a pilot context-specific stage, this project also boasts engagement
with experts and key stakeholder reflection in its development
of an evidence-based and feasible approach to a model of
rehabilitative care. The model proposed communication, both
formal and informal, in repetitive meetings to share information and
solicit feedback regarding the sustainability and the running of the
model. Additionally, evaluation is often achieved by involving key
stakeholders to give feedback on the progress and impact of the
model.16,23
From the international review, strategies that have been identified
as crucial for a meaningful process and development of a working
model in rehabilitation were incorporated into a synthesised
framework and are reflected in Figure 1. The synthesis of frameworks
is explicit in addressing the rehabilitation needs identified as
essential in a South African context. In this synthesis, the trajectory
of care for people living with HIV is linked with the care setting
and underpinned by principles and critical enablers. The framework
emphasises that the process of model development needs to
include objectives as an imperative for a rehabilitation model.6 In
developing the model to guide rehabilitation, the key processes that
have already been tested in resource-rich contexts such as Australia
needed to be further tailored to meet the needs of a resource-poor
context. The framework (Figure 1) provides clarity on the elements
that should be considered in the development of such a model. The
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next phase involved engagement with key stakeholders to gain their
perspectives on the rehabilitation framework that contemporarily
guided practice at the study setting.

Phase 2: Engaging with key stakeholders
on a Rehabilitation Model as key to
comprehensive care in the era of ART
A focus group discussion was conducted with 30 participants
comprising people living with HIV and experiencing disabilities,
the multidisciplinary healthcare team at the healthcare site, and
site-affiliated non-governmental organisation representatives.
An interpretive phenomenological approach using Van Manen’s
pedagogy was used to understand stakeholders’ perspectives on
barriers and enablers of access to rehabilitation within the health
structure. Table 1 reflects the themes and categories emerging
from the discussion. Similar to previous work in this setting,12,24,25
stakeholders identified a lack of accessibility to centrally situated
health care as a fundamental barrier to rehabilitation. Furthermore,
funding contributed to the vicious cycle between poverty, disability
and rehabilitation.26 People living with HIV experiencing disabilities
in this study were faced with financial constraints limiting them in
attending the hospital-based rehabilitation sessions. Furthermore,
they reported being unable to return to work to obtain an income
to supplement the cost of these visits. The healthcare workers in
the same setting conceded that finance was also limiting them in
implementing policies at a local level and obstructing access to
rehabilitation.24
Table 1:

Summary of Categories and Themes

Themes

Environmental Constrains

Categories

Centralisation of services
Commute obstruct

Fiscal Challenges

Funding feud

Institutional Limitations

Staffing vs workload dilemma

Participants’ Recommendations

Poor collaboration of
multidisciplinary team
Education

Proposed model of care
Source: Chetty and Hanass-Hancock, 2015.27

Poor multidisciplinary collaboration and lack of identification
of disabilities followed by referral to appropriate services was a
confounding challenge that was echoed by stakeholders.27 The
lack of professional healthcare staff was believed to contribute to
this poor collaboration; this is a great concern within the public
healthcare domain as healthcare professionals migrate to wellresourced countries such as Australia, Canada and the United
Kingdom, leaving South Africa under greater financial and
workforce strain.28 The shortage of rehabilitation staff in the region
is even more daunting, especially in resource-poor settings, because
of the large population in need of the services.10 Community-based
rehabilitation (CBR) can compensate for staff shortages in resourcepoor settings. Community members, families of people living with
HIV and people living with HIV themselves can be capacitated
through task-shifting and training to provide some form of
rehabilitation within communities and homes.29 The empowerment
and skill development of people living with HIV, community health
workers and caregivers could also be harnessed to address issues
of accessibility. CBR has however not been sufficiently assessed
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with regard to its effectiveness within a South African rehabilitation
healthcare setting,29 and the implementation and understanding
of CBR is still debatable as healthcare professionals seem to have
disparate understandings of its design.30
In a second step, we used the information gleaned from the
participants to inform a framework that supports the development
of an appropriate model of care. The four strategic categories,
i.e. objectives, principles, enablers and care settings as outlined
in Figure 1 were used as a lens through which to discuss the
findings. The improvement of access to care; reducing inequality
in health status; providing safe, high-quality health care; promoting
a patient-centred continuum of care, and optimising health services
were viewed by stakeholders as fundamental objectives. Leadership
and a multidisciplinary team approach were common principles
to be included in the framework for rehabilitation; however,
evidence-based practice as a guiding principle lacked attention by
stakeholders at the site. Education and training for rehabilitation
healthcare teams at all points of care was believed to be a critical
enabler, and task-shifting to empower lay personnel such as
community health workers was believed to be a key imperative
by stakeholders. The home, clinics, hospital and outreach facilities
were viewed as essential settings in which to provide appropriate,
timeous rehabilitation within the care delivery system.27

Phase 3: Attaining expert consensus on
the Rehabilitation Framework guiding a
Model of Care for People Living with HIV
in a South African setting
In this phase of the study, 12 experts in HIV and rehabilitation in
South Africa were selected using maximum variation sampling and
engaged in a modified Delphi survey31 based on findings from
the preliminary literature review6 and an exploratory enquiry into
stakeholder perspectives.27 The experts included doctors, nurses,
physiotherapists, occupational therapists, a speech-language therapist, a speech and hearing therapist, an audiologist, a sexual health
educator, a social worker, and a psychologist. To be included in the
study, they had to be employed in a South African setting with two
or more publications in the field of HIV and rehabilitation/disability
in peer-reviewed journals within the last five years, or have had
clinical expertise in the rehabilitation of people living with HIV for
more than two years within the South African public sector context,
or experience within the academic arena for the last two years or
longer.
The modified Delphi survey allowed the inclusion of opinions
from a diverse group of people who were considered experts
within the field and who were geographically dispersed; it also
curbed the issues surrounding the hierarchical professional debate
associated with multidisciplinary team communication.32 A Delphi
study is based on the assumption that the aggregate opinion of
an expert group far surpasses an individual’s bias.33 Fundamental
characteristics framing the quality of the Delphi survey such as
anonymity, iteration, controlled feedback and group response34
were adhered to and added rigour to this study. Anonymity was
ensured by coding of responses by an external moderator. Email
communications were sent to panellists and once feedback was
received through the attached questionnaire, the moderator printed
and coded the information. Iteration allowed for stability of results,
and feedback on the levels of agreement was communicated to
experts in a narrative preceding the second round of questions. The
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results of the paper also provided group responses to all experts
using narratives, statistical analysis and a priori thresholds using
pre-determined levels of agreement. Audit trails and description of
the research process served to strengthen the rigour of the study and
will be discussed systematically in this chapter.31,35
Consensus was determined by an a priori threshold of 70% of
agreement and interquartile range ≤1 on criteria to be included
as essential or useful in the model of care framework. This was
composed of two sections. Section 1 asked experts about criteria to
be included in a theoretical framework for a model of care for the
rehabilitation of people living with HIV. Four sub-categories were
highlighted, i.e. objectives, principles, enablers and settings. A
four-point ordinal scale was used. The scale included (i) Essential:
criterion must definitely be included in the framework, (ii) Useful:
criterion can be included in the framework, (iii) Unnecessary:
criterion must definitely be excluded from the framework and (iv)
Unsure: unsure about this criterion. Section 2 reflected the current
rehabilitation pathway at the study setting in a biographical sketch
describing the various sites attached to the central hospital, e.g.
clinics, community outreach centre, and also reflected the healthcare
staff employed at each setting. The experts were asked to suggest
viable pathways, referrals and interlinkages between available
settings using their experience and clinical expertise.
Following the first round of the questionnaire, experts agreed that
improving access to care; high-quality, appropriate and safe care;
a multidisciplinary team approach; optimal communication between
all stakeholders; evidence-based practice, education and training
for healthcare workers, and home-based rehabilitation were
essential for the model of care. Table 2 reflects the interquartile
ranges and frequency distributions of the highly conceded criteria.
Following the second round, experts conceded that task-shifting
to lay personnel and the training of all healthcare workers on the
use of universal screening tools for disability were fundamental for
optimal care. Furthermore, people living with HIV should be referred
to the community outreach centre for follow-up management and
rehabilitation.

Table 2:

The inquiry with the Delphi technique suggested that an alternative
model of care in rehabilitation should factor in context-specific
themes that can lead to the improvement of service delivery at
all points of care. The expert panel agreed that access to highquality, appropriate treatment is essential for people living with
HIV; however, in an earlier enquiry of patients’ perspectives of
care, access was a major barrier to continued rehabilitation.12,27
Expert panellists concurred with previous studies12,36 that the
collaboration of the multidisciplinary team is essential for the fluidity
of a rehabilitation framework. However, collaboration is based on
optimal communication and understanding of individuals’ roles in
the multidisciplinary team and hierarchy teams, and role overlap
leads to a breakdown in communication.37
Experts agreed that a key enabler for service delivery of a model
of care including rehabilitation in a South African setting is
education and training at all points of care for healthcare workers.
Furthermore, evidence-based practice has been referred to as the
“cornerstone for management” of people living with HIV by expert
panellists. Workshop-based training24 and continuous professional
development10 are strategies that can be harnessed to address
this need. Researchers in the field of education and training for
managing HIV in the field of rehabilitation in South Africa believe
that the strategy of mainstreaming HIV management into the
undergraduate curriculum is vital for South African health care and
tertiary education.38,39
The expert panellists concurred that home-based rehabilitation (HBR)
was essential in facilitating an alternative model of care in a semirural context. HBR involves training of lay personnel or community
health workers to meet the rehabilitation needs of people living with
HIV in their own home.40 Theoretically, HBR would address barriers
to rehabilitation such as physical access and lack of transport.41 Taskshifting at the study setting was achieved by training of community
health workers who are employed at the community outreach centre
at the study setting was seen as an imperative to improve service
delivery. Task-shifting models have seen success in resource-poor
contexts where lay personnel were appropriately trained to meet

Frequency distribution and (Interquartile Range) IQR of first questionnaire

CONCEPT

ESSENTIAL
Frequency
(Interquartile Range)

OBJECTIVES
Improving access to care

USEFUL
Frequency
(Interquartile Range)

100% (constant)

High-quality, appropriate, safe care

91.7% (0.00)

8.3% (0.00)

Multidisciplinary team approach

83.3% (0.00)

16.7% (0.00)

91.7% (0.00)

8.3% (0.00)

83.3% (1.00)

16.7% (1.00)

83.3% (0.00)

16.7% (0.00)

91.7% (0.00)

8.3% (0.00)

PRINCIPLES
Optimal communication between all stakeholders (people living with HIV, the multidisciplinary
healthcare team and community outreach partners)
Evidence-based practice
ENABLERS
Education and training at all points of care (Healthcare workers)
SETTINGS
Home (Domiciliary-based care setting)
Source: Chetty and Hanass-Hancock, 2015.31
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the needs of people with disability in communities. Task-shifting is
an effective strategy for addressing shortages of healthcare staff
who are essential for effective rehabilitation.27,42 It is also important
that policy-makers carefully define the roles, skill set and practice
domains of lay personnel and ensure appropriate remuneration in
order to retain staff and maximise service delivery.43 One of the
questions arising from this investigation is related to how policy
supports this need for disability-related healthcare worker training
and task-shifting. Further research in this area is urgently needed in
order to prepare for the millions of people already living with HIV
on ART in the region. CBR coupled with task-shifting is believed to
be a winning combination to address the decentralisation of services
and improve access to care29,44 which is also in keeping with expert
consensus within this phase of the study.

to manage people living with disabilities in their homes.31 The
community outreach team is regarded as a mandatory overarching
structure to offer continuous care through collaboration and
consultation with people living with HIV experiencing disabilities in
their own environment.31

Phase 4: Presenting the new Model of
Care for Rehabilitation of People Living
with HIV in a South African semi-rural
setting

task-shifting to lay personnel by the rehabilitation team, referral of

In the current study setting, people living with HIV who require
rehabilitation can only access services at the centrally situated
hospital, as there are no rehabilitation services provided at radial
clinics. However, the community outreach centre, which is a siteaffiliated non-governmental organisation, sends community health
workers into the community and into patients’ homes to offer basic
care and psychosocial support. Figure 2 is a diagram of the current
framework guiding rehabilitation.

keys to a successful model of rehabilitative care involved enabling

The model of care depicted in Figure 3 is the proposed model of care
for the rehabilitation of people living with HIV at a semi-rural context.
It places emphasis on the ‘home’ as a care setting. Rehabilitation
should be offered within the home utilising a task-shifting strategy for
the community health workers who should be capacitated through
appropriate training and supervision by the multidisciplinary team
Figure 2:

188

The fundamental principles underpinning the model as seen as
the building blocks in Figure 3 are essential to improved delivery
and seamless care. Some principles seemed to achieve greater
consensus among experts and stakeholders in the study, i.e.
improving access to care, and offering high-quality and appropriate
care. Healthy lifestyle practices, a multidisciplinary team approach,
optimal communication between all stakeholders, evidence-based
practice, and education and training for all healthcare workers
were also agreed as being essential principles. Furthermore,
patients to the community outreach team for follow-up, and training
of all healthcare workers in the use of universal disability screening
tools were essential building blocks, as depicted in Figure 3. Other
patient-centred care that maximises functional independence and
promotes health under good leadership to govern the process of
implementation.31 These principles and proposed delivery systems
should be reviewed under the current rehabilitation discourse
guiding practice in South Africa.

The model of rehabilitative care
lensed through a policy review
A review of policies impacting rehabilitation in South Africa was
essential to establish the relevance of the model of care developed
in this project for current practice. To achieve this, a systematic
chronological review of policies implemented in the post-apartheid

Current Framework Guiding Rehabilitation
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era that were identified by the author as influencing the rehabilitation
of people living with HIV was conducted. The synthesised framework
in Figure 1 was used as a tool to systematically review the policies
chronologically. The four pillars within the synthesised framework
for rehabilitation, i.e. objectives, principles, enablers and settings,
formed the review filter. The relevant matching criteria that were
identified in the policies are reflected in Table 3 under the synthesised
framework.

Figure 3:

Model of Care: Synthesised Framework
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Table 3:

Policies relevant to rehabilitation in the context of HIV

Policy
The
Constitution
of the
Republic of
South Africa
Integrated
National
Disability
Strategy
(INDS)

Date of Key underpinnings for rehabilitation
inception
1996

1997

Everyone has the right to have access to health
care services.

Influence policy
development

Facilitating the participation of people with
disabilities as active members of society.

Improving
access to care

Collaboration with disabled peoples’
organisations and call for various government
departments for multi-sectoral collaboration.

Strategies include appropriate training of
rehabilitation personnel.

2000

Health promotion at home, work, school and
recreational environment.

Improve accessibility to all rehabilitation
services promoting equalisation of opportunities
for people with disabilities needing rehabilitation
and advocating the inclusion of people with
disabilities as active participants in rehabilitation
frameworks and delivery.
Promoting inter-sectoral collaboration.
Advocates optimal utilisation of resources.
Focuses on human resource development and
encourages research to provide evidence-based
practice.

The Primary
Health Care
Package
(PHC) for
South Africa:
a set of
norms and
standards

The United
Nations
Convention
on the
Rights of
persons with
disabilities
(UNCRPD)

National
Strategic Plan
for STIs HIV
and TB (NSP)
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2000

An integrated package of essential primary
health care services in the form of norms and
standards promoting equity in health care for all.
Community-based Rehabilitation is embedded
in its plan to promote the concept of shared
governance with people with disabilities in
planning, implementation and monitoring care.
Focuses on decentralising services into the
community and homes and the equipping of
therapy assistants to manage patients within the
community.

2006
Sets out legal obligations on States to execute
SA ratified its purpose giving rights and dignity to people
and signed living with disabilities
in 2007
Articles 9, 19, 20, 25, 26 respectively effecting
accessibility, living independently and being
included in the community, personal mobility,
health, habilitation and rehabilitation effects the
rehabilitation frameworks and delivery.

2012-2016

Improving
access to care

Discrimination on the basis of disability is
prohibited.

Plans include improving access to rehabilitation
i.e. structural and organisational.

National
Rehabilitation
Policy (NRP)

Implications on project rehabilitation framework

OBJECTIVES

Article 4 promotes research and appropriate
technology to underpin service delivery this
includes rehabilitation as well as appropriate
staff training.

The new NSP includes persons with disabilities
as a vulnerable group and lists a number of
services in relation to access, prevention,
treatment care and support. This new plan is
also dedicated to the management of PLHIV
and mentions the prevention of disability in the
title of objective 3. The plan does not include
rehabilitation strategies such as physical,
vocational and social approaches.

PRINCIPLES
Equality of
health care

Collaboration
with key
Patient-centred, stakeholders
appropriate
Health
care
promotion and
prevention
Responds to
international
policy

Support staff

Improving
access to care

Leadership
(managers)

Collaboration
and
communication
Patient-centred, with key
stakeholders
appropriate
care
Health
promotion and
Responds to
prevention
international

Improving
access to care
Value for
money
Patientcentred care
appropriate
care

Evidencebased practice
(Research)

Collaboration
and
communication
with key
stakeholders

Quality and
research

Secondary
Tertiary
Community
Home

Education and
training for
workforce
Quality and
research

Primary
Secondary
Tertiary
Home

Appropriate
infrastructure

Institution

Education and
training for
workforce

Clinic
Community
Home

Education and
training for
workforce

Support at all
levels of care

Health
promotion and
prevention

Improving
access to care

Leadership
(Government)

Patient
centred care
appropriate
care

Collaboration
and
communication
of States

Equality of
health care

Equality of
health care
Evidencebased practice
(Research)
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Primary

Equality of
health care

Support staff

However the
plan falls short
in addressing
any other key
concerns for
rehabilitation
strategies

Education and
training for
workforce

Support at all
levels of care

Support staff

Responds to
international
policy and prior
local policies

Access is a
key implication
for prevention
interventions
for people with
disabilities in
objective 3 of
the plan.

SETTINGS

Appropriate
Infrastructure

Equality of
health care

Value for
money utilising
resources

policy and prior
local policies

ENABLERS

Quality and
research
Appropriate
infrastructure
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Following this review, it was evident that South African legislation is
enabling in its redress and changes the disability and rehabilitation
discourse from that of a practitioner-administered service for
physically impaired individuals to that of a rights-based approach and
in addressing not only individual impairment, but also societal and
attitudinal barriers.7,26 The historical political climate in South Africa
initiated policy reform resulting in the Constitution of the Republic
of South Africa in 1996,45 and the Integrated National Disability
Strategy (INDS) in 1997.46 The year 2000 saw the development
of two reform policies that had a direct impact on rehabilitation
discourse, namely the National Rehabilitation Policy (NRP)47 and
The Primary Health Care Package (PHC) for South Africa.48 In 2007,
South Africa became a signatory to the United Nations Convention
on the Rights of Persons with Disabilities (UNCRPD).49 Finally, the
National Strategic Plan (NSP) on HIV, STIs and TB for 2012–201650
formed part of the review as an attempt to position the model within
the country’s health-rehabilitation framework.
The Constitution states that “everyone has the right to have access
to health care services.”45 Inadequate access to care was a major
barrier to rehabilitation health services in this project and this
contravenes the fundamental right of people living in South Africa
to such access. Solutions to this contravention were discussed by
stakeholders and proposed remedies included improving the
rehabilitation pathways and referral structure within the model.
Decentralising services through the task-shifting approach and
focusing on HBR to access rehabilitation services was believed to
be fundamental for this purpose. Indeed, this is not a negotiable
privilege; according to law it is a right. Despite the issue of access
being such a critical imperative in South African legislation,
discussions with community health workers in a previous study24 at
the same facility highlighted that even though universal design and
appropriate information in the form of Braille may be expensive
improvements to make in this healthcare setting, they are essential to
address access to care.
The rights of people with disabilities, specifically those living with
HIV as in this rehabilitation project, are further promoted and
protected by the Integrated National Disability Strategy (INDS),
a White Paper issued by the Office on the Status of Disabled
People in the Presidency.46 The INDS, developed in partnership
with people with disabilities and disabled people’s organisations,
defines rehabilitation as “facilitating the participation of people with
disabilities as active members of society”. Key policy areas included
rehabilitation, barrier-free access, and community development,
acknowledging the neglect of rehabilitation in legislation. The
White Paper has developed policy objectives, strategies and
mechanisms for each of these areas. However, there remains a lack
of evidence related to the translation of this policy into practice and
its feasibility. Further research that synthesises efforts on the ground
and establishing how far they meet the policy objectives is required.
In 2000, The National Rehabilitation Policy47and PHC package48
for South Africa were developed, advocating the need for integrated
rehabilitation services to be provided at the primary level of care.
The premise is to transform service delivery through creative
strategic implementation of CBR frameworks and clearly defined
objectives and standards of rehabilitative care.7,29 Focus was
placed on the ‘Therapy Assistant’ who was mandated to manage
people with disabilities in the community under the supervision
of qualified therapists.48 The role of the therapy assistant was

unfulfilled in the existing framework guiding rehabilitation at the
health facility. Again, in this project, task-shifting was regarded
as a solution by all stakeholders to equip the community health
workers who are employed at the outreach centres to fulfil the role
of the therapy assistant and to practice under the supervision of the
multidisciplinary team.27,31 This is an approach that seems feasible
not merely to improve access to services but also to address the
lack of personnel offering such services. Both policies offer extensive
comprehensive strategies to improve the healthcare system in South
Africa. However, no evaluation of implementation in practice has
been evidenced.7
In 2007, South Africa ratified and signed the United Nations
Convention on the Rights of Persons with Disabilities (UNCRPD)49
and its optional protocol. The UNCRPD sets out legal obligations
for States to entrench and support the realisation of the rights and
dignity of people living with disabilities. A paper evaluating South
African policy on disability7 highlights the various articles of the
Convention that pertain to rehabilitation, i.e. Articles 9, 19, 20,
25 and 26. Article 9 speaks to accessibility, compelling States to
provide appropriate infrastructure, transportation and health care.
Access to information is also seen as an imperative. As discussed
in alignment with South Africa’s Constitution,45 access is a right
and not a privilege, yet over a decade later, it is still a point that
is not comprehensively addressed in practice. This emphasises the
need to change the face of service delivery and for the purposes
of this project, the delivery of rehabilitation within its specific
context. Articles 19, 20, 25 and 26 respectively address the rights
of people with disabilities to live independently and be included
in the community; personal mobility; health and habitation; and
rehabilitation. These, among other articles, address disability as
socially constructed and are cognisant of the interactions between
health conditions, intrinsic contextual features of the individual, and
extrinsic contextual features of their social and physical environment.
Article 4 promotes research and appropriate technology to underpin
service delivery, which includes rehabilitation as well as appropriate
staff training. Despite the identification of these pertinent articles and
the integral position of rehabilitation discourse within them, there is
still poor translation of these components into practice, particularly
in South Africa’s response to HIV and AIDS.
The goals and strategic objectives of South Africa’s National
Strategic Plan (NSP) for STIs HIV and TB for 2012–201650 are
guided by evidence from various reports50,51 and include the needs
of the disability sector. From 2007 to 2009, the disability sector
highlighted the need to develop accessible and disability-inclusive
HIV and AIDS programmes, calling for mobilisation of resources for
disability and prioritising persons with disabilities in the HIV and
AIDS response. The NSP describes persons with disabilities as a
vulnerable group and lists a number of requisite services in relation
to the national approach of access, prevention, treatment, care and
support. This plan is also dedicated to the management of people
living with HIV and mentions the prevention of disability in the title
of objective 3. Although initial efforts are underway to integrate
issues related to disability and HIV, the plan does not include any
traditional rehabilitation strategies such as physical, vocational and
social approaches. However, in order to prevent and mitigate the
disabling effects of HIV, rehabilitation has to be recognised as a
crucial component of HIV management.2,9,10
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The policies informing the discourse of rehabilitation in South
Africa advocate the importance of collaboration with people with
disabilities as active participants in transforming practice and
promoting these individual’s rights. The development process of the
model for rehabilitative care in this project included engagement
with people living with HIV and people with disabilities as active
voices that speak as key stakeholders and experts throughout all
phases of the project.27,31 This partnership added perspectives that
are often relegated, and allowed the author to reflect on the integrity
of the paradigm shift to inclusivity and collaboration with the key
populace. The project undertaken provides a model that is pertinent
to current South African legislation and builds on key aspects such
as accessibility, rights, participation of people with disabilities, and
their empowerment. It promises fluidity of care for people living with
HIV through improving access through a rights-based approach and
empowering of communities through recourse to a rehabilitative
framework.

chapter placed the development of the model of rehabilitative care
within a semi-rural, resource-poor context. Should this prove to be
feasible and cost-effective, it could serve as a pilot model to inform
the development of future health and rehabilitative models of care
at a national level.
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Conclusion
In this chapter the author has identified that people living with HIV in
South Africa and globally are increasingly experiencing disabilities
and require health systems to offer comprehensive delivery of rehabilitative care. In her foreword to the NRP47 in 2000, the then Minister
of Health in South Africa acknowledged the challenge in transforming
the extensive document into action and implementation. Today, a
similar challenge prevails. South Africa offers enabling legislation to
support the discourse for rehabilitation.52 However, there is a lack of
empirical evidence translating policy into practice and vice versa.26
The implementation of the model developed in this project serves
to address this translation gap in its proposed form. The model
aimed at providing redress in a semi-rural setting is informed by a
multi-staged research process using empirical evidence to improve
its outcomes. Various stakeholders and experts agreed that HBR
and task-shifting from rehabilitation professionals to lay personnel
is crucial for improving accessibility to rehabilitation services via
collaboration with a supportive multi-professional supervisory team
in a resource-poor setting. These strategies, coupled with ongoing
education and training, implementation of disability screening
tools and strengthened referral systems, are further enablers of
rehabilitation frameworks guiding public health care. The cost and
feasibility of implementing such a model has not been addressed
by stakeholders, although the financial constraints on rehabilitation
were described as a barrier to care at all levels.

Recommendations
The piloting of the model presented in this chapter should go hand
in hand with a cost and feasibility evaluation arm to ensure the
effectiveness of such a framework within a South African setting.
In 2008, Kautzky and Tollman5 concluded in their perspective
on primary health care in South Africa, that in order to preserve
the primary health care services which are critical to decentralise
and strengthen the already burdened health systems, new models
of care offering novel designs are warranted. This is a promising
nudge for the implementation of the model of rehabilitative care
presented in this chapter. Its implementation will require support
from the governing authority in health care and funding structures
which will be vital to enable the piloting of the proposed model. This
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Introduction
This year, 2015, represents the final target date for the Millennium
Development Goals (MDGs). Atun has characterised these Goals
as having “set in motion undoubtedly the most concerted effort
for poverty alleviation and improvement in global health”.1 Every
possible collection of health statistics in 2015 is focused on the
degree to which the MDGs have been met. The report on World
Health Statistics 2015, for instance, states that “significant strides
have been taken at the global level towards achieving many of
the health-related MDGs” and notes that the global targets for HIV,
malaria, tuberculosis and drinking-water had been met.2 The report
notes substantial progress in reducing child undernutrition, child
mortality and maternal mortality, as well as in increasing access
to improved sanitation. However, it warns that “the gains made in
different regions of the world have been uneven and renewed efforts
are now needed if progress is to be made in all countries”. The same
can be said of regions and districts within countries. Averages can
hide as much as they reveal. Preliminary progress towards the healthrelated targets, globally and for South Africa, is indicated in Table 1.
Although a final reckoning will take time, a 2015 MDG report also
notes “uneven achievements and shortfalls in many areas”.3 Atun
made a further point that has direct relevance for this chapter of the
Review.1 He called for “new global standards to make available the
data, methods and models used in global estimates of incidence,
prevalence, mortality and morbidity to enable replication, setting in
motion a new era in global health research”.

The idea of global goals is not being abandoned. From 25–27
September 2015, the United Nations convened the Sustainable
Development Summit 2015 in New York. Ahead of the Summit, a
working group proposed a set of Sustainable Development Goals
(SDGs) to be achieved by 2030.4 The proposed health-related
SDGs, which expand on SDG 3 (“Ensure healthy lives and promote
well-being for all at all ages”) are shown in Table 2. The final Goals
are not expected to be very different, although the numbering may
change.

Table 1: Global and country progress towards the achievement of the health-related MDGs
Target Global

Target 4.A: Reduce by two thirds, between 1990 and 2015, the under-five mortality rate
Per cent reduction in under-five mortality rate, 1990–2013

67

Measles immunization coverage among 1-year-olds (%), 2013

90

Target 5.A: Reduce by three quarters, between 1990 and 2015, the maternal mortality ratio

South Africa - Status

49 (substantial progress) 28 (no or limited
progress)

84 (substantial progress) 66 (no or limited
progress)

Per cent reduction in maternal mortality ratio, 1990–2013

75

45 (substantial progress) 7 (no or limited progress)

Births attended by skilled health personnel (%), 2007–2014

90

74 (no or limited
progress)

Target 5.B: Achieve, by 2015, universal access to reproductive health
Antenatal care coverage (%): at least one visit, 2007–2014
Unmet need for family planning (%), 2012

100
0

Target 6.A: Have halted by 2015 and begun to reverse the spread of HIV/AIDS

94 (met or on track)

83 (substantial progress) 97 (met or on track)
12 (no or limited
progress)

Data not available

Per cent reduction in HIV incidence, 2001–2013

>0

46 (met or on track)

57 (met or on track)

Per cent reduction in incidence of malaria, 2000–2013

75

not given

Per cent reduction in mortality rate of tuberculosis (among HIV-negative people) ,
1990–2013

50

30 (no or limited
progress)

Per cent reduction in proportion of population without access to improved drinkingwater sources, 1990–2012

50

54 (met or on track)

50

32 (substantial progress) 38 (substantial progress)

Target 6.C: Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases

45 (substantial progress) 6 (no or limited progress)

Target 7.C: Halve, by 2015, the proportion of the population without sustainable access to safe drinking-water and basic sanitation

Per cent reduction in proportion of population without access to improved sanitation,
199 0–2012

74 (met or on track)

Source: Adapted from World Health Statistics 2015.2
Note:

Some of the above values are expressed in terms of progress towards the target (e.g. per cent reduction in under-five mortality rate), rather than the
actual value of the indicator. These figures thus represent the change between the baseline and currently estimated values and should not be confused
with the indicator values presented in subsequent tables.
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Table 2:

Health-related Sustainable Development Goals and
targets

Goal 3: Ensure health lives and promote well-being for all at all ages
3.1

By 2030, reduce the global maternal mortality ratio to less than 70
per 100 000 live births

3.2 By 2030, end preventable deaths of newborns and children under
5 years of age
3.3
3.4
3.5
3.6
3.7

By 2030, end the epidemics of AIDS, tuberculosis, malaria and
neglected tropical diseases and combat hepatitis, water-borne
diseases and other communicable diseases
By 2030, reduce by one third premature mortality from noncommunicable diseases through prevention and treatment and
promote mental health and well being
Strengthen the prevention and treatment of substance abuse,
including narcotic drug abuse and harmful use of alcohol

By 2020, halve the number of global deaths and injuries from road
traffic accidents
By 2030, ensure universal access to sexual and reproductive
health-care services, including for family planning, information
and education, and the integration of reproductive health into
national strategies and programmes

3.8 Achieve universal health coverage, including financial risk
protection, access to quality essential health-care services
and access to safe, effective, quality and affordable essential
medicines and vaccines for all
3.9
3.a
3.b

3.c

3.d

By 2030, substantially reduce the number of deaths and illnesses
from hazardous chemicals and air, water and soil pollution and
contamination
Strengthen the implementation of the World Health Organization
Framework Convention on Tobacco Control in all countries, as
appropriate

Support the research and development of vaccines and medicines
for the communicable and non-communicable diseases that
primarily affect developing countries, provide access to affordable
essential medicines and vaccines, in accordance with the
Doha Declaration on the TRIPS Agreement and Public Health,
which affirms the right of developing countries to use to the full
the provisions in the Agreement on Trade-Related Aspects of
Intellectual Property Rights regarding flexibilities to protect public
health, and, in particular, provide access to medicines for all
Substantially increase health financing and the recruitment,
development, training and retention of the health workforce in
developing countries, especially in least developed countries and
small island developing States
Strengthen the capacity of all countries, in particular developing
countries, for early warning, risk reduction and management of
national and global health risks

Source: Open Working Group proposal A/68/970.4
Note:

Development Plan’s 2030 Vision has a series of health-related goals,
not all of them expressed in quantifiable form (e.g. “complete health
system reforms” or “universal health care coverage”). Some are more
precise, but still difficult to measure (e.g. “raise the life expectancy of
South Africans to at least 70 years”, and “reduce injury, accidents
and violence by 50 per cent from 2010 levels”). Critically, the
NDoH aims to develop an “efficient health management information
system for improved decision making”. In this regard, it would be
useful to compare the indicators collected and reported on locally
with the 100 Core Health Indicators proposed by the World Health
Organization (WHO) in 2015.7
Although progress towards universal health coverage (UHC) in
the form of National Health Insurance (NHI) has been slow, the
demands of monitoring progress in this regard can already be
considered. Three general challenges have been identified at a
global level: “first, sourcing reliable data on a broad set of health
service coverage and financial protection indicators; second,
disaggregating data to expose coverage inequities; third, measuring
effective coverage, which not only includes whether people receive
the services they need but also takes into account the quality of
services provided and the ultimate impact on health.”8 It has
been noted that many countries rely on international and national
survey programmes, which are often too infrequent.9 The two main
elements that need monitoring are access to good quality essential
health services, but also protection from financial hardship when
accessing such services. At this stage, South Africa does not have an
explicit UHC monitoring and evaluation framework.10 In particular,
while some data are available from routine systems (such as the
District Health Information System (DHIS)) and household surveys,
these data are rarely accessible outside of government departments,
are of questionable quality, and can at best be disaggregated by
province (or, at times, district), but rarely by income or gender.
Mayosi and Benatar have summarised the long-term challenges
in South Africa as being to “narrow disparities in wealth, health,
and education and to generate opportunities for many more people
to survive childhood, reach their full human potential, and lead
healthy, productive lives”.11 Like the archetypal schoolboy, South
Africa “could do better”.

Numbering is reproduced according to source.

Data sources and collection
It has been argued that meeting these new and challenging targets
will require at least five major shifts: “1) ensuring leadership
for intersectoral coherence and coordination on the structural
(including social, economic, political and legal) drivers of health;
2) shifting the focus from treatment to prevention through locally-led,
politically-smart approaches to a far broader agenda; 3) identifying
effective means to tackle the commercial determinants of ill-health;
4) further integrating rights-based approaches; and 5) enhancing
civic engagement and ensuring accountability”.5 In essence, this
argument reiterates the founding principles of the Primary Health
Care approach, to which many governments are committed.
Global goals, however well-intentioned, cannot replace appropriate
and locally-relevant national targets. The National Department of
Health (NDoH) Strategic Framework 2014–2019 starts with a clear
recognition of the challenges facing South Africa’s health system:
“a complex, quadruple burden of diseases; serious concerns about
the quality of public health care; an ineffective and inefficient health
system; and spiralling private health care costs”.6 The National

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. 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. In time,
the Annual Health Statistics, issued by the National Department
of Health, will provide an official reference point. Only the 2012
Annual Health Statistics have been published to date, but the 2015
update is expected soon.

SAHR 2014/15

199

Indicator definitions: The definitions of all indicators appearing
in the tables are given at the end of the chapter on page 120.
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.
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Demographic indicators
Context

New data sources

Demographic indicators form the basis for many other indicators, as they provide the necessary denominator
data. Throughout the chapter, the four self-attributed population categories (African, Coloured, Indian, and
White) are used, as these are still useful for monitoring progress towards equity.
Some of the key new sources of national data included in this section are:
• Stats SA mid-year population estimates 2014
• Stats SA Recorded Live Births 2014
• Stats SA Census – profile of older persons 2011
Internationally, new reports include:
• Generation 2030 | Africa
• Population Reference Bureau Population data sheet 2014

Key issues and trends

• Global AgeWatch Index 2015
Mid-year population estimates are used for calculating many indicators that have population-based denominators.
There has been considerable debate about the markedly different age structures for the mid-year estimates
released in 2013 and 2014, compared with the post-Census estimates.

The global population was estimated to be 7.2 billion in 2014,
of which 6 billion were located in less-developed countries.12
However, more than half (53%) of the global population were living
in urban areas. The 2015 mid-year estimate of the South African
population is approaching 55 million. Queries have been raised
about the 2013 estimates having a markedly different age structure
compared to the Census. The 2014 mid-year estimates and the time
series values for the various parameters estimated by the model are
quite different again. This may be particularly important when the
indicator uses estimates of the numbers in younger age bands. The
routine data indicators presented for recent years make use of the
2002–2018 population time series implemented in 2014, which
differs substantially from the post-Census (2011) estimates. Trends
in population estimates by source, for the period 2001–2015, are
shown in Figure 1. The figure shows how much the current DHIS
time series (2002–2018) varies compared to the previous series
(2001–2016) because of changes in the underlying data provided
by Stats SA. Substantial deviations are also seen in some provinces
compared to the latest mid-year estimates.
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Figure 1:

Trends in population estimates by source, 2001–2015
data_group
Census

Population

DHIS

6.8M

DHIS (old)
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Source: Compiled from Census 2001 (as reported according to 2011 boundaries in Census 2011 reports),13 Census 2011,13 DHIS population estimates
2001–16 and 2002–18,14 and Stats SA mid-year estimates.15
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Figure 2: Number of birth registrations in South Africa, 1994–2014
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South Africa’s overall total fertility rate (TFR) of 2.6, ranging from
2.1 in Gauteng to 3.0 in the Eastern Cape, is close to the global

South Africa is considered to be in the ‘low fertility’ group within
Africa, with total dependency ratios in the range of 40–58%. As

average (2.5).12 The 10 countries with the highest TFR are all in
Africa, ranging from 7.6 in Niger to 6.0 in Zambia. The lowest TFR
was reported for Taiwan (1.1), followed by Portugal, Singapore,
South Korea, Moldova and Poland (all 1.2). The completeness of live
birth registrations is a key measure of the vital registration process.
As can be seen in Figure 2, the proportion of late registrations has
continued to decline. In 2014, 86.3% of the 1 161 159 recorded
births had been reported within a year of occurrence.16 Figure 2
also shows the decline in total birth registrations since 2010. It has
been suggested that South Africa could consider moving from a
Census based on periodic door-to-door enumeration to one based
on routine registers, such as those for births, deaths, property,
employment and education.17 There is potential for considerable
cost savings, but perhaps also for triangulation of data from different
sources, as has been described for South Africa.18

the country progresses from Stage 3 to 4, greater attention will
need to be paid to the aged population. Among the BRICS (Brazil,
Russia, India, China, South Africa) countries, South Africa has the
lowest percentage of the population aged over 60 years (7.7%,
estimated for 2015), but with a high proportion (92.6%) receiving a
pension.20 Based on Census 2011 data, it was reported that 8.0%
of the population were aged 60 years and older, with 66 elderly
men per 100 elderly women.21 In 2011, the highest proportion
of elderly persons relative to adults and children was recorded in
the Eastern Cape (9.7%), followed by the Western Cape (8.9%).
In three provinces (Gauteng, KwaZulu-Natal, Mpumalanga), the
proportion was lower than the national average of 8.0%. Globally,
23% of the total burden of disease is attributable to disorders in
people aged 60 years and older, with the leading contributors
being cardiovascular diseases (30.3% of the total burden in people
aged 60 years and older), malignant neoplasms (15.1%), chronic

Changes in fertility and mortality result in a demographic transition,
from one demographic structure to another. Five stages have been
described:19
➢➢ “Stage 1: Fertility and mortality are high and fluctuating.
Births and deaths counterbalance, therefore population size
increases very slowly, if at all.
➢➢ Stage 2: Mortality starts to decline, especially among children
and young adults. Population size increases because the
number of births is greater than the number of deaths.

respiratory diseases (9.5%), musculoskeletal diseases (7.5%), and
neurological and mental disorders (6.6%).22 Across Africa, the
elderly face a large morbidity and disability burden, particularly
from chronic non-communicable diseases such as cardiovascular
and circulatory disease, nutritional deficiencies, cirrhosis of the liver,
and diabetes.23 However, Beard and Bloom have warned against
ignoring the burden of communicable disease among the elderly.24

➢➢ Stage 3: Fertility levels also start to decline, and population
growth slows down. Population size is still growing due to the
young age structure of the population (women of reproductive
age), despite lower levels of fertility.
➢➢ Stage 4: Fertility and mortality are both low, resulting in low
population growth and population ageing.
➢➢ Stage 5: A fifth stage where fertility levels fall below
replacement level has been suggested. Eventually population
will decline over the long term. This stage is also called the
‘second demographic transition’ or ‘second fertility transition’.”
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Table 3:

Demographic indicators by province
EC

Ageing index

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2011 Census

20

19

18

15

18

15

19

19

23

18

a

2015 mid-year

15

20

22

14

15

14

23

17

23

17

b

0.44

0.14

2.68

0.69

0.79

1.83

1.44

1.62

2.52

1.44

a

-

-

-

-

-

-

-

-

-

1.65

b

168 966

129 825

18 178

94 361

125 754

76 495

372 889

104 882

129 462

1 220 813

a

Annual population growth rate
2011 2001-2011
2015 2014-2015 total
Area (square km)
2011

Area as a % of total area of South Africa
2011

13.8

10.6

1.4

7.7

10.3

6.3

30.5

8.7

10.6

100.0

a

3.7

3.2

3.0

3.9

3.7

3.7

3.7

3.2

3.4

3.4

a

Average household size
2011 Census

Crude death rate (deaths per 1 000 population)
2011 Stats SA

-

-

-

-

-

-

-

-

-

11.7

c

2013 unadjusted

-

-

-

-

-

-

-

-

-

8.7

d

2015 mid-year

-

-

-

-

-

-

-

-

-

9.6

e
a

Population – Census and Stats SA mid-year estimates
2011 Census

6 562 053

2 745 590

12 272 263

10 267 300

5 404 868

4 039 939

1 145 861

3 509 953

5 822 734

51 770 561

2013 mid-year

6 620 100

2 753 200

12 728 400

10 456 900

5 518 000

4 128 000

1 162 900

3 597 600

6 016 900

52 982 000

f

2014 mid-year

6 812 731

2 796 735

12 942 510

10 732 517

5 634 072

4 216 068

1 174 899

3 652 663

6 096 454

54 058 647

b

2015 mid-year

6 916 200

2 817 900

13 200 300

10 919 100

5 726 800

4 283 900

1 185 600

3 707 000

6 200 100

54 956 900

b

3 983 036

1 100 570

3 691 291

5 917 618

52 977 280

g

Population – alternative mid-year estimates published by Dorrington (CARe)
2013 mid-year (alt)

6 643 539

2 739 460

12 828 185

10 398 662

5 674 918

Population – DHIS estimates
2013 DHIS

6 620 137

2 753 142

12 728 438

10 456 907

5 517 968

4 127 970

1 162 914

3 597 589

6 016 926

52 981 991

h

2014 DHIS

6 655 658

2 757 924

12 996 205

10 571 312

5 585 234

4 181 594

1 172 624

3 649 660

6 130 791

53 701 003

h

2015 DHIS

6 692 803

2 763 018

13 267 544

10 688 165

5 654 033

4 235 606

1 182 278

3 702 970

6 245 836

54 432 253

h

Population % by province
2011 Census

12.7

5.3

23.7

19.8

10.4

7.8

2.2

6.8

11.2

100.0

a

2013 mid-year

12.5

5.2

24.0

19.7

10.4

7.8

2.2

6.8

11.4

100.0

f

2014 mid-year

12.6

5.2

23.9

19.8

10.4

7.8

2.2

6.8

11.3

100.0

i

2015 mid-year

12.6

5.1

24.0

19.9

10.4

7.8

2.2

6.7

11.3

100.0

b

Population density (people per km2)
2011 Census

38.8

21.1

675.1

108.8

43.0

52.8

3.1

33.5

45.0

42.4

a

2015 mid-year

40.9

21.7

726.2

115.7

45.5

56.0

3.2

35.3

47.9

45.0

b

Public sector dependent population – based on medical scheme coverage reported in the General Household Survey (GHS)
2013 GHS

5 925 022

2 282 355

8 999 006

9 066 139

5 021 351

3 484 007

928 005

3 036 365

4 470 576

43 233 305

j

2014 GHS

6 097 394

2 296 119

9 292 722

9 358 755

5 149 542

3 587 874

942 269

3 112 069

4 493 087

44 274 032

k

2015 GHS

6 189 999

2 313 496

9 477 815

9 521 455

5 234 295

3 645 599

950 851

3 158 364

4 569 474

45 009 701

k

Public sector dependent population – based on population minus number of beneficiaries reported by Council for Medical Schemes
2012 non med scheme

5 876 689

2 340 441

9 431 946

8 979 213

4 999 234

3 453 452

954 191

3 013 175

4 555 217

43 595 472

l

2013 non med scheme

5 900 855

2 343 028

9 660 673

9 077 911

5 055 831

3 516 744

960 061

3 042 556

4 657 706

44 205 712

l

2014 non med scheme

6 115 606

2 394 063

9 959 696

9 430 704

5 196 166

3 626 168

982 490

3 127 784

4 785 456

45 244 189

l

Total fertility rate
2015 mid-year
2015 mid-year 2011-2016

-

-

-

-

-

-

-

-

-

2.6

b

3.0

2.3

2.1

2.9

2.9

2.5

2.4

2.6

2.2

-

b

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i
j
k
l

Census 2011.25
Stats SA Mid-year Estimates. 2015 mid-year estimates.26
Stats SA Mid-year Estimates.15 2011 mid-year estimates. CDR assumption used in population projections.
Stats SA Causes of death 2013.27 Data have been updated with late registrations processed in 2014. Not adjusted for under-reporting – completeness of
death registration for children uncertain, completeness for adults estimated at 94%.
Stats SA Mid-year Estimates. 2015 mid-year estimates.26 CDR assumption used in population projections.
Stats SA Mid-year Estimates. 2013 mid-year estimates.
CARe Alternate mid-year.28
DHIS Population Estimates 2002–2018.
Stats SA Mid-year Estimates.15 2014 mid-year estimates.
Stats SA GHS 2013.29 Calculated using provincial medical scheme coverage (GHS 2013) and Stats SA mid-year estimates (2013) for 2013.
Stats SA GHS 2014.30 Calculated using provincial medical scheme coverage (GHS 2014) and Stats SA mid-year estimates for the relevant year.
Medical Schemes 2012–13, 2013–14 and 2014–15.31-33 Calculated from total number of beneficiaries subtracted from total population (Stats SA mid-year
estimates for the relevant year).
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Table 4:

Demographic indicators by population group
African

Coloured

Indian

White

Other

2011 Census

14

17

34

84

23

18

a

2013 mid-year

12

17

33

88

-

17

b

2014 mid-year

12

18

35

84

-

17

b

2015 mid-year

13

19

36

91

-

17

b
a

Ageing index

All Ref

Population
2011 Census

41 000 938

4 615 401

1 286 930

4 586 838

280 454

51 770 561

2013 mid-year

42 284 132

4 766 172

1 329 302

4 602 386

-

52 982 000

c

2013 mid-year (alt)

42 441 443

4 698 312

1 309 755

4 527 770

-

52 977 280

d

2014 mid-year

43 375 988

4 782 788

1 343 684

4 556 186

-

54 058 647

b

2015 mid-year

44 228 000

4 832 900

1 362 000

4 534 000

-

54 956 900

b

2011 Census

79.2

8.9

2.5

8.9

0.5

100.0

a

2013 mid-year

79.8

9.0

2.5

8.7

-

100.0

c

2014 mid-year

80.2

8.8

2.5

8.4

-

100.0

e

2015 mid-year

80.5

8.8

2.5

8.3

-

100.0

b

Population % by ethnic group

Public sector dependent population
2014 GHS

38 778 133

3 811 882

689 310

1 052 479

-

44 274 032

f

2015 GHS

39 539 832

3 851 821

698 706

1 047 354

-

45 009 701

f

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f

Census 2011.25
Stats SA Mid-year Estimates. 2015 mid-year estimates.26
Stats SA Mid-year Estimates.15 2013 mid-year estimates.
CARe Alternate mid-year.28
Stats SA Mid-year Estimates.15 2014 mid-year estimates.
Calculated using medical scheme coverage (Stats SA GHS 2013 and 2014)29, 30 and Stats SA mid-year estimates for the relevant year.
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Socio-economic indicators
Context

New data sources

Socio-economic indicators describe many of the social determinants of health, such as access to clean water and
effective sanitation. They also describe the proportion of the population at increased risk, because of poverty
or unemployment.
Nationally, new data have been reported in the:
• Stats SA General Household Survey (GHS) 2013 and 2014
• Stats SA Quarterly Labour Force surveys, 2015
• Stats SA report on national and provincial labour market: youth, 2015
• Stats SA South African Multi-dimensional Poverty Index (MPI), 2014
• Stats SA Non-financial census of municipalities, 2015
• Stats SA report on rebasing national poverty lines
• Review of South African poverty lines by the Southern Africa Labour and Development Research Unit
(SALDRU)
• SASPRI Income poverty at small area level in 2011
Internationally, data of interest have been reported in the:
• IHME report on education – A Hand Up
• UNICEF and WHO report on Progress on sanitation and drinking water – 2015 update and MDG
assessment
• UN WATER and WHO GLAAS 2014 report on Investing in Water and Sanitation

Key issues and trends

• UNDP Human Development Report 2014
There have not been detailed reports on water quality since 2012, with only a summary of the 2013 Blue Drop
report released. There are also contrasting reports on whether South Africa has met the MDG targets for access
to safe water and sanitation.

Globally, it was reported by UNICEF and WHO that the MDG target
for sanitation had been “missed by almost 700 million people”.34
This report characterised South Africa’s progress as ‘moderate’,
recording that 61% of the population had access to an improved
sanitation facility in 2015, compared with 51% in 1990. This was
close to the global coverage of 68%, which missed the MDG target
of 77%. In contrast, the UN Water and WHO Global Analysis and
Assessment of Sanitation and Drinking Water (GLAAS) report, issued
in 2014, had reported an estimate of 74% of the population of South
Africa using improved sanitation facilities and 95% using improved
drinking water sources.35 However, this later report also noted
underfunding and lack of skills, which were impacting negatively
on service delivery in this regard. Detailed local data, in the form of
comprehensive Blue Drop and Green Drop reports, is lacking. The
only available data are from 2013, and available in summary form
only, as shown in Table 5 and Figure 3. Not surprisingly, when data
are absent, civil society structures may attempt to fill the gap, but
not with a national coverage. The AfriForum water quality survey is
one such effort.36
Table 5:

Overall distribution of water management systems per
Blue Drop risk rating category, South Africa, 2013

Blue Drop risk rating
90-100

Category

Critical risk

Number

155

Percentage
15

70 < 90

High risk

238

24

50 < 70

Medium risk

294

29

Low risk

322

32

1 009

100

< 50

An increased focus on municipal service delivery can be expected
in 2016, when local government elections will be held. Stats SA
reported on a non-financial census of municipalities in 2015.38
Comparison of these data with the results of the General Household
Surveys needs to be done carefully, as the definitions of ‘consumer
units’ and ‘households’ differ. As the report explains, a domestic
consumer unit is defined as an “entity to which the service is (or
would be) delivered, and which receives one bill if the service is
billed, alternatively known as a delivery point”. The report notes that
this is “often referred to as a household by municipalities, but this is
not strictly correct, as households and consumer units do not coincide
one to one, particularly in blocks of flats, on stands where there are
multiple households in the same dwelling or in additional dwellings,
such as garden flats, backyard rooms, etc., and in the case of
public taps”. In this release (P9115), Stats SA reported that, of the
12.1 million consumer units receiving water, 4.6 million had access
to free basic water. Of the 10.4 million consumer units receiving
sewerage and sanitation services, about 3.2 million received a free
basic service. Lastly, out of 8.9 million consumer units receiving solid
waste management, 2.4 million received a free basic service. The
level of free basic service delivery is depicted in Figure 4.

Source: Blue Drop Summary 2013.37
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Figure 3:
100%

Percentage of water management systems by Blue Drop risk-rating category per province, 2013
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39%
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20%
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Source: Blue Drop Summary

EC

KZN

25%

32%

36%

21%
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23%

22%

FS

NC

20%
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High risk
Medium risk
Low risk

15%
NW

2013.37

14
12
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28%

10%

Number of consumer units receiving basic services (free
or billed), 2014
Millions

Number of consumer units

11%

49%

40%

Figure 4:

10%

34%

60%

0%

21%

23%

70%

50%

16%

Sewage and Solid waste
sanitation
management

Water

Electricity

Basic services (billed)

7 482 821

8 089 409

7 254 444

6 490 927

Free basic services

4 633 999

2 365 147

3 178 730

2 371 643

Source: Adapted from Stats SA Non-financial census of municipalities for
2014.38

Much of the data on socio-economic indicators comes from the
annual General Household Survey (GHS). It is important to note that
the survey is only representative of non-institutionalised and nonmilitary persons or households, since the target population is those
residing in private households and workers’ hostels. The survey does
not cover students’ hostels, old-age homes, hospitals, prisons and
military barracks. The 2014 survey involved face-to-face interviews
in 25 363 households. The 2014 questionnaire included 202
questions, with an additional module on mortality in the 12 months
preceding the survey.
Data on self-assessed health (SAH) is elicited in the longitudinal
National Income Dynamics Study (NiDS). The major significant
domains that contribute to disparities in good SAH in South Africa
have been shown to include social protection and employment,
knowledge and education, and housing and infrastructure.39
Data on unemployment are taken from the Quarterly Labour Force
Surveys (QLFS). The Quarter 2, 2015 report showed that for
April–June 2015, 25.0% of South Africans aged 15–64 years

were unemployed.40 Out of a total of 36.0 million working-age
population, 5.2 million were unemployed and 15.1 million were
economically inactive. As always, it is important to bear the
definitions in mind: unemployed persons are those (aged 15–64
years) who: (a) were not employed in the reference week; and (b)
actively looked for work or tried to start a business in the four weeks
preceding the survey interview; and (c) were available for work, i.e.
would have been able to start work or a business in the reference
week; or (d) had not actively looked for work in the past four weeks
but had a job or business to start at a definite date in the future
and were available. Those considered to be not economically active
were neither employed nor unemployed in the reference week. Stats
SA released a report focused specifically on youth unemployment
for the period Quarter 1 of 2008 to Quarter 1 of 2015.41 It showed
that, while a net total of 1.0 million jobs for adults (aged 15–64
years) were created between 2008 and 2015, among youth (aged
15–34 years) the same time period saw a loss of 221 000 jobs.
The United National Development Program’s Human Development
Report 2014 contained a short piece on the issue of affirmative
action policies, citing South Africa as an example.42 It concluded
that South Africa has managed to address “structural labour force
imbalances, reduced the sense of historic injustice and improved the
participation of historically excluded and disadvantaged groups”.
Stats SA also released a multidimensional poverty index (SAMPI)
in 2014, using data from the 2011 Census.43 The MPI is based on
three dimensions of poverty (health, education, living standards),
based on 10 indicators. The SAMPI (HxA) score is derived from
the product of the headcount (H; the proportion of households
defined as multidimensionally poor) and the intensity of the poverty
experienced (A; the average proportion of indicators in which poor
households are deprived). Between 2001 and 2011, the proportion
of poor households decreased from 17.9% to 8.0%. The proportion
deprived in 60% or more of the weighted indicators dropped
from 7.9% to 3.6%. The highest SAMPI scores were recorded
in the Eastern Cape in both 2001 and 2011. Stats SA plans to
use data from the 2014 GHS to refine the SAMPI and allow for
annual updates. However, this will only allow for disaggregation
to provincial level. Only when data are available from the planned
Continuous Population Surveys (CPS) will disaggregation to lower
levels, such as districts, be possible. Based on 2011 Census data,
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an attempt has been made by the Southern African Social Policy
Research Institute (SASPRI) to depict income poverty at ward level.44
This analysis showed that income poverty, like multiple deprivation,
is concentrated in former homeland areas. The 10 wards with the
highest rates of income poverty were all found in the Eastern Cape
(in the Alfred Nzo and OR Tambo districts) and KwaZulu-Natal (in
the uThukela and uMzinyathi districts).

items). The rebased poverty lines were R335 per capita per month
(FPL), R510 (LBPL) and R779 (UBPL). The report also provided
pilot provincial poverty lines. The usefulness of the LBPL has been
criticised, and it has been suggested that the UBPL should be used
for the purposes of measuring poverty, with the FPL used as a
measure of extreme poverty.46
The Institute for Health Metrics and Evaluation (IHME) has summarised
available data on access to education among women of reproductive
age, and the correlation with reduced rates of maternal mortality.47
The complexities of this relation are an excellent demonstration of the
role of the socio-economic determinants of health: “The life-saving
effect of maternal education may be due to a range of factors: a
mother’s increased empowerment and independence; increasing
economic advantages; improved sanitation and better housing;
and improved access to and use of health services. Additionally, as
women become more educated, they tend to start having children at
an older age and have fewer children, which, in turn, is connected
to increased maternal and child survival”.

In 2015, Stats SA released a methodological report on the rebasing
of national poverty lines and the development of pilot provincial
poverty lines.45 Three poverty lines are defined: the food poverty
line (FPL; the Rand value below which individuals are unable to
purchase or consume enough food to supply them with minimum
per-capita-per-day energy requirement for good health, set at
about 2 100 kilocalories), the lower-bound poverty line (LBPL; the
Rand value at which individuals do not have enough resources to
consume or purchase both adequate food and non-food items and
are therefore forced to sacrifice food to obtain essential non-food
items) and the upper-bound poverty line (UBPL; the Rand value at
which individuals can purchase both adequate food and non-food
Table 6:

Socio-economic indicators by province
EC

FS

GP

KZN

LP

MP

Education level: percentage of population 20 years and older with no schooling

NC

NW

WC

SA Ref

2012 no schooling 7+

5.4

4.6

2.4

7.0

11.9

10.0

7.6

14.9

1.7

6.0

a

2012 no schooling

6.4

4.8

1.9

7.8

11.6

10.6

8.5

8.8

1.5

5.7

b

2013 no schooling

5.9

4.4

2.0

7.8

10.4

10.6

7.8

8.3

1.2

5.5

c

2014 no schooling

5.5

4.2

2.0

7.1

10.1

9.3

6.9

7.4

2.1

5.2

d

Percentage of households by type of housing
2014 formal
2014 informal
2014 traditional

64.3

83.8

78.9

74.8

93.6

88.1

83.6

78.0

82.5

79.4

d

7.8

14.3

19.2

8.1

3.9

7.6

10.8

21.0

14.8

12.9

d

27.7

1.8

0.3

17.0

2.4

4.3

1.9

0.9

0.0

6.8

d
b

Percentage of households using electricity for cooking
2012 GHS

64.9

85.9

82.2

73.1

49.8

70.1

81.7

76.8

88.1

75.2

2013 GHS

71.5

88.8

84.6

75.5

53.6

75.6

83.9

81.1

88.3

78.4

c

2014 GHS

74.9

89.4

84.9

77.5

57.0

76.6

85.3

81.9

89.2

79.8

d
b

Percentage of households with access to piped water
2012 GHS

79.0

96.7

97.3

87.3

80.1

87.5

95.6

91.1

98.9

90.8

2013 GHS

80.5

95.9

95.9

86.2

77.5

86.7

96.1

88.3

98.7

89.9

c

2014 GHS

78.5

95.3

96.4

86.5

79.6

87.1

95.8

87.2

98.9

90.0

d
b

Percentage of households with no toilet / bucket toilet
2012 GHS

13.4

6.0

1.8

5.7

6.3

6.4

6.1

5.8

3.2

5.3

2013 GHS

10.0

7.7

1.8

5.5

7.2

6.3

7.4

5.0

3.6

5.1

c

2014 GHS

8.5

7.9

1.9

4.8

5.4

7.1

9.1

5.1

4.5

4.9

d
b

Percentage of households with telephone (telephone in dwelling or cell phone)
2012 GHS

87.6

93.4

96.3

93.6

94.6

96.0

82.7

93.7

93.3

93.7

2013 GHS

89.4

94.1

98.0

95.5

95.7

96.8

86.4

94.0

93.0

95.0

c

2014 GHS

91.1

95.1

98.2

96.9

96.4

96.8

89.8

93.8

94.8

95.9

d

2011 food poverty line

-

-

-

-

-

-

-

-

-

20.2

e

2011 lower-bound poverty line

-

-

-

-

-

-

-

-

-

32.3

f

2011 upper-bound poverty line

60.8

41.2

22.9

56.6

63.8

52.1

46.8

50.5

24.7

45.5

f

2011 FPL rebased

-

-

-

-

-

-

-

-

-

21.7

g

2011 LBPL rebased

-

-

-

-

-

-

-

-

-

37.0

h

2011 UBPL rebased

-

-

-

-

-

-

-

-

-

53.8

i

Poverty prevalence (%)

Unemployment rate (official definition)
2013 Q3

30.8

34.0

24.3

20.9

17.8

26.6

28.0

26.6

23.4

24.7

j

2014 Q3

29.1

32.2

24.6

20.8

15.9

26.6

28.7

25.2

22.9

24.3

k

2015 Q2

29.1

31.4

26.8

20.4

18.9

27.2

32.7

25.2

21.7

25.0

l

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
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a
b
c
d
e
f
g
h
i
j
k
l

SANHANES-1.48 Table does not specify, but it is assumed that indicator given for all 7 years and older based on the age categories for which results are
presented.
Stats SA GHS 2012.49
Stats SA GHS 2013.29
Stats SA GHS 2014.30
Poverty Trends 2006–2011.50 Derived from the Income and Expenditure Survey (IES) 2010/2011. The food poverty line (FPL) is the level of consumption
below which individuals are unable to purchase sufficient food to provide them with an adequate diet.
Poverty Trends 2006–2011.50 Derived from the Income and Expenditure Survey (IES) 2010/2011. The lower-bound poverty line (LBPL) includes non-food
items, but requires that individuals sacrifice food in order to obtain these, while individuals at the upper-bound poverty line (UBPL) can purchase both
adequate food and non-food items. The Rand value of each line is updated annually using CPI prices data.
Poverty Trends 2006–2011.50 Food poverty line rebased – equates to 10.9 million people in 2011.
Poverty Trends 2006–2011.50 Lower-bound poverty line – equates to 18.6 million people in 2011.
Poverty Trends 2006–2011.50 Upper-bound poverty line – equates to 27.1 million people in 2011.
Stats SA Labour Force Survey.51 Quarter 3, 2013 Report.
Stats SA Labour Force Survey.51 Quarter 3, 2014 report.
Stats SA Labour Force Survey.51 Quarter 2, 2015 report.

Table 7:

Socio-economic indicators by population group
African

Coloured

Indian

Education level: percentage of population 20 years and older with no schooling

White

Other

All Ref

2013 no schooling

6.8

2.0

2.1

0.1

-

5.5

a

2014 no schooling

6.4

2.2

2.0

0.2

-

5.2

b

Percentage of households using electricity for cooking
2013 GHS

75.1

90.9

96.0

89.9

-

78.4

a

2014 GHS

76.9

90.5

94.7

91.3

-

79.8

b

Percentage of households with access to piped water
2013 GHS

88.0

98.2

98.3

95.8

-

89.9

a

2014 GHS

88.1

98.7

99.4

96.3

-

90.0

b

Percentage of households with no toilet / bucket toilet
2013 GHS

6.2

2.4

0.0

0.0

-

5.1

a

2014 GHS

5.8

2.3

0.0

0.0

-

4.9

b

54.0

27.6

3.4

0.8

-

45.5

c

Poverty prevalence (%)
2011 upper-bound poverty line
Unemployment rate (official definition)
2013 Q3

28.1

24.2

10.8

6.6

-

24.7

d

2014 Q3

27.2

22.9

11.9

7.7

-

24.3

e

2015 Q2

27.9

24.4

13.4

7.0

-

25.0

f

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f

Stats SA GHS 2013.29
Stats SA GHS 2014.30
Poverty Trends 2006–2011.50 Derived from the Income and Expenditure Survey (IES) 2010/2011. The lower-bound poverty line (LBPL) includes non-food
items, but requires that individuals sacrifice food in order to obtain these, while individuals at the upper-bound poverty line (UBPL) can purchase both
adequate food and non-food items. The Rand value of each line is updated annually using CPI prices data.
Stats SA Labour Force Survey.51 Quarter 3, 2013 Report.
Stats SA Labour Force Survey.51 Quarter 3, 2014 report.
Stats SA Labour Force Survey.51 Quarter 2, 2015 report.

SAHR 2014/15

209

Health status indicators
Mortality
Context
New data sources

Updated cause of death statistics have continued to be reported by Stats SA. The 3rd issue of the Rapid Mortality
Surveillance Report was issued in December 2014, showing data for 2013.
Nationally, new data have been reported in the:
• Second national burden of disease study for South Africa: Cause-of-death profile for South Africa, 1997–
2010 (MRC)
• Stats SA Mortality and causes of death in South Africa, 2012 and 2013
• Stats SA Findings from death notification and additional publications summarising morbidity and mortality
in the youth and older persons
• Rapid Mortality Surveillance Report 2013
• MRC Western Cape Mortality Profile 2011
Internationally, reports of interest include:

Key issues and trends

• Various outputs from the Global Burden of Disease Study 2013
➢➢ There is still evidence of data quality issues with recent VR data. Reporting in some areas in incomplete, a
substantial proportion of death notification forms (DNFs) (1.62%) overall do not have the district specified).
The percentage of ‘garbage codes’ varies considerably, but remains unacceptably high.
➢➢ The Rapid Mortality Surveillance Report has again presented revisions to time series data, which need to be
taken into account when tracking changes over time.

Two articles published in the South African Medical Journal in 2015
encapsulate the challenges facing medical certification of death,
a key component of vital registration, in South Africa. In January
2015, Burger et al. described the progress being made with training
medical practitioners on the use of the Death Notification Form
(DNF).52 This set of recommendations in relation to the recording of
HIV-related deaths is critical: “HIV reporting remains problematic.
The Department of Health needs to allay certifying doctors’ concerns
by providing clear guidance about the legal and public health
requirements for accurate reporting of cause of death. In addition,
leaders in the insurance industry need to clarify their collective
stance on HIV and inform both the public and certifiers of the current
policies and their consequences, including that all exclusion clauses
for HIV have been scrapped since 2005. Additionally, all doctors
should be made aware that making a false statement on the DNF
constitutes a criminal offence”. However, a July 2015 article pointed
to unintended consequences of changes in legislation.53 A new
format for the DNF, in which the medical certificate of cause of death
section was provided a self-sealing page, was accompanied by an
instruction that this page could only be opened by a Stats SA official.
While intended to ensure confidentiality and encourage more
complete reporting, this instruction had the effect of preventing local
collection, analysis and use of cause of death data. It would prevent
the creation of reports such as the Western Cape Mortality Profile
2011, issued in July 2014, unless prepared by Stats SA officials.54
The irony of this spat is that the Rapid Mortality Surveillance (RMS)
Report depends on the very same Cape Town-based team that is
denied access to the fourth page of the routinely-submitted DNF. The
third report in this series was issued in December 2014, covering
deaths reported to 2013.55 Importantly, the RMS 2013 report, as
in previous years, does not use the age distribution provided in the
official Stats SA mid-year estimates to derive the indicators reported.
The RMS 2013 reported that average life expectancy had reached
62 years, due to a drop in child mortality as well as in early adult
mortality. The national estimates for the life expectancy and adult
mortality (output 1 of the Negotiated Services Delivery Agreement)
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and maternal and child mortality (output 2) are shown in Figure 5
and Table 10. The RMS notes that, for both outputs, the indicators
are below the targets set for 2014/15.
The Stats SA release “Mortality and causes of death in South Africa,
2013: Findings from death notification” (P0309.3) was issued
in December 2014.27 Data on 458 933 deaths that occurred in
2013 were provided. The trends over time in the total number of
deaths recorded are shown in Figure 6. Figure 7 shows the trends
in mortality by 5-year age bands, by sex, for 2008 to 2013, per
province and for the country as a whole. The positive trends are
obvious, particularly in relation to the excess mortality previously
seen in young women in those provinces most affected by HIV.
However, whether progress has been similar in every highly affected
province remains to be investigated.
Overall, the leading cause of death remained “certain infectious
and parasitic diseases” (ICD-10 codes A00–B99), responsible
for 22.6% of all deaths. Figure 8 shows the trends in causes of
death over time, attributable to communicable diseases (Group
I), non-communicable diseases (Group II) and injuries (Group III).
Extensive analysis of cause of death data is also reported in the
District Health Barometer 2014/15,57 showing the percentage of
years of life lost by broad cause per age group and gender and the
leading single causes for each district. The DHB chapter on burden
of disease does not simply present the raw data, but makes it more
meaningful for public health purposes by redistributing deaths with
missing information and misclassified causes of deaths as well as
aggregating the data according to the National Burden of Disease
condensed list of conditions. Trends over the past six or so years
clearly show the declining relative contribution from communicable
causes with a concomitant increase in the relative number of deaths
and years of life lost due to non-communicable diseases.
The second National Burden of Disease Study,58 released at the end
of 2014, also applies a range of demographic and epidemiological
methods in secondary analysis of Stats SA cause of death data from
1997–2010 to address some of the deficiencies evident in the vital
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Figure 5:

Trends in adult mortality and life expectancy at birth, RMS and mid-year estimates, 2002–2015
IndY ear

ind_name
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45
Adult mortality
(45q15 probability of
dying between
15-60 years of
age)

45.2
42.0

40.0

40

35

36.0
35.3

30

30.0

65

65.1

64.3

62.2

Life
expectancy at
birth

60

62.5
60.6

59.4

55

2002

2003

2004

2005

2006

2007

2008

2009

2010

2011

2012

2013

2014

2015

data_group
G B D 2013 female
G B D 2013 male
mid-year
mid-year female
mid-year male
R MS 2013 female
R MS 2013 male
R MS 2013 total

Source: RMS 2013,55 GBD 201356 and Stats SA Mid-year Estimates 2015.26

registration data. These included: “(a) Adjusting the under-reporting
of deaths was done using demographic methods. (b) Reallocation of
misclassified HIV/AIDS deaths was performed by regressing excess
mortality on a lagged indicator HIV prevalence. (c) Estimates of the
number of non-natural deaths by specific cause were derived using
the [Injury Mortality Survey] IMS and [National Injury Mortality
Surveillance System] NIMSS. (d) A strategy was developed for the
redistribution of causes of death that were not coded to the underlying
cause of death, i.e. causes regarded as garbage conditions and
ill-defined.” The leading cause of premature mortality, measured by
the indicator years of life lost (YLLs) was HIV/AIDS, accounting for
42.0% of all YLLs in 2010, followed by cerebrovascular disease,
lower respiratory infections, diarrhoeal diseases and inter-personal
violence. When considering trends by broad causes it was found
that by 2010, the age-standardised death rate from HIV and TB had
fallen below that of non-communicable diseases. The study found
that mortality rates peaked around 2005, declining thereafter.
KwaZulu-Natal was estimated to have the highest under-5 mortality
rate (66.0) in 2010, 2.6 times higher than the Western Cape
(Table 8).
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Figure 6:

Number of registered deaths by year of death, 1997–2013

700 000
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Number of deaths
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300 000
200 000
100 000
0
Deaths

1997

1998

1999

2000

2001

2002

2003

2004

2005

2006

2007

2008

2009

2010

Year of death

Source: Stats SA Causes of death 2013.27
Note:

Data for 1997–2012 have been updated with late registrations/delayed death notification forms processed in 2014.
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2011

2012

2013

317 412 366 124 382 121 416 818 455 656 502 797 557 792 577 823 598 866 613 691 605 448 597 016 582 024 549 925 514 486 491100 458 933
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Figure 7:

Distribution of deaths by age and year of death, 2008–2013
Death Y ear
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Death Y ear
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Source: Compiled from Stats SA Causes of death database.

Table 8:

Provincial comparison of key demographic indicators,
2010

Province

IMR
(1q0)

U5MR
(5q0)

Adult
mortality
(45q15)

Life
expectancy
at birth (e0)

Eastern Cape

40.7

60.1

52.2

Free State

44.6

65.8

53.7

53.8
53.4

Gauteng

27.5

43.2

33.9

63.2

KwaZulu-Natal

44.3

66.0

52.8

52.9

Limpopo

25.9

41.6

37.7

63.6

Mpumalanga

40.5

60.0

47.4

56.6

North West

35.4

54.5

44.5

58.0

Northern Cape

33.0

45.3

43.9

59.3

Western Cape

16.5

24.9

26.6

68.0

South Africa

34.2

51.8

42.6

58.8

Source: Adapted from the National Burden of Disease Study 2010.58
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Two additional extensive Stats SA reports were released in 2015,
focusing on patterns of morbidity and mortality among older
persons59 and the youth.60 Both reports were based on 2013 data,
taken from both the GHS and cause of death statistics. A total of
180 289 deaths occurred among older persons (aged 60 and over)
in 2013, with 97 474 of these being women. There were striking
differences by population group, with the majority of deaths in the
African and Coloured groups occurring at younger ages than was
the case for the Indian and White groups. Not unsurprisingly, the
majority of deaths in older persons were due to non-communicable
diseases (78.3%). The top four causes of death (cerebrovascular
disease, diabetes mellitus, other forms of heart disease and
hypertensive diseases) accounted for almost a third (32.1%) of all
deaths occurring among older persons. In contrast, among the youth
(14–35 years), 50.9% of the 77 822 deaths in 2013 were due to
communicable diseases. This portion of the report bears repeating:
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“The levels observed in 2013 were still higher than those that were
seen in 1997 but were almost consistent with those seen in 1999,
when 79 718 deaths were registered. Prior to 2001 there were
more male than female deaths; when changes in the trends were
observed, this trend (where there were more female deaths than
male deaths) continued until 2011, when female deaths declined to
levels last seen in 2000. However, these levels among the sexes were
also still above those observed in 1997. Female deaths contributed
the highest to the total deaths during the era of increasing mortality
(1997–2005) and the biggest contributor to the decline observed
in the period 2006–2013. This pattern was consistent with patterns
observed in the general population, and consistent with increasing
mortality related to HIV/AIDS in the country.” These data are shown
in Figure 9.
Figure 8:

Internationally, the Global Burden of Diseases, Injuries and Risk
Factors Study 2013 has continued to provide rich comparative
data at global, regional and national levels. The most recent have
been reports on age-sex-specific and cause-specific mortality for
240 causes of death for the period 1990–2013,61 and on 79
behavioural, environmental and occupation, and metabolic risks
or clusters of risks in 188 countries over the same period.62 These
reports allow South Africa’s leading causes of death and leading
risk factors to be easily compared with other countries. The estimates
for adult mortality were somewhat higher than those reported from
RMS. The leading cause of premature mortality (YLLs) in South Africa
remains HIV/AIDS, and the leading risk factor is unsafe sex (Table
9).

Percentage distribution of deaths due to communicable diseases (Group I), non-communicable diseases (Group II) and injuries
(Group III) by year of death, 1997–2013
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Source: Stats SA Causes of death 2013.27
Note:

Data for 1997–2012 have been updated with late registrations/delayed death notification forms processed in 2014. Deaths with unknown age and
ill-defined diseases R00–R99 were redistributed proportionately to causes in Groups I and II.

Figure 9:

Number of deaths among the youth (14–34 years) by gender and year of death, South Africa, 1997–2013
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Source: Adapted from Stats SA Morbidity and mortality patterns among the youth of South Africa, 2013.60
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Table 9: Leading risk factors and causes of death for South Africa according to the GBD 2013 study, 2013
Risk factors of attributable
disability-adjusted life
years (DALYs)

Causes of years of life lost
(YLLs)

1

Unsafe sex

HIV/AIDS

2

Body mass index

Lower respiratory infections

3

Alcohol use

Tuberculosis

4

Blood pressure

Diarrhoea

5

Fasting plasma glucose

Violence

6

Childhood under nutrition

Stroke

7

Smoking

Road injuries

8

Unsafe water

Ischaemic heart disease

9

Intimate partner violence

Diabetes

10

Suboptimal breastfeeding

Preterm birth

Source: GBD 2013 Mortality and Causes of Death Collaborators 201461 and GBD 2013 Risk Factors Collaborators 2015.62

Table 10:

Mortality indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

2009 RMS 2013 female

-

-

-

-

-

-

-

-

-

40.0

a

2009 RMS 2013 male

-

-

-

-

-

-

-

-

-

51.0

a

2009 RMS 2013 total

-

-

-

-

-

-

-

-

-

46.0

a

2010 RMS 2013 female

-

-

-

-

-

-

-

-

-

38.0

a

2010 RMS 2013 male

-

-

-

-

-

-

-

-

-

48.0

a

2010 RMS 2013 total

-

-

-

-

-

-

-

-

-

43.0

a

2011 RMS 2013 female

-

-

-

-

-

-

-

-

-

35.0

a

2011 RMS 2013 male

-

-

-

-

-

-

-

-

-

46.0

a

2011 RMS 2013 total

-

-

-

-

-

-

-

-

-

40.0

a

2012 RMS 2013 female

-

-

-

-

-

-

-

-

-

32.0

a

2012 RMS 2013 male

-

-

-

-

-

-

-

-

-

44.0

a

2012 RMS 2013 total

-

-

-

-

-

-

-

-

-

38.0

a

2013 RMS 2013 female

-

-

-

-

-

-

-

-

-

30.0

a

2013 RMS 2013 male

-

-

-

-

-

-

-

-

-

42.0

a

2013 RMS 2013 total

-

-

-

-

-

-

-

-

-

36.0

a

2013 GBD 2013 female

-

-

-

-

-

-

-

-

-

35.3

b

2013 GBD 2013 male

-

-

-

-

-

-

-

-

-

45.2

b

2009 RMS 2013 female

-

-

-

-

-

-

-

-

-

59.7

a

2009 RMS 2013 male

-

-

-

-

-

-

-

-

-

54.6

a

2009 RMS 2013 total

-

-

-

-

-

-

-

-

-

57.1

a

2010 RMS 2013 female

-

-

-

-

-

-

-

-

-

61.2

a

2010 RMS 2013 male

-

-

-

-

-

-

-

-

-

56.0

a

2010 RMS 2013 total

-

-

-

-

-

-

-

-

-

58.5

a

2011 RMS 2013 female

-

-

-

-

-

-

-

-

-

63.2

a

2011 RMS 2013 male

-

-

-

-

-

-

-

-

-

57.8

a

2011 RMS 2013 total

-

-

-

-

-

-

-

-

-

60.5

a

2012 RMS 2013 female

-

-

-

-

-

-

-

-

-

64.0

a

2012 RMS 2013 male

-

-

-

-

-

-

-

-

-

58.5

a

2012 RMS 2013 total

-

-

-

-

-

-

-

-

-

61.3

a

2013 RMS 2013 female

-

-

-

-

-

-

-

-

-

65.1

a

2013 RMS 2013 male

-

-

-

-

-

-

-

-

-

59.4

a

2013 RMS 2013 total

-

-

-

-

-

-

-

-

-

62.2

a

2014 mid-year

-

-

-

-

-

-

-

-

-

62.5

c

2014 mid-year female

-

-

-

-

-

-

-

-

-

64.5

c

2014 mid-year male

-

-

-

-

-

-

-

-

-

60.5

c

2015 mid-year

-

-

-

-

-

-

-

-

-

62.5

c

2015 mid-year female

-

-

-

-

-

-

-

-

-

64.3

c

2015 mid-year male

-

-

-

-

-

-

-

-

-

60.6

c

Adult mortality (45q15 - probability of dying between 15-60 years of age)

SA Ref

Life expectancy at birth

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

RMS 2013.55
Global Burden of Disease 2013.56
Stats SA Mid-year Estimates. 2015 mid-year estimates.26
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Disability
Context

New data sources

The IHME has pointed out that “as death rates decline, non-fatal diseases and injuries take a bigger toll on health
worldwide”. However, instead of being presented as prevalence data (as the majority of the indicators below are
presented), the burden is expressed as years lived with disability (YLDs). In 2013, it was shown that low back pain
and major depressive disorder were among the 10 leading causes of YLDs in every country assessed.
Nationally, new data have been reported in the:
• Stats SA General Household Survey (GHS) 2013 and 2014
• Stats SA Patterns of morbidity and mortality among older persons in South Africa, 2013
• District Health Information System (DHIS)
Internationally, reports of interest include:

Key issues and trends

• Global Burden of Disease Study 2013 reports
Health service planning and policy will need to take account of shifting patterns of disease and disability, and
in particular, identify and eliminate barriers to care.
causes 33.1%, refractive error 13.2%, macular degeneration 6.3%,
trachoma 5.2%, glaucoma 4.4% and diabetic retinopathy 2.8%)
provide an indication of the services needed in this regard. Some
of these conditions are amenable to relatively simple interventions
(cataract surgery, spectacles to correct refractive error, antibiotics for
trachoma), but others require either chronic medication (glaucoma)

Based on the 2011 Census data, Stats SA released a profile of
persons with disability in 2014.63 Disability prevalence was based
on the six functional domains (seeing, hearing, communication,
remembering/concentrating, walking and self-care). A total of
2 870 130 persons with disability (7.5% of the population) were
identified, with the highest prevalence in the Free State and Northern
Cape (both 11%). Disability was more prevalent among females
(8.3%) and Black Africans (7.8%). As expected, the proportion of
persons reporting a disability increases with age, reaching 53.2%
in those aged over 85 years. Disability has implications beyond the
obvious, in relation to health outcomes and access. Based on data
from Wave 1 of the National Income Dynamic Survey, it has been
shown that persons with disabilities reported “a higher incidence
of communicable and non-communicable diseases, lower access to
medical insurance and greater use of public health care than their
non-disabled counterparts”.64

or access to
degeneration).

intra-ocular

treatments

(macular

Two major reports from the Global Burden of Disease Study 2013
have been issued in 2015, covering global, regional and national
incidence, prevalence and years lived with disability for 301 acute
and chronic diseases and injuries,66 and disability-adjusted life years
(DALYs) for 306 diseases and injuries and healthy life expectancy
(HALE),67 in 188 countries for the period 1990–2013. The latter
makes the point that global health is improving, but that as the
population grows and ages, so the number of DALYs will increase.
The improvement in global health will therefore not be accompanied
by a reduction in demand for health services. However, what is
probably even more important is that country-specific analyses are
needed to inform policy-making at a national level.

The Vision Loss Expert Group of the Global Burden of Disease
Study 2010 reported on the prevalence and causes of vision loss
in sub-Saharan Africa: over the period 1990–2010.65 The major
causes of blindness in 2010 (cataract 35%, other/unidentified
Table 11:

sophisticated

Disability indicators by province
EC

FS

GP

KZN

2012 DHIS

962.5

2013 DHIS

882.9

471.2

412.8

685.4

387.4

620.3

700.1

2014 DHIS

1 052.4

608.1

846.4

758.2

751.1

Cataract surgery rate (per million population)

LP

MP

NC

NW

WC

SA Ref

737.4

662.1

448.9

426.4

-

553.2

a

568.8

563.3

993.7

661.4

1 272.4

732.0

b

630.5

883.4

594.3

1 287.3

849.7

c

Prevalence of disability (%)
2012 GHS

6.0

7.6

3.5

5.0

5.0

5.4

7.1

7.2

4.6

5.1

d

2012 WHODAS score

2.6

3.1

2.0

3.1

3.2

3.9

3.0

2.4

1.4

2.5

e

2013 GHS

6.2

7.1

3.9

5.9

4.7

5.3

8.3

8.1

4.6

5.4

f

2014 GHS

6.0

7.0

3.7

4.7

4.6

4.6

7.5

7.4

4.6

4.9

g

10.8

14.3

7.0

13.6

10.5

10.3

4.0

7.2

9.0

9.5

h

Prevalence of hearing disability (%)
2012 age 15+

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h

DHIS.14 2012/13 financial year.
DHIS.14 2013/14 financial year.
DHIS.14 2014/15 financial year.
Stats SA GHS 2012.49 This analysis only includes the percentage of persons aged 5 years and older with a disability. This is because children under five
years are 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.
SANHANES-1.48 The WHO–Disability Assessment Scale (DAS) score provides an indication of the overall level of self-reported disability in the 30 days
preceding the interview at the time the survey was conducted. It is expected that the level of disability will increase with age. In SANHANES-1, a very low
level of disability was reported at all ages, including the middle and older age group although the results show a trend of increasing disability with age.
Stats SA GHS 2013.29
Stats SA GHS 2014.30
SANHANES-1.48 Self-reported prevalence of wearing a hearing aid.
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Infectious disease
Context

Since no new reports have been issued by the NDoH Notifiable Disease system, the only source of data for this
section is the reports issued by the National Institute for Communicable Diseases (NICD).

New data sources

Nationally, new data have been reported in the:
• Surveillance data, surveillance bulletins and other reports issued by NICD
Internationally, reports of interest include:
• Global Burden of Disease Study 2013 report on HIV, tuberculosis and malaria

Key issues and trends

The GERMS-SA system now contains 11 years of data, providing a reliable resource on the diseases under
surveillance. However, these remain only a sub-set of infectious diseases. Clarity on the status of the notifiable
disease system is needed.

As in previous years, there have been no new data reported by the
NDoH Notifiable Disease system. The only accessible source of data
is therefore the National Institute for Communicable Diseases (NICD).
In particular, the GERM-SA 2014 report has provided data on the
diseases under surveillance. These are the opportunistic diseases
associated with HIV (such as cryptococcosis), epidemic-prone
diseases (such as Neisseria meningitides), vaccine-preventable
diseases (such as Streptococcus pneumoniae) and hospital-acquired
infections (such as Pseudomonas aeruginosa). The data are provided
by 183 clinical microbiology laboratories, estimated to cover 54
million people.

due to PCV-7 serotypes declined by 89% in children younger
than 2 years.68 The effect was confirmed both in HIV-infected and
non-infected children. In addition, rates of PCV-7 serotype disease
declined by 57% in adults aged 25–44 years. The GERM-SA
data69 on age-specific incidence of laboratory-confirmed invasive
pneumococcal disease for 2009–2014 are shown in Figure 10.

There is intense interest in tracking the impact of new and expensive
vaccines added to the Expanded Programme on Immunisation
(EPI) schedule. South Africa introduced a 7-valent pneumococcal
conjugate vaccine to the EPI schedule in 2009, and replaced this
with a 13-valent vaccine in 2011. Between the baseline (2005–
2008) and 2012, the incidence of invasive pneumococcal disease

Figure 10: Age-specific incidence rates for laboratory-confirmed, invasive pneumococcal disease reported to GERMS-SA, 2009–2014
80

2009 (N=4 602)
2010 (N=4 057)

Incidence (cases per 100 000 population)
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Source: National Institute for Communicable Diseases GERMS 2014 annual report.69
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There is also continued interest in understanding the role of
persistently high rates of schistosomiasis in Africa, the spatial
distribution of such infections, and the interaction with HIV.70-72
Although national preventive chemotherapy programmes have
reduced infection rates, it is estimated that 163 million of the subSaharan African population was still infected in 2012.
The Global Burden of Disease Study 2013 published data on global,
regional and national incidence and mortality for HIV, tuberculosis
and malaria between 1990 and 2013.73 However, it is not always
easy to reconcile the figures cited in the GBD reports with those
issued from national sources.
A provocative critical review has questioned the utility of the
classification of diseases into communicable and non-communicable
categories.74 Many low- and middle-income countries are undergoing
rapid transitions, with increasing prevalence of non-communicable
diseases. Nonetheless, they also face high communicable disease
burdens. Many patients are affected by both, and the diseases
also interact in complex ways. For example, Oni and colleagues
identified multi-morbidity (on the basis of prescribed medicines)
among 22.6% of PHC attendees in Khayelitsha.75 Instead, Oni and
Unwin have proposed a life-course approach, with a focus on foetal,
child, adolescent, adult and elderly health, recognising how these
interact.
Table 12:

Selected infectious disease indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

2012 NICD lab confirmed cases

-

-

-

2013 NICD lab confirmed cases

-

-

-

-

-

-

-

-

-

0

a

-

1

-

-

-

-

1

2014 NICD lab confirmed cases

-

-

b

2

-

-

-

-

-

-

2

c

2012 NICD lab confirmed cases

0

2013 NICD lab confirmed cases

2

2

8

6

1

0

0

2

1

20

a

0

3

1

0

0

0

1

1

8

2014 NICD lab confirmed cases

b

2

1

16

6

0

3

35

0

6

69

c

2012 NICD lab confirmed cases

1

1

0

4

3

1

0

0

0

10

d

2013 NICD lab confirmed cases

0

2

0

1

3

1

0

0

0

7

b

2014 NICD lab confirmed cases

4

0

0

0

1

0

0

1

0

6

c

Reported cases of cholera

SA Ref

Reported cases of measles

Reported cases of rabies

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d

NICD surveillance. Communicable Diseases Surveillance Bulletin Apr 2013.76 Data for Jan–Dec 2012.
NICD surveillance. Communicable Diseases Surveillance Bulletin April 2015.77 Data for Jan–Dec 2013.
NICD surveillance. Communicable Diseases Surveillance Bulletin April 2015.77 Data for Jan–Dec 2014.
NICD surveillance. Communicable Diseases Surveillance Bulletin Apr 2013. Data for Jan–Dec 2012. Updated from Nov 2013 bulletin.78
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Malaria
Context

New data sources

South Africa has committed to the elimination of malaria by 2020. Attention has to be paid to the ongoing
problem of imported malaria, with cases often presenting in provinces other than Limpopo, Mpumalanga and
KwaZulu-Natal.
Nationally, new data have been reported in the:
• NDoH malaria surveillance
• Stats SA Mortality and causes of death in South Africa, 2013: Findings from death notification
Internationally, reports of interest include:
• WHO World Malaria Report 2014

Key issues and trends

• Global Burden of Disease Study 2013 report on HIV, tuberculosis and malaria
Ongoing discrepancies are noted between vital registration (VR) and surveillance data on malaria, and also
between global estimates.

South Africa is a signatory to the Elimination Eight (E8) regional
initiative, which aims to eliminate malaria in the country, as well
as in Botswana, Namibia, and Swaziland, by 2020. The World
Malaria Report 2014 recorded 8645 confirmed cases and 105
deaths (for 2013).79 However, the Global Burden of Disease Study
2013 report on HIV, tuberculosis and malaria reported 374 deaths
from malaria in 2013.73 As can be seen from Table 13, the NDoH
surveillance system recorded 100 deaths in 2013 and 247 were
recorded by vital registration. The contrast between the number of
malaria deaths notified to the NDoH and the number recorded by
the vital registration system remains, although the gap is narrowing,
as shown in Figure 11. The greatest discrepancy in 2013 was seen
in Gauteng (Figure 12).
Figure 13 also shows the extent to which malaria cases are
being identified in provinces other than Limpopo, Mpumalanga
and KwaZulu-Natal. This is generally in the form of imported
malaria (where the case was exposed to and contracted malaria
elsewhere, but presented for care in the province), although true
odyssean cases (where the malarious mosquito has travelled) have
also been reported. In the Western Cape, of 134 malaria cases
seen at Groote Schuur Hospital between 2008 and 2012, 48.3%
were from Somalia, 29% from other African countries, 13% from

countries outside Africa and only 8.5% from South Africa.80 The
number of cases seen per year increased from six in 2008 to 50 in
2012. Fourteen confirmed odyssean cases have been identified in
Gauteng between 2007 and 2013.81
UNICEF has issued a report tracking the progress towards
achieving the MDG goal with respect to malaria.82 The scale of
the achievement, at a global level, is worth repeating in detail:
“Despite the unpromising circumstances in 2000 for achieving the
MDG target, the subsequent 15 years saw impressive reductions
in malaria, with incidence rates falling by 37% globally and death
rates by 60%. Hence, Target 6C has been met convincingly. By
2015, more than two thirds of children under 5 were sleeping
under an insecticide-treated net (ITN) and the proportion of febrile
children receiving artemisinin-based combination therapies (ACTs)
rose from 0% to 13%. ACTs are the recommended treatment for
malaria in sub-Saharan Africa and have progressively replaced
other antimalarial medicines. The proportion of febrile children
treated with antimalarial medicines other than ACTs has fallen from
46% in 2000 to 13% in 2015.” However, malaria is still far from
being eradicated – in 2015, there will still be an estimated 214
million cases and 438 000 deaths due to malaria.

Figure 11: Malaria deaths per month recorded by DoH malaria surveillance and vital registration, South Africa, 1997–2014
S ourc e
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Source: DoH Malaria Statistics (surveillance) and Stats SA Causes of death (online database, multiple years) using ICD-10 codes B50–B54 as underlying cause
of death.
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Figure 12: Malaria deaths per year recorded by DoH malaria surveillance and vital registration by province, 1997–2014
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Figure 13: Malaria cases per month by province, 1999–2014
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Table 13:

Malaria indicators by province
EC

FS

2011

1.3

0.0

2012

0.0

4.1

2013

10.0

2.8

2014

0.0

0.0

Case fatality rate: malaria

GP

KZN

LP

MP

NC

NW

WC

SA Ref

1.4

1.0

0.9

0.5

4.6

1.2

3.1

0.9

a

1.9

0.8

1.1

0.6

3.0

0.0

0.0

1.0

a

1.4

2.3

1.0

1.0

0.0

2.9

1.2

1.2

a

1.5

1.2

1.6

0.6

6.7

0.0

2.3

1.2

a

Reported cases of malaria
2011 DoH Surveillance

156

81

2 080

598

3 451

3 259

66

85

97

9 873

a

2012 DoH Surveillance

2

49

1 430

486

1 998

2 745

33

26

54

6 823

a

2013 DoH Surveillance

30

72

1 761

575

2 408

3 796

20

102

87

8 851

a

2013 GBD 2013

-

-

-

-

-

-

-

-

-

5 629

b

2013 GBD 2013 female

-

-

-

-

-

-

-

-

-

2 874

b

2013 GBD 2013 male

-

-

-

-

-

-

-

-

-

2 755

b

33

54

1 929

687

5 679

5 280

15

73

175

13 925

a

2014 DoH Surveillance

Reported cases of malaria (per 100 000)
2011

2.3

2.9

17.0

5.8

64.0

81.0

5.7

2.4

1.6

19.1

c

2012

0.0

1.8

11.5

4.7

36.6

67.4

2.9

0.7

0.9

13.1

c

2013

0.5

2.6

13.8

5.5

43.6

92.0

1.7

2.8

1.4

16.7

c

2014

0.5

1.9

14.9

6.4

100.9

124.8

1.3

2.0

2.9

25.8

c

Reported deaths from malaria
2011 VR

11

3

91

30

91

36

1

11

9

292

d

2011 DoH surveillance

2

0

29

6

31

16

3

1

3

91

a

2012 VR

5

7

90

23

40

40

1

20

4

236

d
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

2012 DoH surveillance

0

2

27

4

21

15

1

0

0

SA Ref
70

a

2013 GBD 2013

-

-

-

-

-

-

-

-

-

374

b

2013 GBD 2013 female

-

-

-

-

-

-

-

-

-

128

b

2013 GBD 2013 male

-

-

-

-

-

-

-

-

-

245

b

2013 VR

4

8

67

31

58

46

0

22

7

247

d

2013 DoH surveillance

3

2

24

13

24

36

0

3

1

106

a

2014 DoH surveillance

0

0

28

8

91

33

1

0

4

165

a

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d

DoH Malaria Statistics. Data for Jan–Dec.
Murray et al. 2014.73 Modelled estimate as part of the Global Burden of Disease Study 2013.
DoH Malaria Statistics. Calculated using Stats SA mid-year population estimates for the relevant year.
Stats SA Causes of death 2011–2013.27, 83, 84 Calculated from Stats SA Causes of Death online database using ICD-10 codes B50–B54 as underlying
cause of death. Includes deaths not recorded by province.
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Tuberculosis
Context
New data sources

South Africa is one of the countries most affected by tuberculosis, with significant numbers of drug-resistant cases.
Integrating HIV and TB care has long been recognised as desirable, but has proven difficult to achieve.
Nationally, new data have been reported in the:
• NDoH Electronic Tuberculosis Register (ETR) and Electronic Drug Resistance Register (EDR)
• Stats SA Mortality and causes of death in South Africa, 2012 and 2013: Findings from death notification
• National Institute for Communicable Disease (NICD) Communicable Diseases Surveillance Bulletins
Internationally, reports of interest include:
• WHO Global Tuberculosis Report 2014

Key issues and trends

• Global Burden of Disease Study 2013 report on HIV, tuberculosis and malaria
The diagnosis of TB has been revolutionised by access to new and improved diagnostic tests, such as the Xpert®
MTB/RIF. However, challenges remain in relation to case-finding, linkage to care and retention in care. Neither
‘integration’ nor improved diagnostics alone will deliver improved patient outcomes.
Without application of a common unique patient identifier, linkage of records from different systems (such as ETR
and the NHLS Corporate Data Warehouse) will always be challenging. Although limited to microbiologically
confirmed pulmonary TB, reassuring trends in TB incidence and ART coverage are evident.

In 2014, the 67th World Health Assembly adopted WHO’s “Global
strategy and targets for tuberculosis prevention, care and control
after 2015”, which has been labelled the “End TB Strategy”.85 The
aim is ambitious – to end the global tuberculosis epidemic by 2035.
The current situation has been summarised in the WHO Global
Tuberculosis Report 2014.86 Globally, an estimated 9.0 million
people developed TB in 2013, with 1.5 million deaths, 360 000
of whom were HIV-positive. It was also estimated that 3.5% of new
and 20.5% of previously treated cases had multi-drug resistant
TB (MDR-TB) in 2013. An estimated 9.0% of these patients had
extensively drug-resistant TB (XDR-TB). In 2013, a total of 3 232
XDR-TB cases were enrolled on treatment, with the majority being
identified in Ukraine (1 006), South Africa (612), India (364) and
Kazakhstan (305). Access to the Xpert® MTB/RIF diagnostic test
has also improved, with 108 countries procuring cartridges at the
concessional price by June 2014. South Africa remains one of the
22 high-burden countries (together with Afghanistan, Bangladesh,
Brazil, Cambodia, China, the Democratic Republic of the Congo,
Ethiopia, India, Indonesia, Kenya, Mozambique, Myanmar, Nigeria,
Pakistan, the Philippines, the Russian Federation, Thailand, Uganda,
the United Republic of Tanzania, Viet Nam and Zimbabwe), which
accounted for 82% of all incident cases globally. Only Lesotho and
Swaziland have incidence rates exceeding that in South Africa.
In terms of data quality, an NDoH newsletter in September 2015a
provided important details: noting that “currently we do not have
an information system that routinely tracks HIV and TB co-infected
patients in a single system, nor can repeated TB infections be
tracked”, it announced that a “TB/HIV Information Systems project,
which involves implementation of in-facility data capture in a TB
Module within TIER.Net” would be rolled out nationally from
October 2015. The project – referred to as “THIS” – had been tested
in two pilot sites in the Western Cape. The newsletter contained this
explanation of the transition: “While the TB Module is being rolled
out, TIER.Net TB data will be exported to ETR.Net for drug-susceptible
TB [DS-TB] and EDRWeb for DR-TB, as these will be maintained as
the reporting systems for TB. So in the interim each patient will have
one patient record which will be captured in TIER.Net, but there
will be three reporting systems: two for TB (ETR.Net and EDRWeb)
a

and one for HIV (TIER.Net). All aggregate data for both TB and
HIV will be collated into the DHIS at the (sub) district. Once full
rollout is achieved, only one system will be maintained for DS-TB,
which will save national and provincial departments both money
and staff time.” The NHLS has added another level of complexity,
extending the GERM-SA surveillance system for TB, HIV and other
STIs (including drug resistance) to one clinic per province.87
Such an intervention is but one example of how HIV and TB services
can be integrated. However, even when integration is achieved,
at least in terms of the provision of antiretroviral and tuberculosis
treatment in a single facility, the impact on patient outcomes may
not be as positive as expected.88 Equally, access to advanced
diagnostics (in the form of the Xpert® MTB/RIF test), does not
necessarily translate into reduced mortality from TB.89
A time series analysis of microbiologically confirmed pulmonary TB
in South Africa from 2004–2012 has shown an inverse relationship
between the incidence of TB and ART coverage, nationally and
provincially.90 Pulmonary TB incidence initially increased from 650
per 100 000 population in 2004 to 848 in 2008, but then declined
to 774 by 2012. The relationships, nationally and provincially, are
shown in Figure 14. However, this study also contributed important
insights into data quality issues. The researchers noted that their
incidence estimates, which excluded extra-pulmonary cases, were
higher than those reported for all forms of tuberculosis in the
WHO Global Tuberculosis Reports. They noted that “discordance
between ETD and laboratory data has been previously described
at a regional level, and has been attributed to incomplete electronic
records, loss to follow-up of diagnosed cases, failure to initiate cases
of microbiologically confirmed disease on treatment, or death before
accessing treatment”. They also noted that they were “unable to
integrate data for microbiologically confirmed cases and new cases
registered for treatment at a patient level, because of the absence of
common unique identifiers”. This remains a nettle which will have to
be grasped, sooner rather than later.
The TB incidence trend data depicted in Figure 15 and Figure 16
have also been extracted from ETR.Net, but may vary slightly from
those provided by Nanoo et al. Overall, though, the trends shown
are similar.

Pillay Y. Newsletter of the HIV, TB and MNCWH Cluster. September 2015.
Pretoria: National Department of Health; 2015.
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Figure 14: Incidence of microbiologically confirmed pulmonary TB (per 100 000 population) and ART coverage rates in people with HIV
infection, nationally and provincially, 2004–2012

Year

Source: Nanoo et al. 2015.90
Note:

* Estimated ART coverage based on data from the Actuarial Society of South Africa 2008 model.
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Figure 15: Overview of TB indicator trends by province, 2000–2014
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Figure 16: Overview of TB indicator trends for South Africa by data source, 2000–2014
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Table 14:

TB programme management and other indicators
EC

FS

GP

KZN

LP

MP

NC

NW

WC

2011 GlobalTB

-

-

-

-

-

-

-

-

-

67

a

2012 GlobalTB

-

-

-

-

-

-

-

-

-

62

b

2013 GlobalTB

-

-

-

-

-

-

-

-

-

69

c

Case detection rate (all forms)

SA Ref

HIV prevalence in TB incident cases
2011 GlobalTB

-

-

-

-

-

-

-

-

-

64.0

a

2012 GlobalTB

-

-

-

-

-

-

-

-

-

65.0

b

2013 GlobalTB

-

-

-

-

-

-

-

-

-

62.0

c

Incidence of TB (all types) (per 100 000)
2011 GlobalTB

-

-

-

-

-

-

-

-

-

993

a

2012 GlobalTB

-

-

-

-

-

-

-

-

-

1 003

b

2013 GlobalTB

-

-

-

-

-

-

-

-

-

860

c

2011 GlobalTB

-

-

-

-

-

-

-

-

-

79

d

2012 GlobalTB

-

-

-

-

-

-

-

-

-

77

c
e

Treatment success rate (%)

Tuberculosis death rate per 100 000
2011 vital registration

127

142

69

147

80

127

109

121

56

105

2012 vital registration

109

120

62

129

77

108

107

106

52

93

f

2013 vital registration

95

103

56

96

66

90

91

86

44

77

g

-

-

-

-

-

-

-

-

-

121

h

2013 GlobalTB

Tuberculosis death rate per 100 000 (excluding HIV)
2011 GlobalTB

-

-

-

-

-

-

-

-

-

55

a

2012 GlobalTB

-

-

-

-

-

-

-

-

-

59

b

2013 GlobalTB

-

-

-

-

-

-

-

-

-

48

c

Tuberculosis prevalence rate per 100 000 population
2011 GlobalTB

-

-

-

-

-

-

-

-

-

831

a

2012 GlobalTB

-

-

-

-

-

-

-

-

-

857

b

2013 GlobalTB

-

-

-

-

-

-

-

-

-

715

c

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e

f

g

h

Global TB database. Downloaded 24-12-2013.
Global TB Report 2013.91
Global TB Report 2014.86
Global TB Report 2013.91 For the cohort: New smear-positive and/or culture-positive
Stats SA Causes of death 2011.83 Calculated from 53 203 deaths due to TB (ICD10 A15–A19), plus 747 due to ICD10 U51 (MDR) and 162 due to ICD10
U52 (XDR TB) and Stats SA mid-year population estimates for the relevant year. No adjustment has been made for under-reporting or ill-defined causes.
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.
Stats SA Causes of death 2012.84 Calculated from deaths due to TB (ICD10 A15–A19), plus ICD10 U51 (MDR) and ICD10 U52 (XDR TB) and Stats SA
mid-year population estimates for the relevant year. No adjustment has been made for under-reporting or ill-defined causes. 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.
Stats SA Causes of death 2013.27 Calculated from deaths due to TB (ICD10 A15–A19), plus ICD10 U51 (MDR) and ICD10 U52 (XDR TB) and Stats SA
mid-year population estimates for the relevant year. No adjustment has been made for under-reporting or ill-defined causes. 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.
Global TB Report 2014.86 Only mortality with HIV+ and TB.

Table 15:

TB case-finding indicators by province
EC

Bacteriological coverage rate (%)

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2012 TB register

72

73

73

74

81

69

76

67

78

74

2013 TB register

68

63

70

74

79

71

55

55

73

70

a
a

2014 TB register

66

65

63

69

72

57

54

50

69

65

a

Proportion of extra-pulmonary TB
2012 TB register

8

14

16

15

17

9

6

11

11

13

a

2013 TB register

7

12

15

15

15

9

6

8

11

12

a

2014 TB register

6

12

13

14

13

8

4

8

11

11

a

2 205

390

1 198

6 630

266

760

373

267

2 072

14 161

b

477

31

50

754

3

3

72

10

145

1 545

b

Reported cases of MDR-TB
2012 Lab diagnosed
Reported cases of XDR-TB
2012 Lab diagnosed
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EC

Reported cases of TB (PTB new Sm+)

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2012 TB register

21 256

9 016

19 597

30 429

7 611

8 047

3 731

8 729

14 009

122 425

a

2013 TB register

23 713

6 452

16 746

30 357

7 168

7 290

3 316

7 011

13 027

115 080

a

2014 TB register

22 026

5 157

11 944

21 657

4 907

5 150

2 502

4 229

12 530

90 102

a

Reported cases of TB (PTB new Sm+) (per 100 000)
2012 TB register

322.7

328.0

157.2

294.1

139.6

197.5

323.6

246.1

237.3

234.2

a

2013 TB register

358.2

234.4

131.6

290.3

129.9

176.6

285.1

194.9

216.5

217.2

a

2014 TB register

330.9

187.0

91.9

204.9

87.9

123.2

213.4

115.9

204.4

167.8

a

Reported cases of TB (PTB)
2012 TB register

51 013

17 993

42 705

87 842

16 722

18 436

7 839

21 627

40 086

304 263

a

2013 TB register

50 635

17 393

43 505

84 742

18 001

17 875

8 692

21 759

39 895

302 497

a

2014 TB register

49 696

15 543

40 845

78 169

15 069

17 309

8 635

19 106

38 615

282 987

a

Reported cases of TB (all types)
2012 TB register

56 819

20 906

52 120

109 708

20 272

20 891

8 742

25 004

45 846

360 308

a

2013 TB register

54 493

19 848

51 333

99 606

21 151

19 694

9 280

23 675

44 700

343 780

a

2014 TB register

52 734

17 584

46 995

91 382

17 355

18 820

9 001

20 759

43 563

318 193

a

Reported cases of TB (all types) (per 100 000)
2012 Nanoo et al.

1 095.0

681.0

466.0

1 178.0

413.0

643.0

1 004.0

597.0

885.0

774.0

c

862.7

760.6

418.2

1 060.4

371.8

512.7

758.1

705.0

776.5

689.3

a

2013 TB register

823.1

720.9

403.3

952.5

383.3

477.1

798.0

658.1

742.9

648.9

a

2014 TB register

792.3

637.6

361.6

864.4

310.7

450.1

767.6

568.8

710.6

592.5

a

2012 TB register

Retreatment ratio (percentage of Sm+ cases that are retreatment)
2012 TB register

23

8

9

13

12

13

18

15

32

17

a

2013 TB register

8

5

5

6

4

7

7

7

20

8

a

2014 TB register

4

5

4

5

4

4

10

6

19

7

a

Smear positivity (percentage of PTB cases which are new Sm+)
2012 TB register

42

51

44

34

45

40

46

42

34

39

a

2013 TB register

44

33

33

30

34

37

36

30

29

33

a

2014 TB register

42

29

25

24

28

27

28

20

29

28

a

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

DoH TB. Based on analysis of patient-level records in ETR.Net as received from NDoH 2013–2015.
MDR Overview 2014.92
Nanoo et al. 2015.90 Microbiologically confirmed pulmonary TB using data from ETR.Net, EDR and NHLS Corporate Data Warehouse.

Table 16:

TB case-holding indicators by province
EC

FS

Outcomes in new smear-positive cohort

GP

KZN

LP

MP

NC

NW

WC

SA Ref

Cure rate (new Sm+ cases) (%)
2011 TB register

67.7

72.4

81.1

74.1

75.3

69.9

68.3

68.9

81.4

74.2

a

2012 TB register

65.8

73.5

83.0

79.6

74.5

76.8

68.5

66.0

81.3

75.8

a

2013 TB register

70.5

75.8

84.2

82.8

64.0

73.3

65.6

69.0

80.4

76.8

a

Lost to follow up (defaulter) rate (new Sm+ cases) (%)
2011 TB register

7.7

4.7

5.1

5.8

4.7

5.9

7.4

7.7

6.9

6.1

a

2012 TB register

8.5

5.6

5.3

4.9

4.8

5.4

7.0

7.5

7.9

6.2

a

2013 TB register

7.7

4.3

4.9

4.1

4.5

5.4

8.0

7.1

8.3

5.8

a

Smear conversion rate (new Sm+ cases) (%)
2011 TB register

55.3

66.1

75.6

70.4

63.6

66.6

58.6

54.5

58.9

64.6

a

2012 TB register

56.0

72.3

78.3

74.0

63.6

70.6

63.8

55.7

58.2

66.7

a

2013 TB register

51.7

78.0

66.0

67.2

59.5

57.3

71.1

46.4

56.6

60.9

a

Outcomes in all drug-susceptible TB patients (ETR.Net)
TB client lost to follow up rate (all TB) (%)
2011 TB register

8.2

5.3

5.5

6.3

5.1

6.0

7.4

8.0

8.4

6.7

a

2012 TB register

8.6

5.9

5.6

5.3

5.1

5.6

7.7

7.6

9.2

6.6

a

2013 TB register

7.6

5.6

6.3

4.9

4.2

5.0

7.9

7.3

8.6

6.3

a

2011 TB register

10.8

12.8

6.9

7.5

13.2

8.6

11.7

11.2

4.2

8.6

a

2012 TB register

10.8

12.6

6.9

7.0

13.4

8.3

10.3

11.8

4.3

8.4

a

2013 TB register

9.3

11.1

6.3

6.4

11.0

7.5

9.0

10.2

3.8

7.4

a

TB death rate (all TB)
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EC

TB treatment failure (all TB) (%)

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2011 TB register

1.2

1.6

1.1

1.1

1.5

1.5

2.0

1.1

1.3

1.2

a

2012 TB register

1.4

1.2

0.9

0.9

1.5

1.2

1.8

1.2

1.0

1.1

a

2013 TB register

0.4

0.3

0.1

0.2

0.5

0.3

0.3

0.3

0.3

0.3

a

TB treatment success rate (all TB) (%)
2011 TB register

72.5

73.3

80.7

75.9

65.7

75.6

72.3

67.8

81.5

75.4

a

2012 TB register

71.9

73.2

81.8

78.4

64.5

74.4

74.1

66.4

81.5

76.1

a

2013 TB register

77.0

76.8

82.6

81.8

57.6

76.1

71.8

65.8

82.6

77.9

a

Drug resistant TB patients – treatment initiation
MDR-TB started on treatment
2011

1 207

214

572

1 733

152

313

264

188

1 000

5 643

b

2012

1 062

201

417

2 571

135

591

243

268

1 006

6 494

b

XDR-TB started on treatment
2011

208

16

33

211

11

5

51

6

68

609

b

2012

204

9

26

267

3

8

26

14

144

701

b

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b

DoH TB. Based on analysis of patient-level records in ETR.Net as received from NDoH 2013–2015.
MDR Overview 2014.92
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HIV and AIDS
Context

Although there is always mention of South Africa’s antiretroviral treatment (ART) programme already being the
world’s largest, there are also plans to double the number on treatment.
Nationally, new data have been reported in the:

New data sources

• TIER.Net data, as reported in DHIS
• National Health Laboratory Service data
• SANAC progress report on the NSP, 2015
• HSRC Stigma Index Report, 2014
• National Income Dynamics Study working papers
• Council for Medical Schemes data
• HEAIDS study on student MSM
Internationally, reports of interest include:
• Global Burden of Disease Study 2013 report on HIV, tuberculosis and malaria
• UNAIDS report on MDG6: How AIDS changed everything
• UNAIDS Gap Report, 2014
• UNAIDS Fast Track report, 2014
Key issues and trends

• WHO progress brief on medical male circumcision
No new data from the annual antenatal HIV survey have yet been released. This is a key starting point for many
modelled estimates of the burden of HIV. The total number of patients on ART was reported to be 3 103 902
in April 2015, ranging from 39.2% of all persons living with HIV in North West to 59.1% in the Western Cape.

The last edition of the Review noted that a Joint Review of HIV,
TB and PMTCT Programmes in South Africa in April 201493 had
identified “a lack of inter-operability of different TB, HIV and MDR
TB electronic data systems”. The TB/HIV Information Systems (THIS)
project aims to implement in-facility data capture in a TB Module
within TIER.Net. All aggregate data for both TB and HIV will be
collated into the DHIS. However, without a common unique identifier,
clearly identifying loss to follow-up will remain a challenge, and the
number of patients effectively treated (as envisaged in the 90–90–90
targets)94 will remain uncertain.
As shown in Table 17, the total number of patients on ART in
the public sector exceeded 3 million in April 2015, up from 2.6
million in April 2014. Tracking the extent to which ART is accessed
in the private sector remains challenging, as the data are held by
individual medical scheme administrators and disease management
programmes. However, the NSP Review which provided these data
Table 17:

also raised some serious concerns: it noted that between 2014 and
2015 the number of people on ART grew by 150 000 in Gauteng,
but by only 6 000 in North West, 17 000 in the Free State and
40 000 in Mpumalanga.95 In addition to stock-outs, the NSP Review
raised issues with the quality of care, and specifically the proportion
of patients who were adherent, and therefore virally suppressed.
The Council for Medical Schemes reported that the number of
beneficiaries diagnosed and treated for HIV increased in 2013 was
17.41 per 1 000 (approximately 153 460) based on the statutory
requirement for ICD-10 coding of diagnoses.31 Although data are
collected for over 99% of beneficiaries, the report acknowledged
that not all submitted data were usable. There does however appear
to be an encouraging trend to provide increasing analysis of private
sector utilisation, quality of care and prevalence data, which will
help to complete the national picture.

Estimated number and percentage of HIV+ people on ARVs per province, 2014 and 2015

Province

Est. # HIV+
people (data:
2012 prevalence,
2014 pop)

% HIV+ per
province (2012)

Number of
people on ARVs
April 2014

Number of
% PLHIV on
people on ARVs ARVs in province
April 2015

% of national
total

Eastern Cape

800 854

11.6

288 955

320 062

40.0

Free State

390 152

14.0

145 193

168 877

43.3

10.3
5.4

Gauteng

1 601 435

12.4

587 572

730 576

45.6

23.5

KwaZulu-Natal

30.7

1 807 354

16.9

840 173

951 462

52.6

Limpopo

518 006

9.2

188 989

232 506

44.9

7.5

Mpumalanga

596 331

14.1

241 875

284 984

47.8

9.2

North West

6.2

488 949

13.3

185 302

191 612

39.2

Northern Cape

86 336

7.4

35 406

43 054

49.9

1.4

Western Cape

305 815

5.0

156 703

180 769

59.1

5.8

2 670 168

3 103 902

47.1

100.0

Total

6 595 232

Source: Adapted from NSP Review 12.95
Note:

PLHIV = people living with HIV.
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The first of the UNAIDS 90–90–90 targets deals with testing. Data
from the National Income Dynamics Study have shown that, by 2012,
65.2% of South Africans had ever received an HIV test.96 However,
particular groups still showed lower access to testing, including the
less educated and men, particularly poorer men. Men who have sex
with men (MSM) are a particularly neglected risk group in South
Africa, including those in higher education institutions.97 MSM are
not the only group to experience stigma. A wide range of groups
reported experiencing stigma, including in the health sector.98

A particular focus in Africa has been voluntary male medical
circumcision, as a means to help prevent female to male
transmission. A WHO progress brief showed that, during 2014,
a total of 3 240 977 men were circumcised in 14 priority African
countries.102 Cumulatively, 9 061 893 men were circumcised
between 2008 and 2014, representing a remarkable public health
response to new evidence of efficacy.

Estimates of HIV incidence have been contested. A comparison of
different methods confirmed that South Africa is the country with
the most new infections, estimated at about 1 000 new infections
per day among adults aged 15–49 years in 2012.99 This study
also provided a useful summary of incidence estimates with each
method, as shown in Table 18.

everything”.103 The report includes a detailed account of the way in

As always, a plethora of international reports have provided data
on the HIV pandemic. These include the Global Burden of Disease
Study 2013,73 and the UNAIDS reports on the treatment gap100 and
plans to fast-track the 90–90–90 targets.101 The last of these also
emphasised the need to reach out to neglected groups, including sex
workers, MSM, transgender people, and people who inject drugs.
Table 18:

A very detailed report was provided on the progress towards
achieving MDG 6, tellingly entitled “How AIDS changed
which global treatment targets were set, met and exceeded, against
all expectations. As the report states: “The global AIDS response
continues to represent perhaps the most inspiring example of what
can be achieved through international solidarity and evidence- and
human rights-based action. Over more than three decades, the
world has mounted a response to AIDS that serves as an inspiration
for global health and international development. These gains have
continued in 2015, as the world looks towards ambitious new
targets to end the AIDS epidemic”.

Comparison of South African national HIV incidence estimates, 2005–2012

Source

Method

HSRC household
survey

LAg avidity/

Period
2012

ARV testing/
VL testing

2008–12

Synthetic
cohort
Thembisa

Mathematical model

2005–08
2011/12*
2008/09
2005/06

EPP/Spectrum
(Version 5)

Mathematical model

2011/12*
2008/09
2005/06

15–49 incidence % (95% CI)
Males

Females

Total

Males

1.72

1.21

2.28

1.49

0.55

2.54

(1.38–2.06)

(0.97–1.45)

(1.84–2.74)

(1.21–1.88)

(0.45–0.65)

(2.04–3.04)

Females

1.9

1.6

2.1

1.5

1.0

2.1

(0.8–3.1)

(0.6–2.7)

(1.0–3.4)

(0.8–2.3)

(0.4–1.6)

(1.2–3.1)

1.9

1.6

2.2

2.3

1.4

3.5

(0.8–3.3)

(0.6–3.0)

(1.0–3.6)

(1.2–3.5)

(0.5–2.3)

(2.1–4.9)

1.47

1.1

1.88

1.77

0.82

2.83

(1.23–1.72)

(0.84–1.36)

(1.48–2.28)

(1.56–1.98)

(0.70–0.94)

(2.38–3.29)

1.79

1.43

2.19

1.96

0.95

3.1

(1.49–2.09)

(1.11–1.75)

(1.70–2.67)

(1.70–2.23)

(0.81–1.09)

(2.52–3.68)

1.98

1.63

2.35

2.07

1.04

3.23

(1.62–2.34)

(1.24–2.02)

(1.77–2.92)

(1.72–2.42)

(0.85–1.23)

(2.47–3.99)

1.52

1.29

1.78

1.66

0.91

2.5

(1.43–1.62)

(1.21–1.37)

(1.67–1.90)

(1.42–1.88)

(0.69–1.10)

(2.23–2.76)

1.84

1.56

2.15

2.01

1.11

3.03

(1.76–1.93)

(1.49–1.64)

(2.06–2.26)

(1.73–2.26)

(0.86–1.32)

(2.71–3.31)

2.01

1.70

2.35

2.19

1.21

3.32

(1.92–2.10)

(1.62–1.78)

(2.24–2.46)

(1.89–2.44)

(0.93–1.44)

(2.99–3.59)

Source: Selected content from Rehle et al. 2015.99
Note: * Model HIV incidence estimates are for the period from mid-year to mid-year.
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Table 19:

HIV prevalence and incidence indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

80 652

41 238

152 552

187 299

46 526

55 965

9 432

51 915

34 743

AIDS sick (number of people with AIDS-defining conditions)
2015 ASSA2008

SA Ref
665 502

a

Antenatal client HIV 1st test positive rate (%)
2012 DHIS

16.7

19.5

20.4

23.2

13.3

26.7

9.8

18.7

8.3

18.6

b

2013 DHIS

15.2

17.6

18.6

20.8

12.1

22.8

7.5

15.8

6.6

16.5

b

2014 DHIS

13.1

15.3

16.8

20.4

10.6

21.0

7.6

14.6

6.1

15.2

b

HIV incidence (%)
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

2012 HSRC age 2+

-

-

-

-

-

-

-

-

-

1.1

c

2012 HSRC female age 15-49

-

-

-

-

-

-

-

-

-

2.3

c

2012 HSRC male age 15-49

-

-

-

-

-

-

-

-

-

1.2

c

2012 HSRC age 15-49

-

-

-

-

-

-

-

-

-

1.7

c

1.5

d

2012 THEMBISA age 15-49
2012 EPP/Spectrum age 15-49

1.5

d

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

2013 GBD 2013 total population

-

-

-

-

-

-

-

-

-

0.7

e

17.1

18.4

16.7

22.8

11.4

19.5

10.4

18.7

8.0

17.0

a

-

-

-

-

-

-

-

-

-

15.9

f

17.2

18.4

16.6

22.8

11.4

19.5

10.4

18.6

8.0

17.0

a

HIV prevalence (%) (age 15-49)
2013 ASSA2008
2013 mid-year
2014 ASSA2008
2014 mid-year

-

-

-

-

-

-

-

-

-

16.5

g

17.3

18.4

16.4

22.8

11.5

19.5

10.4

18.6

8.0

17.0

a

-

-

-

-

-

-

-

-

-

16.6

g

2012

29.1

32.0

29.9

37.4

22.3

35.6

17.8

29.7

16.9

29.5

h

2012 age 10-14

13.6

0.0

0.0

0.0

8.3

0.0

0.0

20.0

0.0

3.9

h

2012 age 15-19

11.0

14.3

12.7

16.6

7.3

14.4

6.5

11.6

5.4

12.4

h

2012 age 15-24

19.4

21.2

19.6

25.8

12.3

23.7

11.5

18.1

9.6

19.3

h

2012 age 20-24

26.1

25.4

22.7

33.6

15.6

30.8

14.9

21.8

12.0

24.2

h

2012 age 25-29

38.9

40.4

33.7

48.1

29.9

48.4

22.2

39.5

21.3

36.8

h

2012 age 30-34

43.7

45.1

41.4

59.0

34.0

49.7

26.5

42.2

26.9

42.8

h

2012 age 35-39

39.5

47.9

43.3

51.1

30.8

48.0

19.4

41.3

21.6

40.2

h

2012 age 40-44

30.3

33.3

37.6

48.5

26.1

40.0

26.1

33.3

11.7

33.2

h

2012 age 45-49

44.4

0.0

20.0

37.5

42.9

20.0

0.0

40.0

16.7

33.1

h

2015 ASSA2008
2015 mid-year
HIV prevalence (%) (antenatal)

HIV prevalence (%) (total population)
2012 ASSA2008

10.8

12.1

11.2

15.1

7.1

12.7

6.8

12.5

5.2

11.1

a

2012 HSRC all ages

-

-

-

-

-

-

-

-

-

12.2

c

2012 HSRC female

-

-

-

-

-

-

-

-

-

14.4

c

2012 HSRC male

-

-

-

-

-

-

-

-

-

9.9

c

2013 mid-year

-

-

-

-

-

-

-

-

-

10.0

f

2014 mid-year

-

-

-

-

-

-

-

-

-

11.1

g

2015 mid-year

-

-

-

-

-

-

-

-

-

11.2

g

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

8.9

10.4

9.6

13.0

4.8

9.7

5.3

11.0

3.9

9.3

a

2015 ASSA2008 male
People living with HIV
2012 Spectrum/EPP

-

-

-

-

-

-

-

-

-

6 100 000

i

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

2012 ASSA2008

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i

ASSA2008.104
DHIS.14
HIV Household Survey 2012.105
Rehle et al. 2015.99
Murray et al. 2014.73 Based on estimated 396 631 incident cases per total population of 52 982 000 (mid-year).
Stats SA Mid-year Estimates.106 2013 mid-year estimates. Modelled using the Epidemic Projection Package.
Stats SA Mid-year Estimates.26 2015 mid-year estimates.
Antenatal Survey 2012.107
Antenatal Survey 2012.107 Modelled from antenatal HIV survey using the Epidemic Projection Package.
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Table 20: Other HIV and AIDS indicators by province
EC

FS

GP

AIDS orphans (maternal orphans <18 years)

KZN

LP

MP

NC

NW

WC

SA Ref

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

2011 THEMBISA new definition

-

-

-

-

-

-

-

-

-

36.3

b

2011 THEMBISA old definition

-

-

-

-

-

-

-

-

-

57.0

c

2012 THEMBISA children

-

-

-

-

-

-

-

-

-

44.7

d

2012 THEMBISA female 15+

-

-

-

-

-

-

-

-

-

62.7

d

2012 THEMBISA male 15+

-

-

-

-

-

-

-

-

-

51.5

d

2012 THEMBISA total

-

-

-

-

-

-

-

-

-

57.0

d

2012 women (for PMTCT)

-

-

-

-

-

-

-

-

-

87.0

e

2013 children 0-14

-

-

-

-

-

-

-

-

-

44.0

f

2013 pregnant

-

-

-

-

-

-

-

-

-

90.0

f

2013 women (for PMTCT)

-

-

-

-

-

-

-

-

-

90.0

f

Antiretroviral coverage (%)

Antiretroviral treatment exposure (%)
2012 age 0-14

-

-

-

-

-

-

-

-

-

45.1

g

2012 age 15-24

-

-

-

-

-

-

-

-

-

14.3

g

2012 age 15-49

-

-

-

-

-

-

-

-

-

28.9

g

2012 age 25-49

-

-

-

-

-

-

-

-

-

32.2

g

2012 age 50+

-

-

-

-

-

-

-

-

-

42.7

g

2012 all ages

-

-

-

-

-

-

-

-

-

31.2

g

2012 all ages female

-

-

-

-

-

-

-

-

-

34.7

g

2012 all ages male

-

-

-

-

-

-

-

-

-

25.7

g

Early infant diagnosis coverage
2011 NHLS

-

-

-

-

-

-

-

-

-

70.4

h

2011 NHLS in DHB

60.0

63.4

80.9

72.5

52.4

54.9

65.1

57.0

71.6

66.9

i

2012 NHLS in DHB

61.8

67.2

86.7

78.6

63.8

74.9

71.1

61.1

75.2

73.9

i

2013 NHLS in DHB

80.8

86.2

96.6

93.9

82.0

90.5

82.8

74.8

80.6

88.3

j

2010 NiDS

-

-

-

-

-

-

-

-

-

43.7

k

2012 NiDS

-

-

-

-

-

-

-

-

-

65.2

k

2013 DHIS

30.5

31.8

15.5

37.5

37.0

27.8

24.1

33.4

9.1

26.1

l

2014 DHIS

36.0

26.2

23.3

39.0

40.8

30.0

29.5

35.2

31.9

32.1

l

2014 MSM

-

-

-

-

-

-

-

-

-

73.0

m

2014 Non-MSM

-

-

-

-

-

-

-

-

-

65.1

m

HIV testing coverage (%)

Infant 1st PCR test around 6 weeks uptake rate (%)
2012 DHIS

84.2

101.2

97.3

114.6

91.5

102.2

94.0

103.0

55.0

98.7

n

2013 DHIS

91.7

103.0

97.8

113.1

94.9

106.1

87.1

109.4

94.7

102.5

n

2014 DHIS

95.2

91.3

98.6

107.9

93.9

106.0

90.8

100.1

96.5

100.6

n

Infant 1st PCR test positive around 6 weeks rate (%)
2012 DHIS

3.0

2.3

2.4

2.2

2.4

3.0

2.7

2.8

1.7

2.5

n

2013 DHIS

2.0

2.8

2.0

1.6

2.6

2.1

2.5

2.3

1.9

2.0

n

2014 DHIS

1.7

1.3

1.3

1.3

2.0

1.7

2.1

1.8

1.4

1.5

n

Male circumcision (% of men who are circumcised)
2012 HSRC age 15+

74.0

36.0

48.2

23.2

72.6

49.9

20.3

36.7

41.0

46.4

o

-

-

-

-

-

-

-

-

-

48.1

p

2012 NCS 2012

Mother-to-child transmission rate of HIV <2 months of age
2011 NHLS

-

-

-

-

-

-

-

-

-

2.8

h

2011 NHLS in DHB

2.9

2.5

2.5

2.7

3.4

3.2

3.0

2.7

2.0

2.7

q

2011 PMTCT survey

3.8

3.8

2.1

2.1

3.1

3.3

6.1

2.6

2.0

2.7

r

2012 NHLS in DHB

2.6

2.5

2.2

2.2

2.9

2.7

2.9

2.5

1.8

2.4

r

2013 NHLS in DHB

2.4

2.1

2.0

2.0

3.0

2.3

2.8

2.5

2.2

2.2

s

Number of patients receiving ART
2012 Adults (men)
2012 Adults (women)
2012 Children
2012 Total (THEMBISA)
2013 Adults (Mar)
2013 Children (Mar)

234

63 105

31 384

129 768

160 904

39 776

34 440

6 576

43 431

41 108

550 492

t

107 448

68 564

238 663

331 223

96 403

61 035

13 152

77 020

67 071

1 060 579

t

10 824

9 732

22 785

43 783

11 547

5 435

3 758

9 847

6 908

124 619

t

-

-

-

-

-

-

-

-

-

2 322 000

u

222 107

124 221

505 644

672 544

149 102

199 538

23 377

138 289

126 348

2 161 170

v

15 765

7 846

28 564

53 794

10 329

12 501

3 001

9 093

7 449

148 342

v

SAHR 2014/15

Health and Related Indicators 15

EC

FS

GP

KZN

LP

MP

NC

NW

WC

237 872

132 067

534 208

726 338

159 431

212 039

26 378

147 382

133 797

2 309 512

v

-

-

-

-

-

-

-

-

-

153 460

w

271 719

136 461

559 363

787 673

177 203

228 532

33 607

176 260

149 052

2 519 870

v

17 236

8 732

28 209

52 500

11 786

13 343

1 799

9 042

7 651

150 298

v

2014 Total (Mar)

288 955

145 193

587 572

840 173

188 989

241 875

35 406

185 302

156 703

2 670 168

v

2015 Adults (Mar)

301 782

158 909

700 357

897 270

219 851

269 866

39 921

179 729

172 856

2 940 541

v

18 280

9 968

30 219

54 192

12 655

15 118

3 133

11 883

7 913

163 361

v

320 062

168 877

730 576

951 462

232 506

284 984

43 054

191 612

180 769

3 103 902

v

2013 Total (Mar)
2013 Private (med schemes)
2014 Adults (Mar)
2014 Children (Mar)

2015 Children (Mar)
2015 Total (Mar)

SA Ref

Percentage of deaths due to AIDS
2013 ASSA2008

27.0

31.8

35.5

38.1

25.6

36.6

20.9

36.2

16.7

31.9

a

2013 GBD 2013

-

-

-

-

-

-

-

-

-

51.6

x

2013 mid-year

-

-

-

-

-

-

-

-

-

31.9

y

27.7

31.8

35.5

38.6

26.4

37.0

21.5

36.3

17.2

32.4

a

2014 ASSA2008
2014 mid-year
2015 ASSA2008
2015 mid-year

-

-

-

-

-

-

-

-

-

29.2

z

28.5

32.0

35.4

39.0

27.2

37.4

21.9

36.4

17.6

32.8

a

-

-

-

-

-

-

-

-

-

30.5

z

Proportion of ANC clients tested for HIV
2010 DHIS

95.9

97.9

98.8

98.3

113.3

108.1

71.2

111.2

91.8

99.9

aa

2011 DHIS

94.3

97.4

85.1

114.2

101.6

110.9

74.7

106.2

91.3

98.0

aa

2012 DHIS

98.6

98.2

89.1

106.8

101.7

103.8

96.1

97.3

96.4

98.2

aa

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e

ASSA2008.104
SANAC NSP Report 2014.108 2011/12 year. New UNAIDS definition of coverage is that all HIV-infected patients should be on ART.
SANAC NSP Report 2014.108 2011/12 year. Based on eligibility criteria for ART at the time.
THEMBISA 1.0.109
Global Plan 2013 Progress.110 The estimates were calculated using Spectrum version 4.6. Each value is calculated with some uncertainty because of the
data and assumptions used in the models. The Spectrum files were developed by country teams and compiled by UNAIDS in 2013.
f
Global Plan 2014 Progress.111
g HIV Household Survey 2012.105
h Barron et al. 2013.112
i
DHB 2012/13.113 Data for financial year. Numerator: NHLS PCR tests under 2 months of age. Denominator: Live births from Stats SA x antenatal HIV
prevalence from antenatal surveys to estimate HIV-exposed infants.
j
DHB 2013/14.114 2013/14 financial year. Numerator: NHLS PCR tests under 2 months of age. Denominator: Live births from Stats SA x antenatal HIV
prevalence from antenatal surveys to estimate HIV-exposed infants.
k
Maughan-Brown et al. 2015.96 Proportion of adults having ever received an HIV test.
l
DHIS.14 Data for financial year. WC data in 2013/14 for one quarter of the year only.
m HEAIDS 2014.97 Defined in survey as ‘Have had HIV test’. MSM = men who have sex with men.
n DHIS.14 Financial year. Due to problems with recording the denominator of live births to HIV-positive women and also uncertainty about whether the
numerator may also include tests in older infants, the uptake indicator over-estimates coverage of early infant diagnosis for HIV.
o HIV Household Survey 2012.105 Self-reported circumcision.
p NCS 2012.115 Survey sampled men aged 16–55. Among the 5 471 890 men who said they were not circumcised: Almost a million said they definitely
intended to get circumcised in the next 12 months. Of those that say they will definitely get circumcised, 80.5% (803 690) intend to have a medical
circumcision.
q DHB 2012/13.113 Financial year.
r
PMTCT Survey 2011 prelim.116
s
DHB 2013/14.114 2013/14 financial year.
t
AHS 2012.117 March. CCMT statistics provided for the Annual Health Statistics Publication.
u SANAC NSP Report 2014.108 Source provides comparison from variety of sources.
v
DHIS.14 As at March. Based on DHIS data element ‘Adult remain on ART total’ or ‘Child remain on ART total’ derived from aggregated TIER.Net data.
w Medical Schemes 2014–15.31 Calculated from given number of beneficiaries diagnosed and treated (17.41 per 1000)
x
Murray et al. 2014.73 Calculated from estimated deaths due to HIV of 251 912 divided by 458 933 registered deaths (adjusted for estimated completeness
of registration of 94%).
y
Stats SA Mid-year Estimates. 2013 mid-year estimates.106
z
Stats SA Mid-year Estimates. Estimates for 2014 and 2015 as quoted in 2015 mid-year estimates.26
aa DHIS.14 Data for financial year from April of the year to March of the following year (not calendar year). Indicator no longer in National Indicator Data Set.
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Table 21:

HIV and AIDS indicators by population group

HIV prevalence (%) (age 15-49)
2012 HSRC

African

Coloured

Indian

White

Other

All Ref

22.7

4.6

1.0

0.6

-

18.8

a

31.7

7.5

4.6

2.2

-

29.5

b

HIV prevalence (%) (antenatal)
2012
HIV prevalence (%) (total population)
2012 HSRC age 15-24

8.4

1.1

0.8

0.3

-

7.1

a

2012 HSRC age 50+

11.0

2.1

0.6

0.0

-

7.6

a

2012 HSRC all ages

15.0

3.1

0.8

0.3

-

12.2

a

26.4

33.5

23.3

-

46.4

c

Male circumcision (% of men who are circumcised)
2012 HSRC age 15+

52.4

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

HIV Household Survey 2012.105
Antenatal Survey 2012.107
HIV Household Survey 2012.105 Self-reported circumcision.
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Reproductive health
Contraception, sexual behaviour, sexually transmitted infections and termination of
pregnancy
Context

New data sources

Despite the release of the Contraceptive and Fertility Planning Policy and Service Delivery Guidelines in
2012, which highlighted the need to expand the range of contraceptive options such as intrauterine devices,
implementation has been dominated by a focus on subdermal implants to the exclusion of all other options. A
greater effort is needed to ensure equitable access to an appropriate set of contraceptive options for women at
different stages of their lives, including during adolescence.
Nationally, new data have been reported in the:
• Stats SA General Household Survey (GHS), 2014
• National Income Dynamics Study (NiDS)
• District Health Information System (DHIS)
• HEAIDS student survey, 2014
Internationally, reports of interest have been reported in the:
• UNESCO Young people today. Time to act now, 2013

Key issues and trends

• USAID Deliver Contraceptive Security Indicators, 2014
Contraceptive coverage, as measured using routine data in DHIS by the couple year protection rate, is sensitive
to changes in method mix. The indicator uses assumptions about the expected duration of protection provided
by each component, but it is more difficult to estimate when some methods (such as implants) may be removed
early and other methods (such as condoms) may be distributed in large quantities for dual protection and thus
over-estimate the level of contraceptive protection.
Interest in the issue of teenage pregnancy is high, but often ill-informed. Interventions aimed at reducing teenage
and unwanted or unplanned pregnancies require careful planning, targeting to specific groups, and then sensitive
implementation that recognises and protects human rights.

In 2013 the United Nations Educational, Scientific and Cultural
Organization (UNESCO) published a report entitled “Young People
Today. Time to act now. Why adolescents and young people need
comprehensive sexuality education and sexual and reproductive
health services in Eastern and Southern Africa”.118 The report
included summary sheets for each country. The South African page
seemed to indicate a mature and responsive systematic approach
to the issue of sexual and reproductive health services. It noted that
issues related to sex, sexuality and HIV were incorporated in the
Health Education curriculum, the Integrated School Health Policy
and the Basic Education Integrated Strategy on HIV, STIs and TB
2012–2016. It showed that the Life Orientation curriculum was
comprehensive, and also examinable. It noted high levels of access
to secondary education (with high levels of participation by girls)
and universal access to primary education, but also that “quality
of education remains a concern”. Yet, there is ongoing concern
about what are perceived to be unacceptably high levels of teenage
pregnancy As Branson et al. remark: “media attention suggests
a contemporary crisis in teen childbearing, often linking this to a
fear that the Child Support Grant incentivises motherhood among
teens”.119

the Stats SA GHS asks females whether they were pregnant during
the 12 months before the survey, and so would be expected to
provide figures that are somewhat lower than studies which asked
whether a female has ever been pregnant. It is important to note that
the SADHS 2003 estimates are considered to be implausibly low
and should therefore not be relied upon. Branson et al. analysed
data from six South African national household surveys (the October
Household Surveys (OHS’s) in 1994, 1995, 1997, 1998, the
General Household Survey (GHS) in 2002 and Wave 1 of National
Income Dynamic Study (NiDS) 2008) and concluded that “while
teenage childbearing decreased between 1980 and 2008, it is not
an uncommon event in South Africa”.119 Using longitudinal data
from the National Income Dynamics Study, Timaeus and Moultrie
showed that teenagers who gave birth had “twice the odds of
dropping out of school … and nearly five times the odds of failing to
matriculate”.120 A cohort study of 922 teenage women (aged 15 to
18 years at baseline) in the Eastern Cape recorded 174 pregnancies
over a two-year period.121 The authors of this study, which was
embedded in a cluster randomised trial of an HIV prevention
programme, made the point that interventions “need to be tailored

Provincial and national trends in selected reproductive health
indicators are shown in Figure 17, drawing on both routine and
survey data. Figure 18 and Figure 19 show the available data on
trends in teenage pregnancy, by province and by population group.
Figure 20 then shows the varied estimates from different sources,
emphasising the different definitions used. The percentage who have
given birth (i.e. are mothers) is a more restrictive definition than the
percentage who were pregnant at any time. Some cross-sectional
surveys are based on the percentage of all live births during a
specific year, to women younger than 20 years of age. However,

a pregnancy as a way to have a more secure future”. However, this

by socioeconomic status because some teenagers may see having
was not linked to the availability of grant support: it was noted that
“lower socioeconomic status was a risk factor for both unplanned
and unwanted pregnancies”, but that “teenage girls who come from
poorer families may perceive pregnancy as a way to ensure greater
security for their future, if the paternity of the child is established
and the father of the child’s family provides economic support”. In
addition, the point was made that “not all teenage pregnancies are
stigmatized; there are families which embrace teenage pregnancies
and view it as a rite of passage to womanhood“.
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Unwanted and unplanned pregnancies imply unprotected sex,
which carries the risk of sexually transmitted diseases. Using data
from the 2011 loveLife Evaluation Survey in four provinces (Eastern
Cape, Gauteng, KwaZulu-Natal, Mpumalanga), Kamndaya et al.
have shown that material deprivation is significantly associated
with increased odds of high sexual risk-taking among young men
and women living in urban slums.122 From a methodological
perspective, this study used an interesting definition: those who
answered the question “what type of wall does your dwelling
have?” as “corrugated iron or cardboard” were assumed to be
living in an urban slum. Sexual risk-taking was based on a threelevel ordinal variable, using responses to questions on condom use
at last sexual intercourse, multiple sexual partners and transactional
sex in the preceding 12 months. The 2014 National Student Sexual
Health HIV Knowledge, Attitude and Behaviour Survey was focused
specifically on using on student men who have sex with men.97

prevalence rate.7 These indicators are only available from surveys,
which limits their usefulness at sub-national level.

The addition of subdermal contraceptive implants to the contraceptive
mix offered in the public sector has been accompanied by intensive
media coverage. Although this is an important new addition, it is
not the only option to be covered in the Contraceptive and Fertility
Planning Policy and Service Delivery Guidelines, released in
2012 but implemented some time afterwards. The couple years of
protection data from the DHIS should include provision of implants,
but as this data element was only required from April 2015, data for
some provinces may be incomplete. The impact of large increases
in condom distribution also need to be taken into account when
interpreting this indicator. This issue is covered in detail in the District
Health Barometer 2014/15.57
In 2014, the USAID-funded DELIVER project provided data on
contraceptive security on its interactive dashboard.b The elements of
the indicator cover whether there is a government budget line item for
contraceptives, the amount of government spending, total financing
for public sector contraceptives, the presence of a contraceptive
security committee and the number of family planning (FP) methods
offered. It noted that, on average, countries offer nine contraceptive
methods in the public sector and eight methods in the private sector.
The South African survey response, though replete with ‘don’t know’
answers, concluded that the country was “commodity secure for FP
methods” and cited a contraceptive prevalence rate of 60%.
Not surprisingly, anniversaries trigger assessments and spur planning
for the next milestone. Twenty years after the 1994 International
Conference on Population and Development (ICPD) in Cairo, and in
anticipation of the 2015 Summit on Sustainable Development and the
setting of the SDGs, it has been argued that there are ”strong public
health, human rights, and economic reasons to invest in adolescent
SRH”.123 The authors, citing multiple sources, noted that adolescents
account for 23% of the overall burden of disease (disability-adjusted
life years) because of pregnancy and childbirth, that an estimated
16 million births annually occur to young women aged 15–19 years,
representing 11% of all births. Other initiatives, such as the FP2020
commitments, have also underlined the centrality of family planning
in the post-2015 agenda.124 The WHO’s 2015 Global Reference
List of 100 Core Health Indicators includes three indicators in this
regard: condom use at last sex with high-risk partner; demand for
family planning satisfied with modern methods; and contraceptive
b

http://deliver.jsi.com/dlvr_content/resources/allpubs/logisticsbriefs/
GlobCSIndiDash.pdf
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Figure 17: Provincial trends for selected reproductive health indicators, 2004–2014
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Figure 18: Trends in prevalence of teenage pregnancy (%) by province, by source, 2008–2014
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Source: National Youth Risk Behaviour Survey 2008126 and 2011,127 National Income Dynamics Study 2008, 2010 and 2012,128-130 GHS 2014.30
Note:

The way teenage pregnancy is defined differs substantially between the sources:
NYRBS indicator is based on % of learners in grades 8–11 who were ever pregnant or gave birth (mothers) of those who have ever had sex.
NiDS is based on all those age 15–19 years who answered ‘yes’ to the question ‘Ever given birth’.
The GHS asked females whether they were pregnant during the 12 months before the survey

Figure 19: Trends in prevalence of teenage pregnancy (%) by population group, by source, 2008–2014
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Source: National Youth Risk Behaviour Survey 2008126 and 2011,127 National Income Dynamics Study 2008, 2010 and 2012,128-130 GHS 2014.30
Note:

The way teenage pregnancy is defined differs substantially between the sources:
NYRBS indicator is based on % of learners in grades 8–11 who were ever pregnant or gave birth (mothers) of those who have ever had sex.
NiDS is based on all those age 15–19 years who answered ‘yes’ to the question ‘Ever given birth’.
The GHS asked females whether they were pregnant during the 12 months before the survey.
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Figure 20: Teenage pregnancy for various age groups and sources, South Africa

Source: Compiled from multiple sources as labelled.
Note:

The way teenage pregnancy is defined differs substantially between the sources:
The percentage who have given birth (i.e. are mothers) is a more restrictive definition than the percentage who were pregnant.
Development Bank 1994 definition was percentage of all live births during a specific year, to women younger than 20 years of age.
SADHS 2003 estimates are considered to be implausibly low and should not be used.
HIV Youth 2003 and Kaiser HIV awareness results are based only on those who are sexually active.
NYRBS indicator is based on % of learners in grades 8–11 who were ever pregnant or were mothers, of those who have ever had sex.
NiDS is based on all those age 15–19 years who answered ‘yes’ to the question ‘Ever given birth’ (i.e. are mothers).
McHunu asked females (aged 8–24) who was ever pregnant between age 12–19 years.
The GHS asked females whether they were pregnant during the 12 months before the survey and so would be expected to be lower than sources asking
if ever pregnant.

Table 22: Contraception and sexual behaviour indicators by province
EC

FS

GP

KZN

Age of first sex under 15 years (% having first had sex at age 14 or younger)

LP

MP

NC

NW

WC

SA Ref

2011 NYRBS

11.7

13.7

16.2

11.4

9.7

11.8

10.9

10.1

10.9

12.0

a

2012 age 15-24

16.8

10.3

9.5

7.6

11.8

7.7

10.1

9.8

14.2

10.7

b

2014 MSM under 13

-

-

-

-

-

-

-

-

-

7.9

c

2014 MSM under 16

-

-

-

-

-

-

-

-

-

24.4

c

2014 Non-MSM under 13

-

-

-

-

-

-

-

-

-

3.2

c

2014 Non-MSM under 16

-

-

-

-

-

-

-

-

-

15.9

c

2011 NYRBS

29

36

35

31

31

31

42

43

36

33

d

2012 HSRC age 15+

38

41

36

40

39

39

27

41

24

36

b

2012 NCS overall

-

-

-

-

-

-

-

-

-

60

e

2014 MSM

-

-

-

-

-

-

-

-

-

63

f

2014 Non-MSM

-

-

-

-

-

-

-

-

-

59

f

Condom use at last sex (%)

Couple year protection rate
2012 DHIS

29.1

36.6

21.7

35.8

33.3

29.9

31.6

28.0

57.7

32.7

g

2013 DHIS

30.9

34.9

25.0

45.0

36.3

36.0

32.8

32.9

63.6

37.3

g

2014 DHIS

39.4

43.7

38.7

57.8

49.2

39.8

44.9

42.7

60.0

46.8

g

Ever had sex (% of those surveyed)
2011 NYRBS

37

42

36

34

32

43

37

36

40

36

h

2014 MSM

-

-

-

-

-

-

-

-

-

85

i

2014 Non-MSM

-

-

-

-

-

-

-

-

-

68

i

28.0

20.8

29.5

26.8

b

HIV knowledge: correct knowledge about prevention and rejection of major misconceptions
2012 age 15+

25.6

34.7

31.7

24.4

19.3

21.9

Male condom distribution coverage (condoms per male 15 years and older)
2012 DHIS

16.6

20.1

9.3

28.3

20.5

19.6

8.2

17.0

53.8

21.8

g

2013 DHIS

17.6

18.5

14.2

41.2

27.7

29.2

11.5

22.3

58.6

27.9

g
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2014 DHIS

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

33.6

34.1

25.8

58.9

38.2

34.3

20.3

28.1

55.3

38.4

g

Male condoms distributed (thousands)
2012

-

-

-

-

-

-

-

-

-

501 452

j

2013 DHIS

35 802

17 635

70 146

134 788

46 946

40 255

4 629

28 848

127 383

506 431

g

2014 DHIS

68 783

32 872

131 322

196 002

66 161

48 371

8 271

37 170

123 436

712 387

g

Teenage pregnancy (%)
2011 NYRBS ever pregnant

18.0

15.7

17.2

32.8

26.4

18.8

24.8

22.4

17.6

22.2

k

2011 NYRBS mothers

15.4

13.3

11.9

28.2

23.1

15.4

18.4

16.9

13.5

18.3

k

-

-

-

-

-

-

-

-

-

19.2

l

14.5

7.4

12.0

14.1

10.5

15.2

16.2

10.1

6.7

12.4

m

9.0

8.5

6.5

7.0

9.6

9.1

10.3

10.1

8.1

8.0

n

2011 ever pregnant
2012 NiDS female 15-19
2014 GHS age 15-19

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i
j
k
l
m
n

NYRBS 2011.127 Defined in survey as ‘Age of initiation < 14 years’
HIV Household Survey 2012.105
HEAIDS 2014.97 MSM = men who have sex with men students – those who report first having had sex at age younger than 13 or 16 years.
NYRBS 2011.127 Defined in survey as ‘Always used condom during sex’ (of those that ever had sex)
NCS 2012.115 Estimated. 41.3% for those with least exposure to communication programmes and 63% for those with most exposure.
HEAIDS 2014.97 Defined in survey as ‘Condom use by participants during last sex act’. MSM = men who have sex with men.
DHIS.14 Financial year.
NYRBS 2011.127
HEAIDS 2014.97 Defined in survey as ‘Have you ever had sexual intercourse?’ Students were mostly in the age range of 17 to 26 years, though some were
slightly older.
DoH Annual Report 2012/13.131 2012/13 financial year.
NYRBS 2011.127 Of those who have ever had sex.
McHunu et al. 2013.132 loveLife impact study. Female youth (aged 8–24) who had ever had an adolescent pregnancy (i.e. fell pregnant at age 12–19 years).
NiDS Wave 3 v1.2.128 Based on answering ‘Yes’ to the survey question ‘Ever given birth?’
Stats SA GHS 2014.30 Survey asked females whether they were pregnant during the 12 months before the survey (different to the usual definition of ever
having been pregnant while aged 15–19).

Table 23:

STI indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

2014 MSM

-

-

-

-

-

-

-

-

-

26.5

a

2014 Non-MSM

-

-

-

-

-

-

-

-

-

33.3

a

Percentage men with painful urination, genital symptoms

SA Ref

STI treated new episode incidence (per 1 000)
2012 DHIS

43.0

26.0

31.0

65.0

32.0

32.0

23.0

22.0

-

35.0

b

2013 DHIS

43.7

25.3

21.7

63.3

26.9

24.4

22.4

19.9

18.7

32.5

b

2014 DHIS

45.0

24.8

18.5

61.7

24.0

23.8

20.1

16.8

19.5

31.0

b

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b

HEAIDS 2014.97 Defined in survey as ‘Have you ever had burning or pain when you urinated?’ MSM = men who have sex with men students.
DHIS.14 Financial year.

Table 24: Termination of pregnancy indicators by province
ToP rate (%)

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2011 DHIS

7.2

7.8

8.3

2.3

6.3

3.3

4.1

8.3

8.8

6.1

a

2011 NYRBS

6.5

6.1

7.2

5.2

9.1

4.7

2.7

7.8

4.8

6.3

b

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

3.8

b

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

11.7

b

2012 DHIS

8.5

7.9

8.4

3.1

6.0

3.1

3.1

8.5

9.8

6.6

a

2013 DHIS

10.0

11.1

8.5

3.7

5.5

2.5

5.1

9.2

12.9

7.3

a

2014 DHIS

8.7

10.8

7.8

3.6

5.5

2.3

6.4

9.8

16.8

7.4

a

ToPs (Terminations of Pregnancy)
2011 DHIS

12 397

5 648

21 318

6 560

8 555

3 340

1 144

6 890

11 928

77 780

c

2012 DHIS

14 357

5 588

21 794

8 675

8 226

3 158

855

6 812

13 445

82 910

c

2013 DHIS

16 632

6 682

20 590

9 910

8 718

2 702

1 433

7 887

15 606

90 160

c

2014 DHIS

14 096

6 144

18 465

9 590

8 387

2 405

1 756

8 294

19 989

89 126

c

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

DHIS.14 ToPs as % of all expected pregnancies in catchment population. Data extracted June 2012. Data for financial year from April of the year to March
of the following year (not calendar year).
NYRBS 2011.127 Of those who have ever had sex.
DHIS.14 Data for financial year from April of the year to March of the following year (not calendar year).
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Table 25: Reproductive health indicators by population group
African

Coloured

Indian

White

Other

2011 NYRBS

12.2

2012 age 15-24

11.1

11.0

4.6

9.4

13.2

12.0

a

9.3

4.9

7.5

-

10.7

b

Age of first sex under 15 years (% having first had sex at age 14 or younger)

All Ref

Condom use at last sex (%)
2011 NYRBS

32

41

45

36

37

33

c

2012 HSRC age 15+

42

18

14

15

-

36

b

37

34

23

26

36

36

d

Ever had sex (% of those surveyed)
2011 NYRBS

HIV knowledge: correct knowledge about prevention and rejection of major misconceptions
2012 age 15+

23.6

30.3

41.4

43.3

-

26.8

b

2011 NYRBS ever pregnant

22.6

28.2

16.0

8.8

5.5

22.2

e

2011 NYRBS mothers

18.6

21.4

6.0

9.6

1.5

18.3

e

2012 NiDS female 15-19

12.9

10.2

0.0

9.8

-

12.4

f

8.5

7.9

7.0

3.6

-

8.0

g

5.8

12.7

11.8

3.9

0.0

6.3

e

Teenage pregnancy (%)

2014 GHS age 15-19
ToP rate (%)
2011 NYRBS

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g

NYRBS 2011.127 Defined in survey as ‘Age of initiation < 14 years’
HIV Household Survey 2012.105
NYRBS 2011.127 Defined in survey as ‘Always used condom during sex’ (of those that ever had sex)
NYRBS 2011.127
NYRBS 2011.127 Of those who have ever had sex.
NiDS Wave 3 v1.2.128 Based on answering ‘Yes’ to the survey question ‘Ever given birth?’
Stats SA GHS 2014.30 Survey asked females whether they were pregnant during the 12 months before the survey (different to the usual definition of ever
having been pregnant while aged 15-19).
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Maternal health
Context

As the 2015 target date for the Millennium Development Goals is reached, an intensive focus on maternal
mortality (MDG5) continues to engage health managers and policy-makers. This is not an issue that will be
neglected in the post-2015 global agenda, as much still needs to be done.

New data sources

Nationally, new data have been reported in the:
• Sixth Report of the National Committee for Confidential Enquiries into Maternal Deaths (NCCEMD) in
South Africa 2011–2013
• Rapid Mortality Surveillance Report 2013
• District Health Information System (DHIS)
• Council for Medical Schemes Annual Report 2014/15
Internationally, reports of interest include:
• Save the Children. State of the World’s Mothers 2015
• WHO Trends in Maternal Mortality 1990 to 2013 (http://www.maternalmortalitydata.org/)
• WHO Global causes of maternal death by Say et al.
• Global burden of disease study 2013 estimates of maternal mortality

Key issues and trends

Even though the evidence points to there being no additional health gains associated with Caesarean section
rates markedly above the 10–15% mark, the trends in South Africa (in both public and private sectors) are
clearly increasing, and of concern.
There is an ongoing variance between maternal mortality ratio (MMR) estimates from different sources, but also
between different outputs from the same sources. In terms of in-facility MMR, the figures that can be derived from
routine DHIS returns still appear to show under-reporting, but also approaching those reported by the National
Committee for Confidential Enquiries into Maternal Deaths (NCCEMD).

The sixth report on confidential enquiries into maternal deaths in
South Africa covered maternal deaths that were reported by 15
May 2014 and births recorded in DHIS on 2 June 2014.133 For
the 2011–2013 period, the database containing details of 4 452
maternal deaths, of which 118 were reported from the private sector
(private hospitals, non-governmental and not-for-profit institutions). In
this period, the institution maternal mortality ration (iMMR) decreased
from 176.2 to 154.1 per 100 000 live births, a decrease of 12.6%.
The top three causes of maternal death (non-pregnancy-related
infections, 34.7%; obstetric haemorrhage, 15.8%; hypertension,
14.8%) accounted for 65.3% of all maternal deaths in 2011–2013.
The iMMRs were 66.6 per 100 000 live births for vaginal birth and
185.8 for Caesarean section. Trends in iMMR by province for 2003
to 2014 are shown in Figure 21. Importantly, the NCCEMD noted
that “deaths in private hospitals follow the same pattern as public
hospitals, and the recommendations are as applicable to private
institutions as public ones”. Approximately a quarter of maternal
deaths in private institutions are not reported to the NCCEMD.
Setting priorities for intervention can be assisted by well-executed
costing exercises. One such exercise informed the choice of the 15
maternal and child health interventions that are being prioritised
by the NDoH.134 In terms of maternal health, the prioritised
interventions are labour and delivery management, early detection
and treatment of HIV in pregnant women, clean birth practices and
the provision of inter-facility transport.
As can be seen in Figure 22, trends in the Caesarean section rate
continue to rise. There has been criticism of the 10–15% target,
which was set by a WHO expert panel in 1985. However, data
from 19 developed countries in which Caesarean section rates
had increased sharply between 1980 and 2010 showed that,
once Caesarean section rates exceeded 10%, further increase
had no impact on maternal, neonatal or infant mortality rates.135
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Extrapolating these data to less-developed countries should be done
with care, but the key message is universal: Caesarean sections
should be performed judiciously.
At a global level, the State of the World’s Mothers report for 2015
focused attention on the urban poor.136 It noted that, already, 54%
of the world’s population resides in urban areas. By 2050, that
figures is expected to rise to 66%. Most of the increase will be
in Asia and Africa, and therefore in resource-constrained settings.
However, urban inequity also affects wealthy countries, as it does
upper-middle-income countries like South Africa. The report calls for
the post-2015 SDGs to include a commitment to ending preventable
newborn, child and maternal deaths, but to specifically include a
focus on equity. That focus needs to move beyond the usual urbanrural dichotomy and recognise the particular challenges of the urban
poor. Globally, there were an estimated 289 000 maternal deaths
in 2013, of which 62% occurred in sub-Saharan Africa (and 14%
in Nigeria alone).137 The global MMR was thus 210 per 100 000
live births in 2013, down from 380 in 1990. The WHO estimated
the MMR for South Africa to be 140 per 100 000 live births in
2013, which was less than half the previously modelled estimate of
300 for 2010 and somewhat below the RMS value of 197 (Figure
23).
There are many international reports and research reports dealing
with maternal and child health issues. The WHO has produced a
report focused on inequalities in reproductive, maternal, newborn
and child health, for instance.138 While there has been movement
towards equity across low- and middle-income countries, progress
towards the MDG goals varies considerably between countries.139
The global target has been set at less than 70 maternal deaths per
1000 000 live births by 2030.140 In addition, it is proposed that,
by 2030, no countries should have an MMR greater than 140.
That requires not only targeting interventions at the identified global
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causes of maternal death,141 but also making use of the evidence
for which interventions are effective.142 Such interventions cannot
be merely technical in nature, aimed at health service delivery, but
need to include multisectoral actions and a focus on governance.143
Reliable and publicly accessible indicator data are an important
enabler of good governance.

Figure 21: Maternal mortality ratio institutional and number of maternal deaths by province, 2003–2014
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Figure 22: Caesarean section and delivery rate in facility, 2003–2014
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Figure 23: National and global estimates of MMR (population based and in facility)

ZA
341.8

302.0

300

281.0

M aternal
200
m ortality
ratio (M M R )

197.0

160.0

174.1
140.0

100
0
200
M aternal
m ortality
ratio in
facility /
institutional
(iM M R )

147.7

150

132.5

100
50

2014

2013

2012

2011

2010

2009

2008

2007

2006

2005

2003

2004

0

d at a_g r o u p
D H IS
IH M E (2014 estim ates)
N C C EM D
R M S 2013
W H O (2014 estim ates)
Source: DHIS, Saving Mothers reports,133, 145 Rapid Mortality Surveillance 2013,55 Kassebaum et al. 2014,148 Maternal Mortality 1990–2013.137

Table 26:

Maternal health indicators by province

ANC coverage (%)

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2012 DHIS

90.0

87.4

116.2

91.9

106.6

100.1

101.9

109.7

78.4

98.5

a

2013 DHIS

82.3

87.8

104.5

89.5

83.0

81.0

88.3

86.5

81.7

88.8

a

2014 DHIS

79.3

89.6

109.7

87.9

89.0

85.2

87.9

86.7

82.7

90.4

a

Caesarean section rate (%)
2012 DHIS

25.4

24.8

24.6

29.2

15.4

16.7

19.5

16.7

25.6

23.2

b

2013 DHIS

26.3

25.5

25.6

29.9

16.5

17.6

18.9

19.2

28.6

24.4

b

2013 NCCEMD

26.2

25.1

25.5

30.0

16.2

17.4

18.6

18.3

28.1

24.2

c

-

-

-

-

-

-

-

-

-

67.5

d

2013 Private sector
2014 Private sector

-

-

-

-

-

-

-

-

-

70.8

d

26.9

25.2

25.5

29.5

17.2

17.3

19.4

21.4

29.1

24.7

b

2012 DHIS

73.3

86.5

93.4

75.9

86.4

75.7

81.2

73.7

81.2

81.2

a

2013 DHIS

75.2

81.6

93.7

77.2

86.8

75.7

84.4

72.2

84.7

82.0

a

2014 DHIS

77.2

88.2

96.8

82.4

91.0

80.5

88.1

74.8

87.9

85.9

a
e

2014 DHIS
Delivery rate in facility (%)

Maternal mortality ratio (MMR)
2011 RMS 2013

-

-

-

-

-

-

-

-

-

197

2013 IHME (2014 estimates)

-

-

-

-

-

-

-

-

-

174

f

2013 WHO (2014 estimates)

-

-

-

-

-

-

-

-

-

140

g
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EC

FS

GP

KZN

Maternal mortality ratio in facility / institutional (iMMR)

LP

MP

NC

NW

WC

SA Ref

2011 DHIS

114.9

199.1

123.3

192.2

184.6

135.0

147.7

189.7

28.6

144.9

2011 NCCEMD

179.4

246.8

136.4

197.6

196.4

199.7

193.6

173.0

62.6

169.2

h
i

2012 DHIS

109.5

132.7

116.5

165.5

177.9

175.8

144.6

166.6

8.7

132.9

h
i

2012 NCCEMD

153.7

149.3

163.7

170.2

192.9

177.4

166.5

164.8

81.8

160.2

2012 NCCEMD 2011-13

163.7

194.6

138.3

171.1

196.8

175.5

172.5

168.8

76.0

158.3

i

2013 DHIS

156.2

143.4

104.5

148.4

152.0

149.1

118.9

184.9

68.6

133.3

h

2013 NCCEMD

172.7

185.1

115.0

146.5

201.2

150.3

158.3

168.5

83.9

147.7

i

2014 DHIS

148.3

217.8

112.6

124.9

165.2

115.4

254.1

167.1

54.4

132.5

h

Number of maternal deaths – in facility
2011 NCCEMD

210

124

270

360

249

148

40

99

60

1 560

i

2012 DHIS

128

64

242

314

226

135

32

97

64

1 302

a

2012 NCCEMD

183

72

339

326

245

136

33

96

75

1 508

i

2013 DHIS

183

64

217

280

193

114

26

106

66

1 249

a

2013 NCCEMD

200

85

240

278

256

115

34

97

79

1 384

i

2014 DHIS

174

100

236

252

211

90

57

97

53

1 270

a

Number of maternal deaths – total population
2013 IHME (2014 estimates)

-

-

-

-

-

-

-

-

-

1 925

f

2013 WHO (2014 estimates)

-

-

-

-

-

-

-

-

-

1 500

g

-

-

-

1.4

g

PM (proportion of deaths among women of reproductive age that are due to maternal causes)
2013 WHO (2014 estimates)

-

-

-

-

-

-

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i

DHIS.14 Data for financial year from April of the year to March of the following year (not calendar year).
DHIS.14 Financial year. All levels of health facilities.
Saving Mothers 2011–13b.133
Medical Schemes 2014–15.31
RMS 2013. The MMR is calculated (according to the method proposed by HDACC) from adjusted vital statistics by proportional redistribution of the
ill-defined natural causes (ICD codes R00–R99) among the specified natural causes. Thereafter, the number is adjusted to allow for the fact that about 7%
of deaths are not registered.
Kassebaum et al. 2014.148
Maternal Mortality 1990–2013.137
DHIS.14 Institutional (facility) MMR based only on maternal deaths in facilities. Data for financial year from April of the year to March of the following year
(not calendar year).
Saving Mothers 2011–2013.144 Institutional MMR using live births from DHIS as denominator.
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Child health
Context
New data sources

Together with maternal health, child health is a focus of a number of the Millennium Development Goals, and is
expected to feature prominently in the post-2015 Sustainable Development Goals.
Nationally, new data have been reported in the:
• South African Child Gauge 2014
• Stats SA General Household Survey 2013 and 2014
• Committee on Morbidity and Mortality in Children Under 5 Years (CoMMiC) and National Perinatal
Mortality and Morbidity Committee (NaPeMMCo) reports.
• Saving Babies 2012–13
• District Health Information System (DHIS)
• Rapid Mortality Surveillance Report, 2013
• Stats SA Perinatal deaths in South Africa, 2011–2013
• Discovery Healthy Active Kids report card, 2014
Internationally, reports and data sources of interest include:
• UN-IGME Levels and Trends in Child Mortality Report 2014 and 2015
• IHME GBD 2013 estimates (Wang et al. 2014)
• UNICEF. The State of the World’s Children 2015

Key issues and trends

• UNICEF/WHO. Immunization database online 2015.
There are some positive long-term trends discernible, such as in the proportion of children living more than 30
minutes’ travel from their nearest health facility, and in the number of orphans.
There is evidently still a fair degree of under-registration of perinatal deaths. The figures captured by the DHIS
and PPIP are consistently higher than those captured by vital registration. The role of the child mortality audit tools
in providing indicators seems to be diminishing as DHIS has become relatively stable, reliable and is available
more timeously and comprehensively.
Although child mortality estimates produced by the IHME and WHO groups are still quite different, there have
been in-depth evaluations of the reasons for the differences and moves for the two groups to work together.
The quality and completeness of the underlying data are still highly problematic and therefore complicate all
modelling efforts.

Each year, the Children’s Institute at the University of Cape Town
produces the South African Child Gauge report, which includes a
comprehensive set of indicators on the extent to which children’s
socio-economic rights have been realised.149 The 2014 indicator
set – headed “Children Count – Abantwana Babalulekile” – includes
an analysis of trends in relation to child-only (or child-headed)
households in South Africa. It shows that, based on the Stats SA
General Household Surveys, the proportion of children living in
such households has not changed dramatically between 2002 and
2012. Importantly, it points to data from 2010,150 which shows
that most children in child-only households are not orphans. As
shown in Figure 24, the trends in the percentage of children who
are orphans in South Africa appear to be on a downward trajectory,
as indicated by data for 2005–2014. However, the Child Gauge
noted that, between 2002 and 2012, the total number of orphans
had increased by 19% (an additional 560 000 more orphaned
children).
Figure 25 shows the trends in selected child health indicators over
the period 2003/04 to 2014/15. It should be noted that the current
DHIS indicator regarding the number of children presenting with
‘diarrhoea with dehydration’ per 1 000 population is reported. The
previous indicator, which excluded the requirement for dehydration,
has not been collected since 2012/13. There remain persistent
differences in geographical access to a health facility between
children from different population groups, though the overall

248

proportion ‘living far from their health facility’ has declined from
37.1% in 2002 to 21.5% in 2014.
Data derived from private sector sources is always difficult to obtain.
However, though the Discovery Healthy Kids South Africa Report
Card 2014 provided an interesting snapshot, it was based on
available national data, not specific to children that are beneficiaries
of medical schemes.151
Needless to say, there have been many international reports on child
health. The State of the World’s Children Report 2015 was released
by UNICEF, marking 25 years of the Convention on the Rights of
the Child.152 The Countdown to 2015 report for 2014 tracked
progress in relation to maternal, newborn and child survival.153
The Institute for Health Metrics and Evaluation (IHME) published a
report focused on childhood pneumonia.154 UNICEF also produced
the 2015 progress report “Committing to Child Survival: A Promise
Renewed”.155 A joint UNICEF, WHO, World Bank, UN report in
2014156 provided figures from the UN Inter-agency Group for
Child Mortality Estimation (UN IGME) in order to track progress
toward MDG4. Although the global trends are positive, there are
outlier regions. Since 1990 the global under-5 mortality rate has
almost halved, from 90 deaths per 1 000 live births to 46 in 2013.
Now, about half of all under-5 deaths occur in only five countries:
India, Nigeria, Pakistan, the Democratic Republic of the Congo and
China. A 2015 update from the same group showed that the global
under-5 mortality had dropped to 43 per 1 000 live births.157 The
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Global Burden of Disease Study 2013 data on neonatal, infant and
under-5 mortality showed that only 27 developing countries are
expected to meet MDG4.158 Projection of child mortality data for the
next 15–20 years have also been produced, to inform post-2015
priority-setting.159 The UN IGME has also provided scenario-based
projections to 2030, underscoring the realisation that concerted
efforts will still be needed, particularly in sub-Saharan Africa and
south Asia.160 IGME estimates were also used to demonstrate how
causes of neonatal death have changed over the period 2000 to
2013, with preterm birth complications the leading cause in all
regions.161
Differences between the estimates issued by different bodies
continue to plague this field. An important effort in this regard
was the deconstruction of the differences between IHME’s GBD
2010 and WHO Child Health Epidemiology Reference Group
(CHERG) estimates of the mortality burden due to diarrhoea and
pneumonia.162 Apart from identifying differences in data sources,
data processing and the covariates used for modelling, this effort
was important in calling for greater transparency in modelling
methods, and more timely access to data sources.

Figure 24: Trends in orphanhood by source and province, 2005–2014
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Figure 25: Provincial and national trends for selected child health indicators, 2003/04–2014/15
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Table 27:

Child health indicators by province
EC

FS

GP

KZN

2012 DHIS

9.8

10.6

9.4

14.2

11.3

7.5

2013 DHIS

16.1

24.4

8.1

15.0

14.2

13.0

2014 DHIS

11.6

19.1

6.8

11.7

13.1

11.7

Child under 5 years diarrhoea with dehydration incidence (per 1 000)

LP

MP

NC

NW

WC

SA Ref

12.1

6.8

16.3

11.2

18.5

14.3

15.6

14.1

a

10.1

8.9

14.8

11.3

a

a

Child under 5 years pneumonia incidence (per 1 000)
2012 DHIS

55.7

82.3

45.5

119.0

44.8

30.8

85.0

44.5

63.0

66.8

a

2013 DHIS

42.3

84.4

37.3

92.2

34.2

18.5

67.6

25.7

66.5

53.2

a

2014 DHIS

32.7

81.4

31.7

86.1

27.7

13.5

42.5

18.7

89.4

49.3

a

Child under 5 years severe acute malnutrition incidence (per 1 000)
2012 DHIS

3.9

4.5

2.4

6.1

4.3

2.5

6.8

4.8

2.9

4.1

a

2013 DHIS

5.4

9.1

2.4

5.6

4.2

2.6

4.2

8.1

2.0

4.5

a

2014 DHIS

5.1

8.7

1.9

6.3

4.9

2.9

4.5

6.7

2.4

4.5

a

Children living far from their usual health facility (%)
2012 GHS

37.1

21.4

11.3

33.2

26.8

29.2

22.5

28.9

10.5

25.1

b

2013 GHS

36.6

21.8

9.4

32.9

23.5

23.1

18.5

29.4

8.0

23.4

b

2014 GHS

36.3

20.1

7.9

27.3

23.7

22.4

20.2

25.5

8.4

21.5

b

Number of orphans
2012 GHS double

174 000

61 000

95 000

250 000

65 000

65 000

18 000

60 000

24 000

812 000

b

2012 GHS maternal

99 000

33 000

127 000

156 000

61 000

52 000

17 000

42 000

24 000

611 000

b

2012 GHS paternal

381 000

111 000

289 000

604 000

257 000

176 000

43 000

154 000

115 000

2 130 000

b

2012 HSRC double

-

-

-

-

-

-

-

-

-

593 461

c

2012 HSRC maternal

-

-

-

-

-

-

-

-

-

809 778

c

2012 HSRC maternal/double

-

-

-

-

-

-

-

-

-

1 403 239

c

2012 HSRC paternal

-

-

-

-

-

-

-

-

-

1 730 471

c

2012 HSRC total

-

-

-

-

-

-

-

-

-

3 132 041

c

250 750

115 485

339 861

499 933

144 639

165 717

21 853

138 276

94 271

1 742 924

d

2013 ASSA2008 maternal/double

250 916

115 171

346 199

500 999

147 493

167 038

22 680

138 459

97 170

1 763 010

d

2013 GHS double

133 282

64 875

79 070

247 581

67 573

69 353

18 525

62 088

20 470

762 817

e

2013 GHS maternal

109 358

31 989

97 707

158 673

75 267

55 649

13 175

36 219

24 282

602 319

e

2012 ASSA2008 maternal/double
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

2013 GHS paternal

343 615

106 241

281 981

540 270

266 425

156 009

47 908

143 147

107 500

1 993 094

SA Ref
e

2014 ASSA2008 maternal/double

250 321

114 185

349 785

499 334

150 322

167 418

23 450

137 851

99 821

1 774 794

d

2014 GHS double

121 604

54 496

77 435

197 273

55 253

69 928

14 665

49 702

13 348

653 704

f

2014 GHS maternal

97 102

28 458

88 314

157 631

56 521

46 364

12 792

41 041

30 459

558 681

f

2014 GHS paternal

313 938

102 633

254 479

491 085

205 561

182 531

39 182

138 842

92 036

1 820 287

f

2015 ASSA2008 maternal/double

249 084

112 728

350 770

495 337

152 965

167 040

24 124

136 669

101 947

1 779 248

d

Orphanhood (%)
2012 GHS double

6.4

6.5

2.7

6.2

2.9

4.2

4.4

4.7

1.3

4.4

b

2012 GHS maternal

3.7

3.5

3.6

3.8

2.8

3.3

4.0

3.3

1.3

3.3

b

2012 GHS paternal

14.1

12.0

8.2

14.8

11.5

11.3

10.3

12.1

6.1

11.5

b

2012 HSRC double

3.0

2.5

2.3

4.9

2.1

6.3

1.9

2.6

0.9

3.2

c

2012 HSRC maternal

5.3

6.4

4.3

5.1

2.8

4.4

4.8

4.9

1.7

4.4

c

2012 HSRC maternal/double

8.3

8.9

6.6

10.0

4.9

10.7

6.7

7.5

2.6

7.6

c

2012 HSRC paternal

9.0

13.9

6.9

13.1

8.1

10.6

7.9

8.7

4.8

9.3

c

2012 HSRC total

17.3

22.8

13.5

23.1

13.0

21.3

14.6

16.3

7.5

16.9

c

2013 GHS double

5.0

7.1

2.2

6.1

3.0

4.5

4.5

4.8

1.1

4.1

e

2013 GHS maternal

4.1

3.5

2.7

3.9

3.4

3.6

3.2

2.8

1.3

3.2

e

2013 GHS paternal

12.9

11.6

7.9

13.3

12.0

10.1

11.5

11.2

5.8

10.7

e

2014 GHS double

4.6

6.0

2.2

4.8

2.5

4.6

3.6

3.9

0.7

3.5

f

2014 GHS maternal

3.7

3.1

2.5

3.9

2.6

3.0

3.1

3.2

1.6

3.0

f

2014 GHS paternal

11.9

11.3

7.2

12.1

9.4

12.0

9.6

11.0

4.9

9.9

f

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f

DHIS.14 Data for financial year from April of the year to March of the following year (not calendar year).
SA Child Gauge 2014.149 Based on GHS; Stats SA. Children are defined as people aged 0–17 years.
HIV Household Survey 2012.105
ASSA2008.104
Stats SA GHS 2013.29 Among children under 18 years of age.
Stats SA GHS 2014.30 Among children under 18 years of age.

Table 28:

Child health indicators by population group
African

Children living far from their usual health facility (%)

Coloured

Indian

White

Other

All Ref

2012 GHS

-

-

-

-

-

25.1

a

2013 GHS

26.4

8.3

2.7

6.5

-

23.4

b

2014 GHS

24.2

10.2

1.2

3.6

-

21.5

c

Number of orphans
2013 GHS double

746 395

12 060

340

4 022

-

762 817

b

2013 GHS maternal

564 034

30 388

1 434

6 462

-

602 319

b

2013 GHS paternal

1 864 985

87 510

14 030

26 569

-

1 993 094

b

2014 GHS double

635 427

13 620

1 281

3 377

-

653 704

c

2014 GHS maternal

517 056

28 838

4 433

8 354

-

558 681

c

2014 GHS paternal

1 708 412

82 948

7 798

21 129

-

1 820 287

c

Orphanhood (%)
2012 HSRC double

3.7

0.7

0.0

0.1

-

3.2

d

2012 HSRC maternal

4.9

2.3

2.0

0.8

-

4.4

d

2012 HSRC maternal/double

8.6

3.0

2.0

0.9

-

7.6

d

2012 HSRC paternal

10.3

4.4

2.1

4.8

-

9.3

d

2012 HSRC total

18.9

7.3

4.1

5.7

-

16.9

d

2013 GHS double

4.8

0.8

0.1

0.4

-

4.1

b

2013 GHS maternal

3.6

1.9

0.4

0.6

-

3.2

b

2013 GHS paternal

11.9

5.6

4.1

2.6

-

10.7

b

2014 GHS double

4.1

0.9

0.4

0.3

-

3.5

c

2014 GHS maternal

3.3

1.9

1.3

0.9

-

3.0

c

2014 GHS paternal

11.0

5.3

2.3

2.2

-

9.9

c

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d

SA Child Gauge 2014.149 Based on GHS; Stats SA. Children are defined as people aged 0–17 years.
Stats SA GHS 2013.29 Among children under 18 years of age.
Stats SA GHS 2014.30 Among children under 18 years of age.
HIV Household Survey 2012.105
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Child mortality
The second Triennial Report of the Committee on Morbidity And
Mortality In Children Under 5 (referred to as CoMMiC) was
released in 2014.168 The Committee noted that it depended on
a variety of data sources (the Rapid Mortality Surveillance (RMS)
reports, Stats SA vital registration data, the 2011 Census, the
District Health Information System (DHIS) and the Child Healthcare
Problem Identification Programme (Child PIP) database). It stated
that “discrepancy in the quality of data obtained from these different
sources means that there remains uncertainty about the exact child
mortality rate in South Africa”. Thus, while noting that the number of
under-5 deaths has dropped from approximately 60 000 in 2008
to 38 000, it warned that “lower than expected mortality rates in
a number of rural provinces suggest that under-reporting remains
pertinent, but its true extent is difficult to quantify”.
The equivalent body focused on neonatal mortality is the National
Perinatal Morbidity and Mortality Committee (NaPeMMCo). The
most recent report from this Committee was issued in 2014, showing
data for 2010–2013.169 The key findings for 2013 were that the
neonatal mortality rate for the calendar year remained unchanged,
and that the top three causes of neonatal mortality remained
asphyxia, prematurity and infections.

African context.174 Full coverage of all 13 interventions was
estimated to deliver a stillbirth rate (SBR) of 12.4 per 1 000 births, a
maternal mortality ratio (MMR) of 132 per 100 000 live births, and
a neonatal mortality rate (NMR) of 7 per 1 000 live births by 2030.
Similarly, modelling using the Lives Saved Tool (LiST) found that
scaling up 13 interventions to prevent and treat childhood diarrhoea
in South Africa would avert 3–3.5 million diarrhoea cases and thus
have a substantial impact on reducing diarrhoeal deaths.175
In order to drive funding decisions and ensure that child health
remains a priority, Murray and Chambers have proposed a Lives
Saved Scorecard, which would track expenditure, coverage for lifesaving interventions, the quality of interventions delivered and the
link to child deaths averted.176 The starting point would be the ratio
of resources to lives saved. Based on data from 135 countries in the
period 2000–2013, estimates of the incremental cost per child life
saved through health expenditures were provided for low-income
countries (US$4 205), lower-middle-income countries ($6 496) and
upper-middle-income countries ($10 016).

The ninth Saving Babies report was also released in 2014, focused on
perinatal care.170 The report expressed concern about maintaining
the surgery and anaesthetic skill levels necessary for safe Caesarean
sections at hospitals with fewer than 500 deliveries per year. Such
hospitals would likely perform less than one Caesarean section per
week. The report also noted that in three provinces (Eastern Cape,
Gauteng and KwaZulu-Natal) the completeness of Perinatal Problem
Identification Programme (PPIP) data was unacceptable. Compared
with DHIS figures, 46.3% of births in KwaZulu-Natal did not appear
in the PPIP database. The PPIP should be operative in 238 of 252
public sector hospitals conducting births. The crucial role of audits
in focusing attention on perinatal mortality was also underlined in
a summary of the PPIP experience over time, though no impact on
perinatal mortality could be demonstrated.171
Stats SA also reviewed data on perinatal deaths for the period
2011–2013, as reported to the Department of Home Affairs.172
In 2013 there were 22 116 perinatal deaths recorded in the vital
registration system. The figures captured by the DHIS and PPIP are
consistently higher than those captured by vital registration. These
differences are reflected in the perinatal mortality rates shown in
Table 29. The under-reporting of stillbirths in the vital registration
system is clearly shown, resulting in a markedly lower stillbirth
rate than that derived from DHIS or PPIP data, especially after late
registrations of births are included.
Data from health and demographic surveillance systems continue to
add to our understanding of child mortality. For example, data from
Agincourt showed that children who experienced an early maternal
death were at 15 times the risk of dying compared to children whose
mother survived childbirth.173 This risk was even higher (relative
risk 29.2; 95% confidence interval 11.7–73.1) for children whose
mother died of an HIV- or TB-related maternal cause.
Cost-effectiveness data can also help to set priorities for intervention.
Thirteen interventions to prevent stillbirths, maternal and neonatal
mortality were all shown to be cost-effective, at scale, in the South
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Figure 26: Selected estimates (global and national) for under-5 mortality rate in South Africa in recent years
Under 5 mortality rate (deaths under 5 years per 1 000 live births)
2013

2015

ASSA2008

46.7

Child Mortality 2014 IGME

44.0

Global Burden of Disease 2013

37.0

RMS 2013

41.0

Stats SA Mid-year estimates 2015

48.8

ASSA2008

44.8

Child Mortality 2015 IGME

41.0

Stats SA Mid-year estimates 2015

45.1
0
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35
deaths per 1 000 live births

40
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55

Source: Compiled from multiple sources as listed.

Table 29: Child mortality and related indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

-

-

-

-

-

-

-

-

-

8.2

a

Child mortality (deaths between 1-4 years per 1 000 live births)
2013 GBD 2013

SA Ref

Infant mortality rate (deaths under 1 year per 1 000 live births)
2011 RMS 2013

-

-

-

-

-

-

-

-

-

28.0

b

2012 RMS 2013

-

-

-

-

-

-

-

-

-

27.0

b

2013 RMS 2013

-

-

-

-

-

-

-

-

-

29.0

b

2013 mid-year

-

-

-

-

-

-

-

-

-

36.4

c

2014 mid-year

-

-

-

-

-

-

-

-

-

35.3

c

2015 mid-year

-

-

-

-

-

-

-

-

-

34.4

c

42.8

37.8

22.9

40.3

25.8

34.3

22.9

28.0

16.5

31.3

d

-

-

-

-

-

-

-

-

-

34.0

e
f

2015 ASSA2008
2015 Inter-agency group (2015)

Live birth under 2500g in facility rate (%)
2012 DHIS

13.8

13.5

15.3

12.5

10.7

11.8

18.1

13.4

15.7

13.5

2013 DHIS

13.4

13.5

15.1

12.5

10.5

11.6

18.0

14.1

15.1

13.4

f

2013 DHIS CHC

-

-

-

-

-

-

-

-

-

9.3

g

2013 DHIS DH

-

-

-

-

-

-

-

-

-

12.4

g

2013 DHIS NC

-

-

-

-

-

-

-

-

-

30.1

g

2013 DHIS PT

-

-

-

-

-

-

-

-

-

23.1

g

2013 DHIS RH

-

-

-

-

-

-

-

-

-

17.7

g

13.5

13.1

12.8

11.7

10.4

11.4

18.5

14.0

14.7

12.6

f
b

2014 DHIS

Neonatal death rate (NNDR) (deaths <28 days old per 1 000 live births)
2011 RMS 2013
2012 DHIS
2012 RMS 2013
2013 DHIS

-

-

-

-

-

-

-

-

-

13.0

18.2

13.0

12.2

10.4

12.8

10.3

13.5

11.9

7.1

12.1

f

-

-

-

-

-

-

-

-

-

11.0

b

16.6

15.2

12.2

11.8

13.6

10.0

15.1

11.6

5.7

12.2

f

2013 GBD 2013

-

-

-

-

-

-

-

-

-

14.6

h

2013 PPIP CHC

-

-

-

-

-

-

-

-

-

1.4

i

2013 PPIP DH

-

-

-

-

-

-

-

-

-

10.5

i

2013 PPIP NC

-

-

-

-

-

-

-

-

-

22.3

i

2013 PPIP PT

-

-

-

-

-

-

-

-

-

16.7

i

2013 PPIP RH

-

-

-

-

-

-

-

-

-

13.0

i

2013 PPIP all levels

-

-

-

-

-

-

-

-

-

10.6

i

2013 RMS 2013

-

-

-

-

-

-

-

-

-

11.0

b

18.2

12.4

12.9

13.2

13.0

9.3

16.9

13.9

6.2

12.8

j

-

-

-

-

-

-

-

-

-

11.0

e

2011 vital registration

-

-

-

-

-

-

-

-

-

38 718

k

2012 vital registration

-

-

-

-

-

-

-

-

-

37 611

k

2013 Inter-agency group (2014)

-

-

-

-

-

-

-

-

-

47 000

l

2013 vital registration

-

-

-

-

-

-

-

-

-

35 094

k

2015 Inter-agency group (2015)

-

-

-

-

-

-

-

-

-

42 000

e

2014 DHIS
2015 Inter-agency group (2015)
Number of under-5 deaths
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

2013 PPIP CHC

-

-

-

-

-

-

-

-

-

1.00

i

2013 PPIP DH

-

-

-

-

-

-

-

-

-

2.50

i

2013 PPIP NC

-

-

-

-

-

-

-

-

-

2.10

i

2013 PPIP PT

-

-

-

-

-

-

-

-

-

2.40

i

2013 PPIP RH

-

-

-

-

-

-

-

-

-

2.40

i

2013 PPIP all levels

-

-

-

-

-

-

-

-

-

2.30

i

Perinatal care index (perinatal MR / LBWR)

SA Ref

Perinatal mortality rate (deaths <8 days old per 1 000 total births)
2012 DHIS
2012 registered
2013 DHIS

37.8

35.6

28.5

31.8

33.1

33.6

36.7

33.7

23.6

31.8

f

-

-

-

-

-

-

-

-

-

21.0

m

27.6

33.6

28.7

26.1

29.8

23.8

34.5

25.0

20.0

27.0

f

2013 PPIP CHC

-

-

-

-

-

-

-

-

-

9.8

i

2013 PPIP DH

-

-

-

-

-

-

-

-

-

30.5

i

2013 PPIP NC

-

-

-

-

-

-

-

-

-

64.2

i

2013 PPIP PT

-

-

-

-

-

-

-

-

-

55.3

i

2013 PPIP RH

-

-

-

-

-

-

-

-

-

42.7

i

2013 PPIP all levels

-

-

-

-

-

-

-

-

-

33.4

i

2013 registered

-

-

-

-

-

-

-

-

-

25.0

n

2013 registered (updated)
2014 DHIS

-

-

-

-

-

-

-

-

-

21.8

o

26.9

33.1

29.4

27.0

31.5

24.5

37.1

26.2

20.9

27.7

f

14.7

a

Post-neonatal mortality rate (deaths 28-365 days age per 1 000 live births)
2013 GBD 2013

-

-

-

-

-

-

-

-

-

21.8

25.1

19.9

23.3

21.8

24.3

25.3

23.5

17.6

21.8

f

-

-

-

-

-

-

-

-

-

13.0

m

Stillbirth rate (per 1 000 total births)
2012 DHIS
2012 registered
2013 DHIS

20.6

27.4

20.2

23.2

21.1

21.3

26.1

23.5

17.4

21.5

f

2013 PPIP CHC

-

-

-

-

-

-

-

-

-

8.4

i

2013 PPIP DH

-

-

-

-

-

-

-

-

-

20.2

i

2013 PPIP NC

-

-

-

-

-

-

-

-

-

42.9

i

2013 PPIP PT

-

-

-

-

-

-

-

-

-

39.2

i

2013 PPIP RH

-

-

-

-

-

-

-

-

-

30.2

i

2013 PPIP all levels

-

-

-

-

-

-

-

-

-

23.1

i

2013 registered

-

-

-

-

-

-

-

-

-

17.0

n

2013 registered (updated)
2014 DHIS

-

-

-

-

-

-

-

-

-

14.4

o

19.6

25.4

19.6

21.1

21.4

21.1

25.5

22.8

17.2

20.7

f

Under 5 mortality rate (deaths under 5 years per 1 000 live births)
2011 GBD 2013

-

-

-

-

-

-

-

-

-

42.6

p

2011 RMS 2013

-

-

-

-

-

-

-

-

-

40.0

b

2012 GBD 2013

-

-

-

-

-

-

-

-

-

40.0

p

2012 RMS 2013

-

-

-

-

-

-

-

-

-

41.0

b

2013 GBD 2013

-

-

-

-

-

-

-

-

-

37.0

p

2013 GBD 2013 female

-

-

-

-

-

-

-

-

-

32.9

p

2013 GBD 2013 male

-

-

-

-

-

-

-

-

-

40.9

p

2013 RMS 2013

-

-

-

-

-

-

-

-

-

41.0

b

2013 mid-year

-

-

-

-

-

-

-

-

-

48.8

c

2014 mid-year

-

-

-

-

-

-

-

-

-

46.5

c

2015 mid-year

-

-

-

-

-

-

-

-

-

45.1

c

59.6

53.5

33.7

57.8

36.6

49.6

32.2

40.9

23.1

44.8

d

-

-

-

-

-

-

-

-

-

41.0

e

2015 ASSA2008
2015 Inter-agency group (2015)

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i
j
k
l

Wang et al. 2014.158
RMS 2013.55
Stats SA Mid-year estimates 2015. 2015 mid-year estimates.26
ASSA2008.104
Child Mortality 2015 IGME.157 Estimates generated by the UN Inter-agency Group for Child Mortality Estimation (IGME) in 2015.
DHIS.14 Financial year.
Saving Babies 2012–13.170 Data for 2012–2013.
Wang et al. 2014.158 Total of early neonatal (0–6 days: 11.4) and late neonatal (7–28 days: 3.2).
NaPeMMCo 2010–13.169 Data for 2012–2013.
DHIS.14 Inpatient neonatal death rate using live births in facility for denominator. 2014/15 financial year.
Stats SA Causes of death 2013.27 Data have been updated with late registrations processed in 2014. Not adjusted for under-reporting – completeness of
death registration for children uncertain.
Child Mortality 2014 IGME.156 Estimates generated by the UN Inter-agency Group for Child Mortality Estimation (IGME) in 2014.
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m
n
o
p

Perinatal deaths 2011–13.172 Not adjusted for under-registration of deaths.
Perinatal deaths 2011–13.172 Not adjusted for under-registration of deaths. Number of births given is substantially incomplete for 2013 (approximately 140
000 late registrations in 2014).
Perinatal deaths 2011–13.172 Not adjusted for under-registration of deaths. Updated denominator of total births given in publication using Stats SA live births
published in September 2015.
Global Burden of Disease 2013.56 Both genders.

Immunisation
The WHO Expanded Programme on Immunization (EPI) was
launched in 1974, and has exceeded all expectations. The WHO
Director-General has called for the 21st Century to be an “era of
prevention”, with immunisation one of its cornerstones.177 She
has noted that the global EPI has found ways to ensure universal
access, which can form a model for other health interventions. In
South Africa, the EPI has been expanded with the addition of a
number of very expensive new vaccines (such as for pneumococcal
disease, rotavirus and human papilloma virus). However, the
extent to which these new vaccines are achieving their intended
outcomes and health impacts has been questioned.178 It was
pointed out that a nation-wide vaccine coverage survey had not
been conducted in South Africa since 1998. Questions were raised
about the accuracy of coverage estimates based on routine data.
Although the means of estimating vaccine resource allocation have
been the subject of a systematic review,179 and are considered to
be well-developed, surveys of coverage are more problematic.180
Four methods are available: demographic and health surveys,
multiple indicator cluster surveys, EPI cluster surveys and surveys
based on lot quality assurance sampling. It was recommended that
accurate patent-retained records provide a key resource for both
survey and routine data collection: “A culture of providing, using,
updating and retaining high-quality home-based records, such as
immunization cards, could ensure that coverage estimates – for
both routine and supplementary immunizations – are based more
on documented doses and less on recall”. There is evidence of the
impact of the introduction of pneumococcal vaccine in South Africa
– based on active laboratory surveillance, it was shown that rates
of invasive pneumococcal disease among children younger than
2 years declined from 54.8 to 17.0 cases per 100 000 personyears between 2005 and 2012.68 In addition, the external effect
of vaccination was shown by the accompanying 57% reduction in
invasive disease in adults (25 to 44 years of age) involving the
strains included in the vaccine.
Within the BRICS group, it is claimed that South Africa and Brazil
stand out as exemplars of how evidence-based introduction of new
vaccines can be managed.181 Using the Lives Saved Tool, it was
estimated that expanded access to Haemophilus influenzae type
b, pneumococcal conjugate and rotavirus vaccine had achieved
1 260 averted deaths annually in South Africa, with a total of $398
million in annual economic and social benefits.
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Table 30: Immunisation indicators by province
BCG coverage (%)
2012 DHIS

EC

FS

GP

KZN

LP

MP

NC

NW

WC

90.1

98.8

111.1

93.0

119.1

97.0

99.3

97.9

91.1

100.1

a

-

-

-

-

-

-

-

-

-

84.0

b

86.1

94.5

113.0

80.0

91.2

78.9

90.2

79.9

87.4

90.2

a

-

-

-

-

-

-

-

-

-

72.0

c

88.5

100.8

119.0

81.9

95.2

84.9

95.2

79.6

97.0

94.5

a

-

-

-

-

-

-

-

-

-

77.0

c

84.6

99.4

113.0

104.1

103.2

108.4

109.1

99.7

-

91.8

a

-

-

-

-

-

-

-

-

-

68.0

b

80.6

95.2

108.8

92.0

98.7

84.8

88.4

83.6

86.5

92.9

a

-

-

-

-

-

-

-

-

-

65.0

c

84.7

97.5

109.8

94.6

95.1

93.6

91.3

89.6

96.7

96.2

a

-

-

-

-

-

-

-

-

-

70.0

c

2012 UNICEF/WHO
2013 DHIS
2013 UNICEF/WHO
2014 DHIS
2014 UNICEF/WHO

SA Ref

DTP3 coverage (%)
2012 DHIS
2012 UNICEF/WHO
2013 DHIS
2013 UNICEF/WHO
2014 DHIS
2014 UNICEF/WHO

Immunisation coverage of children <1 year (%)
2012 DHIS

72.3

96.2

102.6

85.6

71.1

67.8

86.6

72.4

88.8

83.6

a

2013 DHIS

72.3

86.6

109.0

85.8

70.3

71.1

84.9

74.2

84.9

84.4

a

2014 DHIS

80.9

90.1

107.7

89.9

82.2

80.1

85.4

82.1

90.9

89.8

a

Measles 1st dose coverage (%)
2012 DHIS

93.1

95.5

111.6

96.7

107.7

94.9

98.7

95.6

91.7

99.7

a

2013 DHIS

80.8

88.7

105.0

84.5

80.3

77.3

87.6

79.3

88.1

87.1

a

-

-

-

-

-

-

-

-

-

66.0

c

88.3

93.5

110.2

91.8

92.3

84.2

86.5

86.0

94.1

94.1

a

-

-

-

-

-

-

-

-

-

70.0

c

2012 DHIS

93.6

101.3

112.5

105.5

121.7

107.6

120.2

80.0

-

94.2

a

2013 DHIS

81.3

96.7

108.2

94.8

93.3

86.4

108.9

84.9

96.3

94.5

a

2014 DHIS

83.1

101.3

110.4

93.8

97.6

84.4

104.5

88.3

108.2

96.9

a

76.8

96.1

103.9

87.4

80.4

79.7

88.2

78.1

88.8

87.5

a

-

-

-

-

-

-

-

-

-

81.0

b

78.5

87.7

102.9

85.7

84.8

79.0

86.7

78.2

87.5

87.2

a

-

-

-

-

-

-

-

-

-

62.0

c

85.2

91.7

107.8

91.7

91.3

83.0

87.6

84.2

93.6

92.8

a

-

-

-

-

-

-

-

-

-

65.0

c

83.7

99.0

112.4

102.2

107.7

101.1

106.7

97.7

87.1

100.3

a

-

-

-

-

-

-

-

-

-

78.0

b

77.7

94.1

105.8

91.9

87.8

81.8

90.7

81.7

88.1

90.3

a

-

-

-

-

-

-

-

-

-

72.0

c

83.3

98.6

109.7

93.6

94.2

90.4

91.5

88.2

95.2

95.2

a

-

-

-

-

-

-

-

-

-

64.0

c

2013 UNICEF/WHO
2014 DHIS
2014 UNICEF/WHO
OPV 1 coverage (%)

PCV7 3rd dose coverage (%)
2012 DHIS
2012 UNICEF/WHO
2013 DHIS
2013 UNICEF/WHO
2014 DHIS
2014 UNICEF/WHO
RV 2nd dose coverage (%)
2012 DHIS
2012 UNICEF/WHO
2013 DHIS
2013 UNICEF/WHO
2014 DHIS
2014 UNICEF/WHO

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

DHIS.14 Data for financial year from April of the year to March of the following year (not calendar year).
Immunization 2012.182 Estimates derived by review of available data (including routine service delivery data and surveys), informed and constrained by a set
of heuristics.
Immunization 2015.183
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Nutrition
Context

Successive waves of the National Income Dynamics Study (NiDS) are providing the ability to track a number of
nutrition-related indicators over time, and to identify the correlates of overweight and obesity,.
The New data sources Nationally, new data have been reported in the:
• District Health Information System (DHIS)
• National Income Dynamics Study (NiDS)
• The Right to Food in South Africa (SPII)
• Hidden Hunger in South Africa (Oxfam)
Internationally, reports of interest include:
• The State of Food Insecurity in the World 2014
Key issues and trends

• Global Hunger Index 2014
Although international reports indicate that hunger or food insecurity are no longer a problem in South Africa,
such averages hide many pockets of “hidden hunger”. In addition, South Africa is experiencing a ‘nutrition
transition’, with persistent higher-than-acceptable levels of childhood stunting co-existing with increasing levels
of obesity and overweight in older children and adults. Within sub-Saharan Africa, South African women have
recorded the highest prevalence of obesity. However, tracking progress with the implementation of national
strategies is complex, and requires co-ordination of data from many different sources, on a wide variety of
issues. On paper, there is a high level of commitment to the multisectoral interventions that are needed, but both
implementation and effective monitoring and evaluation are challenging.

The previous edition of the Review noted that the monitoring and
evaluation component of the 2013 South African Infant and Young
Child Feeding Policy demanded data which would not be routinely
available. A draft implementation for a more comprehensive Food
and Nutrition Security Policy was issued in September 2014.184 The
monitoring and evaluation component of this draft plan proposed to
co-ordinate “several food security and nutrition related information
systems currently being used by sectors and stakeholders”, identifying
these as “statistics in agriculture, health, nutrition, meteorology,
demography, income and expenditure, population, macroeconomic
indicators, market and price, institutional arrangement, natural and
environmental resources”. This is an admirable, though perhaps
overly ambitious, multisectoral approach. It is proposed that the
monitoring and evaluation will include the following elements:
➢➢ a baseline survey at the outset, contracted out to institutions
with adequate skills and experience;
➢➢ finalisation of output and outcome indicators at stakeholder
workshops to be convened by “the Inter-governmental working
group as the working secretariat for the implementation plan”;
➢➢ “development of Food and nutrition security policy
Participatory Monitoring and Evaluation mechanism, consisting
of evidence–based monitoring and evaluation system to track
inputs, processes, outputs and outcomes of the implementation
process;
➢➢ monthly, quarterly and annual reporting, as well as “midterm
and end of program evaluations for specific programmes and
projects”.
Some outcome targets are set (for example, “reduced number
households vulnerable to hunger from 11.4% to 9.5% by 2019”)
but others are left incomplete. How much of this textbook approach
is viable is open to question. In essence, the approach proposed
echoes other documents, such as the “Diagnostic/Implementation
Evaluation of Nutrition Interventions for Children from Conception
to Age 5”, commissioned by the Department of Performance
Monitoring and Evaluation in the Presidency, The Department of
Health, the Department of Social Development, the Department of

Agriculture, Forestry, and Fisheries, and UNICEF.185 This document
called for “common indicators for tracking Food and Nutrition across
all sectors with a common and consolidated M&E framework for
tracking both the delivery and the effects of nutrition interventions”.
It accordingly called for a ‘National Nutrition Council’, similar to the
South African National AIDS Council (SANAC), and a committee of
experts – a Committee on Nutrition (COMMoN), modelled on that
for maternal mortality and morbidity (COMMiC). Specifically, this
report called for improved co-ordination between Statistics SA, the
Demographic Health Survey and SANHANES.
A systematic review of available evidence has shown South Africa
“is undergoing a ‘nutrition transition’ where stunting, wasting and
undernutrition in young children is occurring alongside increasing
levels of obesity and overweight in older children and adults”.186
This review also highlighted the “crucial need to engage with rapid
urbanisation that has distanced people from accessing fresh fruit
and vegetables and thereby decreased their dietary diversity”. It
noted a trend towards rural communities “buying their food from
formal and informal retail outlets”.
In July 2015, the Studies in Poverty and Inequality Institute (SPII)
provided an analysis of the various efforts to ensure the Constitutional
right to food.187 It noted that “despite widespread hunger and
food insecurity, there has not been a sufficiently coordinated
policy effort by government to end hunger and ensure the right to
food” and that this was “the only socio-economic right for which
framework legislation has not been enacted by government since the
Constitution entered into force in 1996”. Taken at a national level,
South Africa is regarded as “food secure”, but Oxfam has pointed
to the “hidden hunger” that still afflicts as many as 13 million South
Africans.188 The point was made that poor communities have “bad
access to good food and good access to bad food”, resulting in
both childhood stunting and adult obesity.
Trends in childhood stunting, by province and data source, are
depicted in Figure 27. A systematic review of publications on
stunting in South Africa produced between 1970 and 2013
confirmed that, over the past decade, the national prevalence of
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stunting had decreased, but remained a problem.189 The authors
concluded that “persistence of early life malnutrition is fueling the
burden of non-communicable disease, an emerging public health
concern in Sub-Saharan Africa”. Critically, they also made specific
recommendations in relation to monitoring, urging “South African
public health practitioners and policy-makers to: (1) adopt one growth
standard for the assessment of stunting; (2) agree on the sampling
methodology for national surveys; (3) generate representative data
at provincial levels to improve the national sampling framework; and
(4) lodge and archive national survey datasets with the Department
of Health (or the South African Medical Research Council) such that
these data can be reanalysed if necessary in the future”.
Data on adult body mass index (BMI) from the National Income
Dynamics Study (NiDS) for 2008, 2010 and 2012 are shown in
Table 31. An analysis of these data identified the following groups
as being at higher risk of obesity: “”females living in formal or
informal urban areas, higher crime areas, African/White ethnicity,
married, not exercising, in a higher socio-economic category and/
or living in households with proportionate higher spending on food
(and unhealthy food options)”.190 Based on data from the first
wave of NiDS, a SALDRU analysis identified obesity as having a
potentially negative impact on employment status.191 In line with
an international focus on sugar intake as a contributor to obesity, a
20% tax on sugar-sweetened beverages was predicted to result in
a 3.8% reduction in the prevalence of obesity in men and 2.4% in
women South Africa.192 A reduction of this magnitude is equivalent
to 220 000 (95% confidence interval 24 197 – 411 759) fewer
obese adults.
Globally, the reduction in undernourishment has meant that the
MDG hunger target is described as being “within reach”.193
However, as the with the national figure, this average hides pockets
of persistent malnutrition. A multidimensional Global Hunger Index
(GHI) has been proposed, with three equally weighted contributions
from the proportion of undernourished people as a percentage of
the population, the proportion of children under the age of five who
are underweight, and the under-5 mortality rate.194 On this basis,
South Africa’s GHI has declined from 7.5 in 1990 to less than 5
in 2014, on a score with a maximum of 100. A GHI less than 5
is considered ‘low’. The aggregate GHI for the developing world
has declined from 20.6 in 1990 to 12.5 in 2014. This report, subtitled “The Challenge of Hidden Hunger”, defined “hidden hunger”
as “micronutrient deficiency”. Much attention in recent years has
been paid to vitamin A deficiency, and to coverage with vitamin A
supplementation. However, neonatal vitamin A supplementation has
been controversial. It appears, after the divergent results from three
large trials, that “the effect of neonatal vitamin A supplementation
might vary substantially in different contexts and with rates of
maternal deficiency”.195 The authors therefore called for a change
in the prevailing support for neonatal supplementation, and for
“alternative strategies to improve the nutritional status of populations
at risk of deficiency in vitamin A and other micronutrients”. Global
attention has also been focused on the issue of obesity. The Global
Burden of Disease Study 2013 has published global, regional and
national figures on the prevalence of overweight and obesity in
children and adults over the period 1980 to 2013.196 This report
noted that the highest prevalence of obesity in sub-Saharan Africa
was measured in South African women (42.0%; 95% uncertainty
interval 40.6 to 43.3%).
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Figure 27: Stunting by data source and province, 2005–2012
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Source: Food Consumption Survey 2005 (age 1–9 years),197 NiDS Waves 1, 2 and 3 (age <15 years),128-130 NYRBS 2008 and 2011 (grade 8–11),126, 127
SANHANES-1 (age <15 years).48

Table 31:
Year

2008

Prevalence of BMI categories by gender and age group, National Income Dynamics Study, 2008, 2010 and 2012
Age group

n

Overweight

15-24

2 389

25-34

1 534

Obese

n

Overweight

Obese

26.3 (23.9–28.9)

14.1 (11.8–16.6)

1 944

10.9 (9.0–13.1)

4.1 (3.0–5.6)

31.0 (27.3–34.9)

29.9 (26.6–33.4)

1 089

22.1 (17.7–27.3)

11.4 (8.5–15.1)

1 429

27.0 (23.2–31.1)

46.4 (42.2–50.7)

867

30.2 (25.5–35.3)

15.8 (12.2–20.3)

45-54

1 229

22.4 (18.0–27.4)

54.1 (48.4–59.6)

684

29.9 (24.3–36.3)

22.5 (17.8–28.0)

55-64

849

26.9 (22.2–32.2)

48.6 (43.1–54.1)

490

32.3 (25.6–39.9)

24.9 (19.5–31.3)

65+

854

27.0 (22.4–32.1)

47.1 (41.8–52.5)

439

28.1 (21.4–35.9)

20.8 (14.1–29.6)

8 284

27.1 (25.7–28.6)

35.0 (33.2–36.9)

5 513

22.1 (20.0–24.3)

12.7 (11.0–14.7)

15-24

2 651

26.3 (23.7–29.2)

16.7 (14.5–19.1)

2 382

15.4 (12.9–18.4)

7.9 (5.9–10.5)

25-34

1 733

31.9 (28.6–35.5)

36.9 (32.9–41.1)

1 264

19.4 (15.4–24.1)

13.6 (10.5–17.5)

35-44

1 461

26.3 (22.6–30.3)

48.5 (44.2–52.9)

853

28.8 (24.2–34.0)

20.5 (15.6–26.4)

45-54

1 273

25.8 (21.5–30.7)

55.4 (51.0–59.8)

731

26.6 (21.3–32.7)

27.1 (20.3–35.2)

55-64

905

24.4 (19.2–30.6)

55.1 (48.7–61.4)

533

39.2 (32.0–46.9)

26.5 (20.7–33.2)

65+
Total

2012

Males

35-44

Total

2010

Females

885

27.5 (22.5–33.1)

47.7 (41.4–54.1)

403

30.4 (22.7–39.4)

21.5 (16.1–28.2)

8 908

27.4 (25.9–29.0)

38.9 (36.9–41.1)

6 166

22.9 (20.7–25.4)

16.2 (14.3–18.4)

15-24

3 095

24.1 (21.2–27.2)

12.3 (10.6–14.2)

2 789

13.0 (10.6–15.8)

4.5 (3.2–6.3)

25-34

2 254

28.1 (25.0–31.5)

35.6 (32.2–39.1)

1 562

24.0 (19.9–28.7)

8.6 (6.4–11.3)

35-44

1 759

31.3 (27.2–35.7)

45.8 (41.5–50.2)

1 039

35.6 (29.7–42.0)

14.3 (10.9–18.4)

45-54

1 563

26.6 (23.0–30.6)

51.9 (47.3–56.4)

884

25.5 (20.6–31.0)

23.5 (17.9–30.2)

55-64

1 170

23.8 (20.4–27.6)

53.0 (48.2–57.7)

629

41.6 (32.6–51.2)

21.7 (16.2–28.3)

65+

1 064

33.6 (28.3–39.3)

39.6 (34.4–45.1)

513

32.1 (24.9–40.2)

22.2 (14.7–32.0)

10 905

27.6 (25.9–29.3)

36.0 (34.1–38.0)

7 416

25.2 (22.8–27.8)

12.2 (10.7–14.0)

Total

Source: NiDS 2008–2012 surveys as reported in Wandai et al. 2015.198
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Table 32: Nutrition indicators by province
Anaemia prevalence (%)

EC

FS

GP

KZN

LP

MP

NC

NW

WC

-

-

-

-

-

-

-

-

-

10.7

a

-

-

-

-

-

-

-

-

-

1.9

a

-

-

-

-

-

-

-

-

-

8.1

a
b

2012 under 5 years

SA Ref

Iron deficiency anaemia prevalence (%)
2012 under 5 years
Iron deficiency prevalence (%)
2012 under 5 years
Obesity (%)
2008 NYRBS

4.0

4.7

9.7

5.4

2.8

6.1

5.0

3.9

5.6

5.3

15.5

11.6

11.8

10.8

4.7

8.6

5.6

8.5

14.5

10.7

c

-

-

-

-

-

-

-

-

-

25.2

d

14.4

10.2

10.7

16.1

9.1

10.0

5.2

7.9

15.8

12.5

e

-

-

-

-

-

-

-

-

-

28.5

d

2011 NYRBS

12.4

7.1

6.1

6.5

4.0

3.4

4.3

3.8

11.3

6.9

f

2012 NiDS female <15

14.6

14.3

14.8

11.6

9.9

12.7

7.4

16.2

21.6

13.9

g

2012 NiDS male <15

14.8

7.3

13.9

16.7

9.8

15.1

4.8

8.2

16.1

13.6

g

2012 NiDS <15 years

14.7

11.0

14.4

14.2

9.9

14.0

6.2

12.4

18.8

13.7

g

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

36.0

d

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

12.2

d

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

25.1

d

3.7

4.1

5.3

6.1

3.3

6.1

3.9

2.7

4.1

4.7

a

41.8

43.0

39.9

44.0

32.6

35.8

38.6

31.7

37.9

39.2

a

2012 girls 2-14 years

6.7

4.7

10.0

8.5

4.3

5.5

3.5

4.3

7.2

7.1

a

2012 male 15+

7.2

5.8

12.9

7.9

11.5

13.0

7.2

7.3

16.1

10.6

a

2013 boys <20 years

-

-

-

-

-

-

-

-

-

7.0

h

2013 female 20+

-

-

-

-

-

-

-

-

-

42.0

h

2013 girls <20 years

-

-

-

-

-

-

-

-

-

9.6

h

2013 male 20+

-

-

-

-

-

-

-

-

-

13.5

h

2008 NYRBS

17.3

16.3

22.4

25.5

13.5

21.6

17.9

15.7

19.9

19.7

b

2008 NiDS <15 years

17.7

14.8

16.3

15.6

11.1

12.1

11.1

11.8

15.6

14.7

c

-

-

-

-

-

-

-

-

-

24.9

d

20.3

16.5

15.9

18.6

11.2

17.0

9.3

20.7

14.2

16.8

e

-

-

-

-

-

-

-

-

-

25.4

d

2011 NYRBS

31.1

20.9

22.6

26.8

14.0

17.8

13.0

15.5

31.5

23.1

i

2012 NiDS female <15

19.9

22.4

20.5

22.9

18.6

23.5

14.0

15.4

14.2

19.9

g

2008 NiDS <15 years
2008 NiDS total 15+
2010 NiDS <15 years
2010 NiDS total 15+

2012 boys 2-14 years
2012 female 15+

Overweight (%)

2008 NiDS total 15+
2010 NiDS <15 years
2010 NiDS total 15+

2012 NiDS male <15

21.0

18.7

17.0

20.3

16.2

13.2

11.0

14.4

14.3

17.3

g

2012 NiDS <15 years

20.5

20.6

18.8

21.6

17.5

17.7

12.6

14.9

14.3

18.6

g

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

27.6

d

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

25.2

d

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

26.5

d

2012 boys 2-14 years

12.4

10.8

11.0

15.1

4.8

10.6

2.9

6.4

18.2

11.5

a

2012 female 15+

21.7

20.7

28.1

25.2

24.0

26.2

23.4

22.3

24.5

24.8

a

2012 girls 2-14 years

12.4

17.7

20.3

20.3

9.1

14.1

8.3

15.2

19.1

16.5

a

2012 male 15+

17.1

19.5

21.0

23.7

16.3

17.4

17.8

9.0

26.9

20.1

a

2013 boys <20 years

-

-

-

-

-

-

-

-

-

11.8

j

2013 female 20+

-

-

-

-

-

-

-

-

-

27.3

j

2013 girls <20 years

-

-

-

-

-

-

-

-

-

16.7

j

2013 male 20+

-

-

-

-

-

-

-

-

-

25.3

j

Stunting (%)
2008 NYRBS

17.5

14.7

13.2

11.7

12.8

11.3

19.4

12.3

9.7

13.1

b

2008 NiDS <15 years

25.3

18.4

14.5

17.0

19.5

13.6

21.5

12.1

14.6

17.4

c

2008 NiDS female <15

23.7

18.8

12.0

17.5

16.9

12.7

18.9

10.7

13.7

16.2

c

2008 NiDS male <15

26.9

18.0

16.7

16.6

22.2

14.3

24.1

13.6

15.7

18.5

c

2010 NiDS <15 years

26.0

21.1

17.5

25.0

26.4

17.7

19.6

17.8

19.5

22.2

e

2010 NiDS female <15

22.6

18.2

17.3

24.2

25.7

16.4

16.4

14.9

20.8

21.1

e

2010 NiDS male <15

29.4

24.0

17.6

25.7

27.3

18.7

23.0

21.4

18.1

23.3

e

2011 NYRBS

19.6

14.4

7.1

12.7

10.9

12.6

19.4

12.1

14.8

12.9

k

2012 NiDS <15 years

21.8

19.6

19.8

21.6

26.4

23.4

22.0

21.3

14.3

21.2

g

2012 NiDS female <15

21.2

16.5

17.7

20.5

27.4

18.6

17.9

23.7

14.1

20.1

g

2012 NiDS male <15

22.3

23.0

22.0

22.8

25.3

27.1

26.5

18.9

14.5

22.3

g
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2012 female <15 years

15.6

22.1

10.0

14.4

9.4

13.0

15.0

17.8

13.9

13.7

a

2012 male <15 years

21.6

19.4

11.9

13.5

13.7

23.1

22.8

23.7

17.5

16.7

a

Underweight (%)
2008 NYRBS

9.6

10.0

6.7

5.0

13.8

4.5

14.1

12.3

6.5

8.4

b

2008 NiDS female <15

12.0

10.5

8.5

7.0

13.0

5.1

10.3

13.7

12.0

9.7

c

2008 NiDS male <15

10.5

10.2

8.9

5.3

13.0

7.5

13.3

16.3

12.5

9.4

c

2008 NiDS <15 years

11.3

10.4

8.7

6.1

13.0

6.3

11.8

14.9

12.3

9.6

c

2008 NiDS female 15+

-

-

-

-

-

-

-

-

-

2.5

d

2008 NiDS male 15+

-

-

-

-

-

-

-

-

-

6.0

d

2008 NiDS total 15+

-

-

-

-

-

-

-

-

-

4.0

d

2010 NiDS female <15

5.6

8.5

6.7

7.2

9.2

6.9

10.1

11.4

12.6

7.9

e

2010 NiDS male <15

5.1

9.1

11.7

7.7

14.2

7.5

13.3

8.7

15.5

9.7

e

2010 NiDS <15 years

5.4

8.8

9.3

7.4

11.4

7.2

11.7

10.0

14.1

8.8

e

2010 NiDS female 15+

-

-

-

-

-

-

-

-

-

2.4

d

2010 NiDS male 15+

-

-

-

-

-

-

-

-

-

4.8

d

2010 NiDS total 15+

-

-

-

-

-

-

-

-

-

3.5

d

2011 NYRBS

5.8

9.1

6.0

6.2

7.1

7.6

17.2

12.6

5.0

7.0

k

2012 NiDS female <15

7.0

9.6

6.5

5.6

8.4

7.9

11.0

15.3

4.6

7.4

g

2012 NiDS male <15

8.2

6.0

8.8

7.4

12.0

10.5

18.7

16.9

8.0

9.5

g

2012 NiDS <15 years

7.6

7.9

7.7

6.5

10.1

9.5

14.6

16.1

6.3

8.5

g

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

2.0

d

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

5.0

d

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

3.4

d

2012 female 15+

5.2

3.5

1.7

5.3

4.0

5.2

8.4

7.8

3.5

4.2

a

2012 female <15 years

5.6

6.9

1.2

1.5

2.4

3.7

10.8

7.9

4.6

3.6

a

13.5

13.9

9.0

13.8

20.7

8.7

15.1

23.6

8.1

12.8

a

1.9

2.2

8.7

3.4

9.1

10.4

23.8

15.2

7.2

7.4

a

2012 male 15+
2012 male <15 years

Vitamin A coverage children 12-59 months (%)
2012 DHIS

40.1

59.3

45.6

41.4

35.8

34.8

34.7

32.2

37.8

40.5

l

2013 DHIS

44.7

54.8

49.9

47.8

33.8

36.0

38.7

39.3

44.4

44.3

l

2014 DHIS

53.0

58.7

56.6

54.5

44.4

50.0

45.3

52.2

47.4

52.2

l

-

-

-

-

-

-

-

-

-

43.5

m

46.1

43.1

43.3

50.0

44.7

49.6

46.7

50.9

51.5

47.1

n

3.9

6.3

6.7

9.0

5.2

5.3

2.7

10.1

8.2

6.8

n

2008 NYRBS

4.4

4.4

4.1

1.9

6.8

3.6

10.6

7.8

3.7

4.4

b

2008 NiDS female <15

3.7

2.1

8.6

2.4

7.5

3.0

9.9

10.0

4.8

5.3

c

2008 NiDS male <15

3.1

7.5

5.7

4.5

9.0

7.5

7.8

9.0

6.0

6.0

c

2008 NiDS <15 years

3.4

5.0

7.1

3.4

8.2

5.3

8.9

9.5

5.4

5.6

c

2010 NiDS female <15

5.7

5.1

2.0

3.3

6.0

1.8

9.1

5.2

4.9

4.1

e

2010 NiDS male <15

3.6

4.6

3.2

4.8

7.3

4.8

12.2

5.4

9.1

5.1

e

2010 NiDS <15 years

4.7

4.9

2.7

4.0

6.6

3.4

10.5

5.3

7.0

4.6

e

2011 NYRBS

1.6

4.6

3.6

2.2

4.9

5.3

10.8

6.0

1.3

3.5

k

2012 NiDS female <15

3.7

4.1

6.6

4.3

4.2

9.1

6.9

5.9

4.9

5.3

g

2012 NiDS male <15

4.2

2.3

7.5

5.6

2.3

7.3

11.5

5.0

5.3

5.5

g

2012 NiDS <15 years

4.0

3.2

7.1

4.9

3.3

8.1

9.1

5.5

5.1

5.4

g

2012 female <15 years

3.2

1.4

0.4

-

2.8

1.8

5.1

5.2

1.3

1.7

a

2012 male <15 years

1.6

1.7

3.6

2.4

6.5

2.8

18.5

8.5

2.0

3.8

a

Vitamin A deficiency (%)
2012 under 5 years

Waist-hip ratio (WHR) above cut-off (%)
2012 female 15+
2012 male 15+
Wasting (%)

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i
j
k
l

SANHANES 1.48
NYRBS 2008.126 Learners in grades 8–11.
NiDS Wave 1 v5.2.129
NCD Trends 2015.198
NiDS Wave 2 v2.2.130
NYRBS 2011.127 Obese according to the age-dependent BMI cut-offs suggested by Cole (30kg/m2 by age 18)
NiDS Wave 3 v1.2.128
Ng et al. 2014. Age-standardised estimate.
NYRBS 2011.127 Overweight according to the age-dependent BMI cut-offs suggested by Cole (30 kg/m2 by age 18)
Ng et al. 2014.196 Age-standardised estimate. Calculated as ‘overweight and obese’ minus ‘obese’.
NYRBS 2011.127
DHIS. 14 Financial year.
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m
n

SANHANES-1.48 Vitamin A <0.7 micromol/L
SANHANES-1.48 Of participants 15 years and older.

Table 33:

Nutrition indicators by population group

Obesity (%)

African

2008 NYRBS

Coloured

Indian

White

Other

All Ref

5.0

4.9

7.2

9.7

6.6

5.3

a

2008 NiDS <15 years

10.4

15.4

3.2

10.4

-

10.7

b

2008 NiDS female 15+

34.3

39.0

27.3

40.4

-

35.0

c

2008 NiDS male 15+

10.3

18.9

18.9

27.1

-

12.7

c

2010 NiDS <15 years

13.2

8.5

6.1

8.9

-

12.5

d

2010 NiDS female 15+

38.8

37.9

27.0

45.1

-

38.9

c

2010 NiDS male 15+

13.6

17.6

14.8

41.3

-

16.2

c

6.7

7.1

7.3

9.0

7.6

6.9

e

2012 NiDS <15 years

13.6

10.3

11.7

21.1

-

13.7

f

2012 NiDS female 15+

35.4

34.1

34.8

42.6

-

36.0

c

2012 NiDS male 15+

9.5

14.0

14.2

34.1

-

12.2

c

2012 boys 2-14 years

4.8

3.8

-

-

-

4.7

g

2011 NYRBS

2012 female 15+

39.9

34.9

32.4

-

-

39.2

g

2012 girls 2-14 years

7.3

5.3

-

-

-

7.1

g

2012 male 15+

9.4

15.1

7.6

-

-

10.6

g

Overweight (%)
2008 NYRBS

19.5

17.5

22.9

25.8

22.2

19.7

a

2008 NiDS female 15+

26.9

25.8

39.7

26.9

-

27.1

c

2008 NiDS male 15+

19.6

25.2

33.4

38.0

-

22.1

c

2010 NiDS female 15+

27.6

25.4

29.7

27.7

-

27.4

c

2010 NiDS male 15+

22.0

25.3

27.6

29.1

-

22.9

c

2011 NYRBS

23.0

21.3

20.6

30.4

13.7

23.1

h

2012 NiDS <15 years

19.5

12.2

5.9

17.3

-

18.6

f

2012 NiDS female 15+

27.7

22.7

28.8

31.2

-

27.6

c

2012 NiDS male 15+

23.4

21.2

36.6

42.3

-

25.2

c

2012 boys 2-14 years

11.9

8.0

-

-

-

11.5

g

2012 female 15+

24.9

24.4

22.8

-

-

24.8

g

2012 girls 2-14 years

16.2

14.6

-

-

-

16.5

g

2012 male 15+

19.1

22.1

32.2

-

-

20.1

g

2008 NYRBS

13.8

13.6

10.3

4.6

13.1

13.1

a

2008 NiDS <15 years

17.9

19.7

10.8

7.3

-

17.4

b

2010 NiDS <15 years

23.3

23.1

12.6

4.8

-

22.2

d

2011 NYRBS

13.4

13.9

8.8

3.3

19.7

12.9

i

2012 NiDS <15 years

22.6

17.8

13.5

4.8

-

21.2

f

2012 female <15 years

13.6

16.1

-

-

-

13.7

g

2012 male <15 years

16.7

18.6

-

-

-

16.7

g

Stunting (%)

Underweight (%)
2008 NYRBS

8.6

9.4

11.5

4.5

5.4

8.4

a

2008 NiDS <15 years

9.8

12.2

12.5

1.8

-

9.6

b

2008 NiDS female 15+

2.6

3.9

2.2

0.5

-

2.5

c

2008 NiDS male 15+

5.9

11.4

8.6

1.4

-

6.0

c

2010 NiDS <15 years

8.6

14.1

21.6

0.0

-

8.8

d

2010 NiDS female 15+

2.4

3.5

4.7

1.1

-

2.4

c

2010 NiDS male 15+

4.5

11.3

8.2

0.9

-

4.8

c

2011 NYRBS

7.0

9.7

11.0

2.0

5.6

7.0

i

2012 NiDS <15 years

9.1

8.4

0.0

1.4

-

8.5

f

2012 NiDS female 15+

2.0

1.9

3.9

1.8

-

2.0

c

2012 NiDS male 15+

4.9

9.7

6.5

0.5

-

5.0

c

2012 female 15+

3.6

4.9

16.4

-

-

4.2

g

2012 female <15 years
2012 male 15+
2012 male <15 years

0.5

9.8

-

-

-

3.6

g

12.9

12.4

32.6

-

-

12.8

g

1.3

2.2

-

-

-

7.4

g

45.7

52.9

64.8

-

-

47.1

j

5.1

8.4

24.9

-

-

6.8

j

Waist-hip ratio (WHR) above cut-off (%)
2012 female 15+
2012 male 15+
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African

Coloured

2008 NYRBS

4.3

6.6

2008 NiDS <15 years

5.6

5.6

2010 NiDS <15 years

4.5

6.6

2011 NYRBS

3.3

2012 NiDS <15 years

5.0

Wasting (%)

Indian

White

Other

All Ref

7.0

1.1

4.6

4.4

a

11.6

4.5

-

5.6

b

15.3

0.0

-

4.6

d

5.5

8.8

1.5

2.1

3.5

i

7.1

8.1

7.2

-

5.4

f

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f
g
h
i
j

NYRBS 2008.126 Learners in grades 8–11.
NiDS Wave 1 v5.2.129
NCD Trends 2015.198
NiDS Wave 2 v2.2.130
NYRBS 2011.127 Obese according to the age-dependent BMI cut-offs suggested by Cole (30kg/m2 by age 18)
NiDS Wave 3 v1.2.128
SANHANES-1.48
NYRBS 2011.127 Overweight according to the age-dependent BMI cut-offs suggested by Cole (30 kg/m2 by age 18)
NYRBS 2011.127
SANHANES-1.48 Of participants 15 years and older.
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Non-communicable diseases
Context

New data sources

This year marks the mid-point of the NDoH Strategic Plan for the Prevention and Control of Non-communicable
Diseases 2013–17. However, interpreting the non-communicable disease (NCD) indicators in the National
Indicator Data Set (NIDS) is still challenging. The available data from both the DHIS and the three waves of the
National Income Dynamics Study (NiDS) have been covered in detail in the District Health Barometer 2014/15.
Nationally, new data have been reported in the:
• National Income Dynamics Study (NiDS)
• Stats SA General Household Survey (GHS) 2013 and 2014
• District Health Information System (DHIS)
• Council for Medical Schemes annual report 2014–15 and report on prevalence of chronic conditions
• Stats SA Causes of Death 2012 and 2013
• National Cancer Registry summary statistics on histologically diagnosed cancer up to 2009
Internationally, reports of interest include:
• IDF Diabetes Atlas: 2014 update
• WHO NCD Global Status Report and country profiles 2014
• Council on Foreign Relations report on the Emerging Global Health Crisis
• Global Burden of Cancer 2013

Key issues and trends

• WHO Mental Health Atlas 2014
Available data on the prevalence of NCDs are based either on self-report or on measurement of a biomarker
during a survey. The latter have shown that a marked difference exists, indicating a significant treatment gap.
Such under-diagnosis also affects cancer statistics, where large differences are seen between the public and
private sectors, and between provinces. There is a dearth of routine reporting on cancer that would allow for the
monitoring of process, outcome and impact measures over time.
Globally, nine NCD goals have been set: a 25% relative reduction in overall mortality from cardiovascular
diseases, cancer, diabetes or chronic respiratory diseases; at least 10% relative reduction in the harmful use of
alcohol as appropriate, within the national context; a 10% relative reduction in the prevalence of insufficient
physical activity; a 30% relative reduction in the mean population intake of salt /sodium; a 30% relative reduction
in prevalence of current tobacco use in persons aged 15+ years; a 25% relative reduction in the prevalence of
raised blood pressure, or contain the prevalence of raised blood pressure, halt the rise in diabetes and obesity
according to national circumstances; at least 50% of eligible people receive drug therapy and counselling
(including glycaemic control) to prevent heart attacks and strokes; an 80% availability of the affordable basic
technologies and essential medicines, including generics, required to treat major non-communicable diseases in
both public and private facilities.

A provocative paper by Oni and Unwin, published in International
Health in mid-2015, questioned the utility of the traditional division
between communicable and non-communicable diseases.74 The
authors’ argument was based on the increasing prevalence of
multimorbidity, and challenged the traditional concept of the
“epidemiological transition”. In many regions of the world, noncommunicable diseases are a major contributor to burden of
disease, even as communicable diseases have persisted. Some risk
factors are shared between non-communicable and communicable
diseases. For example, tobacco and alcohol use, type 2 diabetes
mellitus and low body mass index (BMI) are significant individual risk
factors for tuberculosis (TB). This realisation underpins the integrated
chronic disease management mode, which aims to integrate care for
HIV, TB, diabetes, hypertension, asthma, epilepsy, asthma, COPD
and mental health illnesses. The alternative, a life-course approach
to the classification of disease, progressing from foetal to child,
adolescent, adult and elder care (as shown in Figure 28), has major
implications for the design and interpretation of indicators. Although
multimorbidity has been demonstrated in South Africa,75 levels were
lower than those reported in high-income countries.199
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Figure 28: Life-course approach to joint communicable and non-communicable disease (NCD) prevention and control

Child health

Low birth weight
Malnutrition and stunting
Infections

Underweight
Overweight/Obesity
Insulin resistance

Metabolic syndrome
Diabetes
Cardiovascular disease

Foetal health

Adolescent
health
Overweight/Obesity
Diabetes
Cardiovascular disease
Injuries/Violence
Sexual behaviour

Adult health
Maternal health
Sexual behaviour

NCDs
Increased susceptibility to infections

Elderly health
Source: Oni et al. 2015 Int Health.74

Atun has referred to the challenge to achieve the 25x25 global
targets (to reduce premature mortality due to cardiovascular and
chronic respiratory disease, cancer and diabetes by 25% by 2025)
as “less technical than political”.200 The challenge is to mobilise
the political will that has characterised the global HIV response,
but without detracting from that unfinished agenda. The global
targets and their local equivalents have been summarised in a
review of the available data to monitor NCDs, using hypertension
as an example.201 It was shown that NCDs have already become
the largest broad cause of years of life lost (YLLs) in South Africa,
responsible for 32.0% of YLLs in 2009. Substantial differences
between districts were shown, with the percentage of YLLs due to
CDs being highest in the metropolitan municipalities and in the leastdeprived districts. Critically, this analysis pointed out that, although
extensive routine information systems existed for key infectious
diseases, maternal and child health, those for NCDs were poorly
developed. Some indicators for NCDs had been discontinued
between the 2010 and 2013 versions of the NiDS, some have been
changed, and some new measures have been added (for example,
related to mental health admissions).
Drawing on the three waves of the NiDS to date, SANHANES
2012 and the GHS, existing measures of NCD and risk factor
prevalence have been reviewed.198 This allowed, for example, for
comparison between the prevalence of self-reported hypertension
and actual measured high blood pressure (or being on medication
for hypertension). As expected, self-reported prevalence was
consistently lower than measured hypertension in each survey. As
anticipated, this gap was higher in males, but also increased with
age for both sexes. The data showed that females with hypertension
are nearly twice as likely to be treated than are males. The estimated
number of adult South Africans with hypertension in 2012 was a
staggering 9.9 million. The breakdown, by sex and age group, is
given in Table 34.
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Table 34: Estimated number with hypertension by gender and age group, 2008, 2010 and 2011
Gender
Females

Males

Total

Age
group

n

15-24

2 387

25-34

1 545

35-44

1 447

45-54

1 264

55-64

901

65+

944

≥15

8 488

≥25

6 101

15-24

1 924

25-34

1 078

35-44

873

45-54

707

55-64

512

65+

465

≥15

5 559

≥25

3 635

≥15
≥25

2008

Number (95% CI)
295 329
(203 927–386 731)
575 131
(468 569–681 693)
1 001 812
(842 760–1 160 865)
1 129 175
(990 609–1 267 740)
849 872
(749 251–950 494)
893 901
(776 711–1 011 091)
4 745 220
(4 313 809–5 176 631)
4 457 325
(4 074 351–4 840 299)
337 167
(255 348–418 985)
555 990
(430 524–681 455)
593 809
(489 336–698 282)
599 892
(498 781–701 003)
523 694
(444 207–603 182)
444 719
(348 339–541 100)
3 055 271
(2 796 715–3 313 827)
2 723 431
(2 487 338–2 959 523)

n

2010

Number (95% CI)
317 055

2 579

(233 381–400 728)
599 445

1 722

(456 321–742 569)
866 686

1 451

(708 895–1 024 477)
1 090 205

1 288

(907 433–1 272 977)
905 339

942

(736 520–1 074 159)
951 477

939
8 921
6 342

(769 917–1 133 037)
4 730 207
(4 128 550–5 331 865)
4 413 153
(3 850 273–4 976 032)
370 095

2 315

(278 905–461 285)
712 268

1 249

(501 657–922 878)
673 097

837

(512 816–833 378)
631 603

736

(484 127–779 080)
557 184

543

(441 088–673 279)
423 173

440
6 120
3 805

(332 655–513 692)
3 367 420
(2 864 493–3 870 348)
2 997 325
(2 535 060–3 459 591)

7 800 491
14 047

(7 250 704–8 350 278)

9 736

(6 677 376–7 658 615)

n
3 084
2 246
1 755
1 573
1 185
1 129
10 972
7 888
2 779
1 564
1 044
889
635
527
7 438
4 659

8 097 627
15 041

(7 117 293–9 077 962)

10 147

(6 530 198–8 290 757)

7 167 995

2012

Number (95% CI)
332 554
(250 554–414 554)
739 705
(574 248–905 163)
1 093 149
(921 130–1 265 168)
1 249 730
(1 044 670–1 454 790)
1 060 728
(890 890–1 230 566)
1 192 195
(994 408–1 389 982)
5 668 061
(4 966 497–6 369 625)
5 335 891
(4 671 293–6 000 488)
473 652
(364 783–582 520)
777 926
(614 010–941 842)
907 121
(651 092–1 163 150)
830 759
(666 609–994 910)
700 911
(556 830–844 992)
560 458
(441 505–679 411)
4 250 826
(3 634 642–4 867 010)
3 778 252
(3 216 868–4 339 636)
9 918 887

18 410

(8 694 846–11 142 929)

12 547

(8 003 063–10 222 300)

7 410 478

9 112 681

Source: NiDS waves 1–3 as reported in Wandai et al. 2015.198

The prevalence of chronic diseases (including HIV) in the insured
population (medical scheme beneficiaries), between 2007 and
2012, has been reported by the Research and Monitoring Unit
of the Council for Medical Schemes.202 In this population, the
prevalence of hypertension increased 41.3% from 60.98 per 1 000
beneficiaries in 2007 to 86.16 per 1 000 beneficiaries in 2012.
Increases in beneficiaries being treated for more than one chronic
disease were also detected. The 10 most common chronic conditions
were hypertension, hyperlipidaemia, type 2 diabetes mellitus,
asthma, hypothyroidism, HIV/AIDS, coronary artery disease,
epilepsy, cardiomyopathy and dysrhythmias. The highest increases
over this time period were seen in the prevalence of hypertension,
hyperlipidaemia and type 2 diabetes mellitus.
Mental health is also characterised by a significant treatment gap,
for which integration into existing health delivery mechanisms has
been proposed as the most cost-effective option.203 This review
underscored the dated nature of the existing prevalence data for
mental health conditions – the last national survey was the South
African Stress and Health (SASH) Study, conducted between 2002
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and 2004. Attention was also drawn to the particular relevance of
traditional medicines use this setting. Jack et al. noted that use of
traditional medicine for mental disorders is believed to be common
in South Africa, but that there are no data on the “prevalence of use,
motivations for use, costs, or effectiveness of these treatments”. They
also pointed out that “existing research on traditional treatments for
other health conditions suggests that the costs for traditional medicine
are high in South Africa”. Such costs may be disproportionately
borne by the poorest segment of the population.
Summary statistics on histologically-diagnosed cancers are available
from the National Cancer Registry (NCR) up to 2009.204 Between
2005 and 2007, private laboratories withheld data from the NCR
due to concerns about confidentiality, but this was not estimated to
have impacted upon overall reporting to any substantial degree.205
Contrary to the expected distribution (based on the proportion of
the population that is insured), the private sector contributes almost
half of the cancer cases reported. As all cancer pathology reports
from the NHLS are reported to the NCR, this potentially represents
a significant under-diagnosis and under-ascertainment in the public
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sector. It has been claimed that, if all deaths from cancer, in all
anatomical sites, are added, the total represents the second-largest
cause of death after tuberculosis.206 A comprehensive analysis of
the available data in the NCR is certainly warranted, if an evidencebased ‘cancer control plan’ is to become a reality. In this regard,
prevention will be key. One of the recent attempts has been the
introduction of human papillomavirus (HPV) vaccination in the
public sector. An acceptability study was conducted in 19 Western
Cape and Gauteng primary schools before the public sector roll-out
commenced.207 Of 3 465 girls invited to receive the HPV vaccine,
2 046 (59.0%) provided parental consent, 2 030 (58.6%) received
at least one dose and 1 782 (51.4%) received all three doses.
Put another way, of those who consented to vaccination, 87.8%
completed the vaccination course. There has been broad support
for the decision to introduce the HPV vaccine from the medical
specialities concerned.208 Uptake of cervical screening remains low,
even among educated women, as shown by a cross-sectional study
in university students.209 Low uptake of screening for both breast
and cervical cancer has been shown by a nationally representative
cross-sectional study among women aged 50 years or older.210

African datasheet posed a number of questions about the systematic
response to NCDs, including whether a surveillance and monitoring
system was in place to enable reporting against the nine global
NCD goals. For all of these questions, the answer was ‘ND’,
indicating that the country did not respond to the country capacity
survey, yet South Africa has one of the highest probabilities (27%)
of dying from the four main NCDs between age 30 and 70 years.
Other international reports have included the Global Asthma Report
2014,211 the Mental Health Atlas 2014,212 International Diabetes
Federation Diabetes Atlas 2014 update213 and Global Burden of
Cancer 2013.214 Comparing the country data reported in such
surveys with locally reported figures is not always easy. Mortality
data from the Global Burden of Disease Study 2013 were used
to identify the drivers of global cardiovascular mortality.215 For

Globally, the focus on NCDs in reflected in the plethora of reports
issued in recent years. The WHO Global Status Report on Noncommunicable Diseases 2014 provided country profiles as well
as aggregated data. It was estimated that NCDs were responsible
for 38 million deaths in 2012 (68% of the global total), of which
16 million were classified as premature deaths (under age 70
years). Importantly, almost three quarters of all NCD deaths (28
million) occurred in low- and middle-income countries. The South

to address NCDs, based on the way in which the management

instance, 55% of the increase in global deaths from cardiovascular
disease between 1990 and 2013 was due to population ageing,
and 25% due to population growth. NCDs have been portrayed as
the “biggest global health crisis in low- and middle-income countries”,
with massive consequences for health systems in such countries.216,
217

It has been suggested that a ‘public health approach’ is needed

of HIV learned from the processes and interventions developed
for tuberculosis control.218 Elements included the use of standard
treatment guidelines, a focus on medicines quality (with a strong
pro-generics policy), and standardised monitoring parameters, In
essence, that describes some of the core components of the Essential
Medicines approach.

Table 35: Leading underlying causes of death due to cancer (both genders), 2008–2013
Underlying cause

2008

2009

Death Year
2010

2011

2012

2013

2013

% of all
neoplasms

% of all
deaths

Malignant neoplasm of bronchus and lung(C34)

4 552

4 824

4 740

4 819

5 136

5 147

13.5

1.1

Malignant neoplasm of breast(C50)

2 722

2 784

2 975

3 033

3 076

3 117

8.2

0.7

Malignant neoplasm of cervix uteri(C53)

2 651

2 902

2 874

3 017

3 132

3 111

8.2

0.7

Malignant neoplasm of oesophagus(C15)

2 895

3 014

2 928

2 827

2 826

2 660

7.0

0.6

Malignant neoplasm without specification of site(C80)

2 532

2 591

2 720

2 867

2 972

2 880

7.6

0.6

Malignant neoplasm of prostate(C61)

2 329

2 342

2 455

2 626

2 489

2 675

7.0

0.6

Malignant neoplasm of liver and intrahepatic bile ducts(C22)

1 590

1 537

1 592

1 547

1 664

1 583

4.2

0.3

Malignant neoplasm of colon(C18)

1 452

1 522

1 548

1 587

1 570

1 559

4.1

0.3

Malignant neoplasm of pancreas(C25)

1 204

1 273

1 283

1 313

1 332

1 275

3.4

0.3

Malignant neoplasm of stomach(C16)

1 221

1 206

1 218

1 196

1 159

1 161

3.1

0.3

34 924

36 328

36 634

37 500

38 460

38 034

100.0

8.3

597 016

582 024

549 925

514 486

491 100

458 933

5.8

6.2

6.7

7.3

7.8

8.3

Total deaths due to neoplasms
Total deaths
Neoplasms as % of total deaths

Source: Stats SA Causes of Death 2008–2013.27, 83, 84, 219-221
Note:

Based on raw data, not adjusted to under-registration or mis-classification of causes.
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Table 36: Leading underlying causes of death due to cancer by province in males, 2013
Underlying cause

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Malignant neoplasm of bronchus and lung(C34)

400

173

598

452

135

87

158

164

1 260

3 438

Malignant neoplasm of prostate(C61)

305

183

671

319

241

131

98

204

513

2 675

Malignant neoplasm of oesophagus(C15)

410

116

256

244

117

73

45

141

233

1 638

Malignant neoplasm without specification of site(C80)

193

84

402

203

74

57

47

86

333

1 484

Malignant neoplasm of liver and intrahepatic bile ducts(C22)

167

52

203

155

99

47

35

53

162

977

Malignant neoplasm of colon(C18)

74

47

257

102

49

30

22

36

217

837

Malignant neoplasm of stomach(C16)

66

33

151

94

23

26

21

24

263

706

Malignant neoplasm of pancreas(C25)

53

62

199

60

37

32

17

30

163

656

Other and unspecified types of non-Hodgkin’s lymphoma(C85)

36

32

188

95

47

32

11

38

77

557

Kaposi’s sarcoma(C46)

39

37

106

115

35

55

10

35

14

447

2 270

1 203

4 656

2 607

1 191

819

654

1 124

4 427

19 019

32 792

17 427

51 327

42 933

23 537

18 280

7 322

18 788

25 566

239 188

6.9

6.9

9.1

6.1

5.1

4.5

8.9

6.0

17.3

8.0

Total neoplasms
Total deaths
Neoplasms as a % of total deaths
Source: Stats SA Causes of Death 2013.27
Note:

SA total includes deaths with province unknown and foreign deaths.

Table 37:

Leading underlying causes of death due to cancer by province in females, 2013

Underlying cause

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

Malignant neoplasm of cervix uteri(C53)

322

263

618

670

365

265

96

253

254

3 111

Malignant neoplasm of breast(C50)

284

185

852

393

214

127

85

180

701

3 034

Malignant neoplasm of bronchus and lung(C34)

156

82

348

181

44

53

71

58

698

1 696

Malignant neoplasm without specification of site(C80)

186

84

363

227

74

71

41

74

264

1 388

Malignant neoplasm of oesophagus(C15)

355

48

131

178

55

42

23

44

143

1 021

Malignant neoplasm of colon(C18)

69

54

210

80

24

25

22

31

201

719

Malignant neoplasm of ovary(C56)

56

30

207

98

78

40

20

33

120

684

Malignant neoplasm of pancreas(C25)
Malignant neoplasm of liver and intrahepatic bile ducts(C22)
Malignant neoplasm of stomach(C16)
Total neoplasms
Total deaths
Neoplasms as a % of total deaths

62

41

179

69

26

14

25

32

165

616

102

47

120

101

48

45

17

32

89

603

50

18

93

70

24

15

16

16

150

455

2 172

1 232

4 776

2 973

1 357

962

555

1 057

3 816

18 959

30 980

15 830

45 469

40 981

23 896

16 396

6 328

16 596

20 316

217 747

7.0

7.8

10.5

7.3

5.7

5.9

8.8

6.4

18.8

8.7

Source: Stats SA Causes of Death 2013.27
Note:

SA total includes deaths with province unknown and foreign deaths.

Table 38: Chronic disease indicators by province
EC

FS

GP

KZN

2012 DHIS

37.6

2013 DHIS

46.0

50.3

37.4

51.1

41.8

2014 DHIS

56.3

40.9

Cervical cancer screening coverage

LP

MP

NC

NW

WC

SA Ref

78.2

50.7

48.5

30.1

46.5

54.5

50.3

a

75.3

55.5

54.9

31.6

59.6

57.2

54.1

a

43.6

70.3

47.9

63.3

30.0

65.8

56.8

54.5

a

Diabetes prevalence (%)
2012 age 15+

8.5

10.1

7.9

10.0

4.6

5.6

21.7

12.5

11.2

9.5

b

2013 age 20-79

-

-

-

-

-

-

-

-

-

8.3

c

2013 age 20-79 (age standardised)

-

-

-

-

-

-

-

-

-

9.3

c

2014 age 20-79

-

-

-

-

-

-

-

-

-

8.4

d

2014 age 20-79 (age standardised)

-

-

-

-

-

-

-

-

-

9.4

d

2008 all beneficiaries

-

-

-

-

-

-

-

-

-

16.0

e

2013 all beneficiaries

-

-

-

-

-

-

-

-

-

26.9

e

Diabetes prevalence (per 1 000)

Hyperlipidaemia prevalence (per 1 000)
2008 all beneficiaries

-

-

-

-

-

-

-

-

-

28

e

2013 all beneficiaries

-

-

-

-

-

-

-

-

-

35

e

2008 NiDS female 15+

-

-

-

-

-

-

-

-

-

33.5

f

2008 NiDS male 15+

-

-

-

-

-

-

-

-

-

27.6

f

2008 NiDS total 15+

-

-

-

-

-

-

-

-

-

31.0

f

Hypertension prevalence (%)
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

2008 age 50+

-

-

-

-

-

-

-

-

-

75.3

SA Ref
g

2008 age 50+ female

-

-

-

-

-

-

-

-

-

79.6

h

2008 age 50+ male

-

-

-

-

-

-

-

-

-

74.4

h

2010 NiDS female 15+

-

-

-

-

-

-

-

-

-

33.0

f

2010 NiDS male 15+

-

-

-

-

-

-

-

-

-

27.8

f

2010 NiDS total 15+

-

-

-

-

-

-

-

-

-

30.6

f

2012 NiDS female 15-24

-

-

-

-

-

-

-

-

-

7.9

f

2012 NiDS female 25-34

-

-

-

-

-

-

-

-

-

18.9

f

2012 NiDS female 35-44

-

-

-

-

-

-

-

-

-

33.2

f

2012 NiDS female 45-54

-

-

-

-

-

-

-

-

-

52.4

f

2012 NiDS female 55-64

-

-

-

-

-

-

-

-

-

66.6

f

2012 NiDS female 65+

-

-

-

-

-

-

-

-

-

78.7

f

2012 NiDS male 15-24

-

-

-

-

-

-

-

-

-

11.8

f

2012 NiDS male 25-34

-

-

-

-

-

-

-

-

-

21.1

f

2012 NiDS male 35-44

-

-

-

-

-

-

-

-

-

32.6

f

2012 NiDS male 45-54

-

-

-

-

-

-

-

-

-

46.5

f

2012 NiDS male 55-64

-

-

-

-

-

-

-

-

-

59.4

f

2012 NiDS male 65+

-

-

-

-

-

-

-

-

-

70.6

f

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

33.5

f

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

29.8

f

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

31.8

f

2012 NiDS total 25+

-

-

-

-

-

-

-

-

-

39.7

f

2008 all beneficiaries

-

-

-

-

-

-

-

-

-

66

e

2013 all beneficiaries

-

-

-

-

-

-

-

-

-

87

e

2010

-

-

-

-

-

-

-

-

-

27.7

i

2012

-

-

-

-

-

-

-

-

-

26.8

i

Hypertension prevalence (per 1 000)

Premature NCD mortality (%)

Prevalence of abnormal lipid profiles (%)
2012 female serum chol >5 mmol/L

30.8

29.0

27.1

22.9

15.9

22.9

32.4

38.2

39.3

28.1

b

2012 male serum chol >5 mmol/L

20.8

20.3

14.7

18.7

10.9

14.6

15.4

17.5

34.8

18.9

b

2012 current (depression) total

15.2

-

-

-

-

-

-

-

-

-

j

2012 lifetime (depression) total

31.4

-

-

-

-

-

-

-

-

-

j

Prevalence of mental disorders

Prevalence of raised blood pressure (%)
2008 NiDS female 15+

-

-

-

-

-

-

-

-

-

26.7

k

2008 NiDS male 15+

-

-

-

-

-

-

-

-

-

24.5

k

2008 NiDS total 15+

-

-

-

-

-

-

-

-

-

25.7

k

2010 NiDS female 15+

-

-

-

-

-

-

-

-

-

26.9

k

2010 NiDS male 15+

-

-

-

-

-

-

-

-

-

25.0

k

2010 NiDS total 15+

-

-

-

-

-

-

-

-

-

26.0

k

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

26.1

k

2012 NiDS female 15-24

-

-

-

-

-

-

-

-

-

7.6

k

2012 NiDS female 25-34

-

-

-

-

-

-

-

-

-

18.1

k

2012 NiDS female 35-44

-

-

-

-

-

-

-

-

-

26.5

k

2012 NiDS female 45-54

-

-

-

-

-

-

-

-

-

40.7

k

2012 NiDS female 55-64

-

-

-

-

-

-

-

-

-

46.1

k

2012 NiDS female 65+

-

-

-

-

-

-

-

-

-

55.3

k

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

26.5

k

2012 NiDS male 15-24

-

-

-

-

-

-

-

-

-

11.8

k

2012 NiDS male 25-34

-

-

-

-

-

-

-

-

-

20.6

k

2012 NiDS male 35-44

-

-

-

-

-

-

-

-

-

31.5

k

2012 NiDS male 45-54

-

-

-

-

-

-

-

-

-

39.0

k

2012 NiDS male 55-64

-

-

-

-

-

-

-

-

-

42.9

k

2012 NiDS male 65+

-

-

-

-

-

-

-

-

-

58.0

k

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

26.3

k

2012 raised SYS and DIA

10.4

17.3

11.4

8.4

6.6

9.1

10.8

13.0

9.4

10.2

l

2012 raised SYS or DIA or both

27.1

30.5

27.3

26.4

20.7

20.9

23.5

29.9

30.7

26.6

m

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b

DHIS.14 Data for financial year from April of the year to March of the following year (not calendar year).
SANHANES 1.48
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c
d
e
f
g
h
i
j
k
l
m

Diabetes Atlas 2013.222 Modelled estimates based on best published studies. Estimated number of cases of diabetes = 2 646 050 of which 1 217 180
estimated to be undiagnosed.
Diabetes Atlas 2014.213 Modelled estimates based on best published studies. Estimated number of cases of diabetes = 2 713 380 of which 1 248 160
estimated to be undiagnosed.
Medical Schemes 2014–15.31 Diagnosed and treated.
NCD Trends 2015.198 National Income Dynamics Study (NiDS). The measured prevalence of hypertension was defined as those with BP equal or above
140/90 mmHg and/or taking anti-hypertensive medication.
Phaswana-Mafuya et al. 2013.223 Study of Global Ageing and Adult Health (SAGE).
Peltzer et al. 2013.224 Study of Global Ageing and Adult Health (SAGE).
Global NCD 2014.225
Andersson et al. 2013.226 Cross-sectional population-based survey of persons aged 18–40 living in the EC.
NCD Trends 2015.198 National Income Dynamics Study (NiDS). The measured prevalence of raised BP was defined as those with BP equal or above
140/90 mmHg regardless of medication usage.
SANHANES 1.48 Restrictive definition of both parameters raised. Of participants 15 years and older.
SANHANES 1.48 Calculated from (raised SYS) + (raised DIA) – (both SYS and DIA raised). Age 15+.

Table 39: Chronic disease indicators by population group
African

Coloured

Indian

White

Other

8.2

13.4

30.7

8.1

-

9.5

a

2012 NiDS female 15+

31.7

40.3

41.2

40.0

-

33.5

b

2012 NiDS male 15+

28.0

37.3

42.6

36.2

-

29.8

b

2012 female serum chol >5 mmol/L

24.9

40.6

45.3

-

-

28.1

c

2012 male serum chol >5 mmol/L

15.3

27.2

41.2

-

-

18.9

c

2012 NiDS female 15+

24.8

33.6

38.5

27.3

-

26.1

d

2012 NiDS male 15+

25.6

32.6

31.8

26.5

-

26.5

d

9.9

11.8

7.3

12.2

-

10.2

e

25.6

33.2

25.9

29.3

-

26.6

f

Diabetes prevalence (%)
2012 age 15+

All Ref

Hypertension prevalence (%)

Prevalence of abnormal lipid profiles (%)

Prevalence of raised blood pressure (%)

2012 raised SYS and DIA
2012 raised SYS or DIA or both

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f

SANHANES 1.48
NCD Trends 2015.198 National Income Dynamics Study (NiDS). The measured prevalence of hypertension was defined as those with BP equal or above
140/90 mmHg and/or taking anti-hypertensive medication.
SANHANES 1.48 Too few observations in White population group.
NCD Trends 2015.198 National Income Dynamics Study (NiDS). The measured prevalence of raised BP was defined as those with BP equal or above
140/90 mmHg regardless of medication usage.
SANHANES 1.48 Restrictive definition of both parameters raised. Of participants 15 years and older.
SANHANES 1.48 Calculated from (raised SYS) + (raised DIA) – (both SYS and DIA raised). Age 15+.
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Risk behaviour and determinants of health
Context

New data sources

The data on smoking behaviour provided by the South African National Health and Nutrition Examination
Survey (SANHANES-1) are now being complemented by the subsequent waves of the National Income Dynamics
Study (NiDS).
Nationally, new data have been reported in the:
• South African Community Epidemiology Network on Drug Use (SACENDU) updates
• HEAIDS study on student MSM
• Detailed data on smoking from SANHANES-1
• National Income Dynamics Study (Waves 1–3)
Internationally, reports of interest include:
• WHO report on the Global Tobacco Epidemic 2015
• The Tobacco Atlas 2015

Key issues and trends

• Global Burden of Disease 2013 comparative risk assessment
Both the debate on how best to advocate increased physical activity and to measure progress towards globally
agreed goals in this regard, and the debate on how best to regulate ecigarettes are illustrative of the challenges
of reconciling evidence-based public health with efficient and meaningful measurement. The evidence (where
available) may support a nuanced and pragmatic public health approach, but designing indicators to monitor
and evaluate such efforts is increasingly difficult.

South Africa is, justifiably, seen as a global leader in tobacco control.
Table 40 shows the most recent data on the prevalence of smoking,
as reported by the National Income Dynamics Study (NiDS) 2012.
Data reported recently in the SAMJ are from the first South African
National Health and Nutrition Examination Survey (SANHANES-1),
which was also conducted in 2012.227 The SANHANES combined
an interviewer-administered questionnaire with collection of blood
samples allowing the measurement of serum cotinine levels. Overall,
17.6% of adults reported being current tobacco smokers, with 15.9%
smoking daily. A far higher proportion of men (24.3%) than women
(7.3%) reported current tobacco smoking. Although only 29.3% of
current smokers reported being advised to stop smoking, 47.8%
had attempted to quit. This remains a neglected element of primary
health care services. Data from Wave 1 of NiDS (2008) were used
to investigate individual and household variables associated with
smoking.228 This analysis confirmed the view that an increase in
the price of cigarettes (such as through increased taxation) can
decrease smoking initiation, especially among males. Data from
Waves 1 to 3 have also been analysed by Wandai and Day.198
The NiDS elicited responses on the number of cigarettes smoked,
allowing determination of the proportion of “heavy smokers”.
Although definitions for this category vary, NiDS data did show a
minority (around 13%) of current smokers smoking more than 20
cigarettes a day, in all three waves. Although not new, data on
smoking prevalence from the third South African National Youth Risk
Behaviour Study 2011 (conducted in high school learners)127 and
Global Youth Tobacco Survey 2011 (conducted in 13 to 15-yearolds)229 have been added to Table 41. Data on smoking were also
included in the global Study on AGEing and adult health (SAGE),
for which the results from Wave 1 in China, Ghana, Mexico, India,
Russia and South Africa have been published.230
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Table 40: Prevalence of smoking by age group, 2008, 2010 and 2012

Year

Age
group

2008

2010

2012

Past smoker
n

Prevalence
(%)

Ever smoked

Current smoker
n

Never smoked

Prevalence
(%)

n

Prevalence
(%)

15-24

113

2.5 (1.9–3.3)

602

13.5 (11.8–15.4)

3 974

84.0 (82.0–85.8)

25-34

105

3.9 (2.9–5.1)

749

23.7 (21.2–26.4)

2 077

72.4 (69.5–75.2)

35-44

124

4.8 (3.6–6.3)

706

27.8 (24.8–30.9)

1 766

67.5 (64.3–70.5)

45-54

125

5.3 (3.8–7.4)

600

25.8 (22.3–29.6)

1 459

68.9 (64.5–73.0)

55-64

114

8.0 (5.9–10.9)

381

22.8 (19.7–26.2)

1 048

69.2 (65.6–72.5)

65+

103

6.4 (4.4–9.0)

234

15.4 (12.5–18.8)

1 203

78.3 (74.6–81.6)

15-24

58

1.5 (1.0–2.1)

512

10.4 (8.8–12.3)

4 940

88.1 (86.1–89.8)

25-34

56

2.1 (1.2–3.5)

613

21.5 (17.9–25.7)

2 646

76.4 (72.2–80.2)

35-44

60

3.1 (1.5–6.1)

520

24.2 (21.2–27.6)

1 979

72.7 (68.7–76.3)

45-54

59

3.8 (2.3–6.1)

518

24.0 (19.9–28.5)

1 646

72.2 (67.1–76.8)

55-64

78

6.2 (4.0–9.4)

314

18.2 (14.9–22.1)

1 233

75.6 (71.2–79.6)

65+

58

5.0 (3.4–7.4)

166

8.2 (6.1–11.0)

1 298

86.8 (83.4–89.5)

15-24

71

1.6 (1.1–2.3)

580

10.9 (9.2–12.9)

5 286

87.5 (85.3–89.4)

25-34

71

1.9 (1.2–2.9)

841

23.8 (20.8–27.1)

2 957

74.3 (71.1–77.4)

35-44

80

3.2 (2.1–4.8)

614

24.1 (21.0–27.5)

2 151

72.7 (69.2–76.0)

45-54

82

3.1 (2.2–4.3)

586

25.5 (21.2–30.3)

1 847

71.4 (66.6–75.7)

55-64

75

5.9 (3.7–9.3)

392

19.2 (16.0–22.9)

1 370

74.9 (71.5–78.0)

65+

85

6.6 (4.0–10.7)

226

14.3 (11.0–18.4)

1 377

79.0 (74.4–83.1)

Source: NiDS Waves 1–3 as reported in Wandai et al. 2015.198

None of the smoking prevalence data reported cover the emerging
practice of ‘vaping’, in which nicotine is administered by means
of electronic nicotine delivery systems (ENDS, also known as
e-cigarettes). An appropriate regulatory approach to these new and
widely used products has yet to be developed, either globally or
nationally, and opinion remains bitterly divided.231, 232 The Tobacco
Atlas 2015 provided some limited data on e-cigarette use among the
youth, from surveys in the United Kingdom, United States and South
Korea.233 The data showed, for instance, that “current e-cigarette
smoking among high school students in the United States tripled
from 2011 to 2013”. It also noted the data from a 2012 survey of
27 European countries, which showed that “20.3% of all current
smoker respondents had ever used e-cigarettes, and 3.7% had used
them as a cessation aid”. It also noted that “as of January 2014,
there were more than 7 700 e-cigarette flavours available, with
approximately 200+ new flavours being introduced monthly”. This
growing market will demand careful adjustment of the wording of
all survey instruments in the future, but also careful interpretation of
trends in the prevalence of tobacco use. Tobacco use is the leading
cause of preventable death worldwide, so it is unsurprising that it
also has an effect on the joint epidemic of HIV and TB.234 It has
accordingly been suggested that the TB and HIV practitioners pay
attention to the ‘MPOWER’ set of prevention measures that were
designed to reduce tobacco use. The implementation of tobacco
control legislation in England had a demonstrable impact on
severe adverse perinatal outcomes, and this linkage should also be
considered in communities associated with higher tobacco use in
South Africa.235

index (BMI). Measures of physical activity require some form of
cut-off value in order to dichotomise responses. For example, the
WHO aims to achieve a 10% relative reduction in the prevalence
of “insufficient physical activity”, which is defined as less than 150
minutes of moderate physical activity per week for adults. However,
such targets may discourage those unable to meet the standard from
making smaller, perhaps incremental, changes in behaviour.236 This
is a great example of the clash between a public health goal and
the demands of indicator design. The evidence supports a more
nuanced approach, but this will hardly make measurement easier.
Available data on drugs of abuse remain scanty, and are limited
to the reports of the South African Community Epidemiology
Network on Drug Use (SACENDU). The Phase 36 update (January
to June 2014) noted that “abuse of over-the-counter (OTC) and
prescription medicines such as slimming tablets, analgesics, and
benzodiazepines (e.g. diazepam and flunitrazipam) continues to
be an issue across sites”.237 It reported that treatment admissions
for OTC and prescription medicine, as a primary or secondary
drug of abuse, varied between 1% (in the Northern Region) and
21% (in the Eastern Cape). During the reporting period, 292 (3.2%)
patients across all sites reported the non-medical use of codeine,
which has been targeted for enhanced control by the Medicines
Control Council.

The Global Burden of Disease Study 2013 has provided a
global, regional and national comparative risk assessment of 79
behavioural, environmental and occupational, and metabolic risks
in 188 countries over the 1990 to 2013 time period.62 This analysis
showed the growing risk attributable to increased body weight
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Table 41:

Behaviour and awareness indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

2014 MSM

-

-

-

-

-

-

-

-

-

43.4

a

2014 Non-MSM

-

-

-

-

-

-

-

-

-

32.5

a

Alcohol dependence (%)

SA Ref

Currently drink alcohol (%)
2011 NYRBS

25.7

46.2

43.7

25.8

21.1

31.9

49.2

38.5

44.4

32.3

b

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

37.4

b

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

24.3

b

2011 NYRBS female

-

-

-

-

-

-

-

-

-

28.2

b

2011 NYRBS male

-

-

-

-

-

-

-

-

-

36.6

b

Ever drank alcohol (%)
2011 NYRBS

42.6

60.5

66.7

42.8

30.2

46.1

67.1

58.9

66.2

49.2

c

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

58.1

c

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

38.4

c

2011 NYRBS female

-

-

-

-

-

-

-

-

-

44.9

c

2011 NYRBS male

-

-

-

-

-

-

-

-

-

53.8

c

2011 GYTS Grade 8-11

-

-

-

-

-

-

-

-

-

31.3

d

2011 GYTS female

-

-

-

-

-

-

-

-

-

28.5

d

2011 GYTS male

-

-

-

-

-

-

-

-

-

34.9

d

21.4

35.0

41.8

22.6

18.5

20.8

38.7

27.6

42.9

27.6

e

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

30.9

e

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

21.9

e

2011 NYRBS female

-

-

-

-

-

-

-

-

-

19.6

e

2011 NYRBS male

-

-

-

-

-

-

-

-

-

35.9

e

2012 NiDS 15-24

-

-

-

-

-

-

-

-

-

12.5

f

2012 NiDS 25-34

-

-

-

-

-

-

-

-

-

25.7

f

2012 NiDS 35-44

-

-

-

-

-

-

-

-

-

27.3

f

2012 NiDS 45-54

-

-

-

-

-

-

-

-

-

28.6

f

2012 NiDS 55-64

-

-

-

-

-

-

-

-

-

25.1

f

2012 NiDS 65+

-

-

-

-

-

-

-

-

-

21.0

f

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

9.8

f

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

37.6

f

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

22.5

f

22.5

32.2

16.0

20.8

14.4

17.6

33.2

14.9

38.5

20.8

g

Ever smoked cigarettes (%)

2011 NYRBS

2012 age 15+
2012 female age 15+
2012 male age 15+

9.3

14.6

7.3

7.0

2.9

3.9

26.4

6.5

31.7

10.1

g

36.8

50.4

24.6

38.1

29.4

33.6

40.2

25.2

46.0

32.8

g

Ever used drugs (%)
2011 NYRBS

10.3

11.7

7.9

8.3

12.5

10.1

7.9

9.1

9.3

9.7

h

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

8.1

h

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

10.9

h

2011 NYRBS female

-

-

-

-

-

-

-

-

-

7.9

h

2011 NYRBS male

-

-

-

-

-

-

-

-

-

11.6

h

2014 MSM - injected drugs

-

-

-

-

-

-

-

-

-

2.1

i

2014 Non-MSM - injected drugs

-

-

-

-

-

-

-

-

-

1.2

i

Frequent smokers (%)
2011 NYRBS

3.4

8.8

7.9

3.6

3.5

3.1

8.7

3.7

7.6

4.9

j

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

7.8

j

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

1.6

j

2011 NYRBS female

-

-

-

-

-

-

-

-

-

2.0

j

2011 NYRBS male

-

-

-

-

-

-

-

-

-

7.9

j

5.6

8.4

3.0

3.6

2.0

3.4

23.1

4.9

25.6

6.5

k

2012 male 18+

27.1

39.3

20.6

31.5

23.0

27.3

34.7

21.2

38.0

26.6

k

2012 total 18+

15.9

23.6

11.8

15.6

11.0

14.6

28.8

12.1

31.4

15.9

k

2012 female 18+

Number of admissions for alcohol and other drug abuse
2011 Jul-Dec

721

-

2 786

610

-

-

-

-

2 733

8 291

l

2012 Jul-Dec

316

-

3 552

831

-

-

-

-

3 178

9 190

m

2013 Jan-Jun

587

-

4 026

934

-

-

-

-

3 717

10 677

n

2013 Jul-Dec

527

318

3 128

610

-

-

-

96

3 478

9 116

o
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

Percentage participating in insufficient physical activity
2011 NYRBS

43.8

37.6

38.1

49.7

42.4

35.4

35.9

38.0

49.9

42.8

j

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

44.1

j

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

43.4

j

2011 NYRBS female

-

-

-

-

-

-

-

-

-

47.5

j

2011 NYRBS male

-

-

-

-

-

-

-

-

-

37.7

j

2011 GYTS

-

-

-

-

-

-

-

-

-

16.9

p

2011 GYTS Grade 10

-

-

-

-

-

-

-

-

-

19.3

p

2011 GYTS Grade 8

-

-

-

-

-

-

-

-

-

12.3

p

2011 GYTS Grade 9

-

-

-

-

-

-

-

-

-

19.2

p

2011 GYTS female

-

-

-

-

-

-

-

-

-

12.1

p

2011 GYTS male

-

-

-

-

-

-

-

-

-

21.7

p

2011 GYTS factsheet

-

-

-

-

-

-

-

-

-

12.7

q

13.7

24.9

25.0

15.6

12.5

13.2

23.2

16.3

25.1

17.6

r

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

19.9

r

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

14.2

r

2011 NYRBS female

-

-

-

-

-

-

-

-

-

12.1

r

2011 NYRBS male

-

-

-

-

-

-

-

-

-

23.2

r

2012 IHME female

-

-

-

-

-

-

-

-

-

9.1

s

2012 IHME male

-

-

-

-

-

-

-

-

-

22.0

s

2012 IHME total

-

-

-

-

-

-

-

-

-

15.3

s

2012 NiDS 15-24

-

-

-

-

-

-

-

-

-

10.9

f

2012 NiDS 25-34

-

-

-

-

-

-

-

-

-

23.8

f

2012 NiDS 35-44

-

-

-

-

-

-

-

-

-

24.1

f

2012 NiDS 45-54

-

-

-

-

-

-

-

-

-

25.5

f

2012 NiDS 55-64

-

-

-

-

-

-

-

-

-

19.2

f

2012 NiDS 65+

-

-

-

-

-

-

-

-

-

14.3

f

2012 NiDS female 15+

-

-

-

-

-

-

-

-

-

7.8

f

2012 NiDS male 15+

-

-

-

-

-

-

-

-

-

33.6

f

2012 NiDS total 15+

-

-

-

-

-

-

-

-

-

19.6

f

2012 age 15+

-

-

-

-

-

-

-

-

-

16.2

t

6.7

8.5

4.4

4.1

2.1

3.6

24.5

5.2

26.8

7.3

u

2012 male 18+

31.4

46.9

21.8

35.7

26.9

28.7

38.3

22.3

39.6

29.2

u

2012 total 18+

18.4

27.4

13.0

17.8

12.8

15.3

31.2

12.7

32.9

17.6

u

Prevalence of smoking (%)

2011 NYRBS

2012 female 18+

Primary drug of abuse as % of all drugs of abuse
2013 alcohol

37.0

-

27.0

51.0

-

-

-

-

20.0

-

v

2013 cannabis

12.0

-

40.0

32.0

-

-

-

-

21.0

-

v

2013 cocaine

6.0

-

3.0

6.0

-

-

-

-

2.0

-

v

2013 heroin

2.0

-

12.0

6.0

-

-

-

-

17.0

-

v

2013 mandrax

5.0

-

1.0

1.0

-

-

-

-

3.0

-

v

2013 methamphetamine

19.0

-

3.0

-

-

-

-

-

28.0

-

v

2014 alcohol

33.0

-

18.0

42.0

-

-

-

-

20.0

-

w

2014 cannabis

20.0

-

45.0

36.0

-

-

-

-

24.0

-

w

2014 cocaine

6.0

-

3.0

2.0

-

-

-

-

1.0

-

w

2014 heroin

2.0

-

12.0

10.0

-

-

-

-

14.0

-

w

2014 mandrax

3.0

-

2.0

4.0

-

-

-

-

5.0

-

w

18.0

-

4.0

1.0

-

-

-

-

34.0

-

w

2014 methamphetamine

Smoking age of initiation <10 years (%)
2011 NYRBS

4.6

7.9

8.2

6.5

5.0

6.2

8.5

6.1

10.2

6.6

j

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

4.8

j

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

7.8

j

2011 NYRBS female

-

-

-

-

-

-

-

-

-

4.0

j

2011 NYRBS male

-

-

-

-

-

-

-

-

-

9.3

j

Watch TV more than 3 hours per day (%)
2011 NYRBS

24.2

33.8

41.0

27.1

24.6

29.6

35.8

30.4

37.5

30.3

j

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

31.6

j

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

28.4

j

2011 NYRBS female

-

-

-

-

-

-

-

-

-

33.1

j

2011 NYRBS male

-

-

-

-

-

-

-

-

-

27.4

j

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
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a
b
c
d
e
f
g
h
i
j
k
l
m
n
o
p
q
r
s
t
u
v
w

HEAIDS 2014.97 Moderate to high use measured on a multi-item measure of alcohol and drug use. MSM is men who have sex with men students.
NYRBS 2011.127 Defined in survey as ‘Used alcohol in the past month’.
NYRBS 2011.127 Defined in survey as ‘Ever used alcohol’.
GYTS 2011.229
NYRBS 2011.127 Defined as ‘Ever smokers’ in survey.
NCD Trends 2015.198
SANHANES-1. 48 Indicated as ‘have ever smoked tobacco’ in SANHANES survey.
NYRBS 2011.127 Defined in survey as ‘Ever taken drug like heroin, mandrax, sugars, tik’.
HEAIDS 2014.97 Defined in survey as ‘Have you or your sex partner used needles to inject drugs?’ MSM is men who have sex with men students.
NYRBS 2011.127 Learners in grades 8–11.
Reddy et al. 2015.227 SANHANES-1. Adults 18 years and older. Data reported as ‘Current daily smoking’
SACENDU. 238 Update June 2012. Data for Jul – Dec 2011 (Phase 31). The total figure includes patients from MP and LP (Northern Region) and from FS,
NW and NC combined (Central Region).
SACENDU. 238 Update June 2013. Data for Jul – Dec 2012. The total figure includes patients from MP and LP (Northern Region) and from FS, NW and NC
combined (Central Region).
SACENDU. 238 Update Dec 2013. Data for Jan – Jun 2013. The total figure includes patients from MP and LP (Northern Region) and from FS, NW and NC
combined (Central Region).
SACENDU. 238 SACENDU Phase 35 report. The total figure includes patients from MP and LP (Northern Region).
Reddy et al. 2013.239 Smoked cigarettes on 1 or more days in the past 30 days.
GYTS 2011.229 Results quite different to those published by Reddy et al. from same survey.
NYRBS 2011.127 Defined in survey as ‘Current smokers’.
Smoking 1980–2012.240 Age-standardised prevalence.
SANHANES-1.48
Reddy et al. 2015.227 SANHANES-1. Adults 18 years and older.
SACENDU.238 SACENDU 2013 Update. Note grouped results for MP and LP (Northern Region) and from FS, NW and NC combined (Central Region) not
presented here.
SACENDU.238 SACENDU 2014 Update. Note grouped results for MP and LP (Northern Region) and from FS, NW and NC combined (Central Region) not
presented here.

Table 42:

Behaviour and awareness indicators by population group

Currently drink alcohol (%)

African

Coloured

Indian

White

Other

29.6

51.7

36.7

50.7

33.7

32.3

45.7

73.3

68.9

77.6

45.4

49.2

a

2011 NYRBS

All Ref

Ever drank alcohol (%)
2011 NYRBS
Ever smoked cigarettes (%)
2011 NYRBS

23.9

54.8

40.5

49.2

30.0

27.6

a

2012 age 15+

17.4

44.9

25.2

24.5

-

20.8

b

4.8

39.7

9.4

23.7

-

10.1

b

31.4

50.8

41.4

25.5

-

32.8

b

9.7

10.7

12.8

6.1

7.8

9.7

a

2011 NYRBS

3.9

12.6

5.5

12.7

4.7

4.9

a

2012 female 18+

2.6

32.1

4.8

12.8

-

6.5

c

2012 male 18+

25.5

45.1

35.6

17.3

-

26.6

c

2012 total 18+

13.3

38.0

20.1

14.9

-

15.9

c

47.2

38.7

29.2

45.5

42.8

a

2012 female age 15+
2012 male age 15+
Ever used drugs (%)
2011 NYRBS
Frequent smokers (%)

Percentage participating in insufficient physical activity
2011 NYRBS

42.9

Prevalence of smoking (%)
2011 GYTS

15.4

31.4

26.5

12.4

-

16.9

d

2011 NYRBS

15.9

31.9

25.3

24.2

14.9

17.6

a

3.3

34.4

7.5

12.9

-

7.3

c

2012 male 18+

28.5

47.0

36.8

18.0

-

29.2

c

2012 total 18+

15.1

40.1

22.1

15.3

-

17.6

c

5.8

11.3

10.4

11.1

10.4

6.6

a

29.7

39.4

47.8

28.5

32.3

30.3

a

2012 female 18+

Smoking age of initiation <10 years (%)
2011 NYRBS
Watch TV more than 3 hours per day (%)
2011 NYRBS

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d

NYRBS 2011.127 Learners in grades 8–11.
SANHANES 1.48 Indicated as ‘have ever smoked tobacco’ in SANHANES survey.
Reddy et al. 2015.227 SANHANES-1. Adults 18 years and older.
Reddy et al. 2013.239 Smoked cigarettes on 1 or more days in the past 30 days.
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Injuries
Context

New data sources

Violence, particularly violence directed at women and children, seems to hit the headlines only during particular
months. As with road traffic accidents, periodic high-profile attention cannot compensate for a systematic lack
of data and attention.
Nationally, new data have been reported in the:
• Stats SA Victims of Crime Survey (VOCS) 2013/14
• Stats SA causes of death data, also published in the District Health Barometer 2014/15 after adjusting for
data quality issues
• National Injury Mortality Surveillance System (NIMSS) as reported by Matzopoulos et al. 2015
• South African Child Gauge 2014
Internationally, data of interest have been reported in the:
• WHO Global Status Report on Drowning 2014

Key issues and trends

• WHO Global Status Report on Violence Prevention 2014
There are still no updated data from the Road Traffic Management Corporation (RTMC) beyond 2011. Alternative
sources, such as cause of death statistics, are incomplete because of a lack of adequate coding of injuries.

The Statistics SA report “Victims of Crime Survey 2013/14” was
released in December 2014.241 Since 2013, this survey (like the
GHS) has been conducted on a continuous basis, from April to
March. In previous years, the survey was only conducted between
January and March, with a fixed reference period of January to
December of the preceding year. These changes need to be borne
in mind when comparing results over time. As before, this survey
cannot provide accurate data on the number of injuries experienced
as a result of assault or sexual offences. The District Health Barometer
2014/15 provides an analysis of cause of death by age group for
2008 to 2013, showing the contribution of such causes as road
injuries, fires, drowning and interpersonal violence. For instance,
in 2011–2013, drowning accounted for 7.4% of deaths in 5–14
year-olds, road injuries for 6.9% and fires for 2.8%. These were
the fifth, sixth and ninth leading causes of death in this age group.
An analysis of a representative sample of 22 583 post-mortem
reports from 106 mortuaries in 2009 has provided invaluable
estimates of injury-related deaths in South Africa.242 Notably, these
authors reported that they “found more than three times as many
deaths from homicide and road-traffic injury than were recorded
by vital registration”, “significantly more homicides (13% higher)
than the 16 834 recorded by the South African Police Service”
and “significantly more road deaths (24% higher) than the 13 802
recorded by the Road Traffic Management Corporation”. They
estimated age-standardised mortality rates per 100 000 population
for all injuries (109.0; 95% confidence interval 97.1–121.0),
homicide (38.4; 95% CI 33.8–43.0), suicide (13.4; 95% CI 11.6–
15.2) and road-traffic injury (36.1; 95% CI 30.9–41.3). Particular
attention was drawn to the high rates of homicide among Coloured
people in non-metro areas of the Western Cape and Northern Cape,
areas which are associated with high levels of alcohol-associated
violence. Figure 29 shows the male and female deaths by injury
category, as reported by this study.

school students in South Africa (the National School Violence Study),
in which “around 6 per cent of respondents reported having been
physically attacked or hurt at school by someone (using any kind of
weapon or their hands) in the past year”.
A joint WHO, United Nations Office on Drugs and Crime (UNODC)
and United Nations Development Programme (UNDP) report on
violence prevention was published in 2014.245 The report recorded
some 475 000 deaths from homicide in 2012, of which 60%
were in males aged 15–44 years. A WHO Global Report on
Drowning was also issued in 2014, the first such report dedicated
to this largely preventable phenomenon.246 The report identified
approximately 372 000 deaths from drowning per year, of which
more than 90% occurred in low- and middle-income countries. It
listed 1 434 drowning deaths in South Africa in 2010, but did not
identify the exact source of these data.
The website of the Road Traffic Management Corporation (RTMC)
still shows no updated figures beyond those reported in 2011.
A review of data from the BRICS countries identified each as a
major locus for road traffic accidents.247 The report noted that
South Africa accounts for 30% of all motor vehicles on the African
continent, but only 5% of the people. Some risk factors were more
positive (for example, only 5% of South African motorcyclists
failed to use a helmet, compared with 84% in China), but others
were more concerning (50% failure to use seatbelts in cars and
trucks). However, the report cited South Africa as having the highest
incidence of fatal road traffic accidents per 100 000 population
of 15 selected countries, including all of the other BRICS countries.
The report cited numbers of injuries from “unpublished records of
the relevant Ministries of Health”, claiming 15 000 ‘reported’ and
16 000 ‘estimated’ fatal road traffic accidents in South Africa in
both 2009 and 2013.

The South African Child Gauge 2014 included a policy brief on
the issue of violence against children.243 The report noted evidence
that suggests that “over 50% of children have experienced physical
abuse at the hands of caregivers, teachers or relatives”. A UNICEF
report – “Hidden in Plain Sight” – has provided a statistical analysis of
available global data on violence directed at children.244 The report
referenced a 2012 nationally representative survey of secondary
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Figure 29: Male and female deaths by injury categories, South Africa, 2009
Homicide
Road traffic injuries
Suicide
Fires, heat and hot substances
Drowing
Falls
Other transport injuries
Other unintentional injuries
Adverse effects: medical/surgical
`Poisoning (including herbal)
Mechanical forces
Exposure to natural forces
Othe threats to breathing
Mining accident
Animal contact
Undetermined
20 000

15 000

Male

10 000

Female

5 000

0

5 000

Number of deaths

Source: Matzopoulos et al. 2015.242

Table 43: Injury indicators by province
EC

FS

GP

Always wear a seat belt when driven by someone else (%)

KZN

LP

MP

NC

NW

WC

SA Ref

2008 NYRBS

12.8

16.2

18.4

13.6

18.5

17.5

13.6

16.2

11.6

15.5

a

2011 NYRBS

14.6

25.2

29.1

16.6

24.6

22.4

25.4

24.9

19.2

21.5

b

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

23.2

b

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

20.2

b

2011 NYRBS female

-

-

-

-

-

-

-

-

-

20.2

b

2011 NYRBS male

-

-

-

-

-

-

-

-

-

22.8

b

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

2011 NYRBS

10.9

19.4

19.2

10.6

8.1

10.8

12.0

13.6

11.7

12.8

b

2011 NYRBS Grade 11

-

-

-

-

-

-

-

-

-

14.1

b

2011 NYRBS Grade 8

-

-

-

-

-

-

-

-

-

10.6

b

2011 NYRBS female

-

-

-

-

-

-

-

-

-

8.4

b

2011 NYRBS male

-

-

-

-

-

-

-

-

-

14.5

b
c

Road accident fatalities per 100 000 population
2008

22.2

31.4

24.2

25.3

25.8

52.1

31.2

37.0

30.2

28.4

2009

22.9

34.4

22.6

27.1

27.8

46.7

30.7

35.6

25.0

27.8

c

2009 female

-

-

-

-

-

-

-

-

-

16.8

d

2009 male

-

-

-

-

-

-

-

-

-

57.2

d

2009 total

-

-

-

-

-

-

-

-

-

36.1

d

2010

26.5

41.4

19.5

26.2

28.1

44.0

40.1

36.2

25.3

27.9

e

2011

-

-

-

-

-

-

-

-

-

27.6

f

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e
f

NYRBS 2008.126 Learners in grades 8–11.
NYRBS 2011.127 Learners in grades 8–11.
Road Accidents 2009.248
Matzopoulos et al. 2015.242
Road Accidents 2010.249
Arrive Alive.250 Number of fatalities: 13 954. No provincial values available in source found. No updated stats on RTMC website.
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Table 44: Injury indicators by population group
African

Coloured

Always wear a seat belt when driven by someone else (%)

Indian

White

Other

All Ref

2008 NYRBS

14.0

12.2

18.6

38.0

20.0

15.5

a

2011 NYRBS

19.7

22.3

28.4

48.0

27.4

21.5

b

Drove after drinking alcohol (%)
2008 NYRBS

26.0

27.7

23.1

20.0

37.9

25.9

a

2011 NYRBS

11.7

23.4

21.1

15.6

1.2

12.8

b

28.4

37.0

37.2

-

36.1

c

Road accident fatalities per 100 000 population
2009 total

37.2

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

NYRBS 2008.126 Learners in grades 8–11.
NYRBS 2011.127 Learners in grades 8–11.
Matzopoulos et al. 2015.242
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Health services indicators
Health facilities
Context

New data sources

Improving the quality of care provided at public sector facilities has been portrayed as an integral part of the
preparation for National Health Insurance. However, the means to assess quality of care at facility level is still
lacking. Where audits have been conducted, the data are seldom in the public domain.
Nationally, new data have been reported in the:
• Stats SA General Household Survey 2014
• District Health Information System (DHIS)
• NSP Review 12 – summary of 2014 stock-out survey
• TAC 2014 Stock outs survey
• National Income Dynamics Study (NiDS)

Key issues and trends

• Mediscor Medicines Review 2014
Much work has also been expended on the Ideal Clinic initiative for which a detailed dashboard system is being
actively used to drive progress. However, these data are not publicly accessible.

Data from the General Household Survey on health service utilisation
have shown minimal changes over a number of years.30 Although
the proportion of respondents indicating that they would consult a
public clinic first if a member of the household fell ill or was injured
had increased from 44.5% in 2004 to 60.2% in 2010, it had barely
changed by 2014 (61.0%). The shift was away from public hospitals
(from 24.6% in 2004 to 8.3% in 2014), reflecting the imposition of
bypass fees, rather than away from private medical practitioners
(20.6% in 2004 to 24.6% in 2014). The NDoH has published the
“components and definition” of an Ideal Clinic,251 although how
many of the existing clinics met these standards in not clear. Data
from the NiDS Wave 1 have shown that 90% of “South Africans
live within 7 km of the nearest public clinic, and two-thirds live less
than 2 km away”.252 However, there are persistent differences in
geographical access by population group: 14% of Black African
adults live more than 5 km from the nearest facility, compared to
only 4% of Whites. Data from the Agincourt Sub-district showed that
96.5% of respondents in this rural setting who reported a health
problem accessed health services, predominantly at a public sector
facility (82.3%).253 Only 7.4% consulted a private health facility,
and, as in the GHS, a small proportion (0.3%) reported consulting
a faith or traditional healer. The greatest need was identified among
older people presenting with chronic communicable and noncommunicable diseases. From routine DHIS data, the PHC utilisation
rate has stagnated since 2009/10, and the rate may have slightly
decreased, as shown in Figure 30.

Medicines Review 2014, the only private sector structure to report
on medicines utilisation.256 However, medicine shortages have
affected both sectors, at times for different reasons. Where global
shortages of active pharmaceutical ingredients or imported finished
pharmaceutical preparations have been the issue, both sectors have
been affected. A high-profile and long-standing problem was the
global shortage of BCG vaccine, which required importation of
unregistered products from alternative suppliers.
Globally, while there are more data available describing the
performance of health systems, there is also a dearth of analysis
and application in low- and middle-income countries.257 In such
settings, the promise of ‘big data’ has yet to be realised, but the
risks also need to be actively managed: “Sheer size increases both
the potential risks and potential benefits of the approach. Although
the approach may have most value in low-resource settings,
it is also most vulnerable to fragmentation and misuse in such
settings. Collaborative governance, careful analysis and technical
partnerships are needed to minimize the risks”.

Access to needed essential medicines is a sensitive indicator of
facility performance, readily assessed by users and the community.
In the DHIS, the availability of a trace list of medicines is routinely
reported. As shown in Figure 31, the stock-out rate averaged
23.6% in 2014/15, but was as high as 45.4% in Limpopo. A civil
society effort, in the form of the Stop Stock Outs Project provided a
second report in 2014.254 Based on recall, 25% of facilities polled
reported a stock-out of an antiretroviral and tuberculosis medicine
in the three-month survey period in 2014, up from 21% in 2013.
Figure 32 shows the provincial trends for 2013 and 2014. Moving
towards National Health Insurance will require mobilising the entire
pharmaceutical infrastructure, not just that within the public sector.
In this regard, it is notable that changes in community pharmacy
ownership have not resulted in a more equitable distribution of
such facilities.255 Stock-outs were not covered in the Mediscor
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Figure 30: Utilisation rate PHC by age group, 2000/01–2014/15

Source: DHIS.14

Figure 31: Tracer items stock-out rate (fixed clinic/CHC/CDC) by province, 2014/15

WC

4.5

KZN

9.0

NC

16.3

GP

16.4
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MP

27.2

FS

30.5
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Source: DHIS.14
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Figure 32: Percentage of facilities reporting at least one ARV/TB stock out in the 3 months prior to contact by province, 2013 and 2014
Indicator Name / Level / Y ear t
Any AR V and/or T B drug s tock out rate
WC

K ZN

NC

GP

EC

FS

LP

NW

MP

ZA

P ercentage

54
41

40

40

39

28
20

0

2013

21 20

19 18

14
5

25

29

28

26

4

4
2014

25

21

20

2013

2014

2013

2014

2013

2014

2013

2014

2013

2014

2013

2014

2013

2014

2013

2014

2013

2014

Source: Stock Outs Survey 2014.254

Table 45: Health services indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

Percentage of users of private health services highly satisfied with the service received
2012 GHS

96.0

93.5

94.7

81.0

94.1

93.0

87.0

91.8

94.1

92.2

a

2012 inpatient care

-

-

-

-

-

-

-

-

-

69.5

b

2012 outpatient care

-

-

-

-

-

-

-

-

-

57.1

b

2013 GHS

97.0

92.5

94.2

93.1

94.3

95.1

91.3

93.5

93.4

94.0

c

2014 GHS

95.1

91.2

91.6

89.8

95.1

95.9

92.0

91.4

92.4

91.5

d

Percentage of users of public health services highly satisfied with the service received
2012 GHS

64.6

61.4

52.3

51.6

67.5

59.2

61.7

50.7

57.8

57.3

a

2012 inpatient care

-

-

-

-

-

-

-

-

-

32.7

b

2012 outpatient care

-

-

-

-

-

-

-

-

-

24.5

b

2013 GHS

67.3

62.1

54.4

56.8

73.3

65.0

58.8

54.2

60.3

60.5

c

2014 GHS

62.1

59.0

51.8

56.7

68.0

64.1

64.8

50.1

52.8

57.1

d

NW

WC

SA Ref

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d

Stats SA GHS 2012.49
SANHANES 1.48 All participants aged 15 years and older very satisfied with care.
Stats SA GHS 2013.29
Stats SA GHS 2014.30

Table 46: Health facilities indicators by province
Average length of stay (ALOS)

EC

FS

GP

KZN

LP

MP

NC

2012 DHIS

6.9

4.9

4.8

6.5

5.7

4.5

3.2

5.8

5.9

5.6

a

2013 DHIS

7.4

6.6

6.3

7.3

5.9

5.0

4.1

6.8

6.4

6.5

a

2014 DHIS

7.3

5.8

6.5

7.1

5.5

4.9

4.7

7.2

6.4

6.5

a

Inpatient bed utilisation rate - total (BUR)
2012 DHIS

69

74

76

68

72

72

61

73

83

72

a

2013 DHIS

68

73

79

70

68

70

64

75

84

73

a

2014 DHIS

68

71

77

67

71

71

66

69

85

72

a

2014 District Hospitals

6 120

1 598

2 538

8 637

4 153

2 796

583

1 494

2 784

30 703

b

2014 Regional Hospitals

2 122

1 195

4 425

7 091

1 533

840

141

1 953

1 384

20 682

b

2014 Provincial Tertiary

1 615

609

2 172

995

1 003

725

657

471

272

8 518

b

527

636

6 053

846

-

-

-

-

2 359

10 421

b

2014 Specialised Psychiatric

1 316

760

1 468

2 456

994

-

106

1 214

1 692

10 007

b

2014 Specialised TB

1 500

-

-

2 023

62

384

36

-

1 026

5 031

b

13 200

4 798

16 656

22 048

7 745

4 745

1 523

5 132

12 421

85 362

b

Number of beds

2014 National Central Hospitals

2014 Public sector
Number of health facilities
2012 Public clinics

719

214

321

556

436

233

128

256

212

3 075

c

2012 CHC/CDC

33

6

31

16

23

47

26

49

51

282

c

2012 District Hospitals

65

25

10

39

30

22

14

15

34

254

c
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EC

FS

GP

KZN

LP

MP

NC

NW

WC

2012 Regional Hospitals

6

5

12

13

5

3

2

4

5

55

2012 Provincial Tertiary

2

1

1

1

2

2

-

1

-

10

c

2012 National Central Hospitals

0

0

3

1

0

0

0

0

2

6

c

2012 Specialised Hospitals
2014 Public clinics

SA Ref
c

18

1

6

18

4

5

1

2

13

68

c

731

212

333

592

456

242

131

273

212

3 182

b

2014 CHC/CDC

41

10

38

20

25

53

33

45

66

331

b

2014 District Hospitals

65

25

12

40

31

23

11

14

34

255

b

1

1

4

1

-

-

-

-

2

9

b

2014 Private Hospitals

2014 National Central Hospitals

17

13

83

12

10

13

2

14

39

203

d

2014 Provincial Tertiary
Hospitals

3

1

3

2

2

2

1

1

1

16

b

5

4

10

13

5

3

1

5

5

51

b

17

3

10

21

4

5

3

2

11

76

b

2014 Regional Hospitals
2014 Specialised Hospitals

Useable beds per 1 000 population
2014 District Hospitals

1.0

0.7

0.3

0.9

0.8

0.8

0.6

0.5

0.6

0.7

e

2014 Regional Hospitals

0.4

0.5

0.5

0.8

0.3

0.2

0.2

0.6

0.3

0.5

e

2014 Provincial Tertiary

0.3

0.3

0.2

0.1

0.2

0.2

0.7

0.2

0.1

0.2

e

2014 National Central Hospitals

0.1

0.3

0.7

0.1

-

-

-

-

0.5

0.2

e

2014 Specialised Psychiatric

0.2

0.3

0.2

0.3

0.2

-

0.1

0.4

0.4

0.2

e

2014 Specialised TB

0.3

-

-

0.2

0.0

0.1

0.0

-

0.2

0.1

e

2014 Public sector

2.2

2.1

1.8

2.4

1.5

1.3

1.6

1.6

2.1

1.9

e

Utilisation rate PHC
2012 DHIS

2.7

2.5

2.0

2.9

2.7

2.5

2.9

2.3

2.6

2.5

b

2013 DHIS

2.6

2.5

1.8

3.0

2.6

2.2

2.9

2.2

2.4

2.4

b

2014 DHIS

2.7

2.5

1.8

2.9

2.6

2.3

2.8

2.3

2.3

2.4

b

2012 DHIS

4.4

3.8

4.2

4.7

6.0

4.8

4.9

4.4

4.3

4.6

b

2013 DHIS

4.0

4.3

4.0

4.4

5.2

4.2

4.6

4.1

4.0

4.3

b

2014 DHIS

4.1

4.2

4.1

4.4

5.0

4.3

4.5

4.1

4.0

4.3

b

Utilisation rate PHC <5 years

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d
e

DHIS.14 All facility types. Data for financial year from April of the year to March of the following year (not calendar year).
DHIS.14
AHS 2012.117 Based on National Facilities Audit. Note that a number of facilities received updated classifications compared to their current OrgUnitType
in DHIS, therefore the numbers may vary, but this is not necessarily due to a real change in the number of physical facilities on the ground. DHIS also has
some units within facilities as separate orgunits.
DHIS.14 Private Hospitals as listed in DHIS – may not be comprehensive.
DHIS.14 Calculated from DHIS usable beds for district hospitals, per 1 000 uninsured population (calculated from Stats SA GHS medical schemes coverage
and mid-year population estimates).
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Health personnel
Context

New data sources

Data on healthcare personnel numbers can be obtained from various sources, few of which are easily accessible.
Data held by statutory health councils generally over-estimate the number of professionals available, and are not
able to accurately show where such professionals are practising (if at all).
Nationally, new data have been reported in the:
• MiWORC Report 7 on foreign health professionals in the South African public service
• PERSAL 2014 and 2015

Key issues and trends

• Data from the various statutory health councils
A complete dataset on the community service programme could not be obtained from the NDoH, despite
repeated requests. This system appears to be in disarray.

In the absence of clear national data that are suitably disaggregated
and interpreted, data from smaller settings can provide useful
insights. For example, an analysis of human resource management
practices in an Eastern Cape medical complex identified numerous
shortcomings, with the potential to impact negatively on the ability to
retain highly trained staff.258 Overall, the maldistribution of human
resources for health in South Africa has not been substantially altered
over time, except by means of the compulsory community service
programme.259 In this regard, the lack of complete and up-to-date
data on the current operation of the community service programme
is of extreme concern. As van Rensburg warns: “The struggle for the
balanced distribution of the health workforce, for equitable access
to health care, and for universal health care coverage of the entire
population is clearly not over. South Africa is still not there”.
The use of mid-level health workers can address some of the
shortages of health professionals. The first group of clinical
associates entered the profession in 2011, and appear to be
meeting a need, particularly in rural settings.260 Many countries
have used immigration policies to address shortages of specific
skills. However, the NDoH has actively blocked the recruitment
of health professionals from developing countries for some years.
Despite this, data from PERSAL show that 1.5% of the total public
health workforce (2 640 out of 173 080 qualified staff) are
foreign.261 However, the percentage varies substantially between
varies widely between professions: 13.1% of medical practitioners,
7.5% of medical specialists, 3.8% of dentists, 3.4% of pharmacists,
but less than 0.3% of nurses. In the public sector are foreign. Thirtyeight per cent of foreign medical practitioners, specialists, dentists
or pharmacists come from SADC countries, 26% from the rest
of Africa, and 36% from the rest of the world. Most importantly,
foreign health professionals are an important resource in more rural
provinces, as shown in Figure 33. The MiWORC study concluded
that “Twenty years into democracy, it is now evident that South
Africa will not by itself meet its health staff shortages with its current
policy instruments”. A careful and considered rethink of the policy
regarding foreign health professional recruitment is warranted.
The WHO has referred to the health workforce registry as an
essential tool, as needed as a civil registration and vital statistics
system.262 A minimum dataset for such a registry was published in
2015.
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Figure 33: Distribution of medical practitioner, medical specialist, dentist and pharmacist positions by citizenship per province, 2013
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South African
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Unknown
Vacant Position

Source: March 2013 data from NDoH as reported in MiWORC 2014.261

SAHR 2014/15

Foreigner

Medical practitioners
Medical specialists
Dentists
Pharmacists

100%

Health and Related Indicators 15

Figure 34: Trends in selected public sector health professionals per 100 000 uninsured population by province, 2000–2015

Source: Calculated from PERSAL, Stats SA mid-year population estimates and GHS medical scheme coverage.
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Figure 35: Trends in the number of selected health professionals working in the public sector by population group, 2001–2015

Source: PERSAL.263
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Table 47:

Number of health personnel practising by sector, and registered with applicable professional council, by province
EC

FS

2013 Public sector

53

5

2014 Public sector

71

5

2015 Public sector

58

20

2013 Registered with HPCSA

29

2014 Registered with HPCSA

65

Number of clinical associates

GP

KZN

LP

MP

NC

NW

WC

19

19

39

28

8

5

9

26

39

40

7

16

69

35

19

112

50

SA Ref

4

17

-

130

a

4

39

-

221

a

54

4

48

-

270

a

13

19

10

26

3

220

b

19

38

13

47

6

369

b

Number of clinical associates registered

Number of dental practitioners
2013 Public sector

114

74

234

123

156

120

27

58

130

1 037

a

2014 Public sector

122

74

247

128

156

108

33

61

126

1 056

a

2015 Public sector

134

74

244

154

180

114

43

58

135

1 137

a

Number of dental practitioners registered
2013 Registered with HPCSA

321

192

2 252

813

215

275

94

191

1 289

5 769

b

2014 Registered with HPCSA

317

195

2 274

829

228

282

94

191

1 317

5 856

b

2013 Public sector

-

1

102

1

4

1

1

-

33

143

a

2014 Public sector

-

1

116

1

4

-

1

-

32

155

a

2015 Public sector

-

1

118

-

3

1

1

-

30

154

a

2013 Public sector

10

2

39

104

76

23

8

16

2

280

a

2014 Public sector

9

2

41

117

87

23

9

16

2

306

a

2015 Public sector

10

1

38

116

101

16

9

16

2

309

a

Number of dental specialists

Number of dental therapists

Number of dental therapists registered
2013 Registered with HPCSA

14

17

174

213

57

43

9

40

3

572

b

2014 Registered with HPCSA

13

22

179

237

62

44

9

41

3

611

b

Number of enrolled nurses
2013 Public sector

3 193

819

5 793

11 016

4 303

1 707

213

764

2 406

30 215

a

2014 Public sector

3 124

839

6 262

10 784

4 189

1 769

220

909

2 474

30 571

a

2015 Public sector

3 293

882

6 485

10 603

4 240

1 739

232

927

2 468

30 870

a

2013 Registered with SANC

4 775

2 094

15 853

23 011

5 491

2 891

449

2 976

6 248

63 788

c

2014 Registered with SANC

5 184

2 244

16 543

24 172

5 735

3 038

431

3 171

6 373

66 891

c

Number of enrolled nurses registered

Number of environmental health practitioners
2013 Public sector

76

91

122

265

154

169

32

43

5

962

a

2014 Public sector

50

85

153

174

151

153

32

43

4

850

a

2015 Public sector

39

73

92

93

91

89

23

37

-

799

a

Number of environmental health practitioners registered
2013 Registered with HPCSA

368

215

801

680

289

201

102

148

459

3 267

b

2014 Registered with HPCSA

373

228

848

702

287

219

105

154

471

3 391

b

Number of medical practitioners
2013 Public sector

1 472

718

3 009

3 624

1 206

896

410

636

1 540

13 531

a

2014 Public sector

1 489

716

3 184

3 537

1 185

875

419

627

1 541

13 593

a

2015 Public sector

1 616

539

3 280

3 418

1 279

836

433

674

1 563

13 656

a

Number of medical practitioners (including specialists) registered
2013 HPCSA General MPs

2 008

1 205

8 354

4 693

1 152

1 190

436

974

5 048

25 826

b

2013 HPCSA Specialist MPs

699

653

5 286

2 257

200

276

131

303

3 620

14 021

b

2013 Registered with HPCSA

2 707

1 858

13 640

6 950

1 352

1 466

567

1 277

8 668

39 847

b

2014 HPCSA General MPs

2 080

1 237

8 708

4 819

1 192

1 196

448

1 016

5 110

26 585

b

2014 HPCSA Specialist MPs

721

657

5 484

2 346

212

279

132

300

3 784

14 547

b

2014 Registered with HPCSA

2 801

1 894

14 192

7 165

1 404

1 475

580

1 316

8 894

41 132

b

2013 Public sector

-

6

21

9

3

-

1

-

31

105

a

2014 Public sector

-

8

20

9

3

-

1

-

34

103

a

2015 Public sector

-

6

21

6

3

-

1

-

40

100

a

2013 Public sector

197

359

1 820

813

98

73

20

112

1 450

4 947

a

2014 Public sector

170

328

1 868

791

92

70

29

117

1 423

4 893

a

2015 Public sector

161

300

1 964

736

80

81

26

115

1 512

4 986

a

Number of medical researchers

Number of medical specialists
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EC

Number of nursing assistants

FS

GP

KZN

LP

MP

NC

NW

WC

SA Ref

2013 Public sector

5 716

2 133

6 620

6 538

5 668

1 721

926

2 831

4 122

36 275

a

2014 Public sector

5 399

2 098

6 664

6 251

5 125

1 752

916

2 853

4 089

35 147

a

2015 Public sector

5 577

2 114

6 454

6 353

5 049

1 602

887

2 750

4 091

34 877

a

Number of nursing assistants registered
2013 Registered with SANC

6 973

3 318

17 416

12 236

9 220

4 101

1 196

4 949

8 486

67 895

c

2014 Registered with SANC

7 325

3 319

18 634

12 789

9 600

4 048

1 163

4 974

8 567

70 419

c

2013 Public sector

112

73

254

171

197

77

44

42

140

1 110

a

2014 Public sector

120

76

306

210

197

95

56

49

141

1 250

a

2015 Public sector

139

67

306

229

205

95

68

59

144

1 313

a

Number of occupational therapists

Number of occupational therapists registered
2013 Registered with HPCSA

188

281

1 436

451

165

197

77

121

1 071

4 024

b

2014 Registered with HPCSA

198

292

1 509

507

179

213

90

134

1 143

4 305

b

Number of pharmacists
2013 Public sector

384

272

1 014

682

422

222

119

194

844

4 224

a

2014 Public sector

408

297

1 052

722

436

268

135

233

880

4 516

a

2015 Public sector

547

343

1 102

788

511

276

151

238

915

4 970

a

Number of pharmacists registered
2014 Registered with SAPC

939

429

4 463

1 717

436

530

171

601

2 028

13 364

d

2014 Registered with SAPC - female

-

-

-

-

-

-

-

-

-

7 795

d

2014 Registered with SAPC - male

-

-

-

-

-

-

-

-

-

5 576

d

1 570

431

4 655

1 888

516

568

181

639

2 166

13 479

d

2015 Registered with SAPC - female

-

-

-

-

-

-

-

-

-

8 134

d

2015 Registered with SAPC - male

-

-

-

-

-

-

-

-

-

5 345

d

2015 Registered with SAPC

Number of physiotherapists
2013 Public sector

139

82

206

276

159

76

58

77

146

1 219

a

2014 Public sector

145

68

200

299

160

88

59

73

147

1 239

a

2015 Public sector

160

67

205

326

188

75

63

75

155

1 315

a

2013 Registered with HPCSA

324

340

2 242

887

235

261

107

191

1 671

6 359

b

2014 Registered with HPCSA

339

358

2 355

939

258

269

111

194

1 743

6 673

b

2013 Public sector

9 653

2 430

11 836

15 688

8 555

4 485

1 326

3 964

4 999

63 833

a

2014 Public sector

10 008

2 435

12 171

16 126

9 093

5 049

1 332

4 494

5 130

66 711

a

2015 Public sector

10 273

2 353

12 672

16 431

9 356

5 194

1 365

4 337

5 268

68 105

a

Number of physiotherapists registered

Number of professional nurses

Number of professional nurses registered
2013 Registered with SANC

14 938

7 946

33 597

28 158

10 536

6 700

2 199

8 910

16 031

129 015

c

2014 Registered with SANC

15 190

8 004

34 847

29 174

10 987

6 964

2 237

9 236

16 488

133 127

c

Number of psychologists
2013 Public sector

62

37

212

109

91

19

11

37

85

1 131

a

2014 Public sector

62

36

232

115

101

35

17

48

86

1 213

a

2015 Public sector

72

33

231

109

119

36

19

52

88

1 238

a

2013 Registered with HPCSA

454

263

3 683

832

137

171

54

230

1 668

7 622

b

2014 Registered with HPCSA

460

273

3 794

870

149

174

56

247

1 714

7 883

b

Number of psychologists registered

Number of pupil auxiliary nurses registered
2013 Registered with SANC

479

140

3 287

1 473

220

79

113

260

696

6 747

c

2014 Registered with SANC

1 061

200

3 837

1 727

344

113

113

362

792

8 549

c

Number of pupil nurses registered
2013 Registered with SANC

1 104

357

6 210

5 868

458

264

0

65

1 011

15 337

c

2014 Registered with SANC

1 582

453

7 466

6 849

545

404

-

103

1 365

18 767

c

2013 Public sector

360

186

642

569

158

95

94

101

445

2 652

a

2014 Public sector

344

186

676

568

167

116

100

120

456

2 735

a

2015 Public sector

352

163

694

595

175

95

106

115

468

2 765

a

2013 Registered with HPCSA

590

490

2 409

1 254

229

266

152

243

1 387

7 072

b

2014 Registered with HPCSA

614

511

2 512

1 328

243

303

163

267

1 433

7 430

b

Number of radiographers

Number of radiographers registered
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EC

FS

2014 Public sector

258

-

2015 Public sector

73

-

2013 Registered with SANC

3 776

1 349

5 048

2014 Registered with SANC

3 821

1 394

4 870

Number of student nurses

GP

KZN

LP

MP

NC

NW

WC

4 233

1 815

3 734

1 694

SA Ref

443

765

-

234

-

7 748

a

461

865

-

70

-

6 897

a

3 083

1 915

909

217

1 713

2 946

20 956

c

3 264

1 951

991

238

1 925

2 849

21 303

c

Number of student nurses registered

Total number of health professional posts
2014 Public sector (filled)

21 779

7 254

37 464

41 675

21 598

11 192

3 363

9 916

16 565

172 307

a

2015 Public sector (filled)

22 504

7 036

37 679

41 691

22 048

11 168

3 431

9 571

16 879

173 761

a

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a

b
c
d

PERSAL.263 Note that this total includes only the posts that are filled at time of data extraction. The South African total includes the sum of the provinces plus
posts within the National Department of Health. Data for Environmental Health Practitioners only include those employed by provincial government. Note
that for provinces such as GP and WC a substantial number of EHPs may be employed by local government. Data were not extracted for student nurses
for 2013. For this reason the total number of health professional posts was also not updated, since it would not cover the same cadres as in previous years.
HPCSA.264 Total for South Africa includes those with REGION indicated as Foreign or Unknown. The number on the register includes those professionals
who are retired, overseas, working part-time, working in other sectors or not working at all (a substantial proportion of the total for some professions).
SANC.265 The number on the register includes those professionals who are retired, overseas, working part-time, working in other sectors or not working at
all.
SAPC.266 The total for South Africa includes large numbers of pharmacists for whom province was unknown and thus the provincial breakdown should be
interpreted with caution. The number on the register also includes those professionals who are retired, overseas, working part-time, working in other sectors
or not working at all.

Table 48: Public and private sector health personnel per 100 000 sector population
EC

FS

GP

KZN

Dental practitioners per 100 000 population

LP

MP

NC

NW

WC

SA Ref

2013 Public sector

1.92

3.24

2.60

1.36

3.11

3.44

2.91

1.91

2.91

2.40

a

2014 Public sector

2.01

3.20

2.71

1.38

3.04

3.03

3.54

1.97

2.77

2.40

a

2015 Public sector

2.16

3.20

2.57

1.62

3.44

3.13

4.52

1.84

2.95

2.53

a

Dental specialists per 100 000 population
2013 Public sector

-

0.04

1.13

0.01

0.08

0.03

0.11

-

0.74

0.33

a

2014 Public sector

-

0.04

1.27

0.01

0.08

-

0.11

-

0.70

0.35

a

2015 Public sector

-

0.04

1.25

-

0.06

0.03

0.11

-

0.66

0.34

a

Dental therapists per 100 000 population
2013 Public sector

0.17

0.09

0.43

1.15

1.51

0.66

0.86

0.53

0.04

0.65

a

2014 Public sector

0.15

0.09

0.45

1.26

1.70

0.64

0.97

0.52

0.04

0.69

a

2015 Public sector

0.16

0.04

0.40

1.22

1.93

0.44

0.95

0.51

0.04

0.69

a

Enrolled nurses per 100 000 population
2013 Public sector

53.9

35.9

64.4

121.5

85.7

49.0

23.0

25.2

53.8

69.9

a

2014 Public sector

51.4

36.3

68.6

116.3

81.8

49.6

23.6

29.3

54.4

69.4

a

2015 Public sector

53.2

38.1

68.4

111.4

81.0

47.7

24.4

29.4

54.0

68.6

a

Environmental health practitioners per 100 000 population
2013 Public sector

1.28

3.99

1.36

2.92

3.07

4.85

3.45

1.42

0.11

2.23

a

2014 Public sector

0.82

3.68

1.68

1.88

2.95

4.29

3.44

1.39

0.09

1.93

a

2015 Public sector

0.63

3.16

0.97

0.98

1.74

2.44

2.42

1.17

-

1.78

a

Medical practitioners per 100 000 population
2013 Public sector

24.8

31.5

33.4

40.0

24.0

25.7

44.2

20.9

34.4

31.3

a

2014 Public sector

24.5

31.0

34.9

38.1

23.1

24.5

45.0

20.2

33.9

30.8

a

2015 Public sector

26.1

23.3

34.6

35.9

24.4

22.9

45.5

21.3

34.2

30.3

a

Medical researchers per 100 000 population
2013 Public sector

-

0.26

0.23

0.10

0.06

-

0.11

-

0.69

0.24

a

2014 Public sector

-

0.35

0.22

0.10

0.06

-

0.11

-

0.75

0.23

a

2015 Public sector

-

0.26

0.22

0.06

0.06

-

0.11

-

0.88

0.22

a

Medical specialists per 100 000 population
2013 Public sector

3.3

15.7

20.2

9.0

2.0

2.1

2.2

3.7

32.4

11.4

a

2014 Public sector

2.8

14.2

20.5

8.5

1.8

2.0

3.1

3.8

31.3

11.1

a

2015 Public sector

2.6

13.0

20.7

7.7

1.5

2.2

2.7

3.6

33.1

11.1

a

Nursing assistants per 100 000 population
2013 Public sector

96.5

93.5

73.6

72.1

112.9

49.4

99.8

93.2

92.2

83.9

a

2014 Public sector

88.9

90.8

73.0

67.4

100.0

49.1

98.4

91.9

90.0

79.8

a

2015 Public sector

90.1

91.4

68.1

66.7

96.5

43.9

93.3

87.1

89.5

77.5

a
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EC

FS

GP

2013 Public sector

1.9

3.2

2.8

2014 Public sector

2.0

3.3

3.4

2015 Public sector

2.2

2.9

3.2

2.4

Occupational therapists per 100 000 population

KZN

LP

MP

1.9

3.9

2.2

2.3

3.8

2.7

3.9

2.6

NC

NW

WC

SA Ref

4.7

1.4

3.1

2.6

a

6.0

1.6

3.1

2.8

a

7.2

1.9

3.2

2.9

a

Pharmacists per 100 000 population
2013 Public sector

6.5

11.9

11.3

7.5

8.4

6.4

12.8

6.4

18.9

9.8

a

2014 Public sector

6.7

12.9

11.5

7.8

8.5

7.5

14.5

7.5

19.4

10.2

a

2015 Public sector

8.8

14.8

11.6

8.3

9.8

7.6

15.9

7.5

20.0

11.0

a

Physiotherapists per 100 000 population
2013 Public sector

2.35

3.59

2.29

3.04

3.17

2.18

6.25

2.54

3.27

2.82

a

2014 Public sector

2.39

2.94

2.19

3.22

3.12

2.47

6.34

2.35

3.23

2.81

a

2015 Public sector

2.59

2.90

2.16

3.42

3.59

2.06

6.63

2.38

3.39

2.92

a

Professional nurses per 100 000 population
2013 Public sector

162.9

106.5

131.5

173.0

170.4

128.7

142.9

130.6

111.8

147.6

a

2014 Public sector

164.8

105.4

133.3

173.9

177.5

141.4

143.1

144.8

112.9

151.4

a

2015 Public sector

166.0

101.7

133.7

172.6

178.7

142.5

143.6

137.3

115.3

151.3

a

Psychologists per 100 000 population
2013 Public sector

1.05

1.62

2.36

1.20

1.81

0.55

1.19

1.22

1.90

2.62

a

2014 Public sector

1.02

1.56

2.54

1.24

1.97

0.98

1.83

1.55

1.89

2.75

a

2015 Public sector

1.16

1.43

2.44

1.15

2.27

0.99

2.00

1.65

1.93

2.75

a

Radiographers per 100 000 population
2013 Public sector

6.1

8.1

7.1

6.3

3.1

2.7

10.1

3.3

10.0

6.1

a

2014 Public sector

5.7

8.1

7.4

6.1

3.3

3.2

10.7

3.9

10.0

6.2

a

2015 Public sector

5.7

7.0

7.3

6.2

3.3

2.6

11.1

3.6

10.2

6.1

a

Student nurses per 100 000 population
2014 Public sector

4.2

-

46.4

19.6

8.6

21.4

-

7.5

-

17.6

a

2015 Public sector

1.2

-

39.4

17.8

8.8

23.7

-

2.2

-

15.3

a

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a

PERSAL.263 Note that this value was calculated using only the posts that are filled at time of data extraction. Population estimates for the applicable year
and medical scheme coverage from Stats SA GHS were used to estimate the public sector dependent population denominator. Data were not extracted for
student nurses in 2013.

Table 49:

Number of health personnel by population group
African

Coloured

Indian

2013 Public sector

127

1

2014 Public sector

211

5

2015 Public sector

258

2013 Registered with HPCSA
2014 Registered with HPCSA

Number of clinical associates

White

Other

All Ref

2

-

-

130

a

2

3

-

221

a

5

2

5

-

270

a

202

6

2

8

2

220

b

337

9

6

15

2

369

b

Number of clinical associates registered

Number of dental practitioners
2013 Public sector

520

91

208

216

-

1 037

a

2014 Public sector

496

100

227

230

-

1 056

a

2015 Public sector

567

113

217

236

4

1 137

a

2013 Registered with HPCSA

813

223

978

2 088

1 667

5 769

b

2014 Registered with HPCSA

845

245

1 030

2 145

1 591

5 856

b

Number of dental practitioners registered

Number of dental specialists
2013 Public sector

39

8

30

66

-

143

a

2014 Public sector

49

11

31

64

-

155

a

2015 Public sector

48

9

34

63

-

154

a

2013 Public sector

239

4

33

4

-

280

a

2014 Public sector

260

4

33

4

-

306

a

2015 Public sector

269

6

33

1

-

309

a

2013 Registered with HPCSA

328

3

114

30

97

572

b

2014 Registered with HPCSA

359

3

124

31

94

611

b

Number of dental therapists

Number of dental therapists registered
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African

Coloured

Indian

White

Other

2013 Public sector

27 103

2014 Public sector

27 590

2 340

319

435

-

30 215

a

2 247

321

398

-

30 571

2015 Public sector

a

28 106

2 069

299

360

36

30 870

a

2013 Registered with SANC

-

-

-

-

-

63 788

c

2014 Registered with SANC

-

-

-

-

-

66 891

c

Number of enrolled nurses

All Ref

Number of enrolled nurses registered

Number of environmental health practitioners
2013 Public sector

896

18

20

25

-

962

a

2014 Public sector

786

18

18

24

-

850

a

2015 Public sector

741

16

17

22

3

799

a

Number of environmental health practitioners registered
2013 Registered with HPCSA

1 900

187

75

375

730

3 267

b

2014 Registered with HPCSA

2 048

206

75

366

696

3 391

b

2013 Public sector

6 951

704

2 043

3 725

-

13 531

a

2014 Public sector

7 000

761

2 084

3 695

-

13 593

a

2015 Public sector

7 164

805

1 969

3 663

55

13 656

a

Number of medical practitioners

Number of medical practitioners (including specialists) registered
2013 HPCSA General MPs

7 368

850

3 685

10 208

3 715

25 826

b

2013 HPCSA Specialist MPs

1 774

212

1 873

7 235

2 927

14 021

b

2013 Registered with HPCSA

9 142

1 062

5 558

17 443

6 642

39 847

b

2014 HPCSA General MPs

7 856

944

3 781

10 428

3 576

26 585

b

2014 HPCSA Specialist MPs

2 023

247

2 017

7 428

2 832

14 547

b

2014 Registered with HPCSA

9 879

1 191

5 798

17 856

6 408

41 132

b

2013 Public sector

53

20

10

22

-

105

a

2014 Public sector

49

20

9

24

-

103

a

2015 Public sector

47

22

7

24

-

100

a

2013 Public sector

1 404

254

958

2 319

-

4 947

a

2014 Public sector

1 437

253

936

2 252

-

4 893

a

2015 Public sector

1 505

267

958

2 243

13

4 986

a
a

Number of medical researchers

Number of medical specialists

Number of nursing assistants
2013 Public sector

31 445

3 757

236

790

-

36 275

2014 Public sector

30 636

3 583

200

703

-

35 147

a

2015 Public sector

30 701

3 306

189

621

60

34 877

a

2013 Registered with SANC

-

-

-

-

-

67 895

c

2014 Registered with SANC

-

-

-

-

-

70 419

c

Number of nursing assistants registered

Number of occupational therapists
2013 Public sector

450

116

102

438

-

1 110

a

2014 Public sector

518

129

115

485

-

1 250

a

2015 Public sector

562

152

115

482

2

1 313

a

Number of occupational therapists registered
2013 Registered with HPCSA

533

237

283

2 540

431

4 024

b

2014 Registered with HPCSA

608

268

300

2 714

415

4 305

b

Number of pharmacists
2013 Public sector

2 266

547

568

821

-

4 224

a

2014 Public sector

2 433

567

622

867

-

4 516

a

2015 Public sector

2 787

598

691

879

15

4 970

a

Number of pharmacists registered
2014 Registered with SAPC

2 260

463

2 595

7 978

74

13 364

d

2014 Registered with SAPC - female

-

-

-

-

-

7 795

d

2014 Registered with SAPC - male

-

-

-

-

-

5 576

d

2 595

487

2 736

7 608

53

13 479

d

2015 Registered with SAPC - female

-

-

-

-

-

8 134

d

2015 Registered with SAPC - male

-

-

-

-

-

5 345

d

2015 Registered with SAPC

Number of physiotherapists
2013 Public sector

527

192

165

329

-

1 219

a

2014 Public sector

552

194

161

326

-

1 239

a

2015 Public sector

596

204

183

329

3

1 315

a
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African

Coloured

Indian

White

Other

2013 Registered with HPCSA

878

489

567

3 399

1 026

6 359

b

2014 Registered with HPCSA

956

542

597

3 582

996

6 673

b

2013 Public sector

53 864

5 857

1 486

2 407

-

63 833

a

2014 Public sector

56 889

5 897

1 491

2 319

-

66 711

a

2015 Public sector

58 311

5 890

1 528

2 216

160

68 105

a

Number of physiotherapists registered

All Ref

Number of professional nurses

Number of professional nurses registered
2013 Registered with SANC

-

-

-

-

-

129 015

c

2014 Registered with SANC

-

-

-

-

-

133 127

c

Number of psychologists
2013 Public sector

646

70

67

342

-

1 131

a

2014 Public sector

695

82

63

369

-

1 213

a

2015 Public sector

723

86

69

353

7

1 238

a

Number of psychologists registered
2013 Registered with HPCSA

803

277

452

4 448

1 642

7 622

b

2014 Registered with HPCSA

886

308

480

4 655

1 554

7 883

b

Number of pupil auxiliary nurses registered
2013 Registered with SANC

-

-

-

-

-

6 747

c

2014 Registered with SANC

-

-

-

-

-

8 549

c

2013 Registered with SANC

-

-

-

-

-

15 337

c

2014 Registered with SANC

-

-

-

-

-

18 767

c

2013 Public sector

1 425

468

302

450

-

2 652

a

2014 Public sector

1 514

498

298

421

-

2 735

a

2015 Public sector

1 554

497

305

402

7

2 765

a

2013 Registered with HPCSA

1 764

630

648

2 275

1 755

7 072

b

2014 Registered with HPCSA

1 993

701

705

2 375

1 656

7 430

b

2014 Public sector

7 137

166

242

159

-

7 748

a

2015 Public sector

6 394

155

205

140

3

6 897

a

2013 Registered with SANC

-

-

-

-

-

20 956

c

2014 Registered with SANC

-

-

-

-

-

21 303

c

2014 Public sector (filled)

138 252

14 535

6 853

12 343

-

172 307

a

2015 Public sector (filled)

140 333

14 200

6 821

12 039

368

173 761

a

Number of pupil nurses registered

Number of radiographers

Number of radiographers registered

Number of student nurses

Number of student nurses registered

Total number of health professional posts

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c
d

PERSAL.263 Total for South Africa includes those with unknown population group.
HPCSA.264 Total for South Africa includes those with unknown population group. The number on the register includes those professionals who are retired,
overseas, working part-time, working in other sectors or not working at all.
PERSAL.263 Note that this total includes only the posts that are filled at time of data extraction. The South African total includes the sum of the plus those
of unknown group. Data for Environmental Health Practitioners only include those employed by provincial government.
SAPC.266 The total for South Africa includes pharmacists for whom population group was unknown. The number on the register also includes those
professionals who are retired, overseas, working part-time, working in other sectors or not working at all.
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Health financing
Context

New data sources

The global focus on universal health coverage (UHC) has informed South Africa’s position on National Health
Insurance. However, the White Paper and Treasury discussion document on the financing options have yet to be
issued.
Nationally, new data have been reported in the:
• Medical Schemes Annual Report 2013–14 and 2014–15
• Mediscor Medicines Review 2014
• National Treasury databases
• Stats SA General Household Survey (GHS) 2014
Internationally, reports of interest include:

Key issues and trends

• IHME Financing Global Health 2014
Achieving universal health coverage is largely dependent on increasing domestic tax revenue. However, overreliance on increased consumption taxes (such as value-added tax) may be regressive, unless carefully targeted.

In the absence of a firm policy on National Health Insurance, the
financing and delivery of health services in South Africa remains
stubbornly divided between a public sector largely funded from
the fiscus and a private sector largely funded through member
and employer contributions to medical schemes. Reporting on the
financing of the two sectors remains separate in every respect. No
National Health Accounts have been issued in South Africa since
1998.267

South Africa without resorting to potentially regressive consumption
tax increases remains to be seen.
At a global level, the post-millennium focus on health has seen
significant financing flows from a variety of sources to health focus
areas, through a variety of channels.272 The complexity of this
picture is effectively communicated in the graphic prepared by IHME
(Figure 38). Sustaining this level of support will be critical to the
success of the post-2015 agenda.

Data on the private sector are published annually in the report of the
Council for Medical Schemes. The 2014/15 Annual Report showed
that consolidation in this sector has continued – in December 2014
there were 87 medical schemes registered in South Africa.31
However, the total number of beneficiaries remained almost
constant, at 8 814 458 and medical scheme coverage thus remains
stagnant (Figure 36). Based on the location of the principal member,
the distribution ranged from 2% in the Northern Cape to 34% in
Gauteng. Total healthcare benefits amounted to R124.1 billion in
2014, with an average amount spent per average beneficiary per
annum (pabpa) of R14 185.50. Of this, 37.6% was spent on private
hospital bills and 23.5% on paying medical specialists. Increases in
private hospital expenditure are not due to tariff increases, but to
increased utilisation, linked to the burden of disease in South Africa,
particularly among the elderly.268 Increased demand for speciality
medicines, including expensive biologicals, has also been noted in
this market.256
Public sector health financing has been summarised in the Provincial
Budgets and Expenditure Review 2010/11–2016/17.269 Total
public sector health expenditure in the 2013/14 fiscal year was
R153.703 billion (compared with R151.421 billion in the private
sector in the same year). Total health expenditure was 9.0% of gross
domestic product. Average per capita public sector health spending
was R3 011 in 2014/15, and was expected to grow to R3 483 in
2016/17.
Although there are no global validated indicators to measure
corruption, it has been suggested that corruption is a problem in the
South African health sector.270 Corruption often involves both public
and private sector actors, even though media attention is largely
paid to public sector cases. Figure 37 shows the proportion of
allocated public sector health budget that was assessed as irregular.
Financing universal health coverage largely depends on increasing
domestic tax revenue.271 To what extent this can be achieved in
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Figure 36: Medical scheme coverage trends from CMS data and GHS, 2003–2014

Source: Calculated from Council for Medical Schemes Annual Reports, Stats SA General Household Surveys and Stats SA mid-year population estimates.

Figure 37: Percentage of allocated budget assessed as irregular expenditure, 2009/10–2012/13
45
40
35

Percentage

30
25
20
15
10
5
0
2009/10

WC

MP

FS

LP

EC

GP

KZN

NW

NC

SA

0.3

0.0

5.3

0.0

11.0

2.5

3.1

9.9

4.6

4.1

2010/11

1.0

0.2

5.1

3.8

2.0

11.0

2.5

16.6

42.4

6.1

2011/12

0.6

3.9

0.7

5.4

3.1

4.8

8.3

27.3

32.0

6.6

2012/13

0.6

1.6

2.0

4.7

2.0

6.1

10.3

14.0

33.5

6.3

Source: Rispel et al. 2015.270

Figure 38: Flow of donor assistance for health (DAH) from source to channel to health focus area, 2000–2014
(see page 311 for Figure 38 in colour)
Source

Channel

Health focus area

Source: Financing Global Health 2014 Brief.273
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Public sector financing – provincial
health expenditure
Expenditure on public sector health services consists primarily of
provincial health expenditure (sourced through the provincial
equitable share),c conditional grantsd and provincial own revenue.
Provincial health expenditure is classified under eight budget
programmes (Table 50). Although it has slowed, overall expenditure
grew at an average of 3.6% per annum between 2010/11 and
2014/15 in real terms. District health services accounted for 45.5%
of provincial expenditure on health in 2014/15 and this has more
than doubled (in real terms) since 2005/06 (Figure 39). It is of
some concern that expenditure on health facilities management
(maintenance and capital development) has declined since
2012/13. The distribution of expenditure varies according to the
context of each province (Table 51). Provinces spent R64 billion
on district health services in 2014/15 (Table 52). Expenditure on
district hospitals has increased by 70% in real terms since 2005/06,
accounting for about 37% of district health services in 2014/15
(Figure 40). Spending on HIV/AIDS has increased by 340% over
the same period.
Table 50: Trends in overall provincial health expenditure by programme (Rand million, real 2014/15 prices), 2010/11–2014/15
Rand million
1. Administration

2010/11

2011/12

2012/13

2013/14

2014/15 Average annual
growth rate (%)

3 612

3 658

3 347

3 739

3 599

53 271

56 247

59 413

60 601

64 181

4.8

3. Emergency Health Services

4 837

5 467

5 631

5 593

5 554

3.5

4. Provincial Hospital Services

28 358

29 817

30 758

27 609

28 695

0.3

5. Central Hospital Services

18 276

20 336

20 869

24 619

25 804

9.0

6. Health Sciences and Training

4 185

4 153

4 164

4 221

4 248

0.4

7. Health Care Support Services

1 840

1 728

1 819

1 961

1 322

-7.9

8. Health Facilities Management

8 198

9 618

9 943

8 251

7 522

-2.1

-17

3

4

-

-

122 560

131 027

135 948

136 594

140 926

2. District Health Services

Other
Grand Total

-0.1

3.6

Source: National Treasury Basic Accounting System (BAS).
Note:

‘Other’ includes any other expenditure not indicated as being allocated to any of the above budget programmes.

c

The equitable share formula is used to divide funding from national
government between provinces. Provincial governments then determine what
proportion is used for health relative to other services.

d

These funds are allocated to the provincial health departments by national
government for ring-fenced areas of spending such as tertiary hospitals, HIV
programmes, hospital revitalisation, forensic pathology, training and health
infrastructure.
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Figure 39: Trends in provincial health expenditure by programme (Rand billion, real 2014/15 prices), percentage change (real terms) since
2005/06 and programme expenditure as % of total, 2005/06–2014/15

Source: National Treasury (BAS).
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Table 51:

Provincial health expenditure by programme per province (Rand million), 2014/15

Rand million

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

1. Administration

576

259

565

701

253

197

192

269

585

3 599
64 181

2. District Health Services

8 939

3 405

9 563

14 689

9 280

5 496

1 633

4 408

6 767

3. Emergency Health Services

851

541

848

1 068

548

319

243

256

881

5 554

4. Provincial Hospital Services

4 504

1 168

5 987

8 796

1 954

1 047

293

2 218

2 729

28 695

5. Central Hospital Services

759

2 050

11 585

3 141

1 357

944

768

237

4 964

25 804

6. Health Sciences and Training

726

164

862

1 019

478

305

104

276

312

4 248

7. Health Care Support Services

92

107

212

152

92

102

85

125

356

1 322

8. Health Facilities Management
Grand Total

1 102

600

1 384

1 679

595

469

396

584

713

7 522

17 550

8 294

31 005

31 246

14 557

8 879

3 714

8 373

17 308

140 926

Source: National Treasury (BAS). 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.

Table 52:

Provincial health expenditure on district health services by sub-programme per province (Rand million), 2014/15

Rand million

EC

FS

GP

KZN

LP

MP

NC

NW

WC

SA

2.1 District Management

631

124

428

231

668

329

150

402

306

3 269
12 774

2.2 Community Health Clinics

1 866

764

1 665

3 073

2 133

1 021

352

862

1 036

2.3 Community Health Centres

855

66

1 330

1 209

404

687

235

830

1 496

7 112

2.4 Community-based Services

401

334

1 169

3

318

79

0

13

175

2 490

2.5 Other Community Services
2.6 HIV/AIDS

94

0

0

1 013

2

0

74

188

0

1 372

1 431

879

2 710

3 258

963

841

358

954

1 083

12 476

2.7 Nutrition

47

12

42

44

6

11

4

9

36

210

2.8 Coroner Services

76

35

174

163

0

0

4

38

0

491

2.9 District Hospitals

3 538

1 191

2 046

5 695

4 787

2 530

455

1 111

2 512

23 866

0

0

0

0

0

0

0

0

122

122

8 939

3 405

9 563

14 689

9 280

5 496

1 633

4 408

6 767

64 181

2. Other*
Grand Total

Source: National Treasury (BAS). 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.
Note:

‘2. Other’ includes any other expenditure not indicated as being allocated to any of the above budget sub-programmes.
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Figure 40: Trends in provincial health expenditure on district health services by sub-programme (Rand billion, real 2014/15 prices),
percentage change (real terms) since 2005/06 and sub-programme expenditure as % of DHS, 2005/06–2014/15

Source: National Treasury (BAS).
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Table 53: Health financing indicators by province
EC

FS

GP

KZN

LP

MP

NC

NW

WC

2012

-

-

-

-

-

-

-

-

-

87.7

a

2013

-

-

-

-

-

-

-

-

-

86.5

b

2014

-

-

-

-

-

-

-

-

-

88.2

b

Claims ratio (%)

SA Ref

Health as percentage of total expenditure
2012 Outcome

-

-

-

-

-

-

-

-

-

15.2

c

2013 Outcome

-

-

-

-

-

-

-

-

-

15.5

c

2014 medium-term estimate

-

-

-

-

-

-

-

-

-

15.1

c

2015 medium-term estimate

-

-

-

-

-

-

-

-

-

15.0

c

2012 Private sector

-

-

-

-

-

-

-

-

-

4.6

c

2012 Public sector

-

-

-

-

-

-

-

-

-

4.4

c

2012 Total

-

-

-

-

-

-

-

-

-

9.0

c

2013 Private sector

-

-

-

-

-

-

-

-

-

4.6

c

2013 Public sector

-

-

-

-

-

-

-

-

-

4.4

c

2013 Total

-

-

-

-

-

-

-

-

-

9.0

c

2014 Private sector

-

-

-

-

-

-

-

-

-

4.4

c

2014 Public sector

-

-

-

-

-

-

-

-

-

4.3

c

2014 Total

-

-

-

-

-

-

-

-

-

8.7

c

2015 Private sector

-

-

-

-

-

-

-

-

-

4.3

c

2015 Public sector

-

-

-

-

-

-

-

-

-

4.2

c

2015 Total

-

-

-

-

-

-

-

-

-

8.5

c

Health expenditure % of GDP

Medical scheme beneficiaries
2012

709 197

407 891

3 031 588

1 366 161

452 987

625 779

198 857

533 463

1 348 318

8 682 200

d

2013

703 895

404 691

2 952 924

1 293 764

433 220

588 386

189 264

524 408

1 299 153

8 778 308

e

2014

697 125

402 672

2 982 814

1 301 813

437 906

589 900

192 409

524 879

1 310 998

8 814 458

f

Medical scheme coverage (%)
2012 GHS

10.9

18.1

29.0

12.3

8.0

14.5

18.9

14.1

25.2

17.9

g

2012 med schemes

10.8

14.8

24.3

13.2

8.3

15.2

17.2

15.0

22.8

16.6

h

2013 GHS

10.5

17.1

29.3

13.3

9.0

15.6

20.2

15.6

25.7

18.4

i

2013 med schemes

10.9

14.9

24.1

13.2

8.4

14.8

17.4

15.4

22.6

16.6

j

2014 GHS

10.5

17.9

28.2

12.8

8.6

14.9

19.8

14.8

26.3

18.1

k

2014 med schemes

10.2

14.4

23.0

12.1

7.8

14.0

16.4

14.4

21.5

16.3

l

2012

-

-

-

-

-

-

-

-

-

7.1

a

2013 Female

-

-

-

-

-

-

-

-

-

7.9

m

2013 Male

-

-

-

-

-

-

-

-

-

6.2

m

2013 Total

-

-

-

-

-

-

-

-

-

7.1

m

2014 Female

-

-

-

-

-

-

-

-

-

8.2

b

2014 Male

-

-

-

-

-

-

-

-

-

6.4

b

2014 Total

-

-

-

-

-

-

-

-

-

7.3

b

Pensioner ratio (%)

Per capita expenditure (non-hospital PHC)
2012 real 2014/15 prices

858

884

937

854

704

645

960

855

875

844

n

2013 real 2014/15 prices

826

880

886

897

706

704

1 056

910

887

850

n

2014 real 2014/15 prices

835

916

939

977

756

740

1 058

920

952

897

n

Per capita health expenditure
2012 Private (med schemes)
2012 Public (provincial)
2013 Private (med schemes)
2013 Public (provincial)
2014 Private (med schemes)
2014 Public (provincial)

-

-

-

-

-

-

-

-

-

12 008

o

2 659

3 386

3 033

3 022

2 559

2 153

3 394

2 305

3 307

2 857

p

-

-

-

-

-

-

-

-

-

12 893

q

2 881

3 408

3 047

3 257

2 617

2 315

3 667

2 764

3 560

3 023

p

-

-

-

-

-

-

-

-

-

14 186

q

2 878

3 612

3 337

3 339

2 827

2 475

3 942

2 690

3 852

3 183

p

Ratio of private to public sector per capita health expenditure
2012

-

-

-

-

-

-

-

-

-

4.2

r

2013

-

-

-

-

-

-

-

-

-

4.3

r

2014

-

-

-

-

-

-

-

-

-

4.5

r

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b
c

Medical Schemes 2012–13.33
Medical Schemes 2014–15.31
Fiscal Review 2015.269 Financial year.
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d
e
f
g
h
i
j
k
l
m
n
o
p
q
r

Medical Schemes 2013–14.32 SA total includes 7 959 beneficiaries outside SA. Provincial numbers are calculated primarily on the basis of the location of
principal members.
Medical Schemes 2014–15.31 SA total includes 4 640 outside of the Republic and 383 963 unclassified. Provincial numbers are calculated primarily on the
basis of the location of principal members.
Medical Schemes 2014–15.31 SA total includes 4 224 outside of the Republic and 369 718 unclassified. Provincial numbers are calculated primarily on the
basis of the location of principal members.
Stats SA GHS 2012.49
Medical Schemes 2012–13.33 Calculated from Medical Schemes beneficiaries per population from Stats SA mid-year estimates for 2012 (updated in 2013).
Stats SA GHS 2013.29
Medical Schemes 2013–14.32 Calculated from Medical Schemes beneficiaries per population from Stats SA mid-year estimates for 2013.
Stats SA GHS 2014.30
Medical Schemes 2014–15.31 Calculated from Medical Schemes beneficiaries per population from Stats SA mid-year estimates for 2014.
Medical Schemes 2013–14.32
DHB 2014/15.57 Data for financial year from April of the year to March of the following year (not calendar year).
Medical Schemes 2012–13.33 Average benefits paid per beneficiary per annum.
National Treasury. Calculated from provincial expenditure (National Treasury) per uninsured population. For financial year in nominal prices.
Medical Schemes 2014–15.31 Average benefits paid per beneficiary per annum.
Calculated from Medical Schemes Council and National Treasury data.

Table 54: Medical scheme coverage by population group
Medical scheme coverage (%)

African

Coloured

Indian

White

Other

10.8
10.6

21.6
20.3

46.1
48.7

77.0
76.9

-

2013 GHS
2014 GHS

Reference notes (indicator definitions from page 317 and bibliography of reference sources from page 325):
a
b

Stats SA GHS 2013.29
Stats SA GHS 2014.30
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Appendices
Provincial maps
The maps show the district and sub-district boundaries according to
the 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 Ward-based Outreach Teams by the PHC Re-engineering
Strategy. The socio-economic quintile of each municipality is shown
according to the South African Index of Multiple Deprivation
(SAIMD) 2011 (Maps 1–9).274 Table 55 also reflects the Census
2011 population, population density per municipality and the
SAIMD rank order.
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Districts and municipalities of the Free State showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Map 3:
Districts and municipalities of Gauteng showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Districts and municipalities of KwaZulu-Natal showing socio-economic quintiles (SAIMD 2011), 2011 boundaries

305

Limpopo

LIM361

LIM362

306

SAHR 2014/15
LIM365

LIM366

DC36
Waterberg

LIM367

LIM364

LIM351

LIM471

LIM472

LIM355

LIM354

DC35
Capricorn

LIM352

LIM353

LIM473

LIM475

LIM333

LIM332

DC34
Vhembe

DC47
Sekhukhune

LIM474

LIM344

LIM341

LIM335

DC33
Mopani

LIM331

LIM343

LIM342

5

4

3

2

1

SEQ (1=worst, 5=best)

District

Province

Legend

LIM334

Map 5:
Districts and municipalities of Limpopo showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Districts and municipalities of Mpumalanga showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Map 7:
Districts and municipalities of the Northern Cape showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Districts and municipalities of the North West showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Map 9:
Districts and municipalities of the Western Cape showing socio-economic quintiles (SAIMD 2011), 2011 boundaries
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Figure 38: Flow of donor assistance for health (DAH) from source to channel to health focus area, 2000–2014
Source

Channel

Health focus area

Source: Financing Global Health 2014 Brief.273
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Table 55: Population and deprivation information per municipality based on Census 2011 according to the 2011 demarcation
Province

District

Municipality

Eastern Cape

BUF: Buffalo City MM

BUF: Buffalo City MM

755 200

2 536

298

4

174

DC10: Sarah Baartman DM

EC101: Camdeboo LM

50 991

12 422

4

4

185

EC102: Blue Crane Route LM

36 003

11 069

3

3

123

EC103: Ikwezi LM

10 540

4 563

2

3

119

EC104: Makana LM

80 390

4 376

18

5

188
115

DC12: Amathole DM

DC13: Chris Hani DM

Population
(Census
2011)

DC15: OR Tambo DM

DC44: Alfred Nzo DM

Free State

61 175

1 841

33

3

EC106: Sunday’s River Valley LM

54 501

5 994

9

3

98

EC107: Baviaans LM

17 760

11 668

2

3

129

EC108: Kouga LM

98 557

2 670

37

4

181

EC109: Kou-Kamma LM

40 664

3 642

11

3

136

EC121: Mbhashe LM

254 905

3 169

80

1

11

EC122: Mnquma LM

252 392

3 270

77

1

34

EC123: Great Kei LM

38 992

1 736

22

2

52

EC124: Amahlathi LM

122 779

4 820

25

2

54
39

EC126: Ngqushwa LM

72 192

2 241

32

1

EC127: Nkonkobe LM

127 117

3 626

35

2

74

EC128: Nxuba LM

24 263

2 732

9

3

113

EC131: Inxuba Yethemba LM

65 557

11 663

6

4

154

EC132: Tsolwana LM

33 281

6 087

5

2

60

EC133: Inkwanca LM

21 972

3 584

6

2

80

EC134: Lukhanji LM

190 722

3 813

50

4

155

EC135: Intsika Yethu LM

145 373

2 711

54

1

13

EC136: Emalahleni LM

119 460

3 447

35

1

22

EC137: Engcobo LM

155 514

2 484

63

1

9

63 579

2 355

27

2

55

EC141: Elundini LM

138 139

5 065

27

1

16

EC142: Senqu LM

134 151

7 329

18

2

48

EC143: Maletswai LM

43 802

4 358

10

4

156

EC144: Gariep LM

33 677

8 911

4

3

103

EC153: Ngquza Hill LM

278 481

2 477

112

1

7

EC154: Port St Johns LM

156 140

1 291

121

1

3

EC155: Nyandeni LM

290 388

2 474

117

1

23

EC156: Mhlontlo LM

188 228

2 826

67

1

17

EC157: King Sabata Dalindyebo LM

451 710

3 027

149

2

68

EC441: Matatiele LM

203 843

4 352

47

1

33

EC442: Umzimvubu LM

191 623

2 577

74

1

24

EC443: Mbizana LM

281 907

2 417

117

1

6

EC444: Ntabankulu LM

123 977

1 385

90

1

2

1 152 114

1 959

588

5

209

NMA: Nelson Mandela Bay MM

NMA: N Mandela Bay MM

DC16: Xhariep DM

FS161: Letsemeng LM

38 626

9 829

4

3

111

FS162: Kopanong LM

49 170

15 645

3

4

152

FS163: Mohokare LM

34 147

8 776

4

3

96

FS164: Naledi LM (fs)

24 315

3 424

7

3

124

FS181: Masilonyana LM

63 335

6 796

9

3

139

FS182: Tokologo LM

28 986

9 326

3

2

64

FS183: Tswelopele LM

47 626

6 524

7

3

117

FS184: Matjhabeng LM

406 460

5 155

79

5

193

81 221

4 129

20

3

125

FS191: Setsoto LM

112 597

5 966

19

3

128

FS192: Dihlabeng LM

128 702

4 880

26

4

176

FS193: Nketoana LM

60 324

5 611

11

3

131

335 785

4 338

77

3

134

47 772

8 183

6

3

106

DC18: Lejweleputswa DM

FS185: Nala LM
DC19: Thabo Mofutsanyana DM

FS194: Maluti a Phofung LM
FS195: Phumelela LM
DC20: Fezile Dabi DM

FS196: Mantsopa LM

51 056

4 291

12

4

159

FS201: Moqhaka LM

160 530

7 925

20

5

195

FS203: Ngwathe LM

120 519

7 055

17

4

165

FS204: Metsimaholo LM

149 107

1 717

87

5

202

FS205: Mafube LM
MAN: Mangaung MM

312

Population
SEQ Deprivation
density (SAIMD index rank
2011)
(1=worst)

EC105: Ndlambe LM

EC138: Sakhisizwe LM
DC14: Joe Gqabi DM

Area
(km2)

MAN: Mangaung MM
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57 876

3 971

15

4

141

747 433

6 284

119

5

212
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Province

District

Municipality

Gauteng

DC42: Sedibeng DM

GT421: Emfuleni LM

721 664

966

747

5

GT422: Midvaal LM

95 302

1 722

55

5

218

GT423: Lesedi LM

99 524

1 484

67

5

210

GT481: Mogale City LM

362 422

1 342

270

5

214

GT482: Randfontein LM

149 286

475

314

5

219

DC48: West Rand DM

KwaZulu-Natal

Population
(Census
2011)

Area
(km2)

Population
SEQ Deprivation
density (SAIMD index rank
2011)
(1=worst)
224

GT483: Westonaria LM

111 769

640

175

4

144

GT484: Merafong City LM

197 520

1 631

121

4

177

EKU: Ekurhuleni MM

EKU: Ekurhuleni MM

3 178 472

1 975

1 609

5

217

JHB: Johannesburg MM

JHB: Johannesburg MM

4 434 829

1 645

2 696

5

233

TSH: Tshwane MM

TSH: Tshwane MM

2 921 490

6 298

464

5

228

DC21: Ugu DM

KZN211: Vulamehlo LM

77 403

960

81

1

4

KZN212: Umdoni LM

78 875

252

314

3

135

160 974

1 259

128

1

20

96 557

1 089

89

1

36

KZN213: Umzumbe LM
KZN214: uMuziwabantu LM
KZN215: Ezinqoleni LM
DC22: uMgungundlovu DM

52 541

648

81

1

47

KZN216: Hibiscus Coast LM

256 136

839

305

4

145

KZN221: uMshwathi LM

106 374

1 818

59

2

63

KZN222: uMngeni LM

92 709

1 567

59

5

196

KZN223: Mooi Mpofana LM

38 102

1 820

21

3

107

KZN224: Impendle LM

33 103

1 528

22

1

40

618 538

634

976

5

198
53

KZN225: The Msunduzi LM

DC23: uThukela DM

KZN226: Mkhambathini LM

63 140

891

71

2

KZN227: Richmond LM

65 794

1 256

52

2

73

KZN232: Emnambithi LM

237 438

2 965

80

4

143

KZN233: Indaka LM

103 118

992

104

1

28

83 158

1 972

42

2

88

KZN234: Umtshezi LM

DC24: uMzinyathi DM

DC25: Amajuba DM

DC26: Zululand DM

KZN235: Okhahlamba LM

132 070

3 971

33

1

43

KZN236: Imbabazane LM

113 075

1 426

79

1

44

KZN241: Endumeni LM

64 864

1 610

40

4

184

KZN242: Nquthu LM

165 308

1 962

84

1

21

KZN244: Msinga LM

177 580

2 501

71

1

1

KZN245: Umvoti LM

103 096

2 516

41

1

41

KZN252: Newcastle LM

363 234

1 855

196

4

164

KZN253: Emadlangeni LM

34 442

3 539

10

1

46

KZN254: Dannhauser LM

102 160

1 516

67

2

61

82 050

1 943

42

2

51

127 239

3 239

39

2

58

KZN263: Abaqulusi LM

211 060

4 185

50

2

83

KZN265: Nongoma LM

194 909

2 182

89

1

27

KZN266: Ulundi LM

188 319

3 250

58

2

49

KZN271: Umhlabuyalingana LM

156 736

4 402

36

1

8

KZN272: Jozini LM

186 503

3 442

54

1

15
29

KZN261: eDumbe LM
KZN262: uPhongolo LM

DC27: uMkhanyakude DM

KZN273: The Big 5 LM

35 257

2 487

14

1

KZN274: Hlabisa LM

71 924

1 555

46

1

25

175 425

1 970

89

2

56

KZN281: Mbonambi LM

122 886

1 210

102

2

76

KZN282: uMhlathuze LM

334 456

793

422

5

191
32

KZN275: Mtubatuba LM
DC28: uThungulu DM

KZN283: Ntambanana LM

74 335

1 083

69

1

213 603

2 214

96

1

37

47 820

1 086

44

1

35

KZN286: Nkandla LM

114 416

1 828

63

1

10

KZN291: Mandeni LM

138 077

545

253

3

104

KZN284: uMlalazi LM
KZN285: Mthonjaneni LM
DC29: iLembe DM

KZN292: KwaDukuza LM

231 188

735

315

4

150

KZN293: Ndwedwe LM

140 823

1 093

129

1

12

96 726

896

108

1

5

100 548

1 976

51

1

19

KZN294: Maphumulo LM
DC43: Harry Gwala DM

ETH: eThekwini MM

KZN431: Ingwe LM
KZN432: Kwa Sani LM

12 896

1 852

7

3

95

KZN433: Gr Kokstad LM

65 978

2 680

25

4

160

KZN434: Ubuhlebezwe LM

101 690

1 604

63

1

31

KZN435: Umzimkhulu LM

180 300

2 435

74

1

18

3 442 360

2 291

1 502

5

207

ETH: eThekwini MM
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Province

District

Municipality

Limpopo

DC33: Mopani DM

LIM331: Greater Giyani LM

244 219

4 172

59

2

LIM332: Greater Letaba LM

212 702

1 891

112

2

72

LIM333: Greater Tzaneen LM

390 097

3 243

120

2

89

LIM334: Ba-Phalaborwa LM

153

DC34: Vhembe DM

Population
(Census
2011)

7 462

20

4

94 857

3 244

29

2

77

LIM341: Musina LM

68 361

7 577

9

4

157

91 870

3 886

24

2

79

618 464

5 834

106

3

93

LIM344: Makhado LM

516 033

8 300

62

3

114

LIM351: Blouberg LM

162 629

9 248

18

1

45

LIM352: Aganang LM

131 164

1 881

70

2

85

LIM353: Molemole LM

108 319

3 347

32

3

99

LIM354: Polokwane LM

629 000

3 766

167

4

158

LIM355: Lepelle-Nkumpi LM

230 348

3 463

67

2

90

85 233

11 190

8

4

172

LIM361: Thabazimbi LM
LIM362: Lephalale LM

DC47: Sekhukhune DM

Mpumalanga

DC30: Gert Sibande DM

115 769

13 784

8

4

168

LIM364: Mookgophong LM

35 639

5 689

6

4

148

LIM365: Modimolle LM

68 517

4 678

15

4

149

LIM366: Bela-Bela LM

66 502

3 406

20

5

192

LIM367: Mogalakwena LM

307 683

6 166

50

3

120

LIM471: Ephraim Mogale LM

123 649

2 011

61

2

57

LIM472: E Motsoaledi LM

249 365

3 713

67

2

65

LIM473: Makhuduthamaga LM

274 359

2 097

131

1

42

LIM474: Fetakgomo LM

93 793

1 105

85

2

62

LIM475: Gr Tubatse LM

335 675

4 602

73

2

69

MP301: Albert Luthuli LM

186 012

5 559

33

3

108

MP302: Msukaligwa LM

149 378

6 016

25

4

163

MP303: Mkhondo LM

171 983

4 882

35

2

75

83 237

5 227

16

3

112

115 661

4 585

25

4

187

42 388

2 617

16

4

147

294 537

2 955

100

5

204

MP304: Pixley Ka Seme LM
MP305: Lekwa LM
MP306: Dipaleseng LM
MP307: Govan Mbeki LM
DC31: Nkangala DM

MP311: Victor Khanye LM

75 451

1 568

48

4

171

MP312: Emalahleni LM

395 467

2 678

148

5

201

MP313: Steve Tshwete LM

229 831

3 976

58

5

227

47 217

4 736

10

4

183

MP315: Thembisile Hani LM

310 457

2 384

130

3

138

MP316: Dr JS Moroka LM

249 707

1 416

176

3

122

MP321: Thaba Chweu LM

98 386

5 719

17

4

162

588 794

5 394

109

4

180

MP314: Emakhazeni LM

DC32: Ehlanzeni DM

MP322: Mbombela LM

314

67

150 637

LIM343: Thulamela LM

DC36: Waterberg DM

Population
SEQ Deprivation
density (SAIMD index rank
2011)
(1=worst)

LIM335: Maruleng LM
LIM342: Mutale LM

DC35: Capricorn DM

Area
(km2)

MP323: Umjindi LM

69 575

1 745

40

4

182

MP324: Nkomazi LM

390 611

4 787

82

2

84

MP325: Bushbuckridge LM

541 248

10 250

53

2

78
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Province

District

Municipality

North West

DC37: Bojanala DM

NW371: Moretele LM

186 947

1 379

136

3

121

NW372: Madibeng LM

477 380

3 839

124

3

137

NW373: Rustenburg LM

179

DC38: NM Molema DM

DC39: RS Mompati DM

Population
(Census
2011)

Northern Cape

DC6: Namakwa DM

DC7: Pixley ka Seme DM

DC8: ZF Mgcawu DM

DC9: Frances Baard DM

DC45: John Taolo Gaetsewe DM

Population
SEQ Deprivation
density (SAIMD index rank
2011)
(1=worst)

549 575

3 423

161

4

NW374: Kgetleng Rivier LM

51 047

3 973

13

3

97

NW375: Moses Kotane LM

242 552

5 719

42

3

118

NW381: Ratlou LM

107 338

4 884

22

1

14

NW382: Tswaing LM

124 213

5 966

21

2

50
126

NW383: Mahikeng LM

291 527

3 698

79

3

NW384: Ditsobotla LM

168 902

6 465

26

2

81

NW385: R Moiloa LM

150 712

7 193

21

2

59

NW392: Naledi LM (nw)

66 781

6 941

10

3

130

NW393: Mamusa LM

60 355

3 615

17

2

71

177 642

5 635

32

1

38

NW394: Greater Taung LM

DC40: Dr K Kaunda DM

Area
(km2)

NW396: Lekwa-Teemane LM

53 252

3 681

14

3

105

NW397: Kagisano-Molopo LM

105 787

23 827

4

1

30

56 700

3 764

15

2

70

NW402: Tlokwe LM

162 759

2 674

61

5

216

NW403: Matlosana LM

186

NW401: Ventersdorp LM

398 677

3 561

112

4

NW404: Maquassi Hills LM

77 793

4 643

17

2

86

NC061: Richtersveld LM

11 982

9 608

1

5

225

NC062: Nama Khoi LM

47 043

17 989

3

5

222

NC064: Kamiesberg LM

10 186

14 210

1

4

142

NC065: Hantam LM

21 579

36 128

1

4

151

NC066: Karoo Hoogland LM

12 588

32 274

0

2

91

NC067: Khâi-Ma LM

12 463

16 628

1

4

170

NC071: Ubuntu LM

18 602

20 389

1

2

92

NC072: Umsobomvu LM

28 375

6 819

4

3

133

NC073: Emthanjeni LM

42 353

13 472

3

4

169

NC074: Kareeberg LM

11 670

17 702

1

3

101

NC075: Renosterberg LM

10 979

5 527

2

3

109

NC076: Thembelihle LM

15 699

8 023

2

3

94

NC077: Siyathemba LM

21 588

14 725

1

3

127

NC078: Siyancuma LM

37 074

16 753

2

2

87

7 001

22 468

0

3

100

NC082: Kai !Garib LM

65 871

26 358

2

3

110

NC083: !Khara Hais LM

93 493

21 780

4

5

199

NC081: Mier LM

NC084: !Kheis LM

16 637

11 108

1

2

66

NC085: Tsantsabane LM

35 097

18 333

2

4

175

NC086: Kgatelopele LM

18 690

2 478

8

5

189

NC091: Sol Plaatjie LM

248 040

3 145

79

5

203

NC092: Dikgatlong LM

46 839

7 315

6

2

82

NC093: Magareng LM

24 201

1 542

16

3

116

NC094: Phokwane LM

63 000

834

76

3

102

NC451: Joe Morolong LM

89 528

20 172

4

1

26

NC452: Ga-Segonyana LM

93 656

4 492

21

3

132

NC453: Gamagara LM

41 617

2 619

16

5

194
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Province

District

Municipality

Western Cape

CPT: Cape Town MM

CPT: Cape Town MM

3 740 024

2 440

1 533

5

DC1: West Coast DM

WC011: Matzikama LM

67 147

12 981

5

4

173

WC012: Cederberg LM

49 768

8 007

6

4

161

WC013: Bergrivier LM

61 895

4 407

14

5

215

WC014: Saldanha Bay LM

99 193

2 015

49

5

232

DC2: Cape Winelands DM

Population
(Census
2011)

DC4: Eden DM

234

WC015: Swartland LM

113 763

3 713

31

5

221

115 946

10 753

11

5

190

WC023: Drakenstein LM

251 261

1 538

163

5

231

WC024: Stellenbosch LM

155 732

831

187

5

230

WC025: Breede Valley LM

166 828

3 834

44

5

213

97 722

4 518

22

5

200

WC031: Theewaterskloof LM

108 792

3 232

34

5

206

WC032: Overstrand LM

80 432

1 708

47

5

226

WC033: Cape Agulhas LM

33 036

3 467

10

5

223

WC034: Swellendam LM

35 915

3 835

9

5

197

WC041: Kannaland LM

24 766

4 758

5

4

166

WC042: Hessequa LM

52 643

5 733

9

5

220

WC043: Mossel Bay LM

89 432

2 011

44

5

229

WC044: George LM
WC045: Oudtshoorn LM

DC5: Central Karoo DM

Population
SEQ Deprivation
density (SAIMD index rank
2011)
(1=worst)

WC022: Witzenberg LM

WC026: Langeberg LM
DC3: Overberg DM

Area
(km2)

193 671

5 191

37

5

211

95 933

3 537

27

4

178

WC047: Bitou LM

49 159

992

50

5

205

WC048: Knysna LM

68 657

1 109

62

5

208

8 289

8 784

1

4

146

WC052: Prince Albert LM

13 136

8 153

2

3

140

WC053: Beaufort West LM

49 585

21 917

2

4

167

51 770 576 1 220 813

42

WC051: Laingsburg LM

South Africa
Source: Census 2011,275 South African Index of Multiple Deprivation 2011.276
Note:

Socio-economic quintiles (SEQ) based on rank order of average deprivation calculated by South African Index of Multiple Deprivation (SAIMD) based
on selected Census 2011 variables. Rank 1 = most deprived, rank 234 = least deprived. SEQ 1 = most deprived, SEQ 5 = least deprived.
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Indicator definitions for data tables presented in this chapter

Socio-Economic

Demographic

Type Indicator
Ageing index

Definition
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)

Average household size

Average number of people living in each household where household is defined as a person, or a group of persons, who occupy a
common dwelling (or part of it) for at least four days a week and who provide themselves jointly with food and other essentials for living.
In other words, they live together as a unit. People who occupy the same dwelling, but who do not share food or other essentials, are
enumerated as separate households.

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. Projected population figures are based on various projection models attempting to quantify the expected effects
of HIV and AIDS on population growth.

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 population
group

Proportion of South African population in each population group (calculated from population per population 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.

Poverty prevalence (%)

Proportion of people/households living in poverty. Depending on the poverty line and the methodology used there are various estimates
of the extent of poverty, therefore caution should be observed in comparing estimates from different sources, and comparative reliability
can be assessed from the rank order correlation between different sets of estimates.

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.

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.

Percentage of households by
type of housing

Percentage of households that are categorised as formal, informal, traditional or other.

Percentage of households using Percentage of households using electricity as their main energy source for cooking.
electricity 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 / bucket toilet

Percentage of households that have no toilet, or were using a bucket toilet.

Mortality

Adult mortality (45q15 –
probability of dying between
15-60 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 their 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.)

Disability

Percentage of households with Percentage of households with a telephone in the dwelling or a cellular telephone.
telephone (telephone in dwelling
or cell phone)

Cataract surgery rate (per
million population)

Cataract operations per million of the total 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).
Since the 2009 GHS (revised in 2011), Stats SA 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.

Prevalence of hearing disability
(%)

In the Census questionnaire, respondents were asked to indicate whether or not there were any people with serious visual, hearing,
physical or mental disabilities in the household. The seriousness of the disability was not clearly defined. Rather, the respondent’s
perceptions of seriousness were relied on.
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Tuberculosis (TB)

Infectious
Disease

Type Indicator

Definition

Reported cases of cholera /
measles / rabies

The number of cases of cholera/measles/rabies reported to the Department of Health. Since case-reporting of notifiable diseases
has been 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.

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.

Treatment success rate (%)

The proportion of new smear-positive TB cases registered under DOTS in a given year that successfully completed treatment, whether
with bacteriologic 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 Stats SA cause of death data are not corrected for under-reporting or ill-defined coding, and
are thus not an accurate of mortality due to TB. In addition many deaths in HIV-positive TB cases are misattributed to TB rather than HIV
(according to the ICD-10 rules).

Tuberculosis death rate per 100
000 (excluding HIV)

Number of deaths due to tuberculosis (all types) reported per 100 000 population (for the year). The reported TB mortality excludes
deaths occurring in HIV-positive TB cases, in accordance with the definition used in ICD-10.

Tuberculosis prevalence rate
per 100 000 population

Number of people with TB (all types) per 100 000 population.

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.

Reported cases of MDR-TB

Number of laboratory-diagnosed cases of MDR-TB. MDR-TB is defined as resistance to rifampicin and isoniazid, with or without
resistance to other first-line anti-TB drugs.

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) Number of cases of tuberculosis (all types) reported to the Department of Health per 100 000 population (for the year).Note that reporting
(per 100 000)
rates in some areas are far from complete and this may influence the values quite significantly.
Reported cases of TB (PTB
new Sm+)

Number of cases of tuberculosis (new smear-positive) reported to the DoH for the year.

Case holding

Reported cases of TB (PTB new Number of cases of tuberculosis (pulmonary TB, new smear-positive cases) reported to the Department of Health per 100 000 population
Sm+) (per 100 000)
(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 (PTB)

Number of cases of tuberculosis (pulmonary TB) reported to the DoH for the year.

Reported cases of XDR-TB

Number of laboratory-diagnosed cases of XDR-TB. XDR-TB is defined as resistance to rifampicin, isoniazid, any fluoroquinolone and
resistance to one or more of the following injectable anti-TB drugs: kanamycin, amikacin, and capreomycin.

Retreatment ratio

Number of Sm+ retreatment cases divided by the number of Sm+ cases (new + retreatment) expressed as a percentage. High defaulter
rates contribute to high retreatment ratios.

Smear positivity (percentage of
PTB cases which are new Sm+)

Number of new smear-positive PTB cases divided by number of PTB cases.

Cure rate (new Sm+ cases) (%)

Percentage of patients who are proven to be cured using smear microscopy at the end of treatment. .

Lost to follow up (defaulter) rate
(new Sm+ cases) (%)

Percentage of patients who do not complete their course of treatment (of new smear-positive patients). Also called percentage of patients
who defaulted treatment.

MDR-TB started on treatment

Number of MDR-TB patients who started treatment.

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.

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)

TB client lost to follow up rate
(all TB) (%)

The percentage of TB clients (all types of TB) who defaulted treatment.

TB death rate (all TB)

The percentage of TB clients (all types of TB) who died.

TB treatment failure (all TB) (%)

The percentage of TB clients (all types of TB) who failed treatment.

TB treatment success rate (all
TB) (%)

The percentage of TB clients (ALL types of TB) cured plus those who completed treatment

XDR-TB started on treatment

Number of XDR-TB patients who started treatment
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HIV Prevalence

Malaria

Type Indicator

Definition

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 or recorded in vital registration (ICD-10 codes B50-B54).

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.

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.

HIV and AIDS

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-positive.

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.

Antiretroviral coverage (%)

The number of patients receiving ART divided by the number needing treatment.

Antiretroviral treatment
exposure (%)

Percentage of people living with HIV on ART.

Early infant diagnosis coverage

The numerator is the number of PCR tests performed by the National Laboratory Service for infants 2 months old or younger, as a proxy
for the first PCR test. The estimated number of HIV-exposed infants (denominator) is calculated by multiplying antenatal maternal HIV
prevalence rates by the number of live births.

HIV testing coverage (%)

Percentage of target population who have been tested for HIV. The DHIS indicator ‘HIV testing coverage (including ANC)’ is defined as
Clients HIV tested (ANC and other) as proportion of population 15-49 years.

Infant 1st PCR test around 6
weeks uptake rate (%)

Indicator previously called ‘Baby PCR test around 6 week’s uptake rate’. Babies PCR tested 6 weeks after birth as the proportion of live
births to HIV positive women. (DHIS – National Indicator Data Set).
When calculated using data from the NHLS, the numerator is the number of PCR tests performed by the National Laboratory Service for
infants 2 months old or less, as a proxy for the first PCR test.
This indicator is a proxy for the coverage of early infant diagnosis.

Infant 1st PCR test positive
around 6 weeks rate (%)

Indicator previously called ‘Baby PCR test positive around 6 week’s rate’. Babies tested PCR positive 6 weeks after birth as the
proportion of babies PCR tested at 6 weeks (DHIS).
The percentage positivity of PCR tests in infants 2 months old and younger is a proxy for early vertical transmission rates in those infants
that access early diagnosis (NHLS).

Male circumcision (% of men
who are circumcised)

The percentage of men (15-59 years, unless otherwise specified) who have been circumcised.

Mother-to-child transmission
rate of HIV <2 months of age

This indicator measures the proportion of HIV-exposed infants who received a PCR test under 2 months of age who tested positive.

Number of patients receiving
ART

Number of patients receiving ART.

Percentage of deaths due to
AIDS

Percentage of total deaths attributed to AIDS related causes.

STIs

Proportion of ANC clients tested Proportion of women coming for their first antenatal visit who are tested for HIV.
for HIV
Percentage men with painful
urination, genital symptoms

Percentage of men 15 years and older with painful urination, penile discharge or genital sores in the last three months.

STI treated new episode
incidence (per 1 000)

The number of people per 1 000 population 15 years and older who have been treated for a new STI episode (previously reported as %).
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Contraception and sexual behaviour

Type Indicator

Definition

Age of first sex under 15 years
Percentage of people surveyed (of various age groups) who report having first had sexual intercourse at age 14 years or younger.
(% having first had sex at age 14
or younger)
The age cut-off varies slightly between surveys with the HSRC HIV Household survey including ‘under 15 years’ compared to the NYRBS
which includes ‘under 14 years’.
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.

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 15-49 years (couples using females as proxy). Denominator was females 15-44 years in data up to
2010/11.

Ever had sex (%)

Percentage of people who report that they have ever had sexual intercourse.

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.

Male condom distribution
coverage

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. Data should be interpreted with caution depending on what distribution channel it is for – i.e.
condoms distributed by national to provinces, or number distributed through PHC facilities (since some condoms are distributed to
provinces, that are then distributed through several channels including PHC facilities).

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.

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’.

Maternal health

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.
ANC coverage (%)

Proportion of pregnant women receiving some antenatal care.
DHIS data source: Estimated from the number of first ANC visits divided by the population under 1 year x 1.15 (as a proxy for the number
of pregnant women).

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 1
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.

Maternal mortality ratio in
facility / institutional (iMMR)

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. Refers only to institutional/facility-based deaths, not representing the entire
population.

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), the 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 those deaths that occur at home.

Termination of
Pregnancy

PM (proportion of deaths among An alternative measure of maternal mortality, the proportion of deaths among females of reproductive age (PMDF) that are due to
women of reproductive age that maternal causes, is calculated as the number of maternal deaths divided by the total deaths among females aged 15-49 years.
are due to maternal causes)
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)
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The number of terminations of pregnancy.
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Nutrition

Type Indicator

Definition

Anaemia prevalence (%)

Proportion of children with Hb <11g/dl.

Iron deficiency anaemia
prevalence (%)

Proportion of children with Hb <11g/dl and ferritin <12mcg/l.

Iron deficiency prevalence (%)

Proportion of children with ferritin <12mcg/l.

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. BMI is weight in kg divided by the square of height in m.

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. BMI is weight in kg divided by the square of height in m.

Vitamin A coverage children
12-59 months (%)

Proportion of children 12-60 months receiving vitamin A 200 000 units twice a year. The denominator is thus the target population 1-4
years multiplied by 2.
For surveys this indicator is usually given as the percentage of children who received Vitamin A supplements in the preceding 6 months.

Vitamin A deficiency (%)

Proportion of children with serum retinol <20mcg/dl.

Waist-hip ratio (WHR) above
cut-off (%)

Proportion of people with the ratio of waist / hip circumference >= 1.0 (for men) or >=0.85 (for women).

Child Health

Body Mass Index does provide an index for obesity, but has limitations in predicting risk for cardiovascular events. Research has
indicated that measurement of WHR enables prediction of cardiovascular risk (Am Heart J 2005 Jan 149: 54-60.)
Wasting (%)

Proportion of children with weight for height under 2 standard deviations from the norm (reference population median).

Child under 5 years diarrhoea
with dehydration incidence (per
1 000)

Children under 5 years newly diagnosed with diarrhoea with dehydration per 1 000 children under 5 years in the population.

Child under 5 years pneumonia
incidence (per 1 000)

The number of children under 5 years diagnosed with pneumonia, per 1 000 children in the catchment population.

Child under 5 years severe
acute malnutrition 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. Previously called ‘Severe malnutrition under 5 years incidence’.

Children living far from their
usual health facility (%)

This indicator reflects the distance from a child’s household to the health facility they normally attend.
Distance is measured through a proxy indicator: length of time travelled to reach the nearest health facility, by whatever form of transport
is usually used. The health facility is regarded as ‘far’ if a child would have to travel more than 30 minutes to reach it, irrespective of mode
of transport.

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.

Immunisation

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.

BCG coverage (%)

The proportion of expected live born babies that received BCG under 1 year of age (note: usually given immediately after birth)

DTP3 coverage (%)

Currently called ‘DTaP-IPV/Hib 3rd dose coverage (annualised)’ in DHIS. Previously called ‘DTP-Hib/DTaP-IPV/Hib 3rd dose coverage’
in DHIS. 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 currently includes BCG, OPV1, DTaP-IPV/Hib 1, 2, 3, HepB 1, 2, 3, PCV 1, 2, 3, RV 1, 2 and measles 1.

Measles 1st dose coverage (%)

The proportion of children who received their 1st measles dose (normally at 9 months) – annualised.

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.
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Child mortality and related

Type Indicator

Definition

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.

Live birth under 2500g in facility
rate (%)

Percentage of live births under 2 500g. Was previously called ‘Low birth weight rate’ in DHIS.

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.

Chronic Diseases

The PNMR is the most sensitive indicator of obstetric care. For developed countries, the rate for babies over 1 000g is usually less than
6/1000 births, whereas for developing countries PNMR ranges from 30-200.
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.

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. The denominator
is 10% of the female target population 30 years and older.

Diabetes prevalence (%)

Percentage of people with diabetes. Defined in SANHANES as those with HbA1c > 6.5%

Diabetes prevalence (per 1 000) Number of people with diabetes per 1 000 people in the target population.
Hyperlipidaemia prevalence
(per 1 000)

Number of people with hyperlipidaemia per 1 000 people in the target population. Data for the private sector are based on the number
of people being TREATED for this condition. Data for the total population from SADHS are based on the number of adults 15 years and
older who were told by a doctor, nurse or health worker that they have a chronic health condition.

Hypertension prevalence (%)

Percentage of people with hypertension, where hypertension is usually defined as individuals with systolic blood pressure =>140 mm Hg
and/or diastolic blood pressure =>90 mm Hg and/or who reported the current use of antihypertensive medication.

Hypertension prevalence (per
1 000)

Number of people with hypertension per 1 000 people in the target population. Data for the private sector are based on the number of
people being TREATED for this condition.
The measured prevalence of hypertension was defined as those with BP equal or above 140/90 mmHg and/or taking anti-hypertensive
medication.

Premature NCD mortality (%)

Probability of dying between exact ages 30 and 70 from any of cardiovascular disease, cancer, diabetes, or chronic respiratory disease.

Prevalence of abnormal lipid
profiles (%)

Percentage of people with raised cholesterol or other abnormal lipid profiles.

Prevalence of mental disorders

Percentage of the population suffering from any common mental disorders.

Prevalence of raised blood
pressure (%)

Percentage of people with systolic blood pressure >= 140 mmHg or diastolic blood pressure >= 90 mmHg.
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Behaviour & Awareness

Type Indicator

Definition

Alcohol dependence (%)

Proportion of people who show signs of alcohol dependence. Alcohol dependence may be defined in a number of ways. See source
publications for more details.

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.

Health Services

Injuries

Note that poly-substance abuse is high, with 34% of patients in treatment centres in Gauteng and 55% in Cape Town reporting more than
one substance of abuse.
Smoking age of initiation <10
years (%)

Proportion of people who first smoked cigarettes before the age of 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.

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.

Percentage of users of private
health services highly satisfied
with the service received

Percentage of users of private health services highly satisfied with the service received.

Percentage of users of public
health services highly satisfied
with the service received

Percentage of users of public health services highly satisfied with the service received.

Average length of stay (ALOS)

Average duration of patient stay in health facility.
Numerator: Inpatient days + 1/2 Day patients
Denominator: Inpatient separations (currently defined as: Discharges + Deaths + Transfers out)

Inpatient bed utilisation rate –
total (BUR)

Measure of the occupancy of the beds available for use.
Numerator: (Inpatient days + 1/2 Day patients) x 100

Health
Personnel

Denominator: Inpatient bed days available.
Usable beds per 1 000
population

The number of usable 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.

Number of (health
professionals)

Number of this category of health professional working in the specified sector.

(Health professionals) per
100 000 population

Ratio of the number of personnel to the population (per 100 000). The ratio is given according to the population assumed to be
dependent on that sector (public sector per uninsured population, private sector per beneficiaries of medical schemes).

Number of (health
professionals) registered.

Number of the specified 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 overseas or not working.
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Health Financing

Type Indicator

Definition

Claims ratio (%)

Proportion 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

Proportion of total (government) expenditure on health.
Provinces with central hospitals have a higher share.

Health expenditure % of GDP

Proportion of national Gross Domestic Product that is spent on healthcare.

Medical scheme beneficiaries

Number of medical scheme beneficiaries, as reported by the Medical Schemes Council.

Medical scheme coverage (%)

Proportion of population covered by medical schemes

Pensioner ratio (%)

Proportion of members of medical schemes who are 65 years or older, in registered medical schemes.

Per capita expenditure (nonhospital 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 2.2-2.7 (clinics, community health centres, community-based services and other
community services, nutrition and HIV) under District Health Services, plus net Local government expenditure on health services.
Expenditure is divided by the population without medical scheme coverage.
Expenditure may be given in nominal terms (prices for the year of expenditure) or real terms (inflation-adjusted prices to a particular base
year).

Per capita health expenditure

Amount spent on health per person (in Rand).
For the public sector, this is often calculated for the population without medical aid coverage (public sector dependent population). For
the private sector this is usually calculated for the number of medical schemes beneficiaries.
Note that attention should be given to the notes for each data item, since financial indicators are affected by inflation, and expenditure
may be reported according to currency value for a particular year to facilitate comparison of real differences.

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.
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ATB
B

Africa Focus on Intervention Research

Allied Health Professions Council of South Africa
Aquired Immune Deficiency Syndrome
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antiretroviral therapy/treatment
antiretroviral medication

Academy of Science in South Africa
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Basic Accounting System
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body mass index
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C
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[risk of] burnout

Brazil, Russia, India, China and South Africa
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Campaign on Accelerated Reduction of Maternal and Child Mortality in Africa
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community-based rehabilitation
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Child Pip
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Centre for Scientific and Industrial Research

Centre for the Study of Violence and Reconciliation

Canadian Working Group on HIV and Rehabilitation
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donor assistance for health
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Disability Assessment Scale

DALY
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Depind
DHA

disability-adjusted life years

District-based Clinical Specialist Team

Democratic Nursing Organisation of South Africa
Deprivation index

District Health Authorities
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District Health Information

DHMIS

District Health Management Information System

DHIS

DHMT
DHS

DIALHS
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DMP
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DRG
DSP
DtD
E

District Health Information System
District Health Management Team
District Health System
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death notification forms
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Emergency Department
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EDR
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ETR
F

Early Childhood Development
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Emergency Medical Services
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fee-for-service
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Global Hunger Index
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GPP
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General Household Survey
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healthy life expectancy
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HPV
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HST
I

home-based rehabilitation
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Human Immunodeficiency Virus
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Health Normative Standards Framework
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human papillomavirus
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ICON

Independent Clinical Oncology Network

ICN

ICPD

ICRM
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International Council of Nursing

International Conference on Population and Development
Ideal Clinic Realisation and Maintenance
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ICSM

Integrated Clinical Services Management

ICT

information and communications technology

ICSM
IDF
IDI

IES

IGME
IHME
IMCI

iMMR
INDS
IOM
IPT

IQWiG

ISDMT
ISRDS
IVD
K

KMO
KZN
L

Integrated Care Service Model

International Diabetes Federation
in-depth interview

Income and Expenditure Survey

UN Inter-agency Group for Child Mortality Estimation
Institute for Health Metrics and Evaluation

Integrated Management of Childhood Illnesses
institutional maternal mortality ratio

Integrated National Disability Strategy
Institute of Medicine

interpersonal psychotherapy

Quality and Efficiency in Health Care

Integrated Sub-District Management Team

Integrated Sustainable Rural Development Strategy
in vitro diagnostic devices
Kaiser-Meyer-Olkin
KwaZulu-Natal

LAG

Local Action Group

LIMS

low-income medical schemes

LBPL
LiST

LMIC
M

lower-bound poverty line
Lives Saved Tool

low- and middle-income countries

MCC

Medicines Control Council

MDB

Municipal Demarcation Board

MCH

MDG

MDHS

MDR-TB
MDT

MhGAP

mhGAP-IG
MHPF
MI

MMR

MNCWH
MNS

MOU
MPI
MPI

MRC
MSA

MSAT
MSM

MSPSS

MTB/RIF
MTT
N

maternal and child health

Millennium Development Goals
Metro District Health Service

multi-drug resistant tuberculosis
multidisciplinary team

Mental Health Gap Action Programme
MhGAP Intervention Guide

National Mental Health Policy Framework and Strategic Plan 2013-2020
Motivational Interviewing
maternal mortality ratio

Maternal, Newborn, Child and Women’s Health
Mental, Neurological and Substance-abuse
Midwife and Obstetrics Unit
Master Patient Index

Multi-dimensional Poverty Index

Medical Research Council of South Africa
medical savings account

City’s Multi-Sectoral Action Team
men who have sex with men

Multidimensional Scale of Perceived Social Support

Xpert® MTB/RIF test for multidrug-resistant tuberculosis and resistance to rifampicin
Ministerial Task Team

NaPeMMCo

National Perinatal Mortality and Morbidity Committee

NCD

non-communicable disease

NCCEMD
NCOP
NCR

NDoH
NGO
NHC
NHI

NHIRD

National Committee for Confidential Enquiries into Maternal Deaths
National Council of Provinces
National Cancer Registry

National Department of Health

non-governmental organisation
National Health Council

National Health Insurance

National Health Information Repository and Data Warehouse
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NHLS

National Health Laboratory Service

NICE

National Institute for Health Care Excellence

NICD
NiDS

NIDS

NIMSS
NIOC
NMR

NNDR

NNMR
NPO
NRP

NSHW
NSP
O

National Institute for Communicable Diseases
National Income Dynamics Survey/Study
National Indicator Data Set

National Injury Mortality Surveillance System
National Initiation Oversight Committee
neonatal mortality rate
neonatal death rate

neonatal mortality rate

non-profit organisation

National Rehabilitation Policy

non-specialised health workers

National Strategic Plan for HIV, STIs and TB

OHS

October Household Survey

OPD

out-patient department

OHSC
OSD
OTC
P

Office of Health Standards Compliance
Occupation-specific Dispensation
over-the-counter

Pabpa

per average beneficiary per annum

PBB

Performance-based Budgeting

PAJA
PC
PC

PCA

PDE

PERSAL
PHC

PHC-R
PIOC
PMB

PMDF

PMTCT
PPE

PPiP
PPN

PPTICRM
PRIME

ProQOLTM
PST
PT

PTA

PTB
Q

QIP

QLFS
R

Promotion of Administrative Justice
primary care

Principal Component

Principal Components Analysis
patient-day equivalent

Personnel and Salary Administration System
primary health care

Primary Health Care Re-engineering (Strategy)
Provincial Initiation Co-ordinating Committees
Prescribed Minimum Benefits

proportion of deaths among females of reproductive age
prevention of mother-to-child transmission of HIV
Positive Practice Environments

Perinatal Problem Identification Programme
Preferred Provider Network

Permanent Perfect Team for Ideal Clinic Realisation and Maintenance
Programme for Improving Mental Health Care
Professional Quality of Life Scale
problem-solving therapy
Pharmacy Technician

Pharmacy Technical Assistant
pulmonary tuberculosis

Quality Improvement Plan

Quarterly Labour Force Survey

RCT

Randomised Control Trial

REF

Risk Equalisation Fund

RDP
Regdist

RESON
RH

RMS
ROL

RTHC

RTMC

RuDASA
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Reconstruction and Development Programme
distance to the regional hospital

Research on the State of Nursing Study
reproductive health

Rapid Mortality Surveillance
River of Life

Road-to-Health Chart

Road Traffic Management Corporation

Rural Doctors Association of Southern Africa
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Abbreviations

S

SABS

South African Bureau of Standards

SADC

Southern African Development Community

SACENDU
SAGE
SAH

SAHPRA
SAIMD

SALDRU
SAMJ

SANAC
SANC

SANCI

SANHANES‐1
SASH

SASPRI
SBI

SBR
SCA

SDG
SEQ
SHT

SITA
SPII

SRH
STS
T

South African Community Epidemiology Network on Drug Use
Study of Global Ageing and Adult Health
self-assessed health

South African Health Products Regulatory Authority
South African Index of Multiple Deprivation

Southern Africa Labour and Development Research Unit
South African Medical Journal

South African National AIDS Council
South African Nursing Council

South African Newborn Care Initiative

South African National Health and Nutrition Examination Survey
South African Stress and Health

Southern African Social Policy Research Institute
Screening and Brief Intervention
stillbirth rate

Supreme Court of Appeal

Sustainable Development Goals
socio-economic quintiles
School Health Teams

State Information Technology Agency

Studies in Poverty and Inequality Institute
sexual and reproductive health
secondary traumatic stress

TB

tuberculosis

TFR

total fertility rate

TCF

THIS
ToC

TOR
U

Treating Customers Fairly
TB/HIV Information Systems
Theory of Change

terms of reference

UBPL

upper-bound poverty line

UNAS

Uganda Academy of National Sciences

UHC

UNCPRD
UNDP

UNESCO
UNIGME
UNITAS

UNODC
USA
V

universal health coverage

United Nations Convention on the Rights of Persons with Disabilities
United Nations Development Programme

United Nations Educational, Scientific and Cultural Organization
UN Inter-agency Group for Child Mortality Estimation
Universal Coverage in Tanzania and South Africa
United Nations Office on Drugs and Crime
United States of America

VOCS

(South African) Victims of Crime Survey

VSAT

Very Small Aperture Terminal

VR
W

vital registration

WBOT

Ward-based Outreach Team

WHO

World Health Organization

WEL

WHR
WLH
X

Wellness for Effective Leadership Programme
Waist–hip ratio

women living with HIV

XDR-TB

extensively drug-resistant TB

YLD

years lived with disability

Y

YLL

years of life lost
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For more information:
Web:

http://www.hst.org.za

Email: webmaster@hst.org.za

Or contact one of our offices:
Durban (Head office)
34 Essex Terrace, Westville, 3630
Tel: +27 (0)31 266 9090
Fax: +27 (0)31 266 9199

Johannesburg
1st Floor, Block J, Central Park,
400 16th Road, Midrand, 1682
Tel: +27 (0)11 312 4524/23
Fax: +27 (0)11 312 4525

Cape Town
Block B, Aintree Office Park,
Doncaster Road, Kenilworth, 7700
Tel: +27 (0)21 762 0700
Fax: +27 (0)21 762 0701

