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Foreword
Among significant events that affected the health system during 2001 are the
process of decentralisation of health services, greater attention to proper
corporate governance especially with regard to financial reporting, and the
increasingly profound impact of HIV/AIDS.
Decentralisation of health care, the treasured policy goal of health services
being managed by the sphere of government closest to the people, is, albeit
slowly, becoming a reality to South Africans. The 2001 South African Health
Review reflects on this process of transformation, including the necessary
enabling legislation and funding of local government for health care delivery
at this level.
A series of chapters commissioned for this Review, based on qualitative
research with managers working in the health system, provide insights to
some of the day-to-day pleasures and frustrations in managing the South
African health service. Their ‘voices’ bear testimony, often evocatively, to the
reality of managing services in an environment characterised by
transformation. These voices provide health policy makers and senior
managers with the opportunity to pause and listen to the concerns of health
workers, who are the health system’s most important resource.
Many health sector developments during 2001 were overshadowed, at least
in the media, by the contested nature of our response to HIV/AIDS.
Understanding that HIV/AIDS is but one of the important priority
programmes in a comprehensive health care system, the Review singles out
financing of HIV/AIDS and implementation of the national HIV/AIDS and
STD strategic plan for comment.
Providing an informative and reliable review of progress in the health sector
year-by-year is a demanding task. It would indeed be impossible without the
assistance provided by numerous health workers who although overburdened
by the day-to-day responsibilities of providing quality health care, still
managed to pause and reflect on the important questions that the Review
sought to answer. The Board of Trustees of the Health Systems Trust is
indebted to all those individuals who gave of their precious time with such
good grace. We also thank the many researchers, writers and reviewers, as
well as the staff of the Health Systems Trust who have contributed to the
2001 SAHR.

Dr Patiswa Zola Njongwe
Chairperson, Board of Trustees
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Preface
Listening to ‘Voices’
“To work in the public sector is a wonderful experience, to help the community
in the best way you can with the limited resources you have is a very rewarding
experience.”
The South African Health System has a cadre of dedicated individuals who
are energetic and enthusiastic about their responsibilities and motivated by a
commitment to the public sector and the desire to serve people. The ‘voices’
of parliamentarians and managers recorded in the pages of this Review bear
testimony to their optimism and dedication, as well as to the strains that
arise from being part of a large and publicly accountable organisation
undergoing a prolonged period of transformation.
Worryingly, many health services managers have a low sense of personal
accomplishment. Huge demands, difficulties in prioritising, inadequate
management skills, lack of rewards for competence or sanctions for
incompetence, and hierarchies that are too rigid all impact upon their ability
to deliver quality health care. Other difficulties include inappropriate
organograms, lack of financial delegation, unsatisfactory communication
between provinces and districts and inconclusive appointments of staff,
(especially to strategic positions) many of whom are in acting positions.
The need to develop more enabling environments that minimise the constraints
of bureaucracy and allow for creative problem solving, and to pay more
attention to the informal culture of health departments is evident from the
concerns raised by those working within the system. The variation between
departments would seem to indicate that the opportunity does exist for them
to exercise considerable control over such factors as workload and
bureaucracy and to exercise influence on the informal culture of the
workplace.

Equity
Achieving equity remains a cherished but elusive policy goal in South Africa.
Challenges to this goal are identified in a number of areas. The greatest health
sector inequity continues to be the imbalance of resources available to the
public and private sectors. It is of concern that the National Health Accounts
report an increase in out-of-pocket spending since this is the most regressive
form of health care financing.
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Experiences with public-private partnerships, which require strong managerial
systems and expertise, have highlighted the imbalance between the two sectors.
Public-private partnerships in their very nature are premised on a system
which, whilst providing the same quality of care, offers differential amenities
to patients and thereby undermines the aim of promoting equity.
Decentralisation of health care is intended to contribute to achieving equity
although international experience indicates that it can in fact have just the
opposite effect. Current arrangements for the funding of local government
health services that rely heavily on historical budgeting do not appear to
take equity considerations sufficiently into account.
Unfortunately, despite the introduction of community service, the number of
key personnel available to care for patients in the public sector has decreased
since 2000. In 2001 there were 19.8 medical practitioners per 100 000
population as compared with 21.9 in 2000. For professional nurses the ratio
reduced from 120.3 in 2000 to 111.9 in 2001. There is a small improvement
in the number of pharmacists available; the ratio increased from 3.1 in 2000
to 3.4 in 2001.
One of the concerns of parliamentarians is the challenge they face in their
oversight role intended to enhance equity, at least in the allocation of resources
through budgeting. Mechanisms of accountability to the legislature might
need strengthening to ensure that the legislature does not feel dis-empowered.
The effectiveness of committees would certainly benefit from increased
research support.

The District Health System
By the end of 2000 the third sphere of government, Local Government, was
in place with municipal boundaries having been finalised, and local
government elections completed.
During 2001 progress was made with implementing the District Health System
(DHS).
MINMEC endorsed the vision of a municipality based DHS, and many
provinces established their Provincial Health Authorities, the overall
governance structures for the DHS in the provinces.
The long awaited National Health Bill was published for comment. The Bill
advances progress towards a DHS. However there remain areas which need
attention such as the definition of Municipal Health Services, and bringing
clarity to the respective roles and functions of the ‘B’ and ‘C’ municipalities.
Current mechanisms for funding local government health services are
problematic. From the provincial perspective they do not allow for adequate
monitoring, while local governments are concerned about the cash flow
problems resulting from payments that are paid quarterly in arrears. Alongside
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an urgent need to improve the current system, the option of national treasury
allocations for local government health services merits closer examination.
Experiences from other countries suggest that a key obstacle in implementing
the DHS is the motivation of District Managers (DMs). For some DMs the
devolution of services from province to local government is proceeding too
slowly, and the perception on the part of DMs that they have a huge workload
and an unrealistically large span of control is a warning sign that should be
heeded sooner rather than later. There is an urgent need for skills development
to improve financial and human resources management, although skills
development without attention to the broader environment, is unlikely to
have a large impact upon improved service provision.

HIV/AIDS
There is no doubt that HIV/AIDS is impacting on health service delivery in a
myriad of ways, some positive and some negative. Users of Primary Health
Care (PHC) with positive experience of health services have found the increase
in HIV counsellors and support groups linked to primary health care facilities
as being of great importance. This infrastructure might be of value to other
health problems such as mental health and violence against women. However
if PHC services are to really play a meaningful role in the care of people with
HIV/AIDS there is a need to mainstream HIV and develop a broad approach
to care similar to the management of other chronic diseases.
On a day-to-day basis managers are confronting challenges created by the
epidemic. HIV specific programmes such as prevention of mother-to-childtransmission (PMTCT) are increasing the workload of primary health care
staff. In addition, staff bring to work their own needs arising from being
personally affected by the epidemic and/or finding their jobs increasingly
stressful as they feel themselves to be helpless in the face of the growing
incidence of HIV.
While there are certainly some good experiences of care recounted by health
service users, a positive approach to providing care to patients is by no means
universal. Many users, especially people with HIV, feel that they are not
wanted at health facilities, and that their privacy and anonymity are at risk.
One of the defining characteristics of 2001 was the increase in health activism,
spurred by the growing ravages of the epidemic and sometimes unclear and
ambiguous messages from government and the country’s leadership. Broad
coalitions of civil society have been effective in mobilising communities to
take up the fight against HIV/AIDS. Health activists also played a critical
role in supporting the government in a highly publicised court case initiated
by drug companies.

ix

Information for Health
There have been achievements in putting in place a District Health Information
System (DHIS). However it appears that there are inadequate resources, both
human and financial, to ensure that the system can fulfil its potential to
assist with planning, and ultimately with an improvement in the quality of
care. It is estimated that hospitals receive more than ninety seven percent of
the provincial budget allocation for health information systems with districts
receiving the balance of less than three percent.
Monitoring of health and health systems is gradually improving. The National
Health Accounts project has completed reports for both the public and the
private sector and the Council for Medical Schemes is providing improved
access to information about the private sector generally. While data on
personnel might be said to be the most critical information for the sector, it
remains the most difficult to access.

Accountability
The requirements of the Public Finance Management Act (PFMA) are resulting
in government departments becoming more accountable both to the
government and to the public for meeting the objectives within their approved
strategic plans and budget allocations. While only one province is deemed to
have almost completely complied with the standard requirements for their
Annual Report, there is either limited or partial compliance in all other
provinces and nationally.

“You are working in an environment where you are dealing with people’s health.
People’s lives, where you are expected to act promptly and yet at the same
time you are expected to go by the rules and regulations”
For managers working within the system there is the perception that the
PFMA budgeting systems are not flexible enough to address changing
circumstances or the realities on the ground. One example is in the field of
HIV/AIDS where NGOs are critical to achieving the strategy of the National
Integrated Plan. The PFMA means that only financially sound NGOs can
receive public resources, regardless of whether or not the NGO is doing
good work, implying that innovative ways have to be found to support NGOs
whilst building their financial capability.

x

Transformation
“Things happen so slowly and things change so fast ”
The health sector has been undergoing major transition and transformation
since 1994. This has clearly taken its toll on staff many of whom, despite
being excited about their role as agents of change, feel that it could be managed
more effectively.
One of the reasons underpinning the inadequate response to the HIV/AIDS
epidemic is the high turnover of staff within the health sector negatively
affecting institutional memory and continuity. Hopefully as the pace of
transformation slows, the ability of the health sector to institute mechanisms
to guard against such ‘loss of memory’ will improve.
Perhaps the most critical need of all is to ensure that leadership capacity,
especially the fostering of openness and sensitivity among health managers,
is developed and strengthened.

Antoinette Ntuli

xi

Health Legislation

1
Lynette Sait
Equity Gauge, Health Systems Trust

Health legislation continued to be a highly contested terrain in 2001. While some progress
was noted in advancing the policy goals of the Department in two areas – Medical
Schemes legislation and the operation of the new National Health Laboratory Services,
other areas were less successful. Strains in government thinking around the issue of
drugs for HIV/AIDS continued to be evident, with legislative structures sending out mixed
signals, and the government becoming embroiled in a court action with the Treatment
Action Campaign over the provision of Prevention of Mother-to-Child-Transmission
(PMTCT) Programme using nevirapine. Continued conflict around the provisions of the
Medical Schemes Act and its articulation with financial legislation can also be expected.
Although the year was notable for the withdrawal of the court action blocking
implementation of the Medicines Amendment Act, progress with implementation has
remained slow and no parts of the 1997 Amendment Act are yet in operation. Perhaps
the most outstanding legislative event was the publication of the Draft National Health
Bill. However, implementation of a national system based on Primary Health Care
principles and delivered by means of the District Health Systems approach still faces
considerable challenges. In particular, continued transformation of the local government
sphere will have considerable potential impacts on the provision of district-based health
care services.

1

Introduction
Health legislation is acknowledged the world over as being both complex
and fraught with stakeholder interests.
The World Health Organisation, states, ‘the careful and responsible
management of the well being of the population is the very essence of good
government’ - for this reason, government must play a key stewardship role
in ensuring that the public continue to enjoy equitable access to good quality
health care. For South Africa this means establishing the best and fairest
health system possible with available resources. This is the goal that has
informed the health legislation that has been adopted in South Africa since
1994. It is this objective of achieving the fairest and most humane system
that underpinned the health legislation dealt with in 2001 – the Medical
Schemes and Mental Health Care legislation.
Before considering the specific health-related legislation dealt with in 2001,
some background on the structures involved is provided.

National Assembly Portfolio Committee on Health
The National Assembly Portfolio Committee on Health is a formal organ of,
and accountable to, the South African Parliament. It is comprised of Members
of Parliament from all political parties represented in Parliament. The
Committee is responsible for scrutinising all health legislation emanating
from the Department of Health (DoH) but also plays a broader ‘watch dog’
role in terms of the analysis of health affairs. An essential function of the
Committee is to serve as an access point to the political process for public
and professional concerns about health. In doing so it is attempting to change
the culture of limited interaction between parliamentary institutions and the
public and thereby encouraging vibrant debate and high quality policy
processes.
Since 1994, the Committee has processed 19 pieces of ground-breaking
legislation. During 2001, two of the three Bills dealt with by the Committee
generated enormous public and media interest. The Medical Schemes
Amendment Bill and the Mental Health Care Bill were tabled in Parliament
in September 2001. Full day public hearings were held in October 2001 and
many written and oral submissions were received. On the basis of submissions
by stakeholders, the Committee amended both Bills.
More generally, the Committee expressed concern at the annual budget
hearings in April 2001 about the lack of spending on vital programmes such
as poverty alleviation, the integrated nutrition programme, the hospital
rehabilitation and reconstruction programme, and the HIV/AIDS
programmes. Also of concern as well was the lack of synergy between the
national DoH’s policy and the implementation thereof in the respective
provinces. The Committee noted that seven years after they were created it
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was not satisfied with explanations about a lack of capacity in the provinces.
The committee also expressed concern about the DoH’s deficient strategy on
human resources. The Committee plans to convene hearings on a Human
Resources Strategy for South Africa in 2002.

Joint Monitoring Committee on the Improvement of the Quality
of Life and Status of Women
This Committee was established to monitor and oversee progress with regard
to the improvement of the quality of life and status of women in South Africa,
with specific reference to the government’s commitments made in Beijing,
and with regard to the implementation of the provisions of the Convention
on the Elimination of Discrimination against Women (CEDAW).
During November 2001, this Committee tabled a report called ‘How best
can South Africa address the Horrific Impact of HIV/AIDS on Women and
Girls in Parliament’.1 This report departs from government’s stance on antiretrovirals. Subsequent hearings convened by the Committee focused on how
best South Africa could address the impact of HIV and AIDS on women and
girls. The Committee noted that rich and middle class South Africans who
were HIV positive or had AIDS could choose to access anti-retroviral
treatment, they had access to good nutrition and could follow a healthy
lifestyle. In contrast however, poor people who were HIV positive or who
had AIDS had no such options available to them - ‘too often they have limited
access to the basics of water, nutrition, and good healthcare, including
treatment’.
The Committee recommended that women should exercise their right to choice
in relation to their own health, after being informed fully of the benefits and
side effects of anti-retroviral treatment. On anti-retrovirals for raped women,
the Committee proposed the establishment of an expert committee to examine
recommendations for best practice and develop guidelines for the use of antiretrovirals as post-exposure prophylaxis for rape. On the issue of toxicity
the Committee recommended that nurses and health workers be trained to
deal with issues relating to the toxicity of drugs.

National Legislation
The Medical Schemes Amendment Act (Act 55 of 2001)2

A new amendment Bill to further amend the Medical Schemes Act (Act 131
of 1998) was introduced in 2001.3,4
The old 1965 Act was considered to be poorly designed and oriented
exclusively to meet the needs of a for-profit health system disinterested in the
needs of the majority of South Africans. In particular, it allowed medical
schemes to discriminate against groups of people on arbitrary and unfair

3

grounds. This was driven by the need to make quick profits. While this state
of affairs had been considerably altered by the 1998 legislation, the new
Amendment Bill was intended to further strengthen the original policy goals.
Overall, the Bill aimed to:
◆ Significantly improve the independence of trustees, and address
governance principles
◆ Create a clear and logical framework surrounding penalties for adverse
selection such as waiting periods
◆ Improve the oversight of and use of re-insurance agreements
◆ Strengthen and improve complaint procedures
◆ Eliminate the conditional selling of various financial products with
medical scheme membership and improve the enabling legislation
dealing with brokers.
An important goal of the current legislation is the maintenance of the ‘notfor-profit’ status of medical schemes. It had become clear, both before the
original Act was passed in 1998 and subsequent to it, that re-insurance has
been used to circumvent the not-for-profit provisions of medical schemes.
Such agreements had been used to pass reserves of a medical scheme to a
third party, such that members lost ownership of these reserves.
In terms of the new Amendment Act, the Registrar of Medical Schemes should
review and anticipate problems with these agreements before they are entered
into.
The application of waiting periods is limited in cases where transfers are not
linked to opportunistic behaviour. However it is broadened where adverse
selection is very likely (such as when someone joins the scheme for the first
time).
An important area of regulation, relates to provisions dealing with medical
scheme brokers. Substantial member movement linked to commission
payments (called ‘churning’) instead of member choice has become a feature
of the medical scheme environment. This type of behaviour has added a new
layer of unnecessary cost and inefficiency to the medical scheme market.
There is a need therefore to develop an entirely new framework for regulating
medical scheme brokers, which limits the commissions that can be paid by
third parties, such as medical scheme administrators, and ensure that those
who receive a service from a broker pay for it. Many of the problems relating
to inappropriate re-insurance and poor management arise from conflicts of
interest between the trustees of schemes, the principal officer, and parties
with whom the scheme enters into contracts. As a consequence, the Act was
amended to explicitly exclude all persons who may be subject to such a
conflict. Overall, this should improve scheme governance, and contribute to
the improved management of schemes. The amendments to the Act also make
provision for penalties to be applied in cases where the payments of claims
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are delayed without good reason.
There are however outstanding issues for which further legislation in this
area may be necessary. Recommendations in this regard include:
◆ Appropriate measures and guidelines for Managed Care, to ensure
that service providers are not encouraged to act unethically to contain
costs
◆ Ensuring that health broker regulation remains a function of the Council
for Medical Schemes.
This last mentioned issue was brought into sharp focus by the tabling of the
Financial Advisory and Intermediary Services Bill (FAIS Bill).
Financial Advisory and Intermediary Services Bill (FAIS), 2001

During October 2001, the FAIS Bill was tabled and referred to the Portfolio
Committee on Finance. This Bill is based on recommendations by the Policy
Board for Financial Services and Regulation.
The Finance Portfolio Committee convened hearings on 9 October and
thereafter established a sub-committee comprising of committee members to
investigate the diverging concerns of the Council for Medical Schemes, the
Financial Services Board and other stakeholders.
The FAIS Bill applies to financial service providers; they are defined in terms
of the furnishing of advice or the rendering of an intermediary service in
respect of a financial product. Within the Bill, the definition of a financial
product also includes a health service benefit provided by a medical scheme,
and financial service providers that furnish advice or render an intermediary
service pertaining to a health service benefit provided by a medical scheme.
Given the inclusion of a health benefit as a financial product, the FAIS Bill
has significant implications for the Medical Schemes Act.
Administrators and brokers will potentially be faced with a confusing
situation. Dual regulation will compromise the ability of the Council for
Medical Schemes to properly regulate medical scheme brokers and
administrators and will create a clear conflict with the Medical Schemes Act.
Further, the proposal to regulate medical scheme brokers would be an
encroachment on the area of health policy, which is the designated
responsibility of the Health Minister.
The dual regulatory environment creates a conflict in the following areas:
◆ A code of conduct is already provided for in the Medical Schemes Act.
FAIS does not refer to the medical scheme brokers in its code of conduct.
◆ The Medical Schemes Act does not contemplate the delegation of
regulatory powers to representative organisations of the broker,
insurance, or medical scheme industry. It is unclear what the relationship
between the Medical Schemes Council and broker representative
organisations, and the Life Offices Association, who may be given
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statutory powers in terms of the FAIS Bill, will be.
By February 2002, the Bill was before the National Assembly Portfolio
Committee on Finance and had not been fully processed. The Portfolio
Committee on Health placed on record its concerns with the Financial Services
Board’s recommendations. Further negotiations were underway to establish
a middle ground that will serve protect the public against unscrupulous
behaviour and protect the objectives of the Medical Schemes Act.
Mental Health Care Bill, 20015

The Mental Health Care Bill departs from the old model of indefinite
institutionalisation of individuals to an approach that is more community
based and consistent with the Bill of Rights. The Bill is limited primarily to
aspects of mental health care compared to the broader (1973) Mental Health
Act. The Bill, as originally tabled, was amended by the National Assembly
Portfolio Committee on Health.6 The final version of the Bill contains the
following provisions:7
◆ It repeals the Mental Health Act, of 1973, which was widely considered
to be outdated and, in part, unconstitutional
◆ It seeks to ensure that appropriate care, treatment and rehabilitation
services are made available to people with mental health problems in
line with a Primary Health Care approach
◆ It promotes and safeguards the human rights of people with mental
disabilities and balances the rights with those of the public in
circumstances where a person may infringe upon their rights with a
mental disability.
In particular, the Bills included some of the following design features. A chapter
dealing with patient rights has been included. This inclusion is critical as
people with mental disabilities are still discriminated against and not protected
by law. The Bill also entrenches the main principles of the United General
Assembly resolution of 1991, on the Protection of Persons with Mental Illness
and the Improvement of Mental Health Care. The Bill introduces a mental
health care practitioner category. This allows for greater accessibility to various
mental health services. It will also ensure that persons qualified to do so
carry out mental health functions. Mental Health Review Boards are
introduced to protect the user from unnecessary or arbitrary committal and
retention. This involves a shift from a magistrate (which in practice was no
more than magisterial ratification) to a Board, which includes a legal person
(who may be a magistrate), a mental health care practitioner and a community
member (who could be a traditional healer). A 72-hour assessment period
prior to involuntary admission at a psychiatric hospital is introduced. This is
added because many people recover within this period and the system can
avoid many problems and save on administration associated with certification.
This is also advantageous to the user. In addition, the period of review for
involuntary, assisted, state patients and prisoners who are mentally ill is
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shortened.
Various sections of the old Act have been omitted, for example, the section
prohibiting the reporting of conditions in psychiatric institutions, which in
the past encouraged gross human rights violations. These institutions are
now open to public scrutiny. Also excluded are guidelines on how to deal
with patients from other states.
Hospital Boards have been taken out of the Bill to avoid duplication with the
National Health Bill. Transitional arrangements have been made until such
time as the new National Health Bill is passed.
The National Council of Provinces Select Committee on Social Services is
expected to pass the Bill during February 2002.
National Health Laboratory Services Amendment Bill, (Bill 56 of 2001)8

This Bill is an amendment to the National Health Laboratory Services Act of
2000 that provides a framework for the amalgamation of 234 public sector
laboratories and various research facilities. 9 The Amendment Bill provides
for employees of the Service who are members of a pension scheme to transfer
to a pension scheme to be established by the Service.
The Bill further allows employees who are members of the government
Employees Fund to become dormant members of the Fund, remain active
members of the Fund, or to become members of a pension scheme to be
established by the Service.
Medicines Control Amendment Act (Act 90 of 1997) and Pharmaceutical
Manufacturers Association of South Africa and Others Versus The President of
The Republic of South Africa and Others

The Medicines Amendment Act, passed in 1997, aimed to introduce three
important measures to achieve access to cheaper medicines:10
◆ Generic substitution of off-patent medicines
◆ Parallel importation of patented medicines
◆ A transparent medicine pricing system through the establishment of a
Pricing Committee.
Generic substitution measures within the Act compel pharmacists to offer a
cheaper generic version of the medicine if one exists. Generic substitution
does however not apply to medicines under patent. Significantly, the Act
leaves the issue of compulsory licenses to be dealt with by the Patents Act.
The most controversial amendment of the Medicines Act relates to parallel
importation, which refers to the importation of a cheaper drug from a foreign
country. It is based on the principle that once a product is sold, the seller
loses all ownership rights over it (exhaustion of rights).
Another element of the Act is the introduction of a Pricing Committee that
will set up transparent pricing mechanisms. The Pricing Committee can
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recommend that the Minister make regulations on the introduction of a
transparent pricing system for all medicines. Drug companies will be allowed
to set a single exit price for any medicine, and pharmacies will not be allowed
to charge an amount higher than the exit price. Instead, the Pricing Committee
may recommend a dispensing fee that pharmacists can charge instead of a
mark-up.
After the Act was passed by Parliament, the Pharmaceutical Manufacturers’
Association (PMA) and member companies sought an interdict against
commencement of the Act until its legal status was clarified. The PMA’s main
objection to the Act related to the provision of parallel importation, which
would allow the importation of medicines. Other issues, which formed the
basis of their challenge, were the provisions for the circumvention of statutory
patent protections in some circumstances, which the PMA alleged constituted
expropriation of intellectual property without compensation, and the
increased powers of the Minister vis-à-vis the Medicines Control Council.
On 19 April 2001, the PMA and 38 other pharmaceutical companies
withdrew their court application against the State and agreed to pay the
costs incurred by the State, and the Friend of the Court, the Treatment Action
Campaign.
The withdrawal by the giant pharmaceutical companies was seen as a victory
worldwide for developing countries and for the ongoing struggle for access
to affordable medicines. Global mobilisation was an integral part of the
strategy of the government and the Treatment Action Campaign. The court
case also saw a resurgence of activism last seen in the eighties. The legal
challenge was a lesson for developing countries, agencies and nongovernmental organisations on the power of collective mobilisation on issues
related to globalisation and poverty.

Withdrawal of the court action
After the withdrawal of the court action, a joint working group was set up
between the South African government and the pharmaceutical industry to
consider the development and adoption of a code of ethics for the marketing
of pharmaceuticals, programmes to improve drug literacy; and improving
efficiency and efficacy in the regulatory environment.
Draft regulations relating to the Act were drafted and published for public
comment in June 2001.11 These dealt with, inter alia, the process of parallel
importation; licensing of professionals other than pharmacists who dispense
medicines, the registration of pharmaceutical products purchased on
international markets, the future composition of the Medicines Control
Council and the composition of the Minister’s advisory Pricing Committee.
Certain provisions of the Act, such as the prohibition on sampling, incentives
and bonuses by the Industry were perhaps able to be promulgated immediately,
such as:
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◆ Setting up of a Pricing Committee to keep the Minister informed on
issues relating to the pharmaceutical industry, and to advise on
transparent pricing systems for medicines
◆ The system for generic substitution.
However, to date, no such promulgation notices have been issued, nor have
amended regulations been finalised based on the comments received from
the public and stakeholders.
Treatment Action Campaign (TAC) Case Against The Minister of Health and The
Members of the Executive Council (MECs)

The results of the South African Intrapartum Nevirapine Trials (SAINT)
showed that the drug is effective in reducing the risk of intrapartum
transmission of HIV. In consultation with the provinces, it was decided to
adopt a controlled approach to the introduction of this preventative measure
through a programme called Prevention of Mother-to Child-Transmission of
HIV (PMTCT).
The Department of Health argued that critical operational issues needed to
be explored before deciding to implement on a national scale. There was a
need to investigate whether this form of nevirapine use has any toxic side
effects or contributes to drug resistance.
National and provincial steering committees were established; national
guidelines were finalised; health workers were trained to use rapid HIV test
kits; and health workers and NGO staff were trained to counsel mothers.
As a result provinces designated 18 research sites, two each, where nevirapine
would be administered within a national research protocol and data would
be collected to answer the outstanding questions.
In August 2001, the Treatment Action Campaign, Dr Haroon Saloojee and
the Children’s Right Centre brought an application against the Minister of
Health and eight provincial MECs to force government to make nevirapine
available to HIV positive pregnant women (the court papers can be accessed
at http://www.tac.org.za/documents/archives.htm).

TAC demanded that:
◆ Nevirapine be made available to pregnant women with HIV who give
birth in the public sector and to their babies, where the medical
practitioner deems this to be medically necessary
◆ Government plans and implements in a reasonable manner an effective
national programme to prevent or reduce mother-to-child-transmission
of HIV, including the provision of voluntary counselling and testing,
and where appropriate, nevirapine or other appropriate medicine, and
formula milk for feeding.
The government opposed TAC’s application. The case was heard from 27 to
29 November. TAC argued that government had no reasonable timetable for
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the expansion of their programme to distribute nevirapine to provinces besides
the Western Cape and Gauteng. TAC maintained that government had an
obligation to ensure that the poorest provinces were assisted in order to
provide nevirapine.
They further asserted that doctors in the public health system should be
allowed to decide whether or not to prescribe nevirapine based on its merits.12
They argued that government had done nothing to explain why their policy
was preventing some doctors in the public health sector from prescribing
nevirapine, when they regarded it as in the best interest of a patient, thereby
forcing them to act unethically.
The State maintained that insufficient resources limited the expansion of its
programme to certain pilot sites only and that the long-term efficacy of
nevirapine had yet to be proved.

The basis of government’s argument was that:
◆ Government has implemented health promotion strategies such as the
R90 million communication campaign to build public awareness and
to prevent the spread of and to mobilise involvement in caring for and
protecting the rights of those affected. The Minister of Finance,
government maintains is increasing HIV and AIDS spending through
the funding of dedicated national AIDS programmes.
◆ For the first time, the health allocation to provinces will be increased
to strengthen hospitals and clinics’ capacity to cope more effectively
with increased demands for services. Allocation for infectious diseases
would be increased substantially as well.
◆ On escalation of the PMTCT Programme, government maintains that
already 18 research and training sites are running for pregnant women
providing more than 200 contact points for pregnant women. For 2000,
R25 million was set aside nationally for the PMTCT Programme and
was augmented by the provinces. Government has emphasised that it
is following a more cautious approach, with a strong monitoring
component, with safety issues and efficacy being central to this
approach.
On 4 December 2001, Minister, Manto Tshabalala-Msimang said: “the public
sector cannot afford to provide the drugs, while nevirapine did not guarantee
the virus could not be passed from mother to child”.13
During December 2001, Judge Botha found in favour of the Treatment Action
Campaign ruling that it was unconstitutional for government not to have a
plan to extend its HIV PMTCT Programme beyond its pilot sites.14 Section
27 (2) of the Constitution obliges the State to take reasonable measures to
achieve the progressive realisation of the right to health care.
Judge Botha ordered that urgent action be taken in the interim to make
nevirapine available in all public facilities that have the capacity to run
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PMTCT programmes. Also, government has to devise a treatment plan and
present it to the court by March 2002.
On 19 December 2001, the Minister of Health declared that government
would appeal against Judge Botha’s judgement; the appeal seeks to clarify
government’s constitutional responsibility in terms of the delivery of social
services.
The Minister said that: “… this appeal is not an attempt to obstruct the
development of the PMTCT Programme. It is aimed at clarifying a
constitutional and jurisdictional matter- if left vague- could throw executive
policy making into disarray and create confusion about the separation of
powers, which is a cornerstone of our democracy.”12
Draft National Health Bill15

On 9 November 2001, the long awaited National Health Bill was gazetted
for public comment. The Department of Health indicated that it would table
the National Health Bill in Parliament for processing by June 2002.
The passage of the National Health Bill is essential to creating a national
legislative framework for the health system. The lack of this national
framework has led to provincial health departments initiating their own
legislation, which has resulted in a disjointed restructuring process amongst
provinces. The introduction of the National Health Bill will require provinces
to adapt their legislation to ensure uniformity in the transformation process.
Also, the absence of a national legislative framework has created a situation
where it has not been compulsory for Members of the Executive Council to
adhere to national policies, as decisions of the MINMEC forums are not
legally binding.
The National Health Bill is the overarching piece of legislation that enables
the establishment of a national health system, which encompasses public,
private and non-governmental providers of health services.
It is intended to ensure that the best possible health services are provided to
citizens with available resources. The rights and duties of health providers
and users are outlined as well.
National health structures and functions of the national department and the
performance of functions by the provinces are also outlined. The
establishment; composition; duties and powers of the national health authority
are also laid out.
The Bill provides for the establishment of provincial functions, provincial
health authorities; and very importantly, inspectorates for health facilities.
In addition to this Bill establishing a framework for the District Health System,
provincial health legislation must provide for the establishment of a district
health system in provinces.
Demarcation of health districts, variations of boundaries, and Municipal
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Health Services are provided for in the Bill. According to the Bill provincial
health legislation must provide for the preparation of district health plans by
District Health Authorities.
The Constitution states that ‘Municipal Health Services’ and health services
are functions of local government and provinces respectively, it does however
not define these terms. This has created confusion about the allocation of
functions and funding between the spheres. The Health Act of 1977 reinforces
this ambiguity by allocating the provision of curative primary health care
services to both provinces and local authorities. This has led to functional
overlaps and fragmentation in service provision.
In terms of Municipal Health Services, the draft Bill states that municipalities
must render Municipal Health Services. These services include: environmental
health services, promotive and preventive health services and such curative
health services as are currently offered.
In terms of the Bill a province may request a municipality to perform further
services, these services must be agreed upon by the MECs for Health, local
and provincial government as well as the municipality concerned. Very
importantly this request must be accompanied by the necessary funding for
the performance of the required services.
Various chapters in the Bill deal with operational plans to improve the quality
of service and care in health establishments and academic service complexes.
Also, to improve the relationship between public and private institutions
various measures are put in place.
To ensure that health research remains relevant to the needs of the country
and the prevalent burden of disease the Essential National Health Research
Committee is provided for. To ensure that research on humans and animals
occurs within a human rights and ethical framework a National Health Ethics
Council is provided for which will formulate guidelines and norms and
standards for research.
Many health experts are however concerned about the ‘watered down’ nature
of the draft Bill. The Bill has been altered significantly and the Department
of Health should anticipate an overwhelming response to the gazetted draft.
Also, given the Public Finance Management Act, and its injunction that
policies be thoroughly costed, this legislation could become controversial,
but necessary nevertheless.
If municipalities are expected to budget over three years, managers must be
enabled to plan and budget efficiently and realistically – they will need to be
sensitive to the political landscape and the overall needs of the people.
Monitoring and evaluation of service delivery at all spheres of government
must be stepped up to ensure greater synergy and implementation. National
consensus is needed on a clear definition of Municipal Health Services and a
national definition of the ‘basket of goods’ that forms primary health services.
The national Department of Health has to develop uniform definitions and
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minimum standards of service provision.
The draft National Health Bill has a number of legislative implications. For
example provinces will have to adapt their provincial health legislation to
ensure uniformity with this Bill. If not already provided for, provincial health
legislation must provide for the establishment of district health authorities,
the establishment of committees for clinics and community health centres.
The draft Bill has funding implications as various committees need to be
established in terms of the Bill e.g. the National Health Ethics Council, the
Essential Health Research Committee and a National Health Information
System Committee.
In terms of the Bill various Regulations must be issued to achieve the objectives
of the Bill. For example Regulations will be prescribed on the minimum
requirements for the rendering of services in health institutions, schools and
other public places.

Provincial Legislation
Western Cape Health Facility Boards Act, 200116
This Act provides for the establishment, functions, powers and procedures
of Health Facilities Boards, and amends and repeals certain laws relating to
Hospital Boards.
The Bill was introduced to:
◆ Facilitate the establishment of representative, and accountable Health
Facility Boards as statutory bodies
◆ Create accountability of health facility management to the community
and responsiveness to the needs of patients and their families
◆ Promote community support for, and involvement in, health facilities
and their programmes
◆ Encourage responsible financial management of health facilities, and
effective and efficient use of resources at health facility level
◆ Develop clearly defined functions and powers, which may be
incrementally expanded in the public interests as the capacity of a
Board increases.

Traditional Circumcision Bill - Eastern Cape, 200117
This legislation attempts to reduce the number of deaths and unnecessary
mutilations as a result of circumcisions performed by traditional healers under
unhygienic conditions or traditional healers who have not been properly
trained to perform circumcisions.
The Bill provides for the observation of hygienic standards in the performance
of traditional circumcision; for the issuing of permission for the performance
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of a circumcision operation and the holding of a circumcision school. In
terms of the Bill, the MEC must designate one or more medical officers and
confer the necessary powers on them to enforce the objectives of the Bill.
The Bill states that no person except a medical practitioner may perform any
circumcision in the province without written permission of the medical officer
designated for the area in which the circumcision is to be performed. Also,
no person in the province may hold any circumcision school or treat any
initiate without written permission of the medical officer designated for the
area in which the circumcision school is to held or initiate is to be treated.
The Bill introduces penalties for any person who fails to comply with
conditions imposed by a medical officer. Fines of up to R10 000 or
imprisonment of not more than 10 years could be imposed if the law is
broken.
The parents or guardians must give written permission if a circumcision is
desired for an initiate who is younger than 18 years. The traditional surgeon
must be known to the parents or the guardian and must use instruments
approved by the parents. Circumcisions must be performed under the
supervision of an experienced traditional surgeon.
The designated medical officer is compelled to keep records relating to
circumcisions and report to the MEC in the Province. Also, the medical officer,
in terms of his/her powers will have access to any occasion or instance where
circumcision is performed or an initiate is treated.

Conclusion
Since 1994, 19 pieces of ground-breaking legislation has been processed. In
some instances, the legislation proved to be controversial but necessary to
achieve improved access, equity and general transformation of the health
system. The passage of the National Health Bill envisaged for 2002 will
cement government’s legislative framework. The national Department of
Health has given notice that it intends tabling 11 pieces of legislation in
Parliament during 2002.
Since a substantial volume of legislation will be passed, the oversight role of
the National Portfolio Committee and the Provincial Standing Committees
will be crucial in determining the success of policy implementation and also
establishing to what extent legislation has unintended consequences. Where
negative consequences of legislation hampers service delivery, these have to
be brought back to Parliament for amendment. The policy environment should
therefore be examined within a fluid, non-static context with ongoing
monitoring, evaluation and amendment. The National Council of Provinces
and the Provincial Standing Committees have to ensure that sufficient capacity
exists to monitor service delivery. Co-operative working relationships between
legislatures and Health Committees at Local government level must be
established so that crucial service delivery issues are highlighted. More focus
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is needed on the multi-sectoral nature of legislation and the implications
thereof.
Also, improved partnerships need to be forged between legislatures and nongovernmental organisations and community based organisations to ensure
that the voices of marginalised sectors of communities are heard. NGOs and
CBOs are failing to lobby policy makers effectively and strategically. This is
an issue that needs to be addressed by these respective stakeholders.
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The District Health System (DHS) is the vehicle through which the delivery of Primary
Health Care will take place. As Primary Health Care is the foundation of the health
system it is critical for the overall functioning of the system that there is a well-functioning
DHS in place.
During 2001 the concept of the District Health System (DHS) became more entrenched
with a number of crucial milestones being reached:
◆ The formal finalised version of the third sphere of government was put in place. This
means that South Africa is covered by contiguous Metropolitan (Type A) municipalities
and District (Type C) municipalities. Each of the District municipalities is sub-divided
into two or more Local (Type B) municipalities.
◆ A health Ministerial Forum (MINMEC) decision endorsed the vision of a municipalitybased DHS in South Africa where comprehensive Primary Health Care services will
be delivered.
◆ A Health Bill was published for public comment. This Bill lays down the framework
for the setting up of a District Health System as the foundation stone for a national
health system. Although in general terms this Bill has advanced the progress towards
a DHS immensely, there are still specific areas of confusion, which need clarification.
The definition of Municipal Health Services in the Bill and the schedules setting out
the functions and responsibilities of provincial and district levels have not succeeded
in clarifying the roles of the various parties. If these are not clarified and simplified
then the gains of the Bill as a whole will be nullified.
◆ Many of the provinces established their Provincial Health Authorities (PHAs), which
are the overall governance structures for the District Health System in the provinces.
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Introduction
The District Health System (DHS) is the vehicle through which the delivery
of Primary Health Care will take place. As Primary Health Care is the
foundation of the health system it is critical for the overall functioning of the
system that there is a well-functioning DHS in place.
During 2001 the concept of the DHS became more entrenched with a number
of crucial milestones being reached. This chapter outlines progress and
highlights outstanding issues.
Provincial maps demarcating the new municipal boundaries are appended to
this chapter (see Appendix 1). The naming of municipalities is an evolving
process and though correct at the time of writing, names may change over
time.

Legislation
The National Health Bill, 20011 was published for public comment on 9
November 2001 for a period of 3 months. This piece of legislation has been
long awaited and has been anticipated in each of the previous 6 South African
Health Reviews published to date. There are a wide number of aspects of
this Bill which impact on the District Health System. Some aspects of the Bill
are highlighted below:
◆ The establishment of a National Health Authority which will, inter
alia, advise the Minister of Health on policy issues regarding the
management of health districts.
◆ The establishment of a Provincial Health Authority (PHA) which
consists of the provincial Member of the Executive Committee (MEC)
for Health, the Councillors responsible for health in the Metropolitan
and District Councils in the province and a representative of the
provincial local government association responsible for health.
◆ The entire area of South Africa must be demarcated into health districts
whose boundaries must be co-terminous with municipal boundaries.
◆ In addition to the requirements of the Bill, there is a stipulation that
the Bill must be augmented by specific provincial health legislation
that provides for the establishment of a District Health System in that
province. This provincial legislation must provide for the establishment
and management of District Health Authorities (DHAs) that will plan
and ensure the delivery of health services in a particular health district.
◆ The Bill allows for the DHA to be a municipality, a provincial
department or a body constituted by provincial legislation. This DHA
needs to be approved by the MEC for Health in the province.
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◆ The Bill defines provincial functions in Schedule 2. This Schedule is
split into 2 components; part A (exclusive provincial functions), and
part B (functions that are not exclusive to the province - see Appendix
2). Any District Health Authority may request the PHA to perform
the non-exclusive provincial functions in part B.
Part A of the provincial functions includes ensuring:
• The co-ordination of funding and financial management of DHAs
• The provision of technical and logistical support to DHAs.
◆ The Bill defines district functions in Schedule 3 (see Appendix 3).
◆ In addition to defining the functions of the national, provincial and
district spheres of government in the 3 schedules to the Bill, it also
defines Municipal Health Services in Section 44. These services are:
• Environmental
• Promotive and preventive
• Other municipal health services that are rendered at the time of
coming into operation of this Act.
This Bill is a huge step forward in providing a legal framework within which
a DHS can take root and flourish. When enacted, it will remove much of the
uncertainty around roles, functions and powers which have prevailed within
the three spheres of government around the DHS since the onset of the
democratic government system in 1994.
However, the Bill has a number of areas where there is a lack of clarity or
consistency, but hopefully after the Bill has been subjected to the scrutiny of
the public and other interested parties these will be eliminated prior to
enactment. Some examples illustrate this point:
• The definition of Municipal Health Services is vague and is based
on ‘other municipal health services that are rendered by
municipalities at the time of coming into operation of this Act’.
The purpose of this definition is to safeguard for the health sector
that portion of municipal rates revenue already being spent on
Primary Health Care. This revenue is largely applicable in the
metropolitan municipalities and the large type B local municipalities
such as Bloemfontein, George and Pietermaritzburg. It is estimated
that this revenue is of the order of R1 billion per year.
Whilst the retention of this revenue for primary care is a real issue
of concern, other routes should be sought for this retention. It is
highly probable that the definition as it stands will continue the
current confusion of roles, duplication and fragmentation between
the provinces and the local authorities and will defeat the overall
purpose of the establishment of the DHS.
A definition of Municipal Health Services which is very narrow
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(viz. environmental health services only) or very broad (all Primary
Health Care) will ensure that all the stakeholders have their roles
clarified and is much more likely to set a sound platform for a DHS
in the future.
• Part B of Schedule 2 which sets out non-exclusive provincial
functions and Schedule 3 which sets out district functions, are all
part of the District Health System responsibilities. By putting them
in 2 schedules, the role of provincial level and the role of district
level have been confused.
• In the schedules to the Bill setting out the functions of the national,
provincial and district level, there is specific mention of equity at
national and district level but not at provincial level. The districts
are charged with ensuring equity within districts but the provinces
do not have the same obligation to ensure equity between districts.
• The schedule to the district level functions goes into great detail
such as providing ‘accommodation for staff where appropriate’,
and ensuring ‘proper management and implementation of donor
funded projects’ whereas the schedule to the provincial level
functions does not have this level of detail. This inconsistency is
confusing and undesirable.

Health MINMEC decisions and critical next steps in DHS
development
The Health MINMEC meeting on 13 February 20012 took a number of
decisions regarding the implementation of the DHS and the role of local
government in health service delivery. These decisions are in line with the
Health Bill discussed in the preceding section. The decisions of the MINMEC
include:
◆ District and Metropolitan Council areas shall be the focal point for
the organisation and co-ordination of health services.
◆ Provincial Departments of Health will be responsible for co-ordinating
the planning and delivery of district health services within the District
and Metropolitan areas, in collaboration with local government.
◆ Each Member of the Executive Committee (MEC) for Health shall
establish a Provincial Health Authority (PHA) in her/his province by
the 30 June 2001, whose function will be to advise the MEC for Health.
◆ The PHA shall comprise the MEC for Health and the councillors
responsible for health for each District or Metropolitan Council in the
province.
◆ The Head of the provincial department of Health will establish a
Provincial Health Advisory Committee (PHAC) by 30 June 2001,
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whose functions will be to co-ordinate the planning and delivery of
health services and advise the Provincial Health Authority.
◆ The MEC for Health will facilitate the establishment of DHAs and
community health committees within the District Municipalities and
Metropolitan areas, using the criteria and guidelines agreed to by the
PHA, with the participation of local government.
◆ District Health Services will be provided in every District municipality
and Metropolitan area.
◆ Although the long-term vision is to capacitate municipalities to deliver
comprehensive PHC services, in the short-term, these services will
exclude services provided by district hospitals.
◆ After conducting an audit of services provided in each municipality,
the MEC for Health may delegate the delivery of PHC services to the
Metropolitan or District Council, a Local Municipality, or a group of
local municipalities, with the appropriate capacity, support and
resources and this relationship will be managed through a service
agreement signed between the province and the municipality, with
clearly outlined performance indicators.

DHS Terminology
For several years the terms health district and health sub-district have been
used based on World Health Organisation definitions. However the
demarcation process and final restructuring of local government in December
2000 has meant that boundaries and terminology have had to be adjusted.
To ensure consistency and prevent confusion, the term district should be
used consistently by all three spheres of government; national, provincial
and local. Since the term ‘District Municipality’ is a legal one contained in
the Municipal Structures and Municipal Systems Acts, the term ‘District’
must refer to the 47 District Municipalities. These are illustrated in the maps
attached to this chapter (See Appendix 1). If the 6 Metropolitan Municipalities
are included it means that South Africa now has 53 ‘health districts’ which
cover the full surface area of South Africa.
Although the health sector would have preferred to have a ‘health district’
based on a much smaller geographical unit, all policy documents since 1994
have urged the need for ‘health districts’ to be consistent with political and
administrative boundaries.
Thus the MINMEC meeting, referred to above, decided that the term ‘health
district’ will refer to a District or Metropolitan Municipality and the DHS is
now based on the borders of these 53 Municipalities.
Any sub-division of these District and Metropolitan Municipalities into
smaller administrative or service delivery units, will be called a ‘health sub-
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district’. This arrangement of sub-divisions will vary from province to
province. For example in the Northern Cape there are 5 District Municipalities
and therefore 5 ‘health districts’. Because of the low population density there
are no plans for sub-divisions and therefore there will be no ‘health subdistricts’ in this province. On the other hand in the North West it is proposed
that all of the type B, Local Municipalities, within the boundaries of the
District Municipalities, will be given responsibility for the delivery of health
services, and these Local Municipalities will then become ‘health sub-districts’.
Thus a ‘health sub-district’, in the case of a District Council, will be made up
of 1 or more Local Municipalities. In the case of a Metropolitan Council a
‘health sub-district’ will be based on the administrative sub-division of the
Metro.

Service Delivery
In terms of improving service delivery under the DHS the government is
following a twin track approach and is trying to improve services in both the
urban and rural development areas. It has used its leverage in terms of donor
funding and used European Union donor funds to encourage each of the
Metropolitan Municipalities to improve aspects of service delivery.
In rural areas the government is committed to improving the lot of the most
impoverished communities and has linked with a multi-sectoral programme
to improve services in 13 of the most disadvantaged rural District
Municipalities. These District Municipality areas are called the Integrated
Sustainable Rural Development Sites (ISRDS) and the initiative is being driven
from the President’s office.
These 13 ISRDS are situated as follows:
◆ Eastern Cape (4)
Chris Hani - DC13
OR Tambo - DC15
Alfred Nzo - DC44
Ukhahlamba - DC14
◆ KwaZulu-Natal (4)
Ugu - DC21
Umzinyathi - DC24
Zululand - DC26
Umkhanyakude - DC27
◆ Western Cape (1)
Central Karoo - DC5
◆ Free State (1)
Thabo Mofutsanyane - DC19
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◆ Northen Cape/North West Cross border (1)
Kalahari-Kgalagadi - CBDC1
◆ Northern Province/Mpumalanga Cross border (2)
Greater Sekhukhune - CBDC3
Bohlobela - CBDC4

Progress towards the DHS – Provincial level
The circumstances in each of the provinces differ considerably. It is therefore
not surprising that there has been varying progress made with the
establishment of a DHS.
Table 1 below shows the progress made with governance issues3 related to
the establishment, terms of reference and functioning of Provincial Health
Authorities.
Table 1:

Governance Issues - Provincial Health Authorities

Province

Establishment

Terms of reference

Functionality

Eastern Capea

No

No

No

Free State

Yes

Yes

Yes

Gauteng

Yes

Yes

Yes

KwaZulu-Natal

No

Yes

Yes

Mpumalanga

Yes

Yes

Yes

North West

Yes

No

No

Northern Cape

No

No

Yes

Northern Province

Yes

Yes

Yes

Western Cape

Yes

No

No

a The Eastern Cape has scheduled the launch of the PHA for the 4 February 2002.
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To illustrate the progress made towards the establishment of the DHS a case
study of the Free State4 is shown in the box below.
Box 1: Case study of the Free State
The Free State Province has arguably made the most progress in implementing the DHS and
this progress forms the basis for this case study.
Health districts have been successfully re-aligned with the newly created local government
boundaries.
All newly elected local government councillors were briefed on the DHS and the rendering of
health services in the Free State. The Premier and the MEC for Health did this briefing in April
2001.
In line with the Free State Provincial Health Act, No 8 of 1999, structures for governance have
been established. These include the Provincial Health Authority (PHA), the Provincial Health
Advisory Board (PHAB), the District Health Authorities (DHAs) and the Health Committees.
Health services within the newly demarcated municipalities have been functionally integrated.
A provincial DHS conference, the first of its kind, was held in August 2001. At this conference
the PHA and PHAB were officially launched in the presence of the Premier, Minister and MEC
for Health.
At this conference the issue of equity, (especially the impact of poor infrastructure, roads,
transport and human resources) and how rural communities are worst off was discussed.
Solutions included better information, especially around expenditure reviews. Comparisons
should be made between districts and also between different sub-divisions (health subdistricts) that could be used for improved planning and management.
The other major themes of discussion were around improved governance and community
involvement and intergovernmental relations. A number of suggestions for strengthening
these areas were highlighted, with improved communication from all parties being probably
the most critical.
The five DHAs in the Free State were all launched by the first week of February 2002. These
DHAs consist of the District Councillor responsible for health (chairperson) and the
councillors responsible for health of all the Local Municipalities within the district.

In the Western Cape a different route has been taken and no provincial Health
Legislation regarding the establishment of a DHS and a PHA has been passed.
However the provincial Cabinet in October 2001 took a decision to endorse
the principle of structural integration of the health services within the Unicity
of Cape Town Metropolitan area. In terms of this decision provincial staff
involved with primary care provincial services will be transferred to the Unicity
establishment. Funding for these current provincial services will be provided
to the Unicity of Cape Town via a service agreement. It is envisaged that the
first transfer of the staff from province to the Unicity will take place on the 1
July 2002.
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Conclusion/Outstanding issues
The MINMEC has provided clear direction with regard to what needs to be
done to establish a well-functioning DHS and in some instances, has also
provided some time frames. However, the task remains a large one and it
must be carried out in the context of limited financial and other resources.
As expressed in numerous policy documents,5,6 the South African government
is committed to the establishment of the DHS but it needs to provide clear
leadership and vision so that progress can be accelerated.
These areas of leadership include clear and concise communication by the
Ministers of Health and Provincial and Local Government on a range of
issues.
◆ The definitions and differences between Municipal Health Services,
Primary Health Care services, and District Level Services need to be
clarified and simplified so that every health worker and every local
government councillor understands how the system is to work.
◆ The funding arrangements, including the levels and route of the funding,
for a municipality-based DHS need to be clarified.
◆ There are a number of cross-border District Municipalities where part
of the Municipality is in one province and part is in another province
(e.g. Kalahari-Kgalagadi District Municipality between the Northern
Cape and North West). Clarity is required as to how the DHS will
function in these cross-border district municipalities.
◆ The respective roles and functions of the Type C District Municipality
and the type B Local Municipalities within the District Municipality
need to be defined and clarified.
Other issues include setting goals and objectives for the setting up of a DHS
that are reasonable and attainable and not to make these so tight that health
officials, managers and workers get demoralised by unrealistic expectations.
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Appendix 1: Data and Maps for newly Demarcated Municipalities
In December 2000 the entire country was divided into a set of new local
government structures, namely 6 category A municipalities (Metropolitan
Councils), 47 category C municipalities (District Councils) and 232 category
B municipalities (Local Councils). These 47 category C municipalities and 6
category A municipalities will comprise 53 ‘health districts’. In the case of
category C municipalities, one or more category B municipalities can be
grouped to form a ‘health sub-district’. In the case of a category A municipality,
it may be sub-divided into smaller geographic administrative units which
would then form ‘health sub-districts’.
Thus the South African terminology ‘health sub-district’ would be equivalent
to the World Health Organisation terminology of ‘health district’ and also
equivalent to the ‘old health districts’ that were in place prior to the final
local government demarcation process.
Basic information on the new municipal structures is provided for each
province. Population estimates for 2002 based on Census 96 and land area
(km2) are given for each category B municipality. Note that the summed area
figures do not correspond exactly with the provincial totals given in the Health
and Related Indicators section, mostly due to rounding errors and problems
introduced by cross-border municipalities.
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Eastern Cape
Category A and C Municipality
DC10
Cacadu District
Municipality

DC12
Amatole District
Municipality

DC13
Chris Hani District
Municipality

DC14
Ukhahlamba District
Municipality

DC15
OR Tambo District
Municipality

DC44
Alfred Nzo District
Municipality

Category B Municipality

Area (km2)

51 403
38 889
11 905
86 774
53 727
49 419
17 093
70 797
31 924
7 009

7 233
9 831
4 450
4 222
2 001
3 508
7 724
2 289
3 703
13 283

EC101
EC102
EC103
EC104
EC105
EC106
EC107
EC108
EC109
ECDMA10

Camdeboo Municipality
Blue Crane Route Municipality
Ikwezi Municipality
Makana Municipality
Ndlambe Municipality
Sunday’s River Valley Municipality
Baviaans Municipality
Kouga Municipality
Kou-Kamma Municipality
Aberdeen Plains District Managed Area

EC121
EC122
EC123
EC124
EC125
EC126
EC127
EC128

Mbashe Municipality
Mnquma Municipality
Great Kei Municipality
Amahlati Municipality
Buffalo City Municipality
Ngqushwa Municipality
Nkonkobe Municipality
Nxuba Municipality

276 417
329 813
45 354
155 632
772 170
106 318
161 914
28 056

3 030
3 323
1 736
4 266
2 516
2 246
3 793
2 734

EC131
EC132
EC133
EC134
EC135
EC136
EC137
EC138

Inxuba Yethemba Municipality
Tsolwana Municipality
Inkwanca Municipality
Lukhanji Municipality
Intsika Yethu Municipality
Emalahleni Municipality
Engcobo Municipality
Sakhisizwe Municipality

65 507
39 708
21 988
202 235
234 826
141 672
169 229
56 607

11 595
6 087
358
4 191
3 614
3 238
2 259
2 257

EC141
EC142
EC143
EC144

Elundini Municipality
Senqu Municipality
Malethswai Municipality
Gariep Municipality

153 281
147 913
36 470
33 506

5 359
6 771
4 358
8 837

EC151
EC152
EC153
EC154
EC155
EC156
EC157

Mbizana Municipality
Ntabankulu Municipality
Ingquza Municipality
Port St Johns Municipality
Nyandeni Municipality
Mhlontlo Municipality
King Sabata D Municipality

266 364
140 641
279 621
163 339
302 580
219 893
447 704

2 412
1 260
2 554
1 288
2 611
2 704
3 020

EC05b1
EC05b2

Umzimkulu Municipality
Umzimvubu Municipality

187 007
428 494

2 436
5 533

1 097 228

1 952

Nelson Mandela Metro

Eastern Cape
*Total provincial area also includes some nature reserve areas that are not indicated on the table or map.
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Population 2002

7 130 427

169 580*

Free State
Category A and C Municipality
DC16
Xhariep District
Municipality

DC17
Motheo District
Municipality

DC18
Lejweleputswa District
Municipality

DC19
Thabo Mofutsanyane
District Municipality

DC20
Northern Free State
District Municipality

Free State
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Category B Municipality

Population 2002

Area (km2)

FS161
FS162
FS163

Letsemeng Municipality
Kopanong Municipality
Mohokare Municipality

38 604
54 150
39 316

10 227
15 243
8 779

FS171
FS172
FS173

Naledi Municipality
Mangaung Municipality
Mantsopa Municipality

27 026
654 922
54 344

3 424
6 283
4 290

FS181
FS182
FS183
FS184
FS185

Masilonyana Municipality
Tokologo Municipality
Tswelopele Municipality
Matjhabeng Municipality
Nala Municipality

71 457
29 038
56 038
517 193
89 132

6 797
9 326
6 523
5 155
4 128

FS191
FS192
FS193
FS194
FS195
FSDMA19

Setsoto Municipality
Dihlabeng Municipality
Nketoana Municipality
Maluti a Phofung Municipality
Phumelela Municipality
Golden Gate Highlands National Park District Managed Area

119 112
116 302
69 756
383 337
49 151
670

5 966
4 739
5 611
4 421
7 548
61

FS201
FS203
FS204
FS205

Moqhaka Municipality
Ngwathe Municipality
Metsimaholo Municipality
Mafube Municipality

183 822
130 231
116 000
57 918

7 900
7 079
1 739
4 583

2 857 519

129 480

Gauteng
Category A and C Municipality

Category B Municipality

CBDC2
Metsweding District
Municipality

CBLC2
GT02b1

Kungwini Municipality
Nokeng tsa Taemane Municipality

78 407
45 873

2 117
1 954

CBLC8
GT411
GT412
GT414
GTDMA41

Merafong City Municipality
Mogale City Municipality
Randfontein Municipality
Westonaria Municipality
West Rand District Managed Area

230 758
247 493
118 784
126 731
2 525

1 630
1 100
477
634
243

GT421
GT422
GT423

Emfuleni Municipality
Midvaal Municipality
Lesedi Municipality

659 303
58 737
73 007

987
1 722
1 491

2 234 445
2 910 009
1 855 563

1 924
1 625
2 198

8 641 635

17 010

CBDC8
West Rand District
Municipality

DC42
Sedibeng District
Municipality

Ekurhuleni Metropolitan Municipality
Egoli Metropolitan Municipality
City of Tshwane Metropolitan Municipality
Gauteng
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Population 2002

Area (km2)

KwaZulu-Natal
Category A and C Municipality
DC21
Ugu District
Municipality

DC22
uMgungundlovu
District Municipality

DC23
Uthukela District
Municipality

DC24
Umzinyathi District
Municipality

DC25
Amajuba District
Municipality

DC26
Zululand District
Municipality

DC27
Umkhanyakude
District Municipality

DC28
uThungulu District
Municipality

DC29
King Shaka District
Municipality

DC43
East Griqualand District
Municipality

eThekwini Metropolitan Municipality
KwaZulu-Natal
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Category B Municipality

Population 2002

Area (km2)

KZ211
KZ212
KZ213
KZ214
KZ215
KZ216

Vulamehlo Municipality
Umdoni Municipality
Umzumbe Municipality
uMuziwabantu Municipality
Izingolweni Municipality
Hibiscus Coast Municipality

111 900
59 341
180 366
89 877
51 487
211 170

966
238
1 259
1 107
630
839

KZ221
KZ222
KZ223
KZ224
KZ225
KZ226
KZ227
KZDMA22

uMshwathi Municipality
uMngeni Municipality
Mooi Mpofana Municipality
Impendle Municipality
The Msunduzi Municipality
Mkhambathini Municipality
Richmond Municipality
Highmoor/Kamberg Park District Managed Area

124 939
76 354
27 129
38 693
574 728
50 447
67 981
113

1 811
1 565
1 736
946
648
915
1 232
167

KZ232
KZ233
KZ234
KZ235
KZ236
KZDMA23

Emnambithi/Ladysmith Municipality
Indaka Municipality
Umtshezi Municipality
Okhahlamba Municipality
Imbabazane Municipality
Giants Castle Game Reserve District Managed Area

195 435
107 819
51 709
130 157
122 932
643

2 965
992
2 186
3 483
718
908

KZ241
KZ242
KZ244
KZ245

Endumeni Municipality
Nqutu Municipality
Msinga Municipality
Umvoti Municipality

48 611
141 002
176 613
101 130

1 612
1 454
2 502
2 509

KZ252
KZ253
KZ254

Newcastle Municipality
Utrecht Municipality
Dannhauser Municipality

314 939
26 190
108 626

1 855
3 539
1 516

KZ261
KZ262
KZ263
KZ265
KZ266

eDumbe Municipality
uPhongolo Municipality
Abaqulusi Municipality
Nongoma Municipality
Ulundi Municipality

71 561
107 596
183 822
206 870
211 573

1 947
3 235
4 184
2 185
3 754

KZ271
KZ272
KZ273
KZ274
KZ275
KZDMA27

Umhlabuyalingana Municipality
Jozini Municipality
The Big 5 False Bay Municipality
Hlabisa Municipality
Mtubatuba Municipality
St Lucia Park District Managed Area

133 895
166 030
28 790
184 461
28 071
10 269

3 693
3 082
1 161
1 417
705
2 760

KZ281
KZ282
KZ283
KZ284
KZ285
KZ286

Mbonambi Municipality
uMhlathuze Municipality
Ntambanana Municipality
Umlalazi Municipality
Mthonjaneni Municipality
Nkandla Municipality

105 365
214 705
79 596
253 130
40 319
141 759

1 209
796
1 083
2 214
1 086
1 827

KZ291
KZ292
KZ293
KZ294

eNdondakusuka Municipality
Kwa Dukuza Municipality
Ndwedwe Municipality
Maphumulo Municipality

122 490
143 482
183 234
136 492

582
630
1 154
894

KZ5a1
KZ5a2
KZ5a3
KZ5a4
KZ5a5
KZDMA43

Ingwe Municipality
Kwa Sani Municipality
Matatiele Municipality
Greater Kokstad Municipality
Ixopo Municipality
Mkhomazi Wilderness District Managed Area

104 147
15 951
11 096
38 034
85 986
1 481

1 970
1 180
1 417
2 683
1 627
1 232

3 014 665

2 299

9 215 201

92 100

Mpumalanga
Category A and C Municipality
DC30
Eastvaal District
Municipality

DC31
Egangela District
Municipality

DC32
Ehlanzeni District
Municipality

Mpumalanga
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Category B Municipality

Population 2002

Area (km2)

MP301
MP302
MP303
MP304
MP305
MP306
MP307

Albert Luthuli Municipality
Msukaligwa Municipality
Mkhondo Municipality
Seme Municipality
Lekwa Municipality
Dipaleseng Municipality
Highveld East Municipality

205 419
119 429
112 920
79 084
101 519
44 003
236 212

5 573
6 017
4 868
5 195
4 586
2 615
2 959

MP311
MP312
MP313
MP314
MP315
MP316
MPDMA31

Delmas Municipality
Emalahleni Municipality
Middelburg Municipality
Highlands Municipality
Thembisile Municipality
Dr JS Moroka Municipality
Mdala Nature Reserve District Managed Area

59 262
266 701
152 502
41 709
273 997
292 705
22

1 567
2 673
4 554
4 735
1 938
1 402
14

MP321
MP322
MP323
MP324
MPDMA32

Thaba Chweu Municipality
Mbombela Municipality
Umjindi Municipality
Nkomazi Municipality
Lowveld District Managed Area

74 281
479 490
54 705
313 126
0

5 681
3 331
1 741
3 225
134

3 537 365

79 490

Northern Cape
Category A and C Municipality

Category B Municipality

CBDC1
Kalahari-Kgalagadi
District Municipality

NC01B1
NCDMACB1

DC6
Namakwa District
Municipality

DC7
Karoo District
Municipality

DC8
Siyanda District
Municipality

DC9
Frances Baard
District Municipality

Northern Cape
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Population 2002

Area (km2)

Gamagara Municipality
Kalahari Cross Boundary District Managed Area

15 871
8 945

2 468
10 699

NC061
NC062
NC064
NC065
NC066
NC067
NCDMA06

Richtersveld Municipality
Nama Khoi Municipality
Kamiesberg Municipality
Hantam Municipality
Karoo Hoogland Municipality
Khâi-Ma Municipality
Namaqualand District Managed Area

12 406
47 375
11 655
20 185
12 796
9 884
1 552

9 670
14 902
11 737
27 975
29 400
8 299
24 765

NC071
NC072
NC073
NC074
NC075
NC076
NC077
NC078
NCDMA07

Ubuntu Municipality
Umsobomvu Municipality
Enthanjeni Municipality
Kareeberg Municipality
Renosterberg Municipality
Thembelihle Municipality
Siyathemba Municipality
Siyancuma Municipality
Bo-Karoo District Managed Area

20 831
26 822
41 304
12 133
9 978
14 021
20 470
35 938
4 878

20 389
6 814
11 389
17 698
5 530
6 978
8 251
10 027
15 689

NC081
NC082
NC083
NC084
NC085
NC086
NCDMA08

Mier Municipality
Kai! Garib Municipality
!Khara Hais Municipality
!Kheis Municipality
Tsantsabane Municipality
Kgatelopele Municipality
Benede Oranje District Managed Area

6 632
61 213
80 436
14 917
32 606
17 833
9 166

11 745
7 450
4 308
5 522
5 947
3 650
65 149

CBLC7
NC091
NC092
NC093
NCDMA09

Phokwane Municipality
Sol Plaatjie Municipality
Dikgatlong Municipality
Magareng Municipality
Diamondfields District Managed Area

62 498
215 857
39 056
23 745
4 819

830
1 877
2 378
1 542
5 720

961 353

361 830

Northern Province
Category A and C Municipality

Category B Municipality

CBDC3
Sekhukhune Cross
Boundary District
Municipality

CBDMA3
CBLC3
CBLC4
CBLC5
NP03A2
NP03A3

Schuinsdraai Nature Reserve District Managed Area
Greater Marble Hall Municipality
Greater Groblersdal Municipality
Greater Tubatse Municipality
Makhudutamaga Municipality
Fetakgomo Municipality

31
111 612
252 725
265 911
319 953
115 008

118
1 747
3 668
4 469
2 228
1 123

CBDMA4
CBLC6
NP04A1

Kruger National Park District Managed Area
Bushbuckridge Municipality
Maruleng Municipality

3 884
644 861
104 177

21 271
2 591
3 247

NP331
NP332
NP333
NP334

Greater Giyani Municipality
Greater Letaba Municipality
Greater Tzaneen Municipality
Ba-Phalaborwa Municipality

257 531
238 217
408 849
129 063

2 967
1 871
3 260
3 000

NP341
NP342
NP343
NP344

Musina Municipality
Mutale Municipality
Thohoyandou/Malamulele Municipality
Makhado Municipality

39 263
82 091
636 576
542 623

7 578
2 293
2 988
8 548

NP351
NP352
NP353
NP354
NP355

Blouberg Municipality
Aganang Municipality
Molemole Municipality
Polokwane Municipality
Lepelle-Nkumpi Municipality

179 104
174 485
127 579
503 601
278 337

4 541
1 852
3 347
3 775
3 470

NP361
NP362
NP364
NP365
NP366
NP367

Thabazimbi Municipality
Lephalale Municipality
Mookgopong Municipality
Modimolle Municipality
Bela-Bela Municipality
Mogalakwena Municipality

69 747
103 095
17 280
59 407
56 459
333 395

9 855
19 605
4 284
6 228
3 373
6 184

5 424 585

123 910

CBDC4
Bohlobela District
Municipality

DC33
Mopani District
Municipality

DC34
Vhembe District
Municipality

DC35
Capricorn District
Municipality

DC36
Waterberg District
Municipality

Northern Province
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Population 2002

Area (km2)

North West
Category A and C Municipality

Category B Municipality

CBDC1
Kalahari-Kgalagadi
District Municipality

CBLC1
NW1a1

Ga-Segonyana Municipality
Segonyana Municipality

65 531
104 146

4 485
5 863

NW371
NW372
NW373
NW374
NW375
NWDMA37

Moretele Municipality
Madibeng Municipality
Rustenburg Municipality
Kgetleng Rivier Municipality
Mankwe-Madikwe Municipality
Pilansberg National Park District Managed Area

185 430
349 841
339 388
35 768
250 197
294

1 373
3 812
3 492
3 973
5 215
469

NW381
NW382
NW383
NW384
NW385

Setla-Kgobi Municipality
Tswaing Municipality
Mafikeng Municipality
Lichtenburg Municipality
Zeerust Municipality

106 697
99 536
264 166
142 230
141 037

4 538
5 966
3 800
6 358
7 192

NW391
NW392
NW393
NW394
NW395
NW396

Kagisano Municipality
Naledi Municipality
Schweizer-Reneke Municipality
Greater Taung Municipality
Molopo Municipality
Lekwa-Teemane Municipality

10 128
59 792
46 618
201 132
14 624
40 558

514 857
7 264
3 615
5 640
12 588
3 684

NW401
NW402
NW403
NW404

Ventersdorp Municipality
Potchefstroom Municipality
City of Klerksdorp
Maquassi Hills Municipality

34 822
135 326
365 513
66 764

3 764
2 612
3 624
4 644

3 085 164

116 320

DC37
Bojanala
District Municipality

DC38
Central District
Municipality

DC39
Bophirima District
Municipality

DC40
Southern District
Municipality

North West Province
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Population 2002

Area (km2)

Western Cape
Category A and C Municipality

Category B Municipality

Unicity of Cape Town Metro

DC1
West Coast
District Municipality

DC2
Boland District
Municipality

DC3
Overberg District
Municipality

DC4
Garden Route/
Klein Karoo
District Municipality

DC5
Central Karoo
District Municipality

Western Cape
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WC011
WC012
WC013
WC014
WC015
WCDMA01

Matzikama Municipality
Cederberg Municipality
Bergrivier Municipality
Saldanha Bay Municipality
Swartland Municipality
West Coast District Managed Area

WC022
WC023
WC024
WC025
WC026
WCDMA02

Witzenberg Municipality
Drakenstein Municipality
Stellenbosch Municipality
Breede Valley Municipality
Breede River/Winelands Municipality
Brede River District Managed Area

WC031
WC032
WC033
WC034
WCDMA03

Theewaterskloof Municipality
Overstrand Municipality
Cape Agulhas Municipality
Swellendam Municipality
Overberg District Managed Area

WC041
WC042
WC043
WC044
WC045
WC047
WC048
WCDMA04

Kannaland Municipality
Langeberg Municipality
Mossel Bay Municipality
George Municipality
Oudtshoorn Municipality
Plettenberg Bay Municipality
Knysna Municipality
South Cape District Managed Area

WC051
WC052
WC053
WCDMA05

Laingsburg Municipality
Prince Albert Municipality
Beaufort West Municipality
Central Karoo District Managed Area

Population 2002

Area (km2)

2 794 693

2 488

43 371
34 566
40 365
61 542
70 806
5 102

5 539
7 347
4 263
1 908
3 701
8 353

78 625
202 945
113 088
140 546
71 657
7 128

2 982
1 538
812
2 864
3 334
10 759

81 284
40 850
24 099
26 947
142

3 246
2 125
2 411
3 001
608

23 104
42 030
65 191
117 928
86 332
20 094
47 046
13 534

4 759
5 731
2 008
1 045
3 536
991
1 059
4 194

6 456
10 368
36 911
7 446

8 781
8 153
16 334
5 585

4 314 196

129 370

Appendix 2: Schedule 2 – Provincial Functions
Part B

1.

Ensuring the provision of comprehensive primary health care services.

2.

Ensuring the provision of community hospital services.

3.

Ensuring appropriate human resources management and development.

4.

Ensuring the rendering and co-ordination of medical emergency
services.

5.

Ensuring the rendering of forensic pathology, forensic clinical medicine
and related services including the provision of medico-legal mortuaries
and medico-legal services.

6.

Ensuring the rendering of health services to persons who have been
detained, arrested or charged.

7.

Ensuring quality control of all health services and facilities.

8.

Ensuring the rendering of specific provincial service programmes.

9.

Ensuring the provision of non-personal health services.

10. Ensuring the provision and maintenance of equipment, vehicles and
health care facilities.
11. Ensuring effective consultation regarding health matters at community
level
12. Ensuring the provision of occupational health services.
13. Promoting health, healthy lifestyles and health policies
14. Ensuring the promotion of community participation in the planning,
provision and evaluation of health services.
15. Ensuring the use of health systems research in the planning, evaluation
and management of health services.
16. Ensuring the provision of indoor and outdoor environmental pollution
control services.
17. Ensuring the provision of services for the management, prevention
and control of communicable diseases.
18. Ensuring the provision of services for the management, prevention
and control of non-communicable diseases.
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Appendix 3: Schedule 3 – District Functions
Part A - Health Care

1. Health promotion services.
2. Intersectoral collaboration with other government and non-government
sectors in promoting health and rendering health services.
3. Community participation in health promotion and health service
provision including the promotion of the capacity of community
members to participate to their full potential.
4. Nutritional services, including surveillance, promotion and guidance.
5. Preventive, promotive, health services for children and youth, including
services at schools and at institutions.
6. Preventive and promotive services for communicable and noncommunicable diseases.
7. Family planning services (note: does not include provision of TOP).
8. Primary environmental care services, including maintaining the area
in a hygienic condition; the promotion of environmental hygiene;
investigating complaints; enforcement of environmental health
legislation (sanitation, housing, smoke, noise, litter, food hygiene and
occupational hygiene); and the identification and control of local health
hazards.
Part B - Support Services

1. Accommodation for staff where appropriate.
2. Environmental health awareness and educational programmes.
3. Support for communities and community development projects.
4. Services for maintenance of equipment, facilities and other assets.
Part C - Administration and Finance

1. Ensure equity in health and health service provision within the district.
2. Ensure proper management and implementation of donor funded
projects.
Part D - Planning and Human Resources

1. Collect and analyse environmental health data, and use it for policy
development and service planning
2. Provide for appropriate human resources development.
3. Provide for co-operation between all health care providers in the district,
including general practitioners, traditional and complementary healers
and NGOs.
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4. Render personnel management services.
5. Ensure the performance of any other health function or duty assigned
or delegated.
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Financing Local
Government Health Services

3

Sandi Mbatsha and Di McIntyre
Health Economics Unit
Department of Public Health and Primary Health Care
University of Cape Town

Given the stated commitment to decentralising district health services to local
governments, it is becoming increasingly important to evaluate the current financing of
local government health services and to evaluate whether this should be changed in
future to ensure that decentralised services are adequately and appropriately funded.
This chapter summarises the views of health department and treasury officials from
national, provincial and local governments on these issues. The present system of subsidy
and agency payments from provincial health departments to local governments has
certain benefits, but also numerous problems. In particular, many interviewees indicated
that equity considerations are not adequately taken into account in determining allocations
to local governments, given the heavy reliance on historical budgeting. From the provincial
perspective, the current arrangements do not permit adequate monitoring of local
government health services, while local governments are particularly concerned about
the cash-flow problems arising from quarterly arrear payments by provinces. There was
general agreement that the current system can be improved, but somewhat less
agreement about whether there should be fundamental changes in the financing
mechanism. In particular, some interviewees argued that if ‘municipal health services’
(as specified in the constitution) are defined to include all district health services, local
government health services should ultimately be funded through direct transfers from
national Treasury. Once again, there will be considerable benefits from such an approach,
but also potential problems particularly in relation to ensuring appropriate referral
mechanisms between health service levels. It is unlikely that direct transfers from national
Treasury will be implemented in the near future. Thus, it is important that improvements
to the current system of provincial transfers are urgently introduced, while at the same
time examining ways in which a future move to national Treasury allocations for local
government health services can be operationalised effectively.
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Introduction
The issue of local government health care financing is becoming increasingly
important in the light of efforts to create a functioning district health system.
Local government, as the sphere of government closest to communities, is
seen as the most appropriate avenue for the provision of basic services,
including primary health care services. There is a long-term commitment to
integrated district health services being provided by the local government
sphere, although there is still considerable debate about the constitutional
responsibility of municipalities for health service provision.
At present, some (but not all) municipalities provide health services. There is
considerable diversity between municipalities in relation to the range and
extent of health service provision. Historically, local government health
services have been restricted largely to the provision of preventative, promotive
and rehabilitative primary care services (mainly provided by nurses), with
particular emphasis on communicable disease control and environmental
health. In addition, some municipalities provide ambulance services on an
agency basis for the respective provinces, i.e. while ambulance services are a
provincial responsibility (both historically and in terms of the 1996
constitution), in most cases provinces pay municipalities to provide these
services on their behalf. In an effort to reduce fragmentation of health services,
some municipalities are increasingly providing integrated preventive and
curative primary care services.
If all municipalities will ultimately be expected to provide comprehensive
district level health services, some local governments will have to expand the
range and type of health services they provide while others will have to develop
the capacity to provide health services. It will be critical to ensure that these
services are adequately and appropriately financed. This chapter briefly
considers current and potential future mechanisms for financing local
government health services.

Overview of local governments and their financing
According to section 151 of the constitution of South Africa, local government
is recognised as a distinctive sphere of government. Municipal councils are
vested with legislative and executive authority and are free to govern
community affairs on their own initiative, within the limitations of national
and provincial legislation. Section 151(4) stipulates that national or provincial
governments may not be a constraint to the municipality’s ability to exercise
its powers and perform its functions. Instead, the national and provincial
spheres of government are required to work together with the local
government sphere to create an enabling environment for municipalities. In
particular, section 154 clearly indicates that the national and provincial
governments should, by all means available to them, give support to and
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strengthen the capacity of municipalities to manage their own affairs and to
provide basic services to the community.
There have been dramatic changes in the organisation of local governments
since the 1994 elections. The number of municipalities has been reduced
with an emphasis on amalgamating local authorities from former ‘white’
areas with those from former ‘black’ areas. This was seen as an important
mechanism for promoting a relative redistribution of resources between the
previously well-off and previously disadvantaged areas. The process has placed
a heavy burden on restructured municipalities, especially where service
responsibilities have increased without new avenues for generating extra
revenue. The demarcation process was unable to create municipal structures
with a uniform capacity to deliver services to their communities. Capacity is
particularly limited within municipalities in provinces containing former
‘homeland’ areas, where there has been a tendency for provincial departments
to concentrate their efforts on building their own capacity at the expense of
building local government capacity.1,2
The main source of local government finance is that of ‘own revenue’, which
is raised through levying local taxes (e.g. on payroll levies) and property
rates as well as from utility sales (e.g. charges for water and electricity).
‘Own revenue’ has been supplemented through lump sum allocations from
the national (and provincial) level, although until recently these have been
relatively small.
In general, it is expected that municipal services should continue to be funded
largely from locally-generated ‘own revenue’. In 2000/01, transfers from the
national level only accounted for about 7% of total local government
expenditure. 3 However, given the differential ability of local governments to
generate ‘own revenue’ due to differences in their rates and tax bases, there
is a need for some nationally allocated resources to ensure equitable provision
of basic services by local governments. With the finalisation of local
government boundary demarcation and the democratic election of local
governments in late 2000, transfers of financial resources from the national
level have been increased and a coherent mechanism for allocating these
resources between municipalities adopted.
An equitable shares formula for the allocation of resources from the national
Treasury to individual local governments was first introduced in the 1998/
99 financial year. There are currently 3 components to the equitable shares
formula:3
◆ An institutional grant to support the overhead costs of municipalities
which have a small rates and tax base relative to their population (i.e.
where a high proportion of residents are unable to contribute to rates
and taxes). This component of the formula estimates the average
overhead costs of municipalities, and deducts from this amount the
rates/tax revenue that the municipality could generate, based on the
number of households above the poverty threshold.
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◆ A basic services grant to support the operating cost of basic services
provided to low-income households. This component is based largely
on the estimated annual per capita cost of providing basic municipal
services multiplied by the number of people living in poverty in each
municipality. The basic services included in this calculation are
electricity, water, refuse and sanitation.
◆ An allocation to municipalities located in former ‘homeland’ areas
that are taking over personnel from provincial government in what
are termed R293 towns (this will gradually be discontinued as these
municipalities become fully functioning and have a full staff
complement).
In addition to the equitable shares allocation, there is a range of conditional
grants that are ‘made to those municipalities that apply for or are selected to
receive these funds’.3 These grants are directed to capacity-building (to improve
financial management, planning and project management capacity),
restructuring (in order to move towards improved financial self-sustainability)
and infrastructural development.
Apart from local government ‘own revenue’ and these transfers to local
government from the national revenue fund (equitable shares and conditional
grants), the only other source of funding for local government is that of
‘grants-in-kind’. The major ‘grants-in-kind’ are the subsidies for municipal
health services and agency payments for ambulance/emergency services, both
of which currently take the form of transfers from provincial health
departments. Some stakeholders argue that the funding of local government
should be further rationalised and integrated by including municipal health
services in the equitable shares’ basic services grant (i.e. replacing provincial
health department payments with direct transfers from national Treasury).
The purpose of this chapter is to document current mechanisms of financing
local government health services, particularly transfers from provincial health
departments, and the views of key actors on these mechanisms. In addition,
it considers actors’ views on the possibility of funding local government health
services through direct transfers from national Treasury. It is based on
interviews with key actors in national, provincial and local government
Departments of Health and Treasuries. These interviews were conducted in
three provinces, namely Western Cape, Mpumalanga and Free State. As it is
important to canvass views in different categories of municipalities, Cape
Town was included as an example of a major metropolitan council, Nelspruit
as a town, and Tsepho/Kopano as a municipality in a rural area in the
respective provinces.
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Current financing of local government health services
Local government health services delivered prior to 2000 fell broadly under
two categories. Firstly, local governments have historically provided a limited
range of preventative, promotive and rehabilitative primary care services,
which were seen as the explicit responsibility of local government structures.
Secondly, some local governments that had sufficient service provision capacity
provided additional services, such as curative primary health care services
and ambulance services, on behalf of (or on an agency basis for) provincial
and/or national governments. In addition, the 1977 Health Act makes
provision for provincial and national health departments to appoint a local
government to provide basic health services for an adjacent municipality,
where the latter does not have adequate capacity to provide these services or
raise sufficient revenue for them.
Funding of these two categories of services also took different forms. For
services that were regarded as a core local government responsibility, local
government ‘own revenue’ was drawn upon to contribute to the funding of
these services. Municipal health departments had to compete with other
municipal departments (e.g. housing) for allocations from ‘own revenue’
through the normal budgetary process. However, a subsidy was also provided,
initially from the national health department and more recently from the
provincial health departments, to ensure adequate provision of these services.
The level of subsidy payments for municipal health services is largely at the
discretion of the provincial health department.
In relation to local government health services that are provided on behalf of
the provincial health department, or one of the former national health
departments such as the House of Representatives’ or House of Delegates’
health departments, an agency payment was made to the relevant local
government by the provincial or national government. Agency payments differ
from subsidies in that provincial/national health departments were expected
to cover the full cost of running these services, (since the services are considered
to be the responsibility of the national/provincial department) and
municipalities could terminate the agency agreement and refuse to provide
these services. These payments were frequently structured as salary payments
for identified staff involved in the provision of these agency services.
Sometimes part of the subsidies and/or agency payments take the form of
free drugs paid for by the provincial government. This was a mechanism to
ensure that local governments had access to low cost medicines.
In return for these subsidies and agency payments, the 1977 Health Act
requires local governments to submit a quarterly report on the health status
of the population they serve, the services provided, and expenditure incurred,
to the relevant provincial Department of Health. Once these reports are
received, the next quarterly instalment of subsidies and/or agency payments
should be released.
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Although in recent years the dividing line between subsidies and agency
payments has become blurred, the historical experience of these different
payment mechanisms, which were integrally related to whether a particular
health service was regarded as the responsibility of local government or not,
is of considerable relevance to the current debates about the definition of
municipal health services. In particular, if municipal health services are defined
broadly to include all district health services, these services will be regarded
as the constitutional responsibility of local government. This implies that
they need to be funded from local government ‘own revenue’ and through
some form of subsidy arrangement. Such subsidies can either be provided
via provincial health departments, as at present, or could quite legitimately
be included in the equitable shares allocations to local governments by the
national Treasury. The latter approach would be in line with the constitution,
which indicates that provincial and local governments are entitled to an
equitable share of nationally collected resources to enable them to perform
their constitutional functions. In contrast, if municipal health services are
narrowly defined to include only a limited set of preventive, promotive and
environmental health services, district health services would constitutionally
be regarded as a provincial function. It would still be feasible for local
government to provide district health services, but this would then be on an
agency basis for provincial health departments. In this case, finances for district
health services would have to be allocated to provinces, who would then
need to fund the full cost of these services as provided by local governments
through an explicit agency agreement.
Thus, it is important to assess the current system of provincial allocations to
local government as this will continue to be the financing mechanism if
municipal health services are narrowly defined (see the next 3 sections). It is
also important to consider the potential strengths and weaknesses of direct
funding from national Treasury (see page 61), as this would be the most
logical financing mechanism if municipal health services are defined to include
district health services.
Mechanisms for determining provincial allocations to individual local
governments

Interviews for this research indicate that the distinction between ‘subsidies’
and ‘agency payments’ has become blurred over time. For this reason all
payments from provincial health departments to local governments will be
referred to as allocations in the remainder of this chapter.
A range of mechanisms are used to determine provincial allocations to
individual local governments for health services. In some provinces, there is
a two-phase allocation process whereby allocations are initially made from
province to regions, and the regional office then determines allocations to
the different local governments in that region. In other provinces, allocations
to local governments are determined by the provincial head office.
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Two of the provinces interviewed indicated that they were attempting to
introduce mechanisms for promoting an equitable distribution of resources,
based on indicators of the relative need for health services in the different
local government areas. In one province the indicator is the population size
of each municipality. In the second province the size of the population not
covered by medical aid is the indicator.
Despite these efforts to introduce an element of equity into the allocation
process, all provinces indicated that historical distribution patterns still played
an important role in determining allocations to local governments. In one
province, budgets for each local government’s allocation were based entirely
on historical allocations (e.g. adding 6% as an inflation adjustment to the
previous year’s budget), with the final payments made on the basis of
utilisation statistics and expenditure claims. In the two provinces that have
introduced some indicator of need into the resource allocation process, the
number of facilities and type of services provided still play an important role
in determining allocations. While this adjustment is necessary to take account
of historical agency agreements (e.g. to cover the additional costs of providing
curative services in certain municipalities where this had been negotiated
with the former House of Representatives), it does have the effect of
perpetuating historical patterns and existing inequities in service provision.
In those provinces that rely entirely on historical budgeting processes,
payments to local governments are often still linked to individual staff posts.
This creates two problems. Firstly, if the post becomes vacant and is not
filled within a certain period, the cost of that salary is removed from the
provincial allocation to the local government. If there is substantial staff
turnover in a relatively poor municipal area where it is difficult to attract
new staff, over time, the allocation to this local government will decline,
hence exacerbating inequities between this and other better resourced
municipalities. Secondly, this mechanism of determining allocations can
heighten conflict about salary scale differences between provincial and local
governments. As noted by one local government official:

“Province would negotiate that we will pay for 3 nursing posts, 4 nursing
assistants ... at this clinic ... and it would be at provincial salary and you know
you will pick up the difference.”
In contrast, allocations to local governments in those provinces that are
attempting to apply a more equitable allocation process often take the form
of ‘block transfers’. The funds are no longer tied to specific posts, but can be
used along with resources provided from the municipal ‘own revenue’ for
the general provision of health services by that local government. However,
some of these transfers may be specifically earmarked for specific services
(e.g. HIV/AIDS services). In addition, certain provinces have moved away
from the unlimited provision of free drugs to local governments. Instead,
part of the allocation is earmarked as a drug budget from which local
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governments can order drugs from the provincial depot. This funding
mechanism makes explicit the hidden value of the subsidy local governments
are getting from the provincial governments through free drug supplies and
has been introduced to promote better management of drug utilisation by
local governments. A local government manager viewed this as a positive
move offering the following explanation:

“Before, the laboratory costs, reproductive health services, family planning stuff
and medicines, including TB medicines and obviously vaccines had all been
free to local government, and we would just draw from the central store. Province
had to pay … and that means it was a bit like Father Christmas … There was no
motivation for us to manage what was going on … We didn’t know what was
going on. So nobody had any idea what medicines were being used and what
was happening, so it was a recipe for disaster.”
Strengths of the system of provincial allocations to local government health
services

The majority of provincial officials interviewed indicated that the key benefit
of the present financing mechanism is that it gives provinces some control
over local government health care services. They see the need for such control
in order to ensure that national policy is implemented within the local sphere
of government. These views indicate some uncertainty about local government
health departments’ willingness or ability to provide health services in line
with the national policy framework. This uncertainty is exacerbated by the
1977 Health Act which makes provision for the national health department
to issue directives to local governments in relation to health service provision,
reflecting a view of municipalities as a ‘lower level’ of government. The Health
Act (No. 63 of 1977) has yet to be revised to reflect the new constitutional
reality in which local government is an independent sphere of government,
alongside the national and provincial spheres. Municipalities as a distinct
sphere of government, should have relative autonomy in deciding on service
provision within the parameters of national policy guidelines.
A strength of the current financing mechanism is that it facilitates appropriate
interaction and referral patterns between the different levels of health services
allowing for co-ordination of the provision of all health care services in an
integrated manner.
As one provincial health official noted:

“I think that the funding needs to be channelled via the provincial health
department simply in order to try and ensure that the entire health system still
hangs together. You can’t have a primary care service which is running
completely independently of the hospital services.”
Some interviewees also suggested that the current financing mechanism
enhances financial sustainability in the sense that local governments have an
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indication that a certain amount of money will be provided by the provincial
health department every quarter to enable it to provide the minimum basic
health services to its communities.
Some local government treasury officials indicated that the current system is
administratively easy as money is claimed on a quarterly basis from the
provincial health department. There is a perception that it would be more
difficult and time-consuming to interact with the national Treasury.
Furthermore, a number of interviewees felt that it was easier for each province
to deal with local governments within its geographical boundaries than for
the national government to deal with all the 285 local governments in the
country. However, these views do not take into account the fact that national
Treasury already allocates resources directly to all local governments under
the Division of Revenue process. Thus, systems already exist within the
national Treasury, and would simply require the inclusion of health services
in the ‘equitable shares’ allocations from national Treasury to individual
local governments.
Finally, some interviewees suggested that the current financing mechanism
has the potential to allocate resources for local government health service
provision in an equitable manner. It was argued that provinces are more
aware than national Treasury of the ‘own revenue’ generation potential of
different local governments and can more easily identify those with the greatest
need for subsidy allocations.
Weaknesses of the system of provincial allocations to local government health
services

Despite the numerous strengths of the current system of provincial allocations
identified by respondents, provincial and local government interviewees also
had considerable concerns about the existing mechanism. Both provincial
and local government officials indicated that although there was the potential
for equitable allocation of resources, equity goals are not adequately taken
into account due to the heavy reliance on historical budgeting. In particular,
the needs of the communities in individual municipal areas are not
appropriately considered in the present financing mechanism. Some
interviewees argued that not only population size should be taken into
account, but also morbidity and mortality patterns, as well as the socioeconomic status of communities which influences the local government’s
ability to generate its own revenue. One provincial official commented as
follows:

“I think the weakness of focusing on history is that it overlooks some of the new
developments, and maybe also if we could look at the disease profile of
particular areas, maybe it would be better ... we need a tool to measure or
decide what we can allocate to a particular local authority and also to look at
the needs that are in that area, not only to focus on the number of facilities
because when you focus on that number, are you sure that there is equitable

57

distribution of those facilities amongst dif ferent local municipalities? So I think
that is the weakness because mainly we will focus on history.”
The historical budgeting system can promote inefficiency in that it rewards
‘bad managers’, who incur high levels of expenditure in order to argue for
higher allocations from provinces, at the expense of those who control their
spending. A national Department of Health official suggested that one way
in which equity and efficiency could be enhanced is by provincial health
departments gradually redistributing resources and strengthening capacity
to ensure that each local government is able to provide a comparable package
of primary care services.
The major concern on the part of provincial health department officials is
that the current system does not permit adequate monitoring of local
government health services. A provincial manager explained the problem as
follows:

“All these payments to local government are made in terms of the Health Act of
1977 and those few little clauses that are in there doesn’t define how much is
meant to be paid, it doesn’t even really define what we are paying for. It doesn’t
define any monitoring mechanisms. All it requires is they put in a claim to saythat they have spent more than that amount of money and that’s all that they
prove to us that they have spent more than that amount of money.”
Some provincial officials claim that local governments do not use the
provincial allocations only for health services but may also fund other sectors
with these resources. This may be the case given that provincial payments
are made to local government treasuries rather than directly to local
government health departments. In addition, the existing format for quarterly
local government reporting, which is based on specifications in the 1977
Health Act, does not make provision for adequate monitoring of health
services provided by local governments, or of health status. The monitoring
format is very detailed but much of the information is not appropriate for
monitoring purposes. While provincial managers feel there is inadequate
monitoring, Klugman and McIntyre4 noted that some local government health
managers feel such monitoring is inappropriate as they are primarily
accountable to their local councils. One interviewee in the Klugman and
McIntyre4 study argued as follows:

“Province provide 17% of my total health budget so I can’t be monitored by
another authority who provides a small proportion of my budget.”
From the perspective of local government, a number of concerns with the
present system were identified. As the quarterly payments to local governments
are paid in arrears, many local governments experience cash flow problems
in relation to health service provision. This is exacerbated in some provinces
where there are considerable delays in paying these quarterly instalments.
One local government Treasury official indicated that:
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“In the past there has been a few problems and the [provincial] department
also has got cash flow problems and then sometimes you have to wait for
your money, and that means that the municipality must go into overdraft to
subsidise the salaries of the people in the health department and maybe next
year, after we have paid a lot of interest on the overdraft, we only get the money
then.”
Local government officials indicated that there were particular problems with
securing payment near the end of the provincial government’s financial year.
The quarterly payments were in some cases delayed even more than usual
while in other instances the payment was arbitrarily cut by the province.
There was some agreement across interviewees that recent efforts to establish
performance agreements between provincial and local government health
departments were a positive step and would resolve some of the problems
outlined above. From the provincial perspective, there would be improved
monitoring of local government services as the agreements could specify a
more appropriate set of reporting requirements than under the 1977 Health
Act. In addition, provincial obligations for funding contributions to local
government health services would be specified, which may promote greater
security in this regard.
Key issues in relation to ‘own revenue’ funding of local government health
services

While provincial allocations are an important source of funding for health
services in some local governments, interviewees noted that in metropolitan
areas, an average of two-thirds and as much as 90% of expenditure on local
government health services are financed from ‘own revenue’. Thus it is also
important to consider the decision-making process for the allocation of ‘own
revenue’ between the health and other local government departments.
The process followed by local governments was described by a municipal
Treasury official as follows:

“ We have certain guidelines which we get from Pretoria each year which tells
us that your general cost may only increase by this, your maintenance may
increase by this, and in total your budget may only increase by a certain
percentage. And then during the budgeting process, all the departments can
come to us and they tell us from this year’s budget what they will need next
year, which is basically in some instances a wish list, and then the moment
when we go and put all those things together and we see that the municipality
budget is growing say by 15% and the guideline is only 7%, then we will have to
go back to all those directors and tell them “listen between the lot of you, you
will have to cut X million” and then they will have to prioritise and cut where
necessary to meet those standards that are laid down by the people in Pretoria.”
There is reportedly a heavy reliance on historical budgeting in determining
the allocation of local government resources to the different sectors. The
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final stage is the approval of the municipal budget by its Council.
Klugman and McIntyre4 noted that some health departments are under
considerable pressure when competing with other departments for a fair share
of their local government’s budget. This departmental resource competition
has been made more difficult by the continuing debates over the constitutional
definition of municipal health services. As one local official explained:

“Departmental heads think provinces should just take over [health services]
and pay. We think the municipality should pay more [towards health services]
but the department heads don’t like this. Politicians don’t seem that aware of
this issue.”
A number of interviewees in the current study indicated that local government
councillors are very unclear on what health services are the responsibility of,
and are provided by, their municipality, which limits their ability to make
informed decisions about the allocation between health and other local
government departments.
It is critical that resolution on the definition of municipal health services is
achieved. There is considerable concern that if municipal health services are
defined as including all district health services, local governments will be
expected to fully fund these out of their ‘own revenue’ and will not be able to
do so. However, this concern appears to be unfounded as the constitution
explicitly makes provision for each sphere of government to receive an
equitable share of nationally collected revenue to enable it to perform its
constitutional responsibilities. A large portion of the future integrated district
health services are currently funded through transfers from national Treasury
to provincial governments. If district health services were to become the
responsibility of local government, local government fears could be allayed
through reducing the provincial share of national resources (by the value of
current spending on district level health services) and increasing the local
government share of national resources by the same amount.
The process of local government budgeting is set to change dramatically
with the move towards Integrated Development Planning. Although
preparation of an Integrated Development Plan (IDP) by each local
government is a legal requirement under the Municipal Systems Act of 2000,
only one of the municipalities interviewed claimed to have an IDP in place.
The IDP is a participative process involving a range of stakeholders whereby
municipalities develop a strategic development plan, which is intended to
guide all planning, management and decision making in the municipality.5
The IDP covers a five-year period in line with the period that the council will
be in office. It should explicitly outline the development priorities of the
municipality, (which should be based on the needs of the community), and
thus serve as a guideline for the strategic allocation of resources in pursuit of
these priorities. The IDP should be reviewed annually to respond to changing
needs and circumstances.
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It is anticipated that the IDP process will promote a move away from historical
budgeting processes towards a more equitable and rational allocation of local
government resources to health services and to other local government services
such as housing, water and sanitation provision (which also have important
health effects). As one local government health official explained:

“We must remember that local government, as it is now, is not the animal that
it was three years ago. So before in a sense it was a big bureaucratic thing
that basically delivered services itself. It took the refuse away and it got the
water there, got the electricity and all that. Now it is very different and it is very
developmental and it is driven by an Integrated Development Plan, which fits in
perfectly with the kind of intersectoral approach of primary health care.”

Alternative mechanisms of financing local government health
services
There is considerable dissatisfaction among some local government officials
with the current system of health care financing, particularly with respect to
allocations from provinces. Local government officials interviewed in another
research project raised the possibility of replacing the provincial allocations
with direct allocations from the national Treasury by including health services
in the ‘equitable shares’ formula. 4 Direct allocations from national Treasury
would be particularly relevant if municipal health services are ultimately
defined broadly to cover district health services. The potential strengths and
weaknesses of this alternative financing mechanism are considered below.
Potential strengths of direct funding from national Treasury

Direct financing of local government health services by national Treasury
was regarded by some as being less likely to lead to cash flow problems.
Some local government officials indicated that they trust national Treasury
more than provincial authorities to release the money that is due to them.
This stems in part from the suspicion that regional politics influence the
distribution of provincial resources to local governments. There is a perception
that this would be less likely to occur in allocations from national Treasury,
particularly given that national allocations are based on a transparent
‘equitable shares’ formula. The relatively greater trust in the national Treasury
also stems from the experience of arbitrary cuts in provincial allocations to
local governments and frequent delays in payments. One local government
official argued as follows:

“If you are running the money through the province, there is a danger, and that
is another reason why a national decision is better, because if province is
under-resourced or has constraints, it might want to try and steal from us, and
it does presently. … I think the reason why there is greater trust with national is
a sense “well they have really got the money” … at least they won’t go bankrupt.”
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In addition, national Treasury will transfer the full amount budgeted at the
beginning of the financial year, as opposed to the current process of quarterly
payments in arrears from the provinces.
This financing mechanism could also improve expenditure monitoring by
local government health managers. As local health department managers
know in advance how much they will receive, they will be able to routinely
monitor expenditure against the budgeted amount.
Interviewees indicated that another important potential benefit of direct
funding of local government health services by national Treasury is that it
will simplify financial administration and accountability. The local
government treasury will only have to interact with the national Treasury
around an integrated ‘equitable shares’ allocation. This is considerably simpler
than the current process of engaging with national treasury for an allocation
for basic services excluding health services, as well as with provincial health
departments and treasuries for health service allocations. One interviewee
indicated that they:

“Would prefer that the national government or national Treasury puts the money
directly into the coffers of local government for the purposes of running those
services, because the transfer of funds to province and then from province to
local, it is a lot of administration and I don’t think it is necessary.”
In addition, as national allocations occur at the beginning of the financial
year, local governments will not need to submit quarterly reports to provinces
in order to secure the next quarterly health service allocation.
Accountability mechanisms would also be streamlined. At present, local
governments are required to account to the national Treasury for the ‘equitable
shares’ allocation they receive for providing basic services, to the provincial
Department of Health for health service allocations, and to their own Council
for expenditure funded from ‘own revenue’. Under the alternative mechanism,
there would only be expenditure accountability to national Treasury and the
local government Council. The role of provincial government would then
focus on monitoring the implementation of national policies, including health
sector policies, as stipulated in the constitution.
One of the most important arguments presented by interviewees in favour of
a change in the mechanism of financing health services is that it would promote
comprehensive and integrated planning and would enhance local government’s
ability to deliver the full range of basic services. Consolidating financial
allocations would appear to be an appropriate response to the stated policy
of devolving authority, particularly given that municipalities comprise the
sphere of government closest to communities and are arguably in the best
position to assess and meet the needs of the population in relation to basic
services. This argument is strengthened by the legal requirement that local
governments develop an IDP to ensure that resources are used to achieve
identified priorities for the community served. Local governments will be
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held accountable, for the use of resources and the extent to which IDP
priorities are achieved, not only by other spheres of government but also by
the communities they serve.
Direct financing from national Treasury is also seen as being critical in
speeding up the process of improved delivery of local government health
care services, both in terms of the quantity and quality of services. There will
be longer term planning under the IDP, strengthened by greater certainty
about future allocations, which will enable local government health managers
to plan for health service improvements well in advance and to have greater
flexibility in responding to the changing needs of the communities they serve.
They will not be constrained by the current bureaucratic system whereby
permission has to be sought from the provincial health department to buy
equipment or additional supplies that are needed for health care delivery. A
number of local government interviewees complained of the lengthy process
of submitting a request to the regional or district office which is then passed
on to the provincial head office resulting in excessive delays in securing basic
service delivery resources. Instead, local government managers would have
full control, responsibility and accountability over the health budget and
would be able to use it to respond to urgent service delivery needs.
The final argument put forward by interviewees in favour of direct funding
from national Treasury is that it has considerable potential to achieve equity
between local governments. Under the present system of provincial allocations,
there is the potential to achieve equity in local government health services
within each province. However, each province has the autonomy to decide
how much of the provincial health budget will be devoted to supporting
local government health services. Thus, even if provinces moved away from
a historical budgeting system to one that takes account of a full range of
indicators of relative health need in each municipality and differential ability
to generate ‘own revenue’, significant inequities will remain between local
governments in different provinces. If the existing ‘equitable shares’ formula
used by national Treasury for allocations to local government were revised
to include a health services component, it would be feasible to promote equity
in local government health services throughout South Africa.
Potential difficulties/weaknesses of direct funding from national Treasury

There were considerable concerns about changing the existing financing
mechanism, particularly among provincial health officials as well as national
Department of Health and Treasury officials. Some of these concerns were
based on misconceptions about how the process would work. For example,
most of the provincial interviewees raised the difficulty of monitoring local
government health services if money were transferred directly from national
Treasury. Most were of the opinion that this would mean that the national
Department of Health would be responsible for monitoring their services,
which would only be feasible through a return to the old system of regional
offices of the national health department in each province. In fact if resources
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were allocated directly from national Treasury, local governments would be
accountable for the expenditure through the normal government auditing
processes, and the constitution clearly stipulates that provincial government
has an important role to play in monitoring the implementation of national
policies.
Another misconception relates to the mechanism for allocating resources to
local governments. Some provincial interviewees were concerned that national
Treasury would allocate health service funds to both Category B and C
municipalities. As explained by one interviewee:

“My understanding from the people in national Treasury is that that (health
service funds) then gets divided between all the local authorities whether the
local authority is delivering a health service or not …. As you know especially in
the rural areas you have got B and C municipalities which are covering the
same area and it would be silly to be giving both Bs and Cs health money.”
However, the national Treasury clearly states in it’s 2001 Budget Review
that the ‘equitable shares’ allocations ‘are made to all primary municipalities’3
and generally go directly to Category A and B municipalities. Allocations are
only made to Category C municipalities when there is either no Category B
municipality in a particular area falling under the Category C municipality,
or where a Category B municipality is institutionally weak and where the
Category C municipality provides basic services on its behalf.
Another concern expressed by provincial and national health department
interviewees is that changing the financing mechanism could result in a lack
of co-ordination and integration of service delivery between province and
local government. Provincial interviewees were concerned that they will lose
control over local government, as they currently use finances as a mechanism
to ensure that local governments comply with their directives. In particular,
it was indicated that local governments would provide services in an
autonomous fashion, which might not be in line with the national policy,
vision and goals. This suggests inadequate understanding of the constitutional
framework which requires that local government policies must be in line
with the policies of national and provincial government, and that the different
spheres of government work together to deliver services to the population.
In addition, the IDP process stipulates that each municipality’s IDP must be
developed in consultation with the other spheres of government.
A further concern is that the potential for ‘dumping’ patients on, or
inappropriate referral of patients between, health facilities administered by
another sphere of government may be increased. One local government official
argued that:

“Particularly with the fact that we understand that there is going to be a potential
cut of the academic funding and then you are going to start to see people pull
back on the other resources potentially. And of course all the more worrying
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perhaps, when you do devolve the District Health System to the local
government, will be that then it is seen as ‘we’ and ‘them’, and province starts
to think ‘oh well we can kind of put the financial pressure on local government
because they can just meet it from somewhere else and we want to protect
our services’.”
“What is the real downside of the District Health System is potentially this kind
of playing off ... The regional hospitals kind of dumping patients back into the
district hospitals or into the primary health care services.”
There is also the potential for the reverse to happen; local government clinics
that are facing a budgetary crisis might refer patients with minor ailments to
provincial hospitals, to transfer the cost to another sphere of government.
The final concern from the perspective of national and provincial health
department interviewees was the potential for local government health care
services to lose out to other sectors in the municipal budget negotiations. If
health services are included in the ‘equitable shares’ formula, the national
Treasury will make a block grant to each primary municipality. This will be
combined with ‘own revenue’ and each local government department will
have to bid for a fair share of these resources. Interviewees fear that health
may receive a relatively smaller budget than it does currently, while other
local government departments may receive relatively higher budgets. However,
some local government interviewees felt that the health department would in
fact be awarded a high priority in IDPs. They also pointed out that even if
the health service budget declined, if the additional resources were allocated
to services such as water, sanitation and housing this may ultimately translate
into even greater health status improvements for the community served by
that municipality. This was supported by one provincial manager who argued:

“I would think that if the local authorities have any spare money they should be
pouring it into housing and basic services. I think that would have a far better
outcome on health status.”
There were two major concerns expressed by national Treasury officials about
including health services in the ‘equitable shares’ allocation. Firstly, it would
be logistically difficult to implement in the near future due to the information
requirements. As there are considerable differences between municipalities
in the type and range of health services provided, with some municipalities
not providing health services at all, detailed information on health service
provision in each municipality would be required.
Secondly, national Treasury officials, as well as national and provincial health
department interviewees, were concerned about local government capacity
to provide health services. Treasury representatives expressed a very strong
view that the process of restructuring local governments has been difficult
and that many local governments have limited capacity and have inherited
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large debts. Local governments are struggling to even begin to put basic
services in place and addressing the challenge of equitable provision of water,
sanitation, housing, refuse removal and electricity should be the priority as
these services are constitutionally specified as the main competency of local
government. On this basis, it is argued that local government must be given
adequate time to develop its capacity and to establish the above-mentioned
basic services before they are expected to assume full responsibility for all
primary health care services. Decentralisation of district health services to
local governments would be accompanied by a transfer of some provincial
staff to local government which would enhance the capacity of local
government level to deliver health services. However, there is still a concern
that this added responsibility would detract from developing local government
capacity to deliver water, sanitation and other essential municipal services.
One provincial interviewee highlighted that it is not only service provision
capacity that is required.

“I would say that ... the fact of the matter is that there is not yet capacity in local
government, particularly to deal with such a big responsibility because it is a
big responsibility once you say ‘transfer it straight to local government’, but
eventually that is how it is supposed to happen. In my opinion, eventually money
must go straight to local government and local government must use the
money, but before you do that there has to be capacity. We have to have
people that will fight for this money and say ‘this money must be used for this.
Health must get this chunk’ and so on, but until we have that capacity I wouldn’t
feel comfortable saying money must go straight.”

Conclusion
There are diverse views on the pros and cons of the existing system of financing
local government health services and of direct financing from national
Treasury. For example, some interviewees in local government felt that it
was administratively easier to deal with provincial authorities while others
felt it would be simpler to deal with national Treasury. Some felt that there
was relatively stability of funding from provincial health departments while
others felt that this was not the case and that there would be greater security
if resources were allocated from national Treasury.
Despite these divergent views on a number of issues, there does appear to be
considerable support across spheres of government and cogent arguments in
favour of integrating health service funding into the ‘equitable shares’
allocations from national Treasury in future. However, it will take considerable
time to reach a point where this will be feasible. It is logistically difficult to
gather all the data required to appropriately allocate health service resources
between local governments from a national level at present, given the vast
differences in health service provision by local governments. Of even greater
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importance, though, is that the national Treasury appears to be opposed to
this change in financing mechanism; as they are the organisation that would
have to implement this change, their support is critical. National Treasury
have a valid concern about the capacity of local governments to improve
basic services at the same time as taking on considerable responsibility for
health service provision. However, it may be feasible to adopt a staggered
approach to implementing direct financing of health services from national
Treasury, starting with metropolitan municipalities where there is already
greater capacity to deliver both basic services and a wide range of primary
health care services. In other municipalities, it will be critical to gradually
expand the amount and range of primary health care services provided, in
close co-operation with the respective provinces. This will serve to ensure
greater uniformity between municipalities in the package of health services
delivered. Once this has been achieved, it will be logistically feasible for
national Treasury to include health services in its equitable share allocation
to local governments as all municipalities will be providing comparable health
services. The extent to which this will occur in the near future is heavily
dependent on resolving debates about the definition of municipal health
services and the future of district health services. If, or when, direct transfers
for municipal health services from national Treasury are initiated, it will be
essential to agree appropriate referral mechanisms between local government
and provincial health services to prevent inappropriate cost-shifting between
spheres of government.
There did appear to be consensus among interviewees that there are
considerable problems with the existing system of provincial allocations. Given
that this system is likely to continue for the foreseeable future, efforts should
be made to improve this system as a matter of urgency. In particular, there
should be serious consideration of mechanisms for building equity
considerations into the allocation process in all provinces, such as taking
into account the relative need of communities in each municipality for primary
care services and the differential ability of local governments to generate
‘own revenue’. The gradual shifting of resources to historically disadvantaged
areas should be accompanied by efforts to develop capacity at local
government level to provide a more uniform package of primary health care
services. The cash flow and administrative workload problems associated
with quarterly payments in arrears could also be addressed through moving
to a single payment at the beginning of the financial year, accompanied by
explicit guidelines on reporting to ensure accountability and for monitoring
purposes. Ultimately, all of these changes require a move towards the system
of inter-governmental relations envisaged in the 1996 constitution, whereby
a collaborative relationship between the three spheres of government exists.
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Accurate quantification of the financial and physical resources within the health sector
is crucial to inform policy design and monitoring during implementation. The recent
National Health Accounts project documented the total health care financing and
expenditure during the years 1996/97 – 1998/99. This chapter summarises the results
of the private sector component of the project, looking particularly at the increasing
medical scheme expenditure, out-of-pocket expenditure and co-payments, and the limited
impact of managed care. It suggests recommendations to improve the availability of
data and for the key policy issues within the sector.

69

Introduction
The purpose of National Health Accounts

National Health Accounts (NHA) document the total health care financing
and expenditure during a particular period. Accurate quantification of the
financial and physical resources within the health sector is crucial to inform
policy design and monitoring during implementation. A set of NHA reports
are being completed for South Africa for the period 1996/97-1998/99,1-5
covering the public and private sectors.a Some of main the points in the private
sector report are highlighted here.
Outline of this chapter

This chapter summarises the financial and physical resources available during
the period 1996-1998. It then goes on to examine the changes in medical
scheme membership during the period, the financial stability of the schemes,
and cost escalation in the private sector. The data collected during the National
Health Accounts exercise can be used to:
◆ Determine whether particular policies had their intended effect
◆ Determine whether the concerns of planned policies are likely to have
substantial impact or not
◆ Be better informed as to the situation prior to subsequent policies being
implemented in order to better understand their impact.
The particular policies that will be discussed here in relation to the NHA
data are:
◆ The moratorium and regulation on building of new private hospitals
◆ Limiting of dispensing practitioners to areas with no pharmacy facilities
nearby
◆ The Medical Schemes Act.
Sources of data and problems

There were considerable difficulties in obtaining accurate and comprehensive
data, particularly on the number of health care practitioners working in the
private sector, out-of-pocket expenditure by users of the private sector,
expenditure by private hospitals and direct expenditure by firms on health
care at the workplace. Relatively accurate data are available on expenditure
via medical schemes and that has allowed more detailed analysis than has
been previously possible. (Policy recommendations concerning data problems
are made later in the chapter.)
a The National Health Accounts team included researchers from the following institutions:
Health Economics Unit, University of Cape Town; Centre for Health Policy, University
of Witwatersrand; Department of Economics, University of Durban-Westville; Health
Economics and Financing Directorate, National Department of Health, and an
independent researcher.
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Financial resources in the private sector
Health expenditure flows from the original sources (households and firms)
through financial intermediaries to the providers. Table 1 shows the
proportion of funds that flow through the different financial intermediaries.
Medical schemes are the dominant intermediary with 73% of the funds.
Out-of-pocket expenditure from households being the second major
intermediary (22.5%), which, given data problems, is considered to be an
underestimate.b As might be expected out-of-pocket expenditure by medical
scheme members was significantly higher than by non-scheme members.
However it should be noted that although the 1998 out-of-pocket expenditure
data for medical scheme members are probably an over-estimate (as can be
seen by the growth rate of 54% between 1997 and 1998), it represents an
increase in expenditure by medical scheme members due to shrinking benefit
packages and increased co-payments. When making out-of-pocket payments
individuals rely solely on their own resources, with no possibility of crosssubsidisation between the sick and healthy, therefore out-of-pocket payments
are the most regressive form of health care financing. Both the increase in
out-of-pocket payments and the proportion of total expenditure it represents,
is of concern.
Overall private health expenditure has grown annually by approximately
16% between 1996 and 1998, which is substantially higher than the annual
Consumer Price Index (CPI) growth of 7%. The medical schemes and the
mining industry provide medical aid coverage or health care for 17% of the
population, who consume approximately half of the total national expenditure
on health.3 This coverage rate has fallen slightly, despite the substantial real
growth in health expenditure. This has primarily been due to the fall in the
number of mining employees with access to on-site health services, attributable
to falling levels of employment. There has been an increasing reliance on
public sector services due to reduced access to health services provided at the
workplace, and because medical scheme coverage has failed to keep pace
with population growth.
Using the routine data presented in Table 1 the ratio of public to private
expenditure is 44:56. With the adjusted out-of-pocket data (up from 22.5%
to 28%) this ratio becomes 41:59.3

b It is possible to adjust for the underestimate in out-of-pocket expenditure by nonscheme members (by comparing two sources of data). Total out-of-pocket expenditure
would then rise to approximately 28%.
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Table 1:

Private sector expenditure by financing intermediary, 1998

Financing Intermediary

Percentage share
1998

Insurance/ Pre-payment

75.7%

Annual growth rates
1996/97
1997/98
21.6%

11.8%

Medical schemes

73.0%

22.1%

11.9%

Health Insurance

1.4%

7.1%

3.5%

Worker’s compensation

1.3%

11.7%

11.7%

Firms direct expenditure

1.8%

-7.0%

2.6%

Mining industry

1.4%

-10.2%

0.1%

Other firms

0.4%

6.9%

11.6%

Household’s out-of-pocket

22.5%

-2.8%

39.9%

Medical scheme members

16.1%

-9.9%

54.3%

Non-scheme members

6.4%

13.2%

12.1%

Total

100.0%

Total expenditure

15.4%

16.8%

33 254 000

Consumer price inflation

8.6%

Institutional coverage
as % of population*

17.1%

0.3%

6.9%
-1.1%

* Includes medical schemes and mines.
Source: Cornell J. et al (2001)5

Human and physical resources
Data on private practitioners were extremely difficult to obtain. The sources
used had internal inconsistencies and estimates vary widely, and therefore
what data are available should be used with caution. Table 2 compares the
two sources used.6,7 The only firm conclusion that can be drawn is that the
majority of health professionals, except nurses, work in the private sector.
Van Rensburg and van Rensburg estimate that 41% of nurses work in the
private sector, although the accuracy of their estimates could not be
established.
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Table 2:

Estimated private sector health care practitioners, 1998/99

Category of health
practitioner

1998
Number in
private sector

1999
Proportion in
private sector

Number in
private sector

Proportion in
private sector

General practitioners

8 098

52.7

14 331

72.6

Specialists

4 701

76.6

5 888

75.2

3 953

92.6

3 363

76.3

3 586

94.2

Dentists

-

Pharmacists

8 159

Psychologists

85.0

-

Sources: 1998 data from Söderlund et al (1998);6 1999 data from van Rensburg and van Rensburg (1999)7

Table 3 examines the number of private sector hospital beds, which has grown
on average about 9% per annum since 1994 despite the moratorium on
creating new hospital beds. Private hospital companies were able to sidestep this moratorium by the building of ‘step-down’ facilities – wards with
the full nursing complement, but without adjacent theatres that would lead
to the facility being classified as a hospital. Regulations that attempt to legislate
directly for levels of quantity, price, or quality without understanding the
motivations and intentions of the private sector can often fail – because
possibilities for, and intentions to side-step the regulations have not been
anticipated. Successful regulation of the private sector requires a qualitative
understanding of the interests and intentions of both providers and financing
agents.

Table 3:

Total private hospital beds, and annual growth

Year

1983

1989

1994

1999

8 220

11 117

16 415

23 706

5.9%

9.5%

8.9%

Hospital beds
Annual growth rate

Note: Beds in mine hospitals are listed separately in Valentine and McIntyre (1994) and are thus not included in
the above data. However, by 1999 a few mine hospitals had been privatised, and therefore would be
included in the private hospital bed total for that year.
Source: Valentine and McIntyre (1994)8 for 1983, 1989 and 1994 data; Engelhardt (1999)9

Table 4 shows the distribution of private hospital beds by provinces, with
Gauteng, Western Cape and KwaZulu-Natal having the highest share of beds
(81% of total beds). Nationally, the number of beds per 1000 medical scheme
population (3.4) is similar to the public sector rate of (3.04), yet this hides
enormous provincial differences in the private sector ranging from 0.7 beds
per 1000 in the Northern Province to 4.7 beds per 1000 in Gauteng, Western
Cape and KwaZulu-Natal.
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Table 4:

Distribution of private hospital beds and day clinics by province, 1999

Province

No. of Hospitals
and Day Clinics

No. of Beds

% of
Total Beds

Distribution of
Medical Scheme
Population %

Beds per
1 000 Medical
Scheme
Population

Eastern Cape

18

1 224

5.2%

13.5%

1.3

Free State

11

937

4.0%

5.4%

2.5

Gauteng

85

10 605

44.7%

32.2%

4.7

KwaZulu-Natal

28

4 974

21.0%

15.2%

4.7

Mpumalanga

8

804

3.4%

8.2%

1.4

Northern Cape

3

297

1.3%

2.0%

2.1

Northern Province

2

273

1.2%

5.9%

0.7

North West

9

795

3.4%

5.8%

1.9

36

3 797

16.0%

11.7%

4.7

200

23 706

Western Cape
Total private
Total public

100%

105 441

100%

3.4
3.04

Source: Cornell et al (2001) 5

Medical schemes
Intentions of the recent Act

The key aims of the Medical Schemes Act of 1998 (that took effect from
2000) was both to ensure community rating of member contributions (so
that contributions are only based on income and number of beneficiaries,
rather than health risk or age), increased cross-subsidisation and coverage.10,11
The data discussed below are from the period prior to the new Act taking
effect. They will act as a baseline for examining what impact the new Act has
had, as data become available.
Access to medical schemes, shifts in membership

Table 5 examines the percentage of the population that are beneficiaries of a
medical scheme. Although the total number of individuals has marginally
increased since 1996, the medical scheme population is falling as a percentage
of the total population. This is a worrying trend, as it is the public health
sector that is carrying the extra burden of caring for the growing population.
It is hoped that with open access and community rating the new regulatory
environment will lead to a change in this trend, with a positive increase in
members.
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Table 5:

Medical scheme beneficiaries 1996-1999

Year

Total number of people
who have access to
a medical scheme
(beneficiaries)

Percentage of
population

Annual percentage
change in total
beneficiaries

1996

6 862 377

16.9%

1997

6 902 697

16.6%

0.6%

1998

6 887 735

16.3%

-0.2%

1999

6 988 396

16.2%

0.01%

Source: Cornell et al (2001)5

Table 6 indicates that the proportion of pensioner members has remained
generally static across the period, but with significant differences between
the different types of schemes. Closed schemes are those that restrict
membership to a particular employment or professional group. Open schemes
do not restrict their membership, in theory. However, the use of risk rating,
with premiums linked to health risk or age, acted as a selection mechanism
to exclude the old or the sick. Evidence of this practice is seen in the lower
pensioner ratios. Commercial schemes are open schemes that originated in
the life insurance industry where selecting members on the basis of risk is
well-established, and therefore one might expect such schemes to be more
proficient at the practice. The pensioner percentages suggest that this is the
case, with approximately 1.5% of beneficiaries that are pensioners in
commercial schemes.
Table 6:

Proportion of pensioner beneficiaries by scheme type 1997 - 1999

Type of schemes

Percentage of beneficiaries over 65 years
1997

1998

1999

Closed

4.8%

5.8%

5.7%

Open

3.0%

3.6%

3.0%

Commercial

1.49%

1.57%

1.45%

Source: Cornell et al (2001)5

Underlying the static growth in total numbers, disaggregation by scheme
type shows growth of approximately 6% in open scheme membership, and a
similar fall of approximately 7% in membership of other schemes (closed,
non-reporting and exempted) (Table 7). Whether this growth in open schemes
is due to a shift from closed schemes or new members is unclear, however the
shift in members out of the closed schemes seems to have been younger
members, leading to a slight increase in pensioners.
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Table 7:

Total beneficiaries by scheme type 1996-1998

Type of schemes

1996

1997

1998

Open

3 768 492

4 019 607

4 207 677

5.7%

Closed

1 914 537

1 737 825

1 603 767

-8.5%

749 939

734 313

698 595

-3.5%

429 409

410 952

377 696

-6.2%

6 862 377

6 902 697

6 887 735

0.2%

Non-reportingc
Exempted

d

Total

Average
annual change

Source: Registrar’s office

Financial stability

Table 8 details the income and expenditure of medical schemes from 19961998. Despite the growth expenditure shown in Table 1, it would appear
that contributions were not sufficient to match claims and non-claim
expenditure in either 1996 or 1998. From 1997 to 1998 the growth in claims
(both net and gross) exceeded growth in contributions, at a time when both
managed care and administration costs were growing substantially. The result
was operating losses in both 1996 and 1998, that only became a net profit
due to income from other sources (such as investment). In the full report
data is examined for particular types of schemes. Closed schemes made an
operating loss in each year but had substantial sources of other income. The
non-reporting schemes however, had much lower levels of other income
(partially due to having much lower levels of reserves), and therefore made
net losses in 1996 and 1998.

c Non-reporting schemes (Transmed, Polmed and Medcor) are schemes in state or
parastatal sectors which, during the period under review were not subject to the Medical
Schemes Act.
d Exempted schemes are schemes established in terms of labour legislation and are
associated with Bargaining Councils. For the period under review, these schemes were
not subject to the requirements of the Medical Schemes Act.
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Table 8:

Income and expenditure of medical schemes 1996-1998 (Million Rand)

All schemes

1996

1997

1998

Gross contributions

17 769

21 698

Gross claims

16 703

Net contributions
Net claims
Non-claim expenditure

Annual growth
rate 1996/97

Annual growth
rate 1997/98

24 284

22.1%

11.9%

19 091

22 018

14.3%

15.3%

17 769

19 852

21 721

11.7%

9.4%

16 703

17 919

20 272

7.3%

13.1%

1 422

1 714

2 204

20.6%

28.5%

170

346

Managed care
Administration

1 110

1 255

1 641

Operating profit/loss

-356

218

-755

Other income

1 044

949

Net profit/loss

688

Reserves

103.2%
13.1%

30.7%

975

-9.1%

2.8%

1 1 67

220

69.6%

-81.1%

3 337

4 385

4 757

31.4%

8.5%

Members

2 633 050

2 676 609

2 652 568

1.7%

-0.9%

Beneficiaries

6 862 377

6 902 697

6 887 735

0.6%

-0.2%

Source: Cornell et al (2001)5

Key to terminology
◆ Gross contributions = all funds from members (including any employer subsidy)
◆ Net contributions = gross contributions – savings plan contributions – pre-funding plan
contributions – other non-risk contributions
◆ Gross claims = savings + risk claims submitted by members
◆ Net claims incurred = claims incurred – savings claims – discount + low and no-claims
bonus + adjustments for claims not paid or submitted
◆ Non-claim related expenditure = own facility costs + bad debts + provisions for bad debts
+ managed care expenses + administration costs + interest + net re-insurance flow
(premiums – claims) + other
◆ Administration costs = administration fees + managed care expenses + administration
costs (e.g. printing and postage, meeting costs etc.)
◆ Operating profit/loss = net contribution – net claims – non-claim expenditure
◆ Net profit/loss = operating profit/loss + other income
◆ Reserves at end of year = net profit/loss + transfers + other adjustments + reserves at
beginning of year
◆ Beneficiaries = individuals who are covered by a medical scheme (member + family)

Table 9 shows that the number of open schemes with adequate reserves has
steadily improved over the three years. A higher proportion of both closed
and exempted schemes have reserves equal to 25% of gross contributions, in
comparison to open schemes, due to being established much earlier and
therefore having a longer period to accumulate reserves. However the
proportion of closed and exempted schemes with adequate reserves seems to
be falling. The Act has given schemes 5 years to accumulate sufficient reserves
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(25% of gross contributions), and this requirement will have a significant
impact on those with reserves below 25% as they will have to either increase
contributions and/or reduce expenditure.
Table 9:

Reserve levels by type of scheme 1996-1998

Percentage of
schemes below
25% reserves

Open

Closed

Non-Reporting

Exempted

All

1996

73.7

39

0

26.1

48.5

1997

62.1

40

0

23.8

45.7

1998

59.6

42.7

0

29.2

46.9

Source: Cornell et al (2001) 5

Cost escalation

By preventing risk rating and ensuring open membership the new Act, in
theory, has removed the direct method of ensuring health risks were matched
by individual contributions. Much of the opposition to the Act centred on
the assumption that without risk rating in an open environment schemes
would be less able to control costs. Table 10 shows that even in the risk
rating environment prior to the Act, schemes were still unable to control
costs - total expenditure in 1998 was R21 668 million, which grew nominally
by 15% over the 3 year period.
Table 10:

Benefit expenditure by provider group/benefit share and annual growth in expenditure
1996-1998

Provider group / benefit

1998

General practitioners

10.5%

18.0%

14.1%

Medical specialists

19.4%

16.5%

14.6%

Dentists

6.4%

5.2%

11.2%

Dental specialists

1.1%

18.4%

15.9%

Medicine (excluding hospitals)

24.6%

-5.5%

16.7%

Private hospitals (including medicine)

28.8%

40.7%

16.6%

Provincial hospitals (including medicine)

0.7%

-19.6%

-10.8%

Ex-gratia benefits

0.1%

0.0%

-25.2%

Other benefits

8.5%

24.6%

15.8%

100.0%

15.4%

15.2%

Total benefits

Annual growth
1996/97
1997/98

Source: Registrar’s office

Expenditure on medicine and private hospitals amounts to the largest share
of the total (24.6% and 28.8%), with medical specialists not far behind at
19.4%. Expenditure on provincial hospitals is very small and has fallen
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considerably. This fall has occurred in all types of schemes, even the exempted
ones, which tend to have a lower cost structure. The fall in expenditure on
medicines (-5.5%), and considerable growth in private hospital expenditure
(40.7%) in 1996/97 may be due to mis-recording of data – (expenditure
recorded under private hospitals should have been recorded under medicines).
In 1997/98 the growth rates seem more reasonable, and better data capture
may have occurred.
Table 11 examines the expenditure on medicine in more detail. Medicines
dispensed by pharmacists amounts to approximately 16% of total benefits,
whereas that dispensed by practitioners amounts to 8% - suggesting that the
policy to limit dispensing of medicines by practitioners may not have a
substantial impact on total expenditure.
Table 11:

Medicine expenditure: Share of total benefit expenditure 1997-1998

All schemes: Percentage of total benefits
Medicine

1997

1998

28.7%

29.1%

Hospital medicine

4.5%

4.6%

Medicine dispensed by pharmacists

15.6%

16.7%

Medicine dispensed by practitioners

8.7%

7.9%

Total benefit expenditure

100.0%

100.0%

Source: Registrar’s office

Impact of managed care

From this data it is possible to draw some conclusions about the impact of
managed care. Expenditure by schemes on managed care began to be recorded
separately in 1997, and increased substantially in the following year. It would
appear, however, that managed care has not led to schemes being able to
contain overall growth in expenditure. Pharmacy benefit programmes may
have had an impact on medicine expenditure in 1997, (although the fall in
expenditure may have been due to a mis-recording of data), but rose again
substantially the following year. Hospital authorisation programmes also
seem to have had no impact on expenditure.
During the period under review, a significant new feature of benefit design
was the introduction of personal medical savings accounts for day-to-day
expenses. The intention was to create the incentive for members to control
day-to-day expenditure by allowing any unused funds to be carried forward
to the next year, and removing cross-subsidisation, forcing patients to rely
on their own resources. However, growth in claims to schemes with savings
accounts grew slightly faster (15.7%) than claims to those without savings
accounts (14.9%), suggesting that there was no impact on expenditure.
Excessive expenditure on health care is not only driven by the lack of
constraints on members due to third party payor insurance, but more
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importantly due to an asymmetry of information between provider and patient
on what interventions are required and suitable. The asymmetry of
information limits the ability of patients to contain costs, when they have
insufficient information to judge what level of care is necessary. Managed
care initiatives in South Africa do not tackle the incentive that fee-for-service
payments create for providers to over-supply health care. Until the incentives
facing providers are changed, higher levels of expenditure due to providerinduced demand is likely to continue.

Data problems and Recommendations
The National Health Accounts exercise showed the desperate lack of data,
particularly on out-of-pocket expenditure, health care providers, and direct
health care provision by firms. There are no financial, staffing or utilisation
data for health care providers. It is recommended that the national Department
of Health consider developing a statutory return for private hospitals as a
requirement for continued licensing. There are at least three potential sources
of information on private practitioners (statutory councils, professional
associations, and the practice code numbering system operated by the Board
of Healthcare Funders). None of these sources was able to provide an up to
date record of practitioners currently operating in the private sector. It is
recommended that providing information be a requirement, linked to
Continuing Medical Education, necessary to maintain registration. There is
a particular dearth of information on traditional medical practitioners. Box
1 outlines some of the key recommendations for improving the data on the
private health sector.
Box 1: Key Recommendations on improving data on private health sector activity
1.

Develop a statutory return for private hospitals as a requirement for continued licensing.

2. Require private practitioners to provide current information on location and whether active,
linked to Continued Medical Education necessary to maintain registration.
3. Continue to develop statutory returns for medical schemes, particularly on demographic
information, geographic distribution of members, day-to-day versus major medical
expenditure, and utilisation.
4. To critically evaluate the health-related questions in Income and Expenditure Surveys and
October Household Surveys conducted by Statistics South Africa, as the only source of
information on out-of-pocket expenditure.
5. To require firms to supply information on health services provided.

Policy conclusions
Recent policy initiatives have been fragmented, in that they attempt to deal
with specific types of providers or financing intermediaries in isolation, and
some of these policies appear to have had limited impact. Thus, it is critical
to develop a coherent, integrated and comprehensive policy relating to the
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private health sector. It is only when the inter-relationship between financing
intermediaries and providers within the private health sector, as well as the
inter-relationship of the public and private health sectors, is recognised and
translated into appropriate policy that the overall national health system
will function efficiently and equitably to meet the health needs of all South
Africans.
Despite claims that only by risk rating will schemes be able to control costs,
during the risk rating period (prior to 2000) medical scheme inflation was
around 15%, substantially higher than consumer price inflation. Attempts
at managed care – such as hospital authorisation, pharmacy benefit
management programmes, savings accounts etc. - have not been able to stem
rising costs. Instead managed care has simply contributed to the increase in
administration costs. In their yearly negotiations over price increases providers
and administrators compete with one another for their share of the
‘contribution pie’, while benefits available to the members shrink. Ultimately
unless managed care is able to tackle provider incentives to over-supply, not
just patient incentives, costs are unlikely to be contained. And unless members
are fairly represented by scheme trustees in the price negotiations, benefits
will continue to shrink.
Box 2 sets out the key policy recommendations from this chapter.
Box 2: Key Policy Recommendations for regulating the private sector
1.

There is a need for a coherent, integrated and comprehensive policy relating to the
private health sector that recognises the inter-relationship between private sector
financing intermediaries (medical schemes) and providers, as well as the interconnection
between the public and private health sectors.

2. Successful regulation of the private sector requires a qualitative understanding of its
interests and motivations – such that responses and possible side-stepping of legislation
can be anticipated (for example the creation of ‘step-down’ facilities).
3. Ongoing monitoring of the Medical Schemes Act is crucial to ensure that it achieves its
objectives, and that any attempts to subvert the Act are tackled as soon as possible.
4. The private sector’s attempts to limit growth in expenditure through managed care has
had very little impact, partially because it has only attempted to deal with patient
incentives to ‘over-demand’ care. Growth in expenditure will only be controlled if provider
incentives to over-supply are contained.
5. Growth in out-of-pocket expenditure is of concern as it is the most regressive form of
health care financing. It indicates that medical scheme benefits are shrinking and copayments are increasing.
6. Unless trustees of medical schemes are able to represent members at the yearly
negotiations between administrations and providers over how to distribute the
‘contribution pie’, benefits will continue to shrink and co-payments increase, while
administration costs and provider payments continue to increase.
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Public-Private Partnerships
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Julia Moorman

Women’s Health Project
University of Witwatersrand

This chapter draws on the experience of one provincial Department of Health in
implementing public-private partnershipsa (PPPs) and the challenges experienced. One
overriding challenge was the timing of a new and risky initiative in the light of competing
priorities. Although PPPs were seen as a potential strategy to overcome service delivery
problems of the Department, managers are faced with many challenges and are working
in a transforming health service, the scale of which is unprecedented. These challenges
relate to the evolving policy, regulatory and institutional framework, capacity in skills and
systems, buy-in from management and organised labour and many competing priorities.
Public-private partnerships require strong managerial systems and expertise and
considerable buy-in from all stakeholders. The analysis suggests that changes at national,
provincial and institutional level have led to a much more enabling environment to
support implementation. Specific recommendations to support implementation are the
appointment of a dedicated project manager, the establishment of a PPP forum with all
relevant stakeholders, building capacity of management and staff, marketing of the
strategy and an adequate monitoring and evaluation framework.

a The information contained in this paper originates from work done in the Gauteng
Department of Health. In putting this paper together, I have relied heavily on the
collaborative work undertaken with colleagues from the Gauteng Health Department,
in particular Laetitia Rispel and Ahmed Valli who developed much of the earlier
conceptual framework on public private partnerships.
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Introduction
South Africa continues to face numerous challenges in addressing inherited
public service delivery and infrastructure backlogs. It has been argued that
the elimination of backlogs, while maintaining sound fiscal policies, requires
greater efficiency in the delivery of public services.1 Public-private partnerships
(PPPs) are one component of the public sector’s overall strategy for the
provision of public services and public infrastructure. This does not imply
that public-private partnerships are the preferred option for improving the
efficiency of services but are one of a range of possible service delivery options
available to government. In this paper a PPP is broadly defined as a contractual
arrangement whereby a private party performs part of a government
department’s service delivery or administrative functions, receives a fee
according to predetermined performance criteria and assumes the associated
risks of the function.2
In 1997, the White Paper on the Transformation of the Health Sector stated
that ‘the activities of the public and private health care sectors should be
integrated in a manner that makes optimal use of all available health care
resources. The public-private mix of health care should promote equity in
service provision’.3
There are various reasons why public-private partnerships are being explored
in the health sector. One major reason is that the historical interaction between
the public and private sectors has not been positive, and indeed has a strong
negative net effect on the public sector.4 Firstly, the rapid expansion of the
private hospital sector in recent years has undermined public provision by
draining large numbers of highly skilled staff and paying patients out of the
public hospital system.5 Secondly, the private health insurance system also
exploits public hospitals by dumping expensive cases once insurance benefits
have been exhausted in private hospitals. Thirdly, insured patients frequently
claim to be uninsured and do not pay for care at public hospitals. Together
these factors translate into a fairly substantial subsidy from the public to the
private sector. An inadequate regulatory environment exacerbates the
situation. PPPs are therefore seen as one way to tap into the concentration of
resources to the benefit of all citizens.
Another reason why PPPs are being explored is that the special characteristics
of the health care sector do not lend itself to market determination, and that
dual systems of health care provision is promoting or exacerbating inequities
in access to care.6,7 Government therefore has an overall stewardship role to
ensure that these inequities are attenuated or removed. In addition, the private
sector does not focus on public health issues such as prevention and often
provides inappropriate services and distribution of facilities.
For the public sector the anticipated benefits of public-private partnerships
are improved efficiency, improved customer service and improved revenue
generation. A key prerequisite is that services should cost less as a result of
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the collaboration. Closer interaction with the private sector may contribute
to the introduction of new management styles in the public sector and facilitate
the development of new skills, especially related to cost accounting,
contracting, project management and competitive negotiation. Strategically,
it is envisaged that partnerships should enhance accountability by clarifying
responsibilities and focusing on the key deliverables of a service.

Gauteng Department of Health: A Case Study of Public-Private
Partnerships
In 1997, in line with a national emphasis on public-private partnerships, the
Gauteng Department of Health drafted a policy on public-private
partnerships.b In Gauteng there was urgency to resolve some issues in the
public-private relationship, as a major plan for hospital transformation was
released towards the end of 1996. Although there were developments at
national level, clarity was generally lacking. The national Department of
Health policy documents were only distributed in 1998.
The main objectives of public-private partnerships (PPPs) are, as given in the
national Department of Health policy document:
1. Improved efficiency – either by reducing the cost of the service or
increasing the quality and effectiveness of the service
2. Improved access to health services for under-served populations and
access to under-provided services, by using the most cost-effective means
of service delivery and by using private sector resources
3. Generate additional resources and revenue for the public sector by
leasing facilities/equipment or expertise to the private sector at a
reasonable cost. The number of higher income and insured patients
was steadily declining and improved billing systems alone would not
compensate for the declining numbers of private patients.
This policy document identified four types of partnership: purchased services,
outsourcing, private finance initiatives and joint ventures (See Box 1).

b The discussion excludes the experience of outsourced in-patient services for tuberculosis
and chronic psychiatric care, as well as the experience of service delivery via NonGovernmental Organisations.
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Box 1:

Types of Public-Private Partnership

Purchased services

The simplest form of a PPP. The Department awards a private party the right and
obligation to perform a specific service, within well-defined specifications, for a period of
time. The government retains ownership of all facilities and capital assets and properties.
Services may be clinical, management or support. Examples might be:
• Contracts with private doctors for primary care sessions
• Contracts for clinical equipment maintenance
• Contracts for hospital beds in private hospitals
• Contract with NGOs for community health programmes
• Contracts with private hospitals for specialised treatment, diagnostic services and
beds.

Outsourcing

The private sector assumes full operating responsibility for a specific function/service
previously provided by the public sector.
The contractor should provide the service of similar quality at lower cost than the public
sector. The contractor may have the skills, capacity or resources that are not available in
the public sector, or the service to be contracted out may not be a core competency of
the government.

Private finance
initiatives

The private sector is involved as a provider of the capital asset as well as a provider of
services. The public sector becomes a procurer of services rather than a direct provider
of services to the public. Improved value for money is achieved through private sector
innovation and management skills delivering significant performance improvement and
efficiency savings.

Joint ventures

Joint ventures involve a sharing of resources between public and private partners.
Joint ventures should contribute to lower costs, improved access and quality and/or
public sector revenue.

In 1997, the national Department of Health appeared to be predominantly
interested in pursuing joint ventures. It was acknowledged that the private
sector had paying patients, state-of-the-art yet under-utilised equipment and
investment opportunities that could benefit the public sector. In turn, the
public sector had beds, specialists and could provide services at a lower cost
than the private sector.
The advantage of ‘joint ventures’ as opposed to a ‘service contract’ was the
notion of ‘community benefit’. It was perceived that such ventures would
benefit the public sector in social (improved quality of health care delivery,
enhanced equity, cooperation between the public and private sectors) as well
as purely monetary terms (more efficient use of resources and reduced overall
cost of care).
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Box 2: Opportunity for joint ventures8
Private Sector
Needs

Resources

Public Sector

•

Access to additional beds

•

Additional revenue

•

Lower rates for low income patients

•

Additional staff at affordable rates

•

Specialists

•

Improve quality of service

•

Retain qualified staff

•

Raise capital

•

Increase equity between public and private
staff

•

Patients

•

Beds

•

Equipment

•

Specialists

•

Ability to pay for services

•

Lower/competitive prices to private sector

•

Ability to generate capital

•

Ability to invest

According to the Gauteng Department of Health policy document, the three
main objectives of public-private partnerships – improving access to services,
increasing efficiency and increasing revenue generation – would lead to ‘social’
benefits, equity between the public and private sectors, improved quality of
care, improved clinical and management skills and the retention of certain
categories of health care workers in the public sector.
Against this background, the Gauteng Department of Health published a
request for proposals (RFP) in 1997. The RFP was also to deal with the large
number of unsolicited proposals that had been received by the Department,
thereby ensuring that every potential bidder had an equal chance of being
selected. The intention was to enter into a select number of pilot partnerships
with the following aims:
1. To pilot public-private partnerships
2. To inform provincial policy on public-private partnerships particularly
the risks and benefits for the Department of such partnerships
3. To consider the impact on the public sector of such partnerships
4. To identify any unintended consequences of the policy.
Numerous proposals were received (both detailed as well as letters of intent).
A short-list was developed and oral presentations were requested. Specific
criteria were used in order to determine the suitability of these proposals.
The criteria used to select proposals were:
◆ The impact of the proposals on equity in terms of geographical
distribution, and for staff and patients
◆ The likely impact of the proposal on administrative efficiency. In
particular the costs to the province, the potential for increasing revenue
and whether implementation will achieve real cost savings.
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◆ Whether the proposals will result in improved quality of care for public
patients
◆ Whether simpler options are available to the province, which will
produce the same results
◆ The likely impact of the proposals for different groups of stakeholders,
particularly patients, doctors, nurses, administration staff, unions and
head office management
◆ Whether the proposals address the need for services
◆ Whether the proposals will result in the retention of key services
◆ Whether there are barriers to implementation – required legislative
changes, administration changes
◆ Whether the partnership ties in with the long-term vision of the Gauteng
Department of Health.
The table below shows the initial set of pilot projects selected at the end of
1997/ beginning of 1998.
Box 3:

Description and status of proposals selected

Partners
Independent
Practitioners
Association

Outline of partnership
• IPA would upgrade and staff a “private ward” in a
public sector hospital
• Doctors would admit private patients to this ward
• Hospital would be paid hospital tariffs by the IPA
• Additional daily ‘allowance’, which would be used
to benefit the whole district
• Doctors undertook to do sessions in under-staffed
casualty unit

Motivation for partnership
• Improved service delivery in
historically disadvantaged area
• Increased number of doctors in
Casualty Department
• Revenue generation

Medical aid
for a large
parastatal

• Medical aid would increase cover to low income
members at affordable prices
• Members would be offered private Primary Health
Care cover and hospitalisation in public sector
hospital
• Medical aid charged preferential rates by public
sector hospitals and guarantee payment
• Capitation payment method discussed to facilitate
administration by the public sector

• Revenue generation
• Patients currently using public sector
but not paying fees

Private
hospital

• Under-utilised private hospital
• No public sector hospital in the area and patients
transported by ambulance to nearest hospital
• Public sector leases 15 beds
• Daily rate per bed paid
• Support services/medication additional

• Improved access to level 1 hospital
services for semi-rural community
• Improved efficiency – cost of
ambulance services equal to cost
of leasing beds from private sector

Private ward
in tertiary
hospital

• Private ward with differentiated amenities at tertiary
hospital
• Linked to additional income for doctors

• Revenue generation by increasing
the number of fee-paying patients
• Some control over doctors doing
private work
• Retention of academic staff
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Partners

Outline of partnership

Motivation for partnership

Specialist
• Specialist services of high quality in the public sector
unit in tertiary • Services offered to private sector at competitive
hospital
prices
• Services rendered to ‘private’ patients at times when
they are not offered to public sector patients
(evenings and weekends) to ensure that public
sector not compromised in any way.
• Linked to additional income for doctors
• Income split between specialist unit
and hospital

• Income generation by increasing
the number of fee-paying patients
• Retention of academic staff
• Specialist unit could become
‘self-funding’

Private sector • Private sector complementing provision of public
provision of
sector chronic renal dialysis services
chronic renal
dialysis

• Improved efficiency
• Clear national protocols
• Increased access to service

Gauteng Province has a large, well established private sector and following
the selection of pilot proposals many other unsolicited proposals were received
from the private sector.
These unsolicited proposals included inter alia:
◆ Private Finance Initiatives – to build new facilities or replace existing
ones
◆ Private provision of Primary Health Care services, casualty services
and emergency medical services
◆ Private sector management of public sector hospitals
◆ Leasing of institutions, beds, services to the private sector. Proposals
were received from both new and established medical schemes and
managed care organisations to use public sector hospitals for lowincome clients. Some medical schemes required comprehensive hospital
services and some required access to certain specialised services such
as radiotherapy and renal dialysis.
◆ Proposals from public sector specialists to use public sector equipment
to treat private sector patients as a way of generating income for their
clinical departments – such as renal dialysis, oncology services and
radiotherapy services
◆ Outsourcing a number of non-core services such as linen, and catering
◆ Leasing of highly specialised imaging equipment from the private sector
◆ Private sector provision of certain treatments/operations not readily
available or poorly provided in the public sector, such as cardiothoracic
surgery.
Progress has been made with three of the six pilots: one was fully implemented,
while two were partially implemented. The section below explores the lessons
learned from these initiatives.
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Lessons learnt in Gauteng
The purpose of this section is to analyse the main challenges for
implementation of public-private partnerships and make recommendations
for the future.
An effective and supportive institutional framework is necessary to support
implementation of PPPs

Public service delivery through more aggressive pursuit of PPPs is relatively
new in South Africa. At the time, an enabling environment in the form of
greater coherence and consistency in government policy was lacking. A formal
policy from the Departments of Finance would have provided clarity about
the legal capacity of the various spheres of government (or the relevant
officials) to create binding commitments as well as about the roles and
responsibilities of the Treasury, the Tender Board, and the Department of
Public Works. The evolving national policy and regulatory framework was
developed much later than the proposals were being considered.
When the first proposals and pilot projects were being considered, a draft
provincial policy document had been written. The responsibility for publicprivate partnerships lay with the Directorate: Policy and Planning and the
intention of the pilot projects was to inform and consolidate this policy
document. However, the objectives of the pilot projects were broad and the
implementation of certain projects required clarity about what is acceptable
in terms of gains from public-private partnerships (financial or ‘community
gains’) and under what circumstances other provincial policies could be waived
or amended in order to promote income generation and improve access to
care.
In the absence of a strong institutional framework, proposals that were
received by the department were assessed on an ad hoc basis. There was no
forum to deal with them with representation from all stakeholders, in
particular from the provincial Treasury. The Public Finance Management
Act came into effect on 1 April 1999 and the PPP Unit was established in
National Treasury almost 2 years after the Public Finance Management Act.
PPPs must recognise and be aligned with equity considerations

The ethos of the Department was, and is, to provide a high quality health
care to all patients, regardless of their ability to pay. In 1997 a number of
equity considerations were paramount. Two of the proposed PPPs involved
tertiary/academic institutions at a time when the Department’s structural
transformation process emphasised the need to strengthen district and regional
hospitals. The historically disadvantaged institutions, due to their geographical
location, available facilities and condition of their institutions would be less
able to attract private patients and generate revenue.
Specialists would have a strong incentive to remain in large institutions and
patients would have an incentive to go to these tertiary institutions for primary
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and secondary care. Several proposals did not consider institutions at all
levels of care and ignored district services altogether.
Many of the proposed projects, especially those aimed at generating income,
required attracting fee-paying patients into the public sector and giving
incentives for them to pay. This implied some differentiated amenities given
that in the absence of any clinical knowledge, patients’ are attracted to services
by their perceptions of the quality of care – the physical environment, the
length of time that they wait and the attitude of the staff that looks after
them - rather than the actual care that they receive. Even though differentiated
amenities imply only differentiation of food services, linen, televisions etc,
and not clinical medical care, within the Department there remained significant
opposition to the notion of providing different amenities to different people,
based only on their ability to pay for these services. This idea was in conflict
with the principle of equity. In addition, the international experience suggests
that there is often a thin line between differentiated amenities and
differentiated services. Providing dedicated wards for ‘private patients’ can
lead to subtle differentiation in the clinical services.
Furthermore, at an institutional level, there was considerable concern amongst
institutional managers about dedicating space to private patients in already
overcrowded hospitals.
The issue of paying health sector staff for the treatment of private sector
patients must be resolved first

Generating income for the Department of Health requires treating private or
insured patients in the public sector. A major concern was that these publicprivate partnerships were in conflict with a policy decision to terminate limited
private practice. Medical doctors had for some time augmented their public
sector salaries by seeing private patients in private sector institutions. Poor
monitoring of this practice had led to gross abuse and, in the interest of
public sector patients, good management practice and value for public monies,
the Department abolished the practice. A new policy, Remuneration for Work
Outside the Public Sector (RWOPS) was implemented. This policy required
all provincial employees to formally apply for permission to undertake private
work. Permission for RWOPS would be granted for 12 months at a time
provided that the proposed work would not result in a conflict of interests
between the province and the work to be done, and would be done entirely
outside the hours for which the applicant would be paid. State facilities were
not allowed to be used for RWOPS except under special circumstances for
which permission had to be obtained.
A number of proposals received from the private sector proposed that staff
involved in treating fee-paying patients be allowed to retain some of the
income from these partnerships. Although theoretically all categories of staff
could get permission to do RWOPS and see these patients, the reality is that
only doctors can bill medical aids on an individual basis for their time.
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The objections to some of the partnerships were firstly that health care workers
would be individually remunerated for seeing private patients when income
should actually go to the institution, and secondly that this would give an
unfair advantage to doctors.
Although it is possible to implement some of the partnerships without
remunerating individual staff members, there was always a concern that staff
would not participate in the partnership unless there was something in it for
them. Attracting private patients was seen as an increase in workload for
which they expected to be compensated.
The conceptualisation, development and implementation of PPPs requires
considerable financial, legal, technical and management skills and systems

The skills required for entering into public-private partnerships are
considerable. At both Head Office and institutional level, the implementation
of the pilot projects was hindered by inadequate capacity, both skills and
systems. This experience is also borne out by the international literature.
At the time that the Department of Health was considering the implementation
of the pilot projects, there was no legal capacity or support for the negotiation
of contracts within the Department of Health. Any contract with financial
implications for the Department had to be seen and authorised by the State
Attorney. The overwhelming workload of the State Attorney’s Office meant
that seeking a legal opinion was extremely time consuming and delayed
negotiations with the private sector. It was impossible to secure the State
Attorney’s time to negotiate directly with the private sector partner, who
frequently arrived with their own lawyers putting the Department at a
considerable disadvantage. Contract management and financial management
skills were also limited.
In contrast to the public sector, private sector companies and organisations
generally employ accountants and lawyers who have much more experience
than the public sector in contract management and are much more flexible
and less bureaucratic than the public sector. The people who came to meetings
with the Directorate were able to make immediate decisions and respond
quickly to proposed changes, whereas Departmental staff had to consider
public sector rules and this often put the Department at a disadvantage.
It was not only the lack of skills that hindered the implementation of PPPs.
The skills required are often not those normally required in the operations of
a government department. It became increasingly evident that the
implementation of PPPs required the support of people who were prepared
to consider new and innovative ways of delivering health services and
overcoming the overwhelming bureaucratic administrative processes. Several
projects just never happened because there was rigid adherence to
administrative processes and an inability to ‘do things differently’.
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Strong managerial and administrative systems are required to ensure that the
public sector is not compromised during negotiations

The private sector is aware of weaknesses in public sector systems and
capitalised on this fact. The nature of many of the proposals received from
the private sector demonstrated the private sector view the public sector as
bureaucratic, inefficient and poorly managed. There was a tendency for the
private sector to propose partnerships that replaced rather than complemented
and supported public sector systems on the assumption that private sector
information, managerial and administrative systems were automatically
superior to public sector ones. Knowing that the public sector has problems
with billing patients and recovering bad debt, the private sector frequently
offered quite unacceptably low rates for public sector services assuming that
these would be accepted on the premise that ‘something is better than nothing’.
Although the development of cost centres is underway, the centres are not
yet sufficiently developed to assist with the costing of services. The private
sector, aware of this fact, assumed that they provided services at a lower cost
than the public sector. They also assumed that the public sector would accept
their rates without question.
The implementation of public-private partnerships requires strong
institutional management and buy-in

The Head Office’s Policy and Planning Division co-ordinated the proposed
pilot projects. Although this Directorate supported implementation at
institutional level, the motivation for the projects came from Head Office
rather than the institutions themselves. Ideally, institutional managers should
identify problems that they have and constraints to service delivery and, having
considered their options to overcome these constraints, may propose a PPP
as a viable option. In many instances, the initiatives were not identified by
institutional managers. If the private sector contacted the institutions directly
there was a tendency for the institution to send the proposal directly to the
Central Office without any attempt to analyse the project, or even indicate
whether it was something that they would wish to pursue. This was not only
because PPPs were a new idea but also because institutional managers did
not have the capacity (skills and systems) to move forward. There are many
competing priorities facing institutional managers and at the time that the
pilot projects were being developed, none of the hospitals had Chief Executive
Officers. There were a number of institutions without full time
Superintendents and a high turnover of senior medical managers. Faced with
overwhelming challenges, the development and implementation of PPPs was
not a priority for many of the staff. Although most Superintendents were
interested in the notion of PPPs and the idea that a PPP ‘would solve some of
their problems’ the implementation required a great deal of time, which they
did not have. Implementation required negotiations with unions, academics,
clinicians and all professional groups, all of whom had their own demands
and points of view. In addition, clinicians were sceptical about the quality of
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clinical care in private hospitals and reluctant to sanction the private sector
provision of services. They were concerned that this would mean that academic
hospitals would lose the ability to teach certain specialties and that their
own jobs would be threatened.
Although the decentralisation of certain financial and human resources
functions is in progress, this initiative is not yet complete and hindered
negotiations with interested parties.
Lastly, PPPs was but one initiative among a range of other very important
health care transformation initiatives that had to be implemented.
Early Union involvement and co-operation is essential

Although the impact on staff varies, outsourcing and contracts with the private
sector do have a substantial impact. The Unions are reluctant to accept
partnerships that involve increasing the workload for public sector staff,
involve transferring staff to the private sector, or result in redundancies.
Negotiations with the Unions around all proposed PPPs were difficult and
long. Negotiations were hampered by lack of dedicated capacity and not
bringing the Unions on board in the planning stage.
Considerable management information is required

Several projects required substantial management information and costing
of services. Instances whereby the public sector provided services on behalf
of the private sector as part of preferred provider agreements required the
negotiation of tariffs that would ensure full cost recovery for the public sector,
and instances whereby the private sector provided services on behalf of the
public sector required extensive costing of the service in the public sector to
ensure that the Department was getting value for money. This costing of
hospital and emergency services was problematic. The information required
is not always available, and the Department has to make assumptions about
the financial viability of projects. Unknown risks involved in such partnerships
made it difficult to approve certain projects.
Lack of accurate data on the utilisation of public sector services also placed
the Department at a disadvantage when it came to negotiating capitation
fees with certain managed care organisations.
Procurement procedures need to be supportive

The new procurement reform initiatives are due for implementation in April
2002. Existing procurement legislation and regulations are geared to
conventional procurement activities such as the purchase of equipment and
services. The existing procurement procedures require that any services be
tendered for unless an exemption be granted. The procedures are neither
designed to address the complexities of PPPs nor provide a basis for ensuring
that the key dimensions (e.g. affordability, value for money and efficient risk
allocation) are appropriately evaluated. In addition the tender procedures
are long and time consuming.
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Existing regulations need to be supportive

Existing public sector and Treasury Regulations require that all monies
generated by public sector hospital be paid into a provincial account. Although
the Gauteng Department of Health had negotiated a revenue retention policy
with the Gauteng Department of Finance, which allowed institutions to retain
a proportion of the income that they generated, this money was only returned
to the institution in the appropriation budget of the following year, and on
condition that the institution reached an agreed-upon revenue target. This
arrangement made it difficult for institutions to budget for any start up costs
that the partnership might require and any additional expenditure that might
be incurred in the first year.

Recent changes to support Public-Private Partnerships at
national level
The national Department of Finance has undertaken a number of initiatives
in order to confirm and reinforce government’s commitment to make PPPs a
viable option for delivering public services.
In 1997, an Interdepartmental Task team was appointed by Cabinet to explore
ways in which to make PPPs a viable option for service delivery in the public
sector. This Task team published three key documents:
1. A Strategic Framework for Delivering Public Services through PublicPrivate Partnerships.9 This document proposed a strategic framework
to support provincial and national departments in identifying, procuring
and implementing PPPs.
2. Treasury Regulations in terms of section 76 of the Public Finance
Management Act, 1999 (Act No. 1 of 1999),10 which set the minimum
requirements for PPPs entered into by provincial and national
governments.
3. Guidelines for Public-Private Partnerships.11 These guidelines were
published in April 2000 and are intended to assist national and
provincial departments in applying these Treasury Regulations.
These documents define public-private partnership as ‘contractual
arrangements whereby a private party performs part of a department’s service
delivery or administrative function, and assumes the associated risks. In return
the private party receives a fee, according to pre-defined performance criteria,
which may be entirely from service tariffs or user charges, entirely from a
departmental or other budget or a combination of the above’.
The Treasury Regulations for public-private partnerships apply to national
and provincial government departments for the development, procurement,
and management of PPP projects. All aspects of the PPP life cycle, from project
identification through to post-contract management and monitoring are
regulated. The Regulations have shifted the focus of PPPs from being a ‘sharing
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of resources’ to a more cost-effective way of providing services. The above
definition refers to services for which the public sector department might
pay. Several of the ‘joint ventures’ considered by the Gauteng Department of
Health do not fall into this classification. Therefore, instances whereby the
Department of Health will enter into preferred provider agreements with the
private sector are not, in terms of the above definition, public-private
partnerships.
A Public-Private Partnership Unit has been established in the national Treasury
to provide technical and financial advice to public sector institutions and
governments to support the implementation of PPPs. The Unit staff has project
management, economic, legal and financial skills to assist departments in
establishing PPPs.
A significant development is that the Public-Private Partnership Unit now
provides training for government departments in PPPs and several provincial
senior managers have participated in this training.

National Department of Health Support for Public-Private
Partnerships
A national Department of Health Task Team for PPPs was established in
1999 and meets on a bi-monthly basis. The team is now chaired by the Deputy
Director General and consists of representation from the Chief Directorates:
Financial Management and Hospitals Services, the PPP Advisor from the
national Treasury PPP Unit and the appropriate person from each of the
provinces. The objectives of this Task Team are to co-ordinate and support
the development and implementation of partnerships, develop implementation
guidelines and tools, facilitate the sharing of experiences, provide technical
support and report to and take instructions from the PHRC.
The Task Team has produced several policy documents: Public-Private
Partnership in the Health Sector – Policy Framework, Implementation
Guidelines for Public-Private Health Service Partnerships, Policy Guidelines
for Joint Ventures, Certificate of Need Discussion Document and Performance
Contracting Guidebook for Government Health Service Managers. There
are four sub-teams which are looking at the issues of Certificate of Need,
Service Partnerships, Contract Development and Management and Private
Finance Initiatives.
Recent changes to support public-private partnerships at provincial level

Several recent developments at provincial level will greatly assist the
implementation of PPPs. A Chief Financial Officer was appointed in line
with the Public Finance Management Act. This appointment will strengthen
the financial management skills for the Department. In the recent restructuring
of the Department, a division of Revenue Support and Contract Management
was established and will greatly assist the implementation of PPPs. The

96

5 • Public-Private Partnerships

establishment of this Directorate reinforces the Department’s commitment
to generating revenue and facilitates the development of a suitable PPP forum
to streamline the process of negotiating PPPs.
Recent major advances in the decentralisation of certain human resource
and financial management delegations will facilitate the implementation of
PPPs.
An advocate was employed by the Department of Health two years ago and
the appointment of her assistant has allowed the Department to go to meetings
with the private sector with some legal expertise, placing the Department on
a slightly more even footing with the private sector.
The reorganisation of the organisational structure has led to three geographical
administrative regions in Gauteng, with integration of hospital, district and
emergency services under one Chief Director. This will facilitate
implementation.
Recent changes to support public-private partnerships at institutional level

The appointment of Chief Executive Officers in 1999 in all Gauteng hospitals
is a very positive move forward. CEOs no longer have to be medically qualified
people, which increases the scope for employing people from the business
sector. The appointment of CEOs is linked to Performance Agreements, which
will further encourage senior managers to consider innovative and challenging
ways of delivering services.

Recommendations
The development of an explicit PPP strategy, linked to overall strategic
objectives

The development of a PPP strategy should ensure that the objectives of PPPs
are in line with the overall objectives of the public health sector. The strategy
will ensure that systems are in place to support PPPs and that the public
sector plays a pro-active, rather than reactive role in implementing PPPs.
Departments should identify those areas in which a PPP is an acceptable and
viable service delivery option and then actively research and engage the private
sector market.
Appointment of a dedicated project manager and the establishment of a
Provincial Public-Private Partnership Forum

A dedicated or designated project manager will go some way towards ensuring
that efforts are co-ordinated. A provincial PPP Forum should be established
with representation from relevant divisions in Finance, Human Resources,
Procurement and Administration, as well as provincial Treasury, the Unions
and Public Works. The establishment of this task team would bring together
all key stakeholders and facilitate implementation. This Committee would
review existing policies and legislation to identify potential constraints to
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successful implementation of PPPs. Apart from supporting institutions in
identifying cost-effective and affordable projects, the Committee would
prepare advisory guidelines to assist departments in following suitable
practices to implement their PPP programmes. Of particular importance is
that this committee will ensure that negotiations with Unions occur upfront.
The Department’s PPP strategy should be actively marketed and
communicated to the private sector

Once the provincial Departments have a PPP strategy, this should be actively
marketed and communicated to the private sector. This will ensure that the
private sector will concentrate on developing proposals that they know are
acceptable to the public sector and are in line with the Department’s objectives.
Although the public sector regulatory framework is perceived to be
cumbersome and restrictive, it is important that the private sector appreciates
that a regulatory framework is required to protect the public’s interest. Ongoing communication between the two sectors is important. The two sectors
need to fully understand how each other operate and what each other’s
expectations are.
Reduce the skills gap between the public and private sector

All institutional managers should receive the training that they require to
consider, develop and implement public-private partnerships. This will include
drawing up business plans as well as contract and financial management.
The public sector needs to strengthen its ability to negotiate with the private
sector and draw up and manage contracts. When the two parties do enter
into negotiations, the public sector should not be at a disadvantage in terms
of its ability to make decisions and provide the necessary financial and
management information to substantiate their position
Explicit ways to provide staff and institutions with incentives to participate in
and support PPPs

Innovative ways to provide incentives to staff should be considered both
monetary and non-monetary. Possibilities are merit awards and academic
incentives. It is also essential that all profits from PPPs directly benefit staff
and are used to improve working conditions, such as the purchase of new
equipment.
The development of clear performance criteria and a mechanism for ongoing
monitoring and evaluation of partnerships

Linked to the overall development of a strategic framework is the need to
agree upfront on what the performance criteria are and the measurement of
these criteria. The monitoring and evaluation mechanisms and capacity
required to examine the impact of the pilot projects need to be defined upfront.
The Treasury has suggested that minimum contractual provisions for PPPs
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should include:
◆ Duration of the contract
◆ Range of services and output levels
◆ Basis of payment in relation to service and output levels
◆ Relationships between the Department and service provider
◆ Use and retention of technology by the Department
◆ Accommodation of a Department’s changing requirements over the
duration of the contract.

Conclusion
This paper has reviewed the experience of the Gauteng Health Department
in implementing a limited number of PPP pilot projects. Not all the projects
were implemented, due to challenges experienced at the time of
implementation. These challenges relate to the overall policy, regulatory and
institutional framework, capacity in skills and systems, buy-in from
management and organised labour and competing priorities in a transforming
health system. The analysis suggests that changes at national, provincial and
institutional level have led to a much more enabling environment to support
implementation. Specific recommendations to support implementation are
the appointment of a dedicated project manager, the establishment of a PPP
forum with all relevant stakeholders, building capacity of management and
staff, marketing of the strategy and adequate monitoring
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This chapter considers a number of implementation issues in respect of the key
interventions undertaken in the past two years as part of the national district health
information systems strategy. Findings are based on the knowledge and experiences of
stakeholders, service and programme managers and health providers involved in the
national rollout of the District Health Information System (DHIS). The national rollout
process has a two-pronged approach: building capacity and developing infrastructure.
The aim of the District Health Information System is to enable facility and district level
health care providers to use locally generated information to improve coverage and
quality of health services. The extent to which systems and structures developed at
district level are supported by strategic policy development and planning at national
level are explored in terms of how they impact on mechanisms to monitor quality and
efficiency of service delivery.
While recognising that the integration of hospital information systems within the DHIS
forms part of a broader implementation strategy, this chapter focuses on the public
sector Primary Health Care services at district level.
A strategy for monitoring the progress of implementation in terms of three levels of
information systems development is described. The utilisation of data sources in policy
development and planning at national level is measured against application of data in
operational management at district level.
Achievements to date are reflected in the establishment of systems and structures that
support DHIS implementation at district level. Challenges are described and
recommendations for the development of sustainability are addressed.
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Introduction
Participation in decision-making to make the delivery of health care responsive
to local needs is an integral part of the Primary Health Care approach. The
goal of improved planning and monitoring as part of the transformation of
the health system meant that information had to be brought into the realm
of local health care providers. The Strategic Framework for the Department
of Health (1999 – 2004) notes that the health sector needs ‘a culture of
quality and efficiency throughout the health care system’.1 This is only possible
if mechanisms are developed to measure progress made through strengthening
management skills in the use of information to monitor health status and
health care services. There has to be a shift in focus from workload indicators
to the development of health status indicators.

Health Information Systems Programme (HISP)
Initiatives to develop an integrated district health system driven by an
integrated health and management information system (DHIS) were facilitated
by the Health Information Systems Programme (HISP), a collaborative project
driven by the University of the Western Cape (UWC). On completion of a
three-year pilot project in the Western Cape the HISP model (comprising
training methods, data handling processes and software tools) resulted in
the development of a co-ordinated strategy following acceptance and
endorsement as the national model by the National Health Information
Systems Committee of South Africa (NHISSA) in the latter half of 1999.
The HISP approach to the development of a DHIS, is based on a six-step
implementation model:2,3
◆ Step 1 – establishment of district information teams
◆ Step 2 – performance of an information audit of existing data handling
processes
◆ Step 3 – formulation of operational goals, indicators and targets
◆ Step 4 – development of systems and structures to support data handling
◆ Step 5 – capacity building of health care providers
◆ Step 6 – development of an information culture.
While the initial phase of the project focused on the development of processes
that would facilitate implementation of a district based health and
management information system model, the project is currently addressing
issues regarding institutionalisation and sustainability.
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The rollout process

The national rollout process has a two-pronged approach. The first is aimed
at building the capacity of health care providers to generate and use
information for local action, the second at developing the infrastructure
needed to support implementation of the DHIS.
Building the capacity of health care providers

The national rollout of the DHIS aims at developing a culture of information
use amongst health care workers through the development of knowledge
and skills in data handling in order to create locally relevant information for
use in the management of district level health programmes.
A series of formal and informal training courses, supported by ongoing
workshops has been conducted at district level in all nine provinces. District
and facility level managers, district information officers and data capturers
have been targeted for training.
Generic information systems training course

Training contextualises information systems within a broader health and
social development perspective. The training incorporates both generic and
computer software skills. Front-line data handlers are enabled to develop
skills in aspects of data handling. Service and programme managers are
provided with orientation to the rationale for health information systems as
the tool to focus on the analysis, interpretation and use of information.4

Software Training
Software training has been targeted at data entry clerks and information
officers. Emphasis has been placed on the importance of good quality data,
regular validation checks, and setting of minimum and maximum ranges.
Short courses in computerised district health information systems have
exposed health managers to the use and benefit of the software as a tool to
generate tables, graphs, maps and reports needed for management decisionmaking.
‘Superusers’, a group of health care providers and information officers with
substantial experience in using the software, have been identified in each
province. These cadres will form the nucleus for supporting sustainability of
software development at a provincial level.

Achievements
“A spotlight in the darkness”, a quote from a participant, encapsulates the
enthusiasm and excitement that these training courses have generated.
Training programmes, based on principles of adult learning and sensitive to
service-related issues use real, local data in exercises and assignments to
facilitate development of concrete knowledge and skill in data handling. The
gradual ownership of data and development of a culture of information use
is evidenced by improved data quality and a post-training commitment to
improve practice.
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Challenges
The lack of organisational infrastructure and poor management support to
implement change in work settings hamper the application of skills learned.
Management buy-in of the process, strengthened by targeting management
cadres for training, should result in the development of dedicated information
systems posts, formalisation of job descriptions and allocation of time and
resources for development and application of data handling and use of
information skills.

Development of infrastructure
Provinces are grappling with the development of co-ordinated systems and
structures to support data handling at district level. Progress is slow, but
steady. The appointment of information officers at regional and/or district
level is regarded as a key strategy to support the development of data handling
systems and structures.
In provinces where dedicated posts for these cadres have been created, the
quality of data and regular presentation of tables, graphs and reports to
facility, district and provincial management has improved considerably over
the past year. There is ongoing discussion as to their roles and responsibilities
and how this cadre can best be utilised to support the DHIS.

Data collection
Essential Data Set

In 1999 a national Primary Health Care Essential Data Set consisting of 49
data elements was approved. In the past two years, all nine provinces have
developed Essential Data Sets (also known as minimum data sets) for Primary
Health Care.5 These Essential Data Sets have been implemented flexibly,
enabling facilities and districts to add their own data elements to suit local
needs. There is regional variation in terms of the data elements collected, i.e.
some districts may collect different data elements to other districts but all
collect the minimum required by the provincial and national levels.
All provinces are expected to submit these data routinely to the national
Department of Health. Data are captured in all health districts in the country.
The national average Data Input Coveragea has increased from 33% in 1999
to 94% for 2001 as can be seen in Table 1.6

a Data Input Coverage, defined as the percentage of expected data received, is based on
the expected PHC total headcount of each district. The traditional method of estimating
completeness of data submitted to higher levels based on a facility reporting rate, did
not take into account the facility size. Thus mobile and satellite clinics carried the
same weight as large Community Health Centres.
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Table 1:

Provincial Essential Data Sets and Data Input Coverage for 2001
Essential Data Set

Calendar Year
1999

Financial Year
2000 - 2001

Eastern Cape

76

99%

100%

Free State

79

No data

93%

371

No data

96%

Gauteng
KwaZulu-Natal

79

Pilot areas

89%

Mpumulanga

120

60%

91%

Northern Cape

94

70%

95%

Northern Province

60

No data

88%

North West

91

Pilot areas

98%

Western Cape

97

99%

99%

South Africa

49

33%

94%

Source: HISP software

Most provinces are using Essential Data Sets with between 60 and 100
elements. Gauteng has amalgamated many data sets, with no facility collecting
over 371 elements. Mpumulanga has recently reduced their data set from
380 to 120 elements. Experience has shown a negative correlation between
number of essential data elements and data quality – the larger the data set
the poorer the quality of data collected. 6
The development of a national data dictionary with standardised data element
definitions has led to greater consistency between provinces and can be
regarded as a key mechanism to facilitate inter-provincial standardisation
and improvements in data quality. The data dictionary, available with the
HISP software, is readily accessible to facility and district level health
providers.
A lot of additional health data are being collected by health facilities and
sent up to a variety of departmental clusters at higher levels. This includes
surveys and ad hoc requests from vertical programmes both provincially and
nationally, resulting in a substantial amount of vertical data available at
national level. However, there are currently poor mechanisms to facilitate
sharing of this data between vertical health programmes and national and
provincial health departments. Mechanisms at provincial and national level
to analyse the data and generate useful reports to provide a clear picture of
the health status of South Africa are in development.
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Goals, Indicators and Targets
The development of district based health status indicators is a slow and
difficult process. Health status indicatorsb are conceptually difficult to
understand. Difficulty experienced in developing relevant district level
indicators is exacerbated by both the lack of clearly formulated health status
indicators at provincial and national levels and the lack of accurate facility
and district level catchment population denominator data.
The measure of improved coverage and quality of health services is determined
by its impact on health outcomes and health status. The traditional assessment
of coverage provides information on the people who attend health services –
utilisation rates. True coverage should determine to what extent health services
are meeting the needs of the whole community – catchment population.
Census data have been made available to all provinces in various age, gender,
race and socio-demographic permutations from the national Department of
Health. Provincial offices further distributed these data. However, these data
are seldom available in a format that is easily accessible and usable for
operational management at district level. The Municipal Demarcation Board
provided population figures for local municipalities. These figures are not
age cohort appropriate for use within the health sector.
Using the growth estimate formula provided by Statistics South Africa, it is
possible to make annual mid-year adjustments of the population figures.
The potential exists to break down these catchment populations into
appropriate gender and age cohorts for use in monitoring coverage and quality
of health services at both district and facility levels.
Numeracy skill among health workers is generally weak. A review of data
reflects a lack of understanding of basic epidemiological principles. The
concept of rates as per 100, 1000 or 10 000 is poorly understood as
demonstrated by the submission of data in excess of 100%. The lack of
access to and understanding of population-based denominator data has
resulted in headcount being commonly used to evaluate aspects of service
delivery and activity. This is aggravated by the demand from service and
programme managers for raw data rather than indicator based data. This
makes meaningful comparisons between facilities, districts, regions and
provinces difficult.

b Health status indicators provide both direct and indirect measures of coverage and
quality of health service delivery and serve as a valuable tool in the management and
planning of health services at both local and national levels. Service and programme
managers at both provincial and national levels have initiated mechanisms to explore
development of appropriate indicators. The challenge lies in balancing local initiative
with the need for standardisation that will facilitate inter-provincial as well as national
and international comparison.
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Data collection tools

Most provinces have made substantial progress in standardising data
collection tools within provinces since 1999. Regional variations exist within
provinces. 5 Anecdotal evidence suggests that progress made on both
standardisation of data collection tools and improvements in terms of physical
size, design and layout is reflected in improvements in efficiency of data
collection and data quality.
Data sources

Data sets may be classified in terms of their application to the health sector:
1. Population data
2. Health status indicators
3. Quality indicators
4. Efficiency indicators
5. Semi-permanent data.c
A review of common data sets available to the health sector and their
application is provided in Table 2. This list is not complete.

c Semi-permanent data refers to data that are stable and change infrequently. This may
include population data and facility organisational data (ie. facility size, staffing
numbers and categories, power and water supply details)
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Table 2:

Common Data Sets and their Application to the Health Sector

Application
Population data

Data Sets

Type

Data Sources

Census Data

Regular Survey – 5 yearly

Statistics South Africa

Vital Registration

Routine – triggered by
births & deaths

Dept. of Home Affairs

October Household Survey

Regular Survey - annual

Statistics South Africa

SA Demographic & Health
Survey

Regular Survey – 5 yearly

Dept. of Health

Notifiable Diseases

Routine – triggered by
diagnosis of specified
diseases

Dept. of Health

Tuberculosis (TB)

Routine – quarterly

Dept. of Health

Termination of Pregnancy
(TOP)

Routine – monthly

Dept. of Health

Antenatal HIV Survey

Regular - annual

Dept. of Health

Qualitative & Quantitative
surveys
• STD
• PMTCT
• Nutrition

Ad-hoc surveys

Dept. of Health
Variety of organisations

Client Satisfaction Index
Survey

Regular survey

Dept. of Health

Facilities Survey

Regular survey – 2 yearly

Health Systems Trust

Efficiency indicators

Essential Data set –
Hospitals and Primary
Health Care

Routine - monthly

Dept. of Health

Semi-permanent data

Clinic Audit Survey (EC)

Regular survey – annual

MSH (Equity Project)

Primary Health Care
Services Survey (EC)

Regular survey - annual

MSH (Equity Project)

PERSAL (Personnel)

Regular

Public Sector Services

FMS (Finance)

Regular

Public Sector Services

Health Outcome and
Status Indicators

Service quality indicators

Policy development and planning must be based on population, health and
service data in order to plan for effective service delivery. Many data sets are
available in the health sector, yet evidence for the use of information in
management decision-making processes remains anecdotal rather than
documented in reports and publications. A review of data sources has revealed
that while information is available it is generally not accessible. The mix of
information that is available to health managers is often inappropriate,
difficult to understand and is generally accessed through interim, preliminary
annual reports. In principle, while the output of these data sources should
form the foundation of policy development, experience has shown that their
actual use in the planning of service delivery is limited.
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Routine data sets provide both direct and indirect measures of coverage and
quality of health service delivery. Regular health surveys provide statistical
profiles of urban and rural communities. The link between socio-economic,
demographic and health indices is well established. Census data provide
catchment populations from which target populations can be derived.
Provincial comparisons of survey data (South African Demographic and
Health Survey, October Household Survey, Annual Antenatal HIV
Seroprevalence Survey) provide useful benchmarks for setting national and
provincial targets with regard to indicators such as immunisation coverage,
infant mortality and child morbidity and mortality.
Problems experienced in accessing raw and aggregated data may be traced
back to the organisations involved in the collection, preparation and
manipulation of these data sets. The use of organisational gate-keeping that
limits access to information is an important inhibitor to the effective use of
the data. The Promotion of Access to Information Act (Act 2 of 2000)7 clearly
places the responsibility to facilitate access to information within the public
domain with the national Department of Health. A variety of structures,
such as the internet and government intranet are being developed.

Data Capture
Provinces have computers to facilitate electronic data capture at regional,
district or sub-district level. While variation exists, most provinces capture
data at district or regional level and consolidate at provincial level. A number
of provinces have moved to sub-district level data capture.
While data handling is still largely paper-based, in practice there is gradual
computerisation of health facilities, with facility-based capture of data from
tally sheets and registers.
The appeal of the DHIS software, a locally developed application system,
lies in its user acceptance. The strategy of introducing computers is in itself a
‘powerful attractor’, but initial enthusiasm towards learning about computers
will dissipate unless linked to actual use of data locally for local management.d
The high profile given the HISP software application with its associated
training and support, has given rise to a situation where computers are
commonly (albeit misguidedly) regarded as the central component of
information management. Many managers do not appreciate that computer
software is merely a tool to facilitate data processing and access to information
for management decision-making.8 Consequently, inadequate attention is
given to the process issues that facilitate sustainability.

d C Hedberg, HISP, University of the Western Cape, Cape Town, personal communication
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Achievements
Data are captured electronically at district or regional level for all health
districts in the country. While data quality is still problematic, there has been
steady improvement in the past year. The HISP software contains the most
complete and up-to-date public health facility list for the country. Subsets of
data collected as part of routine PHC data, such as data elements related to
the EPI programme, can be extracted for specific use by programme managers
at national level.
The software, initially developed for monthly Primary Health Care data, has
been expanded to include quarterly TB data, emergency medical services,
environmental health and the hospital essential data set. Service Release 2,
due for national implementation in the early part of 2002 includes mid-year
population estimates and the ability to ‘switch’ between old health districts
and the new demarcation boundaries.

Data processing
Data quality

There has been a slow, but steady improvement in data quality over the past
year. While data quality in many districts remains weak, the ongoing training
and support provided for improving the quality of data collected has had a
positive effect. There is an increased awareness of the importance of good
quality data for effective health management at district level and this awareness
is slowly filtering down to facility level. Many districts are actively checking
data quality on a routine basis, manually and through running validation
checks once data have been captured. The setting of minimum and maximum
ranges for routine data collected at facility level serves as a trigger for health
providers doing regular data quality checks.
Data analysis

Traditional mechanisms for monitoring coverage and quality of service
delivery at facility and district level are exacerbated by poorly developed
operational targets and changing management structures. Services tend to be
evaluated in terms of workload, using raw data headcount figures rather
than converting raw data into information for monitoring services in terms
of coverage and quality, using health status indicators.
The lack of clearly developed health outcome and status indicators associated
with limited access to relevant catchment population data, weak numeracy
skills and a poor culture of information use are factors that limit district and
facility level analysis of routinely collected PHC data.
Facility level health providers are being encouraged to use analysed data in
the presentation of hand-drawn graphs, but meaningful interpretation of
locally analysed data remains weak. Raw, aggregated data remain the most
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common format requested by management for decision-making presentations
at facility, district and provincial levels.

Presentation of Data/Information
Format

In districts where training and support has been provided, facility level health
providers, service and programme managers and information officers, have
been encouraged to explore the development of regular reporting mechanisms
using table, graph and report formats that can be readily and easily used for
local decision-making. This in turn impacts upon improved data quality.
Experience has shown that data tables are not user-friendly and are seldom
used, due to data overload. Yet, tables remain the most common format for
reporting routinely collected raw data at both facility and district level. The
use of tables to present analysed data is limited.
The display of routine data in the form of hand-drawn graphs on facility
walls is an important criterion in the annual District Health System
Competition. Facilities have been encouraged to display analysed data in
graphs. Many facilities are now displaying graphs relating to Maternal, Child
and Womens’ Health and TB.
Quarterly and annual reports are requested by most local authorities and
many health programmes. While reports are regularly submitted, support is
needed to develop tailored reports that will facilitate interpretation and use
of information at local level. A reading of district and provincial annual
reports submitted during the past year demonstrates the gradual shift from
reporting aggregated raw data tables to information reflecting analysis and
interpretation of health status indicators in areas where training has occurred.

Data Flow and Feedback
The traditional model of a centralised, one-way data flow is still prevalent.
While duplication occurs between local authority and provincial services, all
facility level routine PHC data are submitted via districts to regional and
provincial levels. Data flow between district, provincial and national offices
currently remains largely one-directional to vertical programmes at national
level. However, mechanisms to facilitate development of a streamlined, twoway flow of information that would facilitate feedback to the point of data
collection have started to be implemented at district level. The positive spinoffs have been an increased awareness of the importance of good quality
data and formalisation of strategies to facilitate regular discussion on data
quality and trends in health care indicators around coverage and efficiency
of service delivery. Health providers are becoming increasingly informed about
trends in health service delivery at district level and are in a position to
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participate in using information for local level decision-making.
Despite attempts to streamline data flow, the lack of structured feedback
mechanisms between facility, district, provincial and national levels has limited
the use of information produced by current data sources. The translation of
strategic planning into the operational planning at lower levels occurs with
limited access to relevant information. Lack of access to information and
poor skill in utilising this information are a challenge for service managers.

Use of Information
Regular review of data

The idea that information use is central to effective health management is
not questioned. Yet, anecdotal evidence suggests that while district level
managers regularly discuss information and use routine data in the review of
operational plans, use of information for local level decision-making is limited.
While many district level service and programme managers state that they
use information in the discussion of health related issues, few examples of
how health information informs action in decision-making are available.
Motivation for more staff, budgetary re-allocation and adapting of targets
in operational plans are examples given, but specifics are hard to come by.
Evidence suggests that while data are needed and useful when implementing
new programmes or adapting existing strategies, the use of routine data in
operational management is limited. This supports the call for establishment
of small essential data sets and regular reporting timeframes at district level
that will support ongoing operational management. North West Province
has developed a comprehensive approach to health management,
incorporating financial and human resource data. A monthly review of raw
data and quarterly review of operational plans relating to ‘all management
issues’ is conducted at district level.
While information enables managers and service providers to make linkages
between health status indicators and quality of service delivery, the reality is
that health managers struggle with making sense of data. When data are
examined, seemingly reliable data are often questionable and of doubtful
relevance.
Buy-in by top management is essential for the sustainable development of
the DHIS. Where the DHIS has, to date, not been seen as a strategic priority,
the lack of full commitment by management at many levels has been a major
obstacle to effective implementation. The low priority accorded the DHIS
must be seen against the dominance accorded hospital information systems
in terms of finance, manpower and technical resources. It is estimated that
district level health information systems receive less than three percent of the
provincial budget allocation for health information systems, with the balance
going to hospitals.d
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Conclusions
Achievements were realised by focusing primarily on the processes involved
in development of the human and organisational component rather than
technical products. Successes included the creation of district level data based
information systems and structures, development of practical training courses
that focused on skills and understanding of information management and,
less tangibly, a sense of ownership and a culture of information.3
Identified threats to sustainability at district level and large scale application
are influenced by the failure of top and middle management to support
strengthening of a district based information system. This support includes
the allocation of human and financial resources. The slow pace of creation
of decentralised district health systems with delegated authority to act on
available information is also a problem.3 While the scarcity of staff trained
in data analysis and interpretation has limited the effectiveness of health
information systems, unless attention is focused on constraints within the
system, the prioritisation of health information systems reform by policy
makers and health managers can have limited impact.3,4,8
The optimistic suggestion that implementation of an action-led district
information system will itself support district development and promote
Primary Health Care awareness by establishing a culture of local analysis
and use of information in order to identify and follow progress towards
local targets within a Primary Health Care approach has had limited success.
Reality has indicated that managers seldom seek information and once given
it, are at a loss as to how to deal with it. Thus training also needs to include
support for managers who need to use the information.
Organisational change in job function and responsibility is needed in order
to institutionalise streamlining of the systems and processes created to
implement, maintain and sustain a DHIS. The shifting of resources that include
the appointment of appropriate levels of staff responsible for all aspects of
health information issues is a first step, leading to organisational changes
regarding post structures and adjustments to job descriptions. The
infrastructure to support this function/person needs to be put into place.
This includes appropriate computer hard- and software, accessories (printers
etc.), email and ongoing technical support.
At each level of the system, there is a need for ‘DHIS champions’ – people
who are committed to action-oriented information systems and are able to
be drivers of the system. Unless the DHIS is ‘seen to be owned’ by local role
models, information will always be seen as a chore performed for ‘other
people’ and not as an integral part of district development. It is this
development of a locally driven information culture that is the key to
sustainable development.
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Recommendations
The main recommendations reflect the challenges that must be addressed in
order to support development of institutionalisation and sustainability:
1. Develop infrastructure to support organisational change
◆ Promote buy-in from top and middle management into the process
through training and support in the use of information
◆ Formalise appointment of information officers at district level to
drive the process
◆ Develop nationally agreed standardised data definitions for all
routine data collected
◆ Development of appropriate reports for use in the local management
of health services
◆ Formalisation of improved feedback mechanisms
◆ Development of mechanisms to facilitate improved data quality
◆ Development of accurate age cohort district and facility level
catchment population data
◆ Development and standardisation of appropriate health outcomes
and status indicators.
2. Build capacity of health care providers
◆ Target service and programme managers for training
◆ Expand training initiatives to target facility level health care
providers
◆ Develop provincial capacity to support training initiatives – trainthe-trainer courses
◆ Develop appropriate training and reference materials, especially
case-studies that provide success stories and can serve as benchmarks
of successful practice
◆ Develop skill in data analysis, report writing, interpretation and
use of information
◆ Provide ongoing training and support, especially with regard
interpretation and use of information.
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The Public Finance Management Act, 1999 (Act 1 of 1999),1 provides accounting officers
with flexibility and autonomy to manage government departments. However to ensure
accountability, the accounting officer is expected to report on the activities of the
Department in an Annual Report. National Treasury has developed guidelines for annual
reports.2-5
This chapter provides an overview of the Public Finance Management Act, 1999 (Act 1
of 1999) (PFMA)1 with reference to annual reporting, the guidelines provided by national
Treasury for annual reporting,2-5 the criteria for good reporting, monitoring and evaluation
systems, and service delivery indicators. Finally, the Annual Reports of the 10 Departments
of Health,6,7 national and provincial, are assessed to determine if these reports comply
with Treasury Guidelines.
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Introduction
The importance of public finance has been indicated by the promulgation of
the PFMA. The over-arching aim of this Act is to enhance accountability in
the utilisation of government resources and reform budgeting and financial
management. The PFMA promotes the objective of good financial management in focusing on maximising service delivery through the use of efficient,
effective and economic means. The PFMA shifts the emphasis away from a
rule driven and highly centralised system of expenditure control, and places
the management of financial resources in the hands of the head of the
department (accounting officer).
Although the PFMA seeks to grant greater flexibility and autonomy to the
area of accountability, the accounting officer is required to report on the
activities of the Department. Reporting in the context of the PFMA forms
part of their area of accountability. The accounting officer’s accountability is
given expression in reporting to the responsible executive authority (in this
case the MEC for Health) and to the relevant Treasury (which in turn reports
to the Minister of Finance or MEC for Finance) and finally to the Parliament/
Provincial Legislature. The accounting officer is also required to report to
Parliament through the Department’s Annual Reports and financial
statements. The information that the accounting officer presents in the reports
is subject to confirmation by the Auditor General who also reports to
Parliament/Legislature.
This chapter deals with the requirements as set out by the PFMA, Treasury
Guidelines for Annual Reporting, Treasury Regulations, 2001 and the Public
Service Regulations8,9 regarding annual reporting. The guidelines are of
importance in determining whether annual reports comply with the
requirements set out by the policy documents. Criteria for good reporting, to
be kept in mind in preparing future annual reports, are outlined. The final
part of the chapter deals with practical assessments of the Annual Reports of
the national Department of Health and the provincial Departments of Health
to determine compliance. (In the text reference will be made to the Department
and this reference includes both national and provincial Departments). Finally
recommendations are outlined to ensure that future Annual Reports comply
fully with the guidelines as set out by the PFMA.

The Public Finance Management Act (PFMA), 1999 (Act 1 of 1999)
Section 216 of the Constitution of the Republic of South Africa, 1996 (Act
108 of 1996),10 required the national Treasury to establish and prescribe
measures to ensure both transparency and expenditure control in each sphere
of government by introducing:
◆ Generally recognised accounting practices
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◆ Uniform expenditure classifications and uniform Treasury norms and
standards.
The PFMA, and the Treasury Regulations were issued in terms of the
Constitution of the Republic of South Africa and thus comply with the
requirements as set out in the Act.
The over-arching purpose of the PFMA is to ensure sound financial
management, which is essential for the successful implementation and
sustainability of the many government programmes and projects necessary
to transform South African society. It should be noted that financial
management is an integral component of all management activities and not
just the concern of a few specialists. All the managers in government
departments are trustees of public resources and are accountable for the
manner in which services are delivered in terms of the PFMA.
The PFMA is a key instrument in facilitating the reform of financial
management in government. The PFMA gives effect to Sections 213, 215218 of the Constitution of the Republic of South Africa, 1996. These Sections
specifically require national legislation to:
◆ Introduce budgeting principles and standards, generally recognised
accounting practices and uniform Treasury norms and standards for
all spheres of government
◆ Prescribe measures to ensure transparency and expenditure control in
all spheres of government
◆ Set the operational procedures for borrowing, guarantees, procurement
and oversight over the various national and provincial Revenue Funds.
The PFMA adopts an approach to financial management that focuses on
outputs and responsibilities rather than the rule-driven input approach as set
out by the previous Exchequer Acts. The PFMA stipulates the broad
management principles that must form the basis of sound financial
management and should therefore not be regarded only as a finance act. The
importance of the PFMA lies in the promotion of good financial management
in order to maximise delivery through the efficient and effective use of limited
financial resources.
The PFMA confers specific responsibilities on accounting officers. The Act
vests four key responsibilities, which are to:
◆ Implement effective, efficient, economic and transparent systems for
controls in the Department
◆ Eliminate unauthorised expenditure by ensuring that departments do
not overspend their budget or a specific programme within the budget
◆ Report on expenditure and revenue against the budget on a monthly
basis and submit annual financial statements two months after the
end of a financial year
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◆ Introduce performance reporting against pre-determined measurable
indicators on a quarterly basis and an Annual Report 5 months after
the end of the financial year.
Accounting officers who are negligent and make no effort to comply with
these responsibilities will face strict disciplinary sanctions, including dismissal.
Similar sanctions will apply to treasury officials failing to carry out their
responsibilities. The Public Service Act, 1994 (Act 103 of 1994) and Public
Service Regulations, 2001, and the trend towards performance contracts
complement this approach.
The PFMA also requires Treasury to issue regulations. These regulations,
implemented from 1 June 2000, provide for more flexibility in financial
management by departments and place more responsibility for decision
making in the hands of the accounting officer and line managers. The onus is
therefore on the Department to develop effective internal controls that are
applicable and relate specifically to the objectives and the functions of the
Department, and decreasing the need for Treasury approval for various
activities. The Department should therefore evaluate whether existing internal
controls are appropriate, assess the risks facing the Department, and introduce
the necessary changes to ensure sound financial management. It should be
noted that a system of internal controls comprises not only the setting of
control measures but also an evaluation process of internal auditing in order
to determine whether the controls were effective and adhered to by the
Department.
The PFMA and the regulations empower the Department to develop
instructions, which are specific to the Department and should consist of
developing an internal control system to assist personnel in achieving
objectives within a framework of rules and procedures. Departmental
instructions should be seen as the in-house rules setting out the detailed
requirements of management to ensure sound implementation of all aspects
of the Constitution of the Republic of South Africa, 1996, the responsibilities
of the government structures at the various levels, the PFMA requirements,
and regulations.

National Treasury Guidelines for Annual Reporting
The Department has an obligation to inform the citizens of what they intend
to achieve against pre-determined objectives. These pre-determined objectives
are reflected in the strategic plans and must be tabled in Parliament every
year on the same day as the Minister of Finance’s Budget speech. Published
strategic plans within two weeks of the Budget Day will demonstrate to the
legislatures and the public that the Department’s operations are transparent.
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Strategic planning

Strategic planning cannot be developed in isolation but should rather be the
result of thorough consultation with all relevant stakeholders. The reporting
cycle begins with the strategic plan of the Department. During the strategic
planning process, strategic objectives must be determined which must be in
line with the vision of the Department. These objectives are reflected in the
annual budgets and the performance of the Department will be measured
against these set objectives.
The strategic plans provide essential information for the legislatures to assess
proposed programmes and funding. They also enable the legislatures to
evaluate departmental performance when performance measures and
indicators are published in annual reports.
Departmental strategic plans

The strategic planning process is one of the key responsibilities of all senior
managers in the Department. It is central to their responsibility in terms of
Section 38 of the PFMA, relating to the effective, efficient, economical and
transparent use of the resources of their departments. The accounting officers
should drive the strategic planning process, with full participation by other
senior managers. It should be noted that the strategic plan addresses the key
areas on which the Department should focus in support of government’s
policy priorities, as well as the strategies to achieve them. Furthermore, it is
an essential tool, enabling accounting officers and managers to achieve
government’s objectives, to address financial management and service delivery
problems, and to ensure that services are delivered in the most economical,
effective and efficient manner.
Strategic plans provide a sound framework for future improvements in the
overall objectives of the Department. The strategic planning process further
promotes communication between the accounting officer and the relevant
Minister or Member of the Executive Council (MEC), ensuring commonality
of understanding and purpose in the Department’s pursuit of government
objectives and outcomes.

121

Figure 1:

Planning, Budget and Reporting Cycle

Strategic
plan
Environmental changes
Expenditure outcomes
and new budget
allocations
Strategic direction
changes

Performance against budget
and strategic plan
Meeting reporting
requirements - Treasury and
Public Service Regulations

3 years
Updated annually
Includes budget information

Year 1

Annual
review
Mediumterm
budget

Detailed focus on first year of strategic plan
Includes output and service delivery
Information

Expenditure trends
3-year forward estimates
Strategic direction explained
Previous year’s outcome incorporated when deciding
resource allocation

Individual
performance
plans

Staff have performance agreements and individual
development plans
Linked to departmental key objectives and outputs
Indicate individual contribution towards achieving
departmental objectives

Monthly/
quarterly
reports

Progress against budget and implementing strategic
plan
Highlights departmental performance (financial and
non-financial) against targets

Annual
reports

Source: National Treasury: Guidelines for Annual Reporting, December 2000.

Minimum content requirements for a strategic plan

The Department may determine the format, presentation and contents of its
strategic plan. However, the Department should adhere to the requirements
of the Treasury Regulations, 2001 and the Public Service Regulations, 2001.
National Treasury considers the following information to be important for
scrutinising draft departmental strategic plans alongside budget submissions
and departmental reports:
◆ Concise departmental aims, analogous to vision and mission statements
◆ An indication of the key departmental objectives, based on
constitutional and legislative mandates, as determined by the
responsible Minister or MEC, which are outcome related and support
government’s priorities
◆ The core and support activities (strategies and outputs) necessary to
achieve each of these objectives
◆ Service delivery indicators and milestones or ‘targets’ to measure the
achievement of departmental key objectives
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◆ The resources needed for each departmental objective over a 3-year
period, including investment capital and information technology
expertise, special systems, skills development, a human resources
strategy and the utilisation of fixed and moveable assets
◆ Information on interdepartmental linkages, where two or more
departments contribute towards the delivery of the same objective or
project
◆ Functions the Department will perform internally and those it may
contract out
◆ Any other factors relevant to the achievement of the objectives approved
by the executive authority.
Expenses, if any, which are not directly related to the achievement of a specific
objective, must be specified separately in the strategic plan.
Public Service Regulations

To meet the requirements of the Public Service Regulations, a thorough
assessment of the following important internal issues must form part of the
Department’s strategic plan:
◆ Human resource strategies (e.g. training, affirmative action and
redundancy management)
◆ Job creation with the implementation of certain projects
◆ Information technology (e.g. upgrading of computer systems and
management information systems) to enable the department to monitor
and fulfil its core objectives.
Physical assets

Expenditure relating to the acquisition and maintenance of departmental
assets may, under traditional cash accounting arrangements, significantly
affect a department’s contribution to the overall budget balance (surplus or
deficit) for the year. Proper planning, especially multi-year planning, can
mitigate these budgetary effects while accommodating the acquisition of
important assets.
Due consideration and proper planning regarding the procurement, operation
and maintenance, replacement and disposal of new and existing assets, are
required to ensure effective utilisation and accountability within the
department. Issues to consider include:
◆ Analysing the key issues that may influence the department’s
requirements for physical assets in the medium to long term
◆ Analysing the appropriateness of existing physical assets in relation to
the department’s strategic plan and the needs of its clients
◆ Identifying the need for new physical assets and developing strategies
to meet this need
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◆ Developing strategies for maintaining the appropriate level of service
potential of existing physical assets
◆ Developing strategies for disposing of redundant, obsolete and
unserviceable assets.
The Department must provide the Auditor General on an annual basis with
an Asset Register.
Developing lower-level plans

To facilitate the proper implementation of the strategic plan, accounting
officers should ensure that operational plans are developed for the units in
their departments. These plans should be consistent with the strategic plan
and budget of the department and extensions of the department’s strategic
plan but narrower in scope as they apply only to a specific part of the
department’s operations. These plans ensure that programme and output
details stated in the Year 1 information of the strategic plan are linked to the
relevant Chief Directorate or Directorate for which the operational plan is
compiled. Operational planning also ensures that managers take a systematic
approach to managing individual performance, by linking programmes and
outputs to the development of individual workplans at each level. Operational
plans must have quarterly targets that must be used for reporting purposes
on a quarterly basis to the executive authority.

Criteria For Good Reporting
The information on performance provided in annual reports must be useful
for the purpose of assessing the performance of the activities in the
Department. The information contained in annual reports must be:

Comparable
To be of value for purposes of evaluation, performance data should be
compared to:
◆ The Department’s predetermined objectives and service standards,
which are stated in measurable terms
◆ Needs of target populations
◆ The performance of similar organisations
◆ Performance during a previous period
◆ Other benchmarks.

Consistent
Performance measures should be consistent from one reporting period to the
next, and the information should be prepared on the same basis in order to
compare and assess performance adequately.
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Explained
Each key performance measure should be explained and methodology
outlined. The significance, limitations, reliability and relevance of the measures
and indicators should be explained to each and every member of the
Department.

Analysed
Significant variances must be analysed. The reasons for variances should be
examined, analysed and explained. Periodic programme evaluations are
therefore important to assess the relationship between anticipated outputs
and actual achievements.

Range of measures
The information should reflect the key attributes of performance. For example
focusing only on the cost of outputs is not sufficient to describe the quality
of performance. If costs are decreasing, what about quality – is that also
decreasing? If the quantity or volume of goods and services is staying constant,
what about the population the programmes are servicing?

Verifiable
It must be possible for the report user to trace the sources and systems from
which information is derived and, if necessary, information should be attested
to by an independent third party to ensure its credibility.

Objective
Information should be provided in a balanced and objective way by keeping
matters in perspective and presenting without bias the positive and the negative
in whatever proportion they might present themselves.

Relevant
The information should pertain directly to the interests, concerns and
expectations of the members of legislatures and other stakeholders.

Comprehensive
The information provided should be a concise and complete overview of the
activities of the Department under review, including the identification of any
areas deliberately left out.

Understandable
The readers for whom the report is intended should be able to clearly
understand the contents of the report, which can be achieved by using
terminology and reasoning that is comprehensible to any lay reader – especially
when technical matters are discussed.
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Monitoring and Evaluation Systems
For the Department to be able to report intelligently and systematically on
performance instead of just on their activities, supporting monitoring and
evaluation systems and information systems are a prerequisite. The following
steps will be necessary:
◆ The clarification of goals in strategic and operational plans
◆ The development of measurable performance indicators and targets
for all programmes
◆ The adaptation or development of information systems to capture
appropriate performance data
◆ The introduction of a regular evaluation programme in respect of all
major programmes
◆ The integration of the various planning and evaluation processes of
government so that the information flow through the system is well
co-ordinated.

Service Delivery Indicators
In terms of Section 27(4) of the PFMA, the Department is required to report
on measurable service delivery objectives. In line with the PFMA, the revised
budget format requires the Department to develop an indicator of service
delivery for each output that is defined. It is important to distinguish between
workload statistics and output or quantity measures. Workload statistics tell
us about the inputs or activities of a programme. Output or quantity measures
describe how well the programme is performing. This may refer to how much
or how many of the output was achieved. It often includes criteria or
benchmarks that may be used in measuring progress. Output or quantity
indicators therefore are often expressed in terms of percentages, ratios and
rates in certain cases, absolute numbers, and in many instances refer to a
measurable time period.
Figure 2:

Example of indicators

Workload statistics

Output or quantity measure

Number of enquiries processed

Average number of enquiries per month

Number of staff days spent

Average number processed per staff day

Number of patients attended to

Average number of patients attended to per day, per week, per month

Increased output does not always signal value for money. Other measures
such as quality, efficiency, timeliness and sustainability are important.
Indicators should be simple, clearly expressed and specific. The indicators
should be able to communicate a message that is readily understood by policy
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makers, decision-makers and the public. Developing service delivery indicators
is not an end in itself. Setting targets and measuring progress towards those
targets are the next steps in improving service delivery information in the
budget. Service delivery indicators help the Department to set delivery levels
and assess performance against the targets.
Service Delivery Innovation (SDI)

SDI can be described as an optimum mix of flexible service delivery
mechanisms and tools that can be strategically utilised to achieve the
Department’s delivery objectives either directly or in collaboration with other
sectors such as the private sector or Non-Governmental Organisations. SDI
is aimed at creating a more accessible, responsive, customer-oriented and
affordable service delivery environment.
Developing Performance Measures/Indicators

Performance measures can be defined as the aspects relating to an activity (a
single activity, a project or all the activities of the Department). In order to
make a meaningful evaluation of the performance with regard to a specific
activity, appropriate performance measures need to be identified and
developed. In developing a single performance measure, the following
questions need to be addressed:
◆ What should be measured – economy, efficiency or effectiveness?
◆ On what basis should performance be measured?
◆ What should be used as the indicator of performance?
It is suggested that a number of performance measures should be developed
for measuring the performance of an activity or project and should be
communicated in workshops to all the employees in the Department.
What aspects of performance should be measured?

The first step in deciding what is to be measured is to identify the objectives
of the enterprise concerned or the specific activity or project. Objectives should
be SMART (Specific, Measurable, Attainable, Realistic and within a
Timeframe). In the public sector, objectives can be complex. Sometimes the
political intent may be different from the stated policy or the initial reason
for the policy has been overtaken by changes in the political environment.
The second step is to define the appropriate standards and targets for each of
these objectives. As a minimum there should be a defined measure of
performance for each of the objectives. Targets represent a quantified step
towards achieving an objective, and are usually specified as a planned output
or level of performance to be achieved within a set time. Targets should
include not only financial targets but also targets for other aspects of
performance, e.g. to reduce the waiting time at the outpatients. In this regard
time is a performance indicator. There is a worldwide trend to give greater
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prominence to non-financial indicators, with particular emphasis in recent
years on the volume and quality of service provided. After the clear, precise
and measurable definition of the objectives, focus should be placed on the
inputs required (economy) to achieve the objectives as well as relating the
inputs used, to the outputs and outcomes realised (efficiency).
Basis of performance

The following provides the basis of performance:
◆ Quantity (how much)
◆ Quality (how well – referring to specific characteristics of quality)
◆ Cost – can be expressed in absolute terms or as an amount or value
◆ Time (by when)
◆ Location (where)
◆ Proxy basis – for example, customer satisfaction with banks are
measured against certain standards e.g. number of faults on statements,
queuing time, time waiting for appointments, time it takes to clear a
cheque.
Indicators of performance.

Indicators of performance imply that standards are identified. Standards can
be identified by referring to:
◆ Historical information – comparison over time
◆ Established standards – internationally acceptable standard, or a
standard provided by an institute or similar body, or an acceptable
standard within an industry
◆ Actual information on the performance of other similar organisations,
departments or sections
◆ Budgets, forecasts and estimates based on the key objectives of the
department.
It is important to realise that these performance indicators should be developed
upfront, before an activity is undertaken, to be of any real use to management.
There should be a clear understanding beforehand of how the activity or
project will be evaluated. It is good practice that performance indicators
should be agreed upon by management and auditors – both internal and
external.
Attributes of performance measures

The performance measures developed should have the following attributes
in order to be appropriate for purposes of evaluating a specific activity or
project:
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◆ The performance measures should be relevant to the activity being
evaluated and to the information needs of management. Relevancy
will be ensured by the proper development of performance measures,
taking into account both appropriate basis of performance and
appropriate indicators of performance.
◆ Performance measures should cover all dimensions of performance
for each activity. These dimensions refer to economy, efficiency and
effectiveness.
◆ Performance measures should be clear and specific, otherwise
measurement will be subjective.
◆ Performance measures should be grouped in sets, as single measures
rarely provide a complete picture of performance and often distort
behaviour.
Performance measures must be published on Budget Day and be included in
the strategic plan for submission to Parliament/Legislature within two weeks
after Budget Day.
The actual measurement of performance

In essence the measurement of performance involves comparing the actual
information pertaining to economy, efficiency and effectiveness to the different
performance measures developed beforehand, and documenting the results.
It is important not to stop at mere comparison; analysis of the underlying
reasons and causes of any deviations is also required. Performance
measurement is only likely to succeed if the systems that provide the necessary
information leave an adequate audit trail. Steps should therefore be taken to
ensure that the information system relating to the activity or project concerned
will provide relevant and reliable information to be used for purposes of
performance measurement. If it is known beforehand, from referring to the
performance measures developed, what information is required, then it is
necessary to ensure that the systems will record and report the information.
Performance reporting

Performance reporting may be defined as the communication of quantitative
and qualitative information, against specified benchmarks. As a general
principle, reports should communicate performance information that is
relevant to the decision-making and accountability needs of users.
Furthermore, the report and the information contained therein should be
reliable, understandable and comparable. In terms of accountability, the
objectives of performance reporting are to:
◆ Assist in the formulation and implementation of policy
◆ Assist in the planning of service provision and to monitor the
implementation of planned change
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◆ Monitor standards of service and organisational effectiveness and
efficiency
◆ Monitor the extent to which resources are being used effectively and
efficiently
◆ Ensure fair distribution and accessibility to potential users of the
enterprise’s services
◆ Improve accountability by increasing the information available to
interested third parties.

Assessment of the Annual Reports
Departments should, after completion of the financial year, report on the
actual performance of their activities as measured against pre-determined
objectives. The report should indicate the funds utilised in accordance with
the appropriations and priorities of Parliament/Provincial Legislature.
The format of the annual report is divided into four different parts and is
discussed below. The format is prescribed by national Treasury Guidelines
and the Department was required to prepare its Annual Reports for 2000/
2001 according to these guidelines. This format is used to determine if the
Annual Reports comply with the policy documents.
Part 1:

General Information

◆ Submission of the annual report to the executive authority
◆ Introduction by the head of department summarising the institutions’
highlights
◆ Information on the Ministry relating to the work involved in, and the
institutions falling under, the executive authorities’ control
◆ Mission statement of the institution indicating its fundamental purpose
◆ Legislative mandate indicating the legislation governing the institution
and the trading entities and/or public entities controlled by the
institution.
Box 1:

Review of Annual Reports of the 10 Heath Departments

In terms of the General Information, the Annual Reports 2000/2001 cover all the key areas of
the health services. However future reports can be improved:
◆ The introduction by the head of the Department should reflect the key strategic objectives
and the degree to which the strategic objectives have been met.
◆ The heading: ‘Mission Statement’ should be as clear as possible as some of the Annual
Reports dealt with it at a very late stage in the Annual Report.
◆ The Department is given a legislative mandate in Acts such as the Constitution, the
Financial Management Act and Health related Acts.
◆ The transfer of main ideas should be more focused.
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Part 2:

Human Resources Management

Human resources constitute a large component in the composition of the
Department and also consume a large amount of the budget. In this case the
human resource management in the annual report should reflect the following:
◆ Public Service Regulations (Part III J) are applicable and must be
presented in a graphic format.
◆ Planning and service delivery must address the aspects as required in
the service delivery plans, i.e. the clients, the process for obtaining
client complaints, the level and the cost of services.
◆ Organisational structure
• Briefly indicating functions of each branch and approved
establishment
• Employment numbers and vacancies indicated by component, grade
and nature of employment
• Employment number of persons additional to approved
establishment.
◆ Job evaluation
• Number of posts evaluated, upgraded and downgraded
• Number of employees promoted as a result of posts that were
upgraded by race, gender and disability
• Number of employees whose remuneration exceeds the grade
determined by job evaluation.
◆ Remuneration in terms of percentage of the budget spent of personnel
costs, administrative expenditure and professional and special services
◆ Affirmative action, recruitment, promotions and termination of services
• Policy statement on commitments, implementation processes, targets
and statistics on achievements.
◆ Performance management and skills development in terms of rewards
made, number of employees in the various categories, targets in a
training plan, actual amounts spent on training targets and the number
of training programmes conducted
◆ Injury, illness and death in terms of numbers
◆ Collective agreements relating to numbers and subjects
◆ Sick leave statistics in terms of average numbers of days taken, the
cost to the department and number of employees taking more than 15
days continuous sick leave
◆ Ill-health reflecting the number of employees discharged due to illhealth
◆ Disciplinary steps taken against employees.
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Box 2:

Review of the Annual Reports of the 10 Departments of Health

In assessing the Annual Reports of 2000/2001 there is a definite lack of compliance with the
requirements under this section.
It would add value to the Annual Reports if a clear indication of the interpretations of the
statistics were given, for example:
◆ Did the Department meet the targets as set out in the Affirmation Action Policy?
◆ What were the problems encountered if the requirements are not met?
It should be kept in mind that an annual report is an informative document, not only for the
members of the Legislative Authority but also for the public. Other points set out in the
national Treasury Guidelines should also receive attention such as sick leave, employee
numbers, vacancies, and job evaluations.

Part 3: Programme Performance

National Treasury regards performance management as a cyclical process
starting with strategic planning, moving through programme/project/output
implementation to monitoring performance, to performance evaluation to
objective reporting of findings. The need for performance reporting is also
based on the requirements of Section 38(1)(b) of the PFMA. The aim of
performance management is to enable informed decision-making and opinion
forming as to whether the Department is delivering outputs that economically,
efficiently, and effectively achieve the objectives/outcomes of the Department
as identified in its strategic plan.
For the financial year 2001/2002 the framework must be in accordance with
the National Medium Term Expenditure Estimates (NMTEE). For each
programme in the budget the following must be provided:
◆ Aim
◆ Policies and developments
◆ Outputs and service delivery trends for each activity within subprogrammes indicating the outputs, the service delivery indicators and
the actual performance
◆ Transfer payments to institutions indicating the institutions, the
amounts transferred and a report on the institutions compliance with
the PFMA.
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Box 3: Review of the Annual Report of the 10 Departments of Health
With reference to this part of the Treasury Guideline, the 2000/2001 Annual Reports clearly
set out the performance against objectives. The strategic goals with situational snapshots
should set out the achievements for the Departments. The 2000/2001 Annual Reports only
provide statistics in terms of the existing situation. Attention should be devoted to what the
Department intends to do about reducing or changing the statistics to meet the specific
goals.
The strategic objectives should state quantifiable performance measures that can be used to
assess if the Department actually achieved its objectives. These objectives must also relate
to the information that has been published during the Minister of Finances’ Budget speech
and relate to the information that has been published by the national Treasury on Budget Day
in the National Medium Term Expenditure Estimates.
Example:
A programme on decreasing infant mortality rates. This should include the measurable
objective that there would be a 5% reduction. The Annual Report would then contain a
schedule of the previous year’s deaths as compared to the current year’s deaths. This would
indicate if the target reduction has been achieved.

Part 4:

Audit Reports, Financial Statements and other Financial Information

The annual report and audited financial statements must fairly present the
state of affairs of the Department, its financial results, its performance against
predetermined objectives, and its financial position as at the end of the
financial year concerned. The Annual Report must include information
regarding the Department’s economy, efficiency, and effectiveness in delivering
outputs and achieving its objectives/outcomes against the measures and
indicators set out in the strategic plan for the year under consideration. The
annual report must include any other additional financial information that
may be required by Parliament/Provincial Legislature. The use of any foreign
aid assistance (including aid-in-kind), the source of the assistance, the intended
use of the assistance, performance information in relation to the Department’s
use of the assistance, and any pending applications for assistance must also
be reported. The value of aid-in-kind must be reported in South African
Rands.
The Treasury Regulations require that the Department include notes on the
following in the annual report:
◆ Information on the tariffs policy, including any free service(s) that were
rendered, but not taken into account in the budget and which could
have yielded significant revenue
◆ All contingent liabilities incurred during the financial year
◆ Any material losses recovered or written off
◆ Any material losses through criminal conduct, and any unauthorised,
irregular, fruitless and wasteful expenditure that occurred during the
financial year
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◆ The use of foreign aid assistance, detailing the source and intended use
of the assistance, performance information on the Department’s use of
the assistance, and any pending applications for assistance.
An overview of all the Annual Reports indicates considerable variation, with
only the Gauteng Department of Health meeting the majority of the
requirements set by the national Treasury Guidelines.
Table 1:

Annual Reports Meeting the Standard Requirements
General
Information

Human
Resources
Management

Programme
Performance

Audit Reports
Financial
Statements

Eastern Cape

4

3

3

1

Free State

2

3

3

4

Gauteng

4

4

4

4

KwaZulu-Natal

4

3

3

4

Mpumalanga

2

2

3

3

Northern Cape

2

4

3

4

Northern Province

2

2

3

4

North West

4

4

3

4

Western Cape

3

4

3

4

National

3

3

3

4

Key
1 Does not comply at all
2 Limited compliance with requirements
3 Partly complies with requirements
4 Almost complies with requirements
5 Fully complies

Conclusion and Recommendations
Government Departments are becoming more accountable both to the
government and to the public for meeting the objectives within their approved
strategic plans and budget allocations. All Departments must prepare a
strategic plan, which must include details of the Service Delivery Programme
and measurable objectives and outcomes for the particular Medium Term
Expenditure Framework period. The relevant Minister or MEC must approve
this. The approved plan must be tabled at the legislative authority and this
action makes the plans known to the public. The plans can be seen as a
promise of achievement. It informs the taxpayer what the Department intends
doing with its money.
The accounting officer must submit an annual report on the activities of the
Department with the audited financial statements and the Auditor General’s
report on those statements, to the relevant Treasury and the relevant Executive
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Authority. This report is required for the relevant legislature, the media and
the public. The annual report and audited statements must fairly present the
state of affairs of a department, its financial results, its performance against
predetermined objectives, and its financial position as at the end of the
financial year concerned. The annual report must include particulars of any
material losses through criminal conduct and any unauthorised expenditure,
irregular expenditure and fruitless and wasteful expenditure that occurred
during the financial year.
It is required that the annual report include information regarding the
Department’s efficiency, economy and effectiveness in delivering outputs and
achieving its objectives/outcomes against measures and indicators set out in
the strategic plan for the year under consideration.
With the above paragraph in mind the following recommendations are
proposed to enhance the economy, efficiency, and effectiveness of the
Department:
1. The national Department of Health conducts a strategic planning
session to determine a new 3-year (according to the PFMA) strategic
planning process. The nine provincial Accounting Officers and/or Chief
Financial Officers should attend this planning session. Each of the
provinces should then conduct their own provincial strategic planning
session in line with the national plans. This process should be aimed at
standardising data, planning, quarterly reporting performance measures
(each province uses the same indicator for the same function) and
annual reporting. Also the data compilation and information on
monthly budget reports from Vulindlela should be standardised in order
to share information electronically.
2. Clearly defined strategic objectives be determined in the same format
and measurements for comparisons.
3. The objectives must be reflected in the annual budget and reported on
in the quarterly reports and be the basis for the annual reports.
4. Workshops should be conducted to determine meaningful, measurable
performance measures/indicators that can be applied uniformly by all
the Health Departments. This will assist in assessing the future reports
for 2001/2002.
5. The successes or failures in meeting the strategic objectives should be
highlighted in the annual report.
6. The national and provincial reports should be standardised using the
format of the Gauteng Annual Report as the model.
7. Systems should be introduced in order to have the necessary information
available for reporting without having to search at the end of financial
year (effective database information) with monthly reports as the basis.
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HIV/AIDS Financing

8
Paul Whelan
Institute for Democracy in South Africa

There is a complex array of mechanisms through which resources destined for HIV/
AIDS flow to provincial health departments, the key site of delivery of a number of HIV/
AIDS prevention and care services. Much of this complexity has emerged in the last two
years, as the national Department of Health (DoH) sought to establish alternative, perhaps
more cost-effective modes of prevention, care and treatment at provincial level. Provinces
have recently also prioritised and sought to increase the status of HIV/AIDS structures
and the level of resources they receive.
National resources directed towards HIV/AIDS units in provincial health departments
come from two sources: a ‘top slice’ of the national collected revenue and from national
DoH budget. National resource flows are in two forms: application-based conditional
grants and resources in-kind. The chapter looks at how national quantifies and identifies
these resources and the mechanisms through which provinces are required to access
them, and suggests that some of these resources seem to be inequitably distributed.
Some provinces experience problems with the timing of resources and find them difficult
to access.
Resources at a provincial level come either from a provincial health department budget
or a combination of provincial health budgets and a ‘top slice’ of the province’s equitable
share. In most provinces these resources are not quantified on the basis of an intervention
or spending strategies.
Units require considerable budget and business planning abilities to direct all these
resources effectively. Given the lack of coherent strategic plans within provincial HIV/
AIDS units, these skills seem to be lacking. As many of the interventions being introduced
at provincial level are new, well functioning and activity sensitive financial control and
monitoring systems need to be put in place to evaluate and improve the interventions
and the spending patterns behind them. The structure of the financial information
management systems is such that detailed activity reporting is very difficult.
Many resource management challenges arise because HIV/AIDS management
structures in their present form are new. In many cases institutional memory has been
lost over the years through a lack of continuity of staffing.
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The alternative modes of delivery require a huge increase in the involvement of NonGovernment Organisations (NGOs). NGOs working in this field are usually quite small
and newly formed. The Public Finance Management Act (PFMA) provisions, in effect,
mean that only financially competent NGOs can receive transfers of public resources.
For these new delivery modes to be successful, innovative ways have to be found to
both resource NGOs and simultaneously build-up their financial competencies.
This chapter looks at how resources are being directed toward identified interventions
and projects. Some of the incentives that are in place to promote efficiency in spending
are considered. Budgets are examined to determine how they are related to need,
spending capacity and the project costs by looking at budgeting and control processes.
In the case of in-kind resource support, consideration is given to how these are matched
to the needs of the delivery agency.

Mechanisms for funding the provincial response to HIV/AIDS
Introduction

Over the last decade both provincial and national government have financed
HIV/AIDS activities at the provincial level, the main focus of health service
delivery. The national level has tended to fund specific interventions in the
realms of prevention and support for People living with AIDS (PWAs) and
other affected groups, while provinces have financed clinically based
prevention and care responses - the latter mainly through treating
opportunistic diseases and providing palliative care. The national level has
probably taken on these funding responsibilities because provincial health
delivery and financing has been in the process of transformation since 1994.
In addition, HIV/AIDS prevention and support represented a new challenge
for provinces, for which they have had to develop capacity. Until relatively
recently, demand for care has been limited.
In relation to budgeting and resource management, preventative and support
interventions have tended to be resourced through funds specifically
designated for HIV/AIDS, while care interventions have been funded from
the routine delivery budgets of health regions, districts and hospitals (what
can be termed non-designated resources). Where care and clinically based
preventative responses e.g. TB and STD services, have required a change in
treatment protocols, this change may have been supported using designated
funds.
As the epidemic matures, expenditure requirements are spreading to include
not only prevention and social mobilisation, but care and support. Since
1999 the impact of the epidemic is becoming clearer and the government has
begun to emphasise the need for routine public delivery institutions to
mainstream HIV/AIDS interventions, as well as recognising that the epidemic
can only be dealt with by drawing heavily on civil society resources. The
advent of the Community and Home Based Care and Support (CHBC)
interventions, a formal element of the National Integrated Plan (NIP) -
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discussed in some detail later - represents the most focused attempt to mobilise
civil society resources.
A number of problematic features have recently come to characterise the
context in which HIV/AIDS is resourced. At both national and provincial
level, spending on HIV/AIDS has been rapidly prioritised over the last few
years and significant resources have been shifted towards it; the need for the
routine delivery system to respond to care requirements is seen as key. These
shifts are occurring in a context of institutional restructuring in which
provincial resources have been redistributed across provinces and provinces
have largely been given autonomy over these resources. Although government
HIV/AIDS strategies have been revisited over time, the institutions through
which responses are being resourced have tended to be excluded from
consideration.
An analysis framework centred on ‘resource streams’ was developed to look
at how resources are being directed towards identified interventions and
projects. Resource streams are resource flows that start from a relatively
large pool of public funds, are attached to a particular activity-defined
purpose, quantified, given a particular physical and institutional form and
controlled as they move from the source to final spending agent or project
implementor.
The chapter is structured as follows:
◆ A description of the institutional and structural context in which HIV/
AIDS budgeting and spending occurs, including the management tools
used by AIDS structures
◆ The application of a ‘resource streams’ framework to the main streams
of funding, national and provincial, respectively
◆ A consideration of how the funding streams measure up to the
assessment criteria mentioned above.
Unless otherwise specified, five provincial case studies, as well as research on
the national DoH, underpin this analysis.1 The provinces selected - largely
on availability of data - were KwaZulu-Natal (KZN), Gauteng, Northern
Province, Eastern Cape, and the Free State. Research was conducted via
interviews with key programme and finance staff, both from health
departments and treasuries, as well as the study of internal policy documents
and business plans. Unfortunately, difficulty with accessing staff and collecting
data make the level of detail and understanding uneven across provinces.
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HIV/AIDS health units at national and provincial levels
National level

The national DoH has set up a structure at chief directorate level to coordinate the government’s response to HIV/AIDS within the health sector.
The HIV/AIDS Chief Directorate is involved in initiating projects at provincial
level, providing resource inputs to these projects and giving them technical
support.
Provincial level

Provincial health departments have set up specialised units to manage
designated HIV/AIDS activities and their funding. The status of these units
has generally been upgraded since late 2000, except for Gauteng, which has
enjoyed its current status for three years. Units have either been upgraded to
directorate level or there is a stated intention to do so. This increase in stature
reflects the political priority given to the epidemic and the advent of a large
national programme, the National Integrated Plan (NIP).
There are two types of provincial HIV/AIDS units, those that co-ordinate
strategies within the health department (or health-based units) and those
that co-ordinate strategies both within health and between departments (or
interdepartmental units). KZN and Gauteng have interdepartmental units.
For historical reasons, health-based strategies include non-school based
education and information interventions and social mobilisation activities.
Interdepartmental strategies give more emphasis to the role of health
departments in facilitating other government departments to develop HIV/
AIDS responses. Such facilitation occurs through the provision of policy
development and planning support and resources to run interventions.
In the past, the HIV/AIDS clinical prevention and public awareness
programmes were run somewhat independently of routine public health
delivery bodies. For example, district offices through their clinics would run
awareness campaigns, or HIV/AIDS counselling initiatives. However, the
advent of the new interventions in care (Home Based Care (HBCa) and
Prevention of Mother-to-Child-Transmission (PMTCT)) and the combination
of voluntary counselling and testing (VCT), has necessitated involving
hospitals and clinics in running these programmes. These new interventions
are more complex, more dependent on participation of existing delivery
structures, and more resource-intensive. As a consequence of this change,
line managers of districts and regions, such as district managers and CEOs
of health district complexes (districts and regional hospitals) are becoming
more important to HIV/AIDS service delivery. Accordingly, there are moves
to decentralise budgets to them.

a HBC is used to represent the health component of the broader CHBC approach which
involves both Health and Social Development Departments.
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Provincial units make use of a number of resource mobilisation and
management tools, such as strategic plans, business plans, activity budgets
and financial reports.
Except in the case of Gauteng, provinces do not have discursive documents
explaining their strategies, although sometimes they describe their individual
activities in explanatory documents.
Business plans that exist at various levels are the best way to glean a unit’s
strategic responses. A number of provinces have unit-wide business or
operational plans but some of these are deficient; only Gauteng appears to
have a usable business plan.
For strategic and project planning, as well as management and reporting,
units generally use some kind of activity budget related to their business
plans. Deficiencies in business plans are naturally passed onto their associated
budgets. At the time of study, Gauteng was the only province with a
comprehensive, functional activity budget.
The formal financial management used by provinces is structured, with local
variations, in terms of the following hierarchical categories, with each one
wholly containing the next:
◆ Responsibility code which refers to the programme or the main
structure in which HIV/AIDS unit budget is located e.g. District Health
◆ Objective code which refers to the utilisation of funds within a
Programme e.g. for HIV/AIDS Support
◆ Standard or Economic Classification Line Item
◆ Posting Items which are sub categories of Standard Items.
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Figure 1:

Structure of financial information management system as applied by KwaZulu-Natal

RESPONSIBILITY AREA

DISTRICT HEALTH SERVICES

Special
Aids unit

OBJECTIVES

HIV/AIDS
support

Conditional
grant

Personnel
Administration
Stores and livestock
Equipment
Land and buildings
Professional services
Transfer payments
Miscellaneous
Other

STANDARD ITEMS

POSTING LEVEL ITEMS

Salary and wages
Subsistence and transport
Equipment
Miscellaneous
Stores
Medicine
Accommodation

This system does not allow for tracking of funds used for discreet activities
(e.g. HBC). The lowest level of aggregation possible in the system (which
could be used to show expenditure by activity) is the ‘Objective’ code. The
system can only comfortably handle a limited number of these codes. To
minimise the number of codes in use, a range of expenditure items (HBC, TB,
HIV integration, IEC (Information, Education and Communication) etc.)
are assigned to a single code. This practice gives rise to a high level of activity
aggregation, making it very difficult to use the formal system to track activities
and thus generate activity budget reports. Units often have to run parallel
reporting systems.
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Funds to provinces from national level
Resource streams that flow from national level are either funded from a ‘top
slice’ b of nationally collected revenuec or from national DoH’s allocation
from the national sphere’s vertical share of nationally collected revenue (see
Figure 2). The latter can also be referred to as national DoH’s general
allocation.
Figure 2:

Resource Streams flowing to provincial HIV/AIDS Units
NATIONALLY COLLECTED REVENUE

Flows from
national collected
revenue
Flows from the
National
Department of Health

Top Slice

NIP

National vertical share

National
Health
Dept.
Top slice of Provincial
equitable share

Flows from provincial
equitable share and
provincial Department of
Health resources

Provincial vertical share

A Provincial
Horizontal share

Local Government vertical share

NATIONAL HEALTH DEPARTMENT: CHIEF DIRECTORATE HIV/AIDS
National Dept NIP
General allocation

Provincial NIP
Conditional Grant

A PROVINCIAL HEALTH DEPARTMENT: HIV/AIDS UNIT
Earmarked
HIV/AIDS
allocation

Health
general
allocation

In-kind
resources
from National

NIP Health
conditional
grant

b At a generic level, a ‘top slice’ is an allocation of resources to a particular activity from
a total pool of resources, before the pool is sub-divided into shares that go to activities
that routinely receive resources from the pool.
c Other items funded from the top slice of nationally collected revenue include
membership fees to international bodies and poverty relief.
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Funds flowing from the national level to the provinces take two forms:
conditional grantsd or in-kind resources.e
Budgets for in-kind resource flows reside with the HIV/AIDS Chief Directorate
which makes spending decisions, controls and is accountable for the
expenditure. Provinces receive the goods and services resulting from this
spending. There appear to be three main reasons behind the extensive use of
these resource streams:
◆ Given that health budgets are subject to provincial discretion, this
provides a way for the national Department to ring-fence health
resources
◆ Provinces often lack the technical capacity to spend resources effectively
◆ Procurement of certain goods at the national level increases its
economies of scale.
National Integrated Plan for HIV/AIDS (NIP)

The National Integrated Plan (NIP) for HIV/AIDS is the only HIV/AIDS set
of activities funded from a top slice of the nationally collected revenue. The
NIP started in 2000/01 and, at present, its total allocation is projected until
the end of the 2002 Medium Term Expenditure Framework (MTEF) planning
cycle (i.e. 2004/05). The NIP funds:
Conditional Grants: a set of three conditional grants going to the provinces,
one grant going to each of the health, education and social development
provincial departments.f In line with the programmatic structure of the NIP,
the Health Conditional Grant consists of a HBC component and a VCT
component. The grants can only be used to fund the direct running costs of
the programmes, and not the personnel and administrative costs incurred by
provincial departments in terms of the NIP programmes.
In-Kind Grants: the set-up and administrative costs of the NIP for the national
departments participating - health, social development and education. The
national departments have taken on funding some of the direct provincial
costs through in-kind resource flows from their NIP allocations e.g. Assistant
Director and Administrative Assistant posts for NIP programmes. In terms
of this funding, the provinces run the appointment process, but national
must verify the selection decisions. In the health sector, the HIV/AIDS Chief
Directorate provides job descriptions for the posts which can be negotiated
by the provincial units, although national has the final say. The appointees

d Transfers of money from the national sphere to other spheres that are conditional on
certain nationally defined services being delivered or on compliance with nationally
specified requirements.
e Resources that are transferred in kind i.e. actual goods or services rather than in the
form of cash.
f See Chapter 8 “Mainstreaming HIV/AIDS” : The National HIV/AIDS and STD Strategic
Plan for South Africa (2000-2005) and the National Integrated Plan (NIP) for more
details.
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have short-term contracts (one to two years) with the national DoH; it is
envisaged that in the future the staff will simply be taken over by the provinces.
The national DoH bears overall responsibility for the NIP, and houses the
national co-ordinator, the co-ordinators for HBC and VCT and consultants
for the Life Skills programme. This concentration in health reflects the
historical origins of the programmes that make up the NIP. The main decisionmaking body for the NIP is the National Steering Committee (NSC), which
consists of one chief director from each of the national departments involved,
and the overall National NIP Co-ordinator who plays the role of secretariat.2
Determining the quantities

The global amounts for the NIP budgeted over the first three years were not
based on a thorough needs-assessment or costing, and emerged from
consultations between the national Treasury and the three national
departments.
The NSC ratifies all decisions but the national Treasury and the national
NIP Programme Co-ordinators feed into these decisions.
Figure 3:

Division of the NIP fund into National and Provincial allocations
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◆ The global amount is split into programme element allocations (Life
Skills, VCT and CHBC). In the first two years (2000/01 and 2001/02),
half went to Life Skills and the other half was shared between CHBC
and VCT. This pattern will continue in the third year, while from the
fourth year (2003/04) onwards a large portion of the NIP global
allocation will be shifted to the CHBC.
◆ The allocations to national departments to administer and support
the Life Skills, VCT and CHBC programmes are subtracted from the
total programme element allocations and given to the appropriate
national departments based on the cost of their current and projected
roles.
◆ At least for the third year and the years following, the remaining CHBC
programme amount is then split into a health part (i.e. HBC) and a
social development part. At the time of writing it is not known on
what basis this split was made. National programme based coordinators and the national Treasury play an important role in achieving
these splits. These three decisions result in four programme based
amounts i.e. Life Skills, VCT, HBC and the social development part of
CHBC.
◆ The four programme amounts are split horizontally into provincial
conditional grant allocations. For the first two years of the NIP, it is
not known whether the two components of the NIP Health Conditional
Grant (CHBC and VCT) were separated before they were split
horizontally into provincial allocations. The authorities used an array
of indicators that seemed to measure need, capacity to run the funded
programmes and a general commitment and capacity to run poverty
targeted programmes. It is unclear how these measures were combined
to determine the allocations. From the third year of NIP implementation
i.e. 2002/03, the VCT component will be split according to provincial
prevalence rates recorded in the 2000 Antenatal Survey, while the HBC
component of CHBC will be split primarily on the basis of the number
of people without medical aid by province.
Accessing procedures

To access the national grants, provincial DoHs are required to submit business
plans for each component of the grant. The plans should be consistent with
the programme guidelines issued by the national DoH. These guidelines
include permitted expenditure items and project design elements e.g. provincial
DoHs’ administration and personnel items are not permitted. One of the key
design requirements is that programmes be ‘integrated’ with each other,
although provinces seem unclear exactly what this means. In relation to
CHBC, the conception of integration seems be that the health and social
development aspects of the programme should be jointly planned and
managed, and spending should flow from some kind of unified budget. The
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plans require both the approval of national and provincial heads of department
before funds can be transferred. On the reporting side, provincial DoHs have
to submit monthly reports to the national DoH, who in turn submit reports
to the national Treasury.
In the first year of the NIP, 2000/01, conditional grant allocations were only
made known in the second half of the year. In the second year, grant allocations
were only made known just prior to the start of that year. In both these years
no medium term projections for the subsequent two years of the MTEF were
given. For the third year of the NIP, 2002/03, national authorities are
attempting to improve the situation. Provinces will reportedly receive
indicative allocations approximately 6 months before the start of the year
and projections for the subsequent years of the MTEF will be made available
at the start of 2002/03.
Provincial management of conditional grant spending

In terms of internal financial control of the conditional grant funds, the NIP
Health Conditional Grants are taken into the provincial HIV/AIDS units’
budgets in most cases. The financial information systems structure is such
that is difficult to track the spending on the conditional grant components,
and often on the grant as a whole. Frequently, the NIP Health Conditional
Grant has not been given its own separate ‘Objective’ code. Provinces have
attempted to get around this by placing the entire grant under a single Standard
Item (itself under a general HIV/AIDS ‘Objective’ code). Two problems can
arise here. Firstly, provinces cannot easily distinguish between VCT and HBC
funds. Secondly, the used of an inappropriate Standard Item category can
create confusion. In the Eastern Cape, this has created a block in the transfer
of funds when the provincial Treasury questions the logical connection
between the requested payment and the standard item. Where provinces have
created a separate ‘Objective’ code for the conditional grants, they still have
to devise a method for distinguishing between VCT and HBC funds. Provinces
have tended to refrain from creating a separate ‘Objective’ code for each of
the VCT and HBC components, as the system becomes unwieldy as more
codes are added (see Figure 2).

National Department of Health’s General Allocation (Conditional
Grants and In-Kind Resources)
Conditional grant: Prevention of Mother-To-Child-Transmission Pilots

In June 2001 there was no information on the amount of funding the HIV/
AIDS Chief Directorate planned to make available to provinces to fund
PMTCT pilots, or of the form that the transfer would take. At the beginning
of the 2001 financial year provinces were asked to develop and submit business
plans for PMTCT programmes with budgets (but were not given a budget
ceiling to guide them).

147

In October 2001 it emerged that a PMTCT Conditional Grant would be
transferred to the provinces as part of the NIP funds,g but would not be
funded from NIP funds. The 2001 National Adjustments Budgets states that
the PMTCT is funded from ‘savings’ in the HIV/AIDS Chief Directorate.3
The grants were apparently transferred in late October, but at the time of
writing there was insufficient information to analyse how the provincial
PMTCT conditional grant amounts were determined.
In-kind support

In-kind support covers four types of goods and services used by provincial
HIV/AIDS units: NGO services, personnel, condoms, and technical services.

Funding of provincial NGOs
The HIV/AIDS Chief Directorate has set up a National NGO Funding Unit
with its own budget to fund national and provincial NGOs, mainly for IEC
activities. The National Funding Unit’s capacity was increased in 2001 to
improve the management of funds. Provincial NGOs formally apply to the
Funding Unit for funding, the application first being vetted by provincial
HIV/AIDS units before reaching the national office. The National Funding
Unit’s decision to fund a particular NGO seems to be based primarily on the
strength of its application, the track record of the NGO and how the service
on offer by the NGO complements the work of the provincial DoH and the
other funded NGOs. In the awarding of funds, the National Funding Unit
seems to rate the capacity of an NGO to spend effectively above such
indicators such as provincial HIV/AIDS prevalence levels. Gauteng does not
receive any of this funding, because the Funding Unit argues that the province
sets aside enough of its own resources for this purpose and funds should
rather be directed to provinces which have not done so.
Because of information asymmetries arising from the distance between the
National Funding Unit and provinces, it relies on provinces to select and
monitor the NGOs that the National Funding Unit funds. Provinces use the
same structures and procedures to select and monitor these NGOs, as they
do for those that they fund from their own resources. All provinces have set
up NGO Funding Committees to vet applications, with vetting usually
underpinned by departmental procedural requirements. They forward the
applications they would like to see the national level fund and report to the
National Funding Unit on the performance of these NGOs. The monitoring
and support arrangements for NGOs vary across provinces with these
responsibilities usually falling to a single designated person. KZN is testing a
formal monitoring tool and looking at establishing a forum through which
NGOs can share ideas and experiences. In the Northern Province and the
Free State, a single person, the NGO Co-ordinator, undertakes the monitoring
of NGOs, visiting sites, keeping in contact with NGOs and liaising with

g M Blecher, National Treasury, personal communication.
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district HIV/AIDS co-ordinators on the delivery progress of grantees.h
The National Funding Unit has established a number of procedures to ensure
that provinces fulfil their roles effectively:
◆ The Funding Unit has provided guidelines for provinces about the
structures and procedures they could put in place for NGO selection
and expenditure monitoring and control. The idea is that all provincially
based NGOs funded by government, whether nationally or from
provinces’ own funds should be managed through these procedures.
The transfer of public funds to NGOs is now also covered by the PFMA.
The PFMA obliges departments to ensure that the NGOs they fund
have proper financial management and control systems. In the absence
of a written assurance from NGOs about these systems, the departments
have to take measures to ensure that the money transferred is properly
spent. These requirements upon NGOs can include: regular reporting
procedures, audit requirements and submission of audited statements,
regular monitoring procedures, scheduled and unscheduled inspection
visits or performance reviews. The regulations also specify the reasons
for which the department is permitted to withhold payment e.g. agreed
objectives are not attained.
◆ As a number of provinces appear to deploy limited capacity to manage
and monitor public funded NGOs in their provinces, the National
Funding Unit requires that provinces submit an NGO funding
programme plan. This is intended to force provincial units to take
stock of their human and financial resources for funding NGOs and
then develop a plan for NGO funding which lays out their funding
priorties.

Funding of provincial posts
In addition to provincial posts funded from the national’s NIP allocations,
the HIV/AIDS Chief Directorate also funds salaries for a wide array of posts
located in provincial HIV/AIDS units from its general allocation. Part of the
national Government AIDS Action Plan (GAAP) budget goes to fund two
co-ordinators in every province (two Assistant Director posts, for external
(NGOs, CBOs and business) and internal liaison). GAAP is essentially a
nation-wide social mobilisation and media campaign. The HIV/AIDS Chief
Directorate also funds a PMTCT co-ordinator at assistant director level in
each province.

h In Gauteng, the situation differs markedly, as regions and their staff are formally involved
in monitoring and NGO selection is decentralised to regions through a multi-layered
committee structure.
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National procurement and distribution of condoms
The Chief Directorate procures and delivers male condoms to a number of
primary sites in the provinces. The estimate of the total condom requirement
in 2001/02 was based on a consolidation of estimates by each provincial
condom co-ordinator. The co-ordinator’s assessments considered the capacity
of provincial health systems to distribute condoms and the demand for
condoms.
In 2001 the HIV/AIDS Chief Directorate also introduced a Logistics
Management Information System (LMIS) to make condom distribution to
the primary delivery sites more efficient. Prior to the LMIS, sites were provided
with an arbitrary monthly stock allocation which did not take into account
actual needs. The intention of the LMIS is to ensure that sites never fall
below a three-month ‘minimum’ stock level.
Since the implementation of the LMIS in April 2001, according to the HIV/
AIDS Chief Directorate, the store has had a zero stock-out rate. However,
some provincial plans for increasing condom availability and accessibility
were not realised, and thus the provinces’ estimates of condoms needed, turned
out to be overly optimistic. Given this scenario, the estimated requirement
for 2002 has been reduced from the 2001 estimate.
Gauteng procures additional condoms using its own resources. This seems
to be because Gauteng is not completely confident that the national DoH
can supply sufficient number of condoms and the political ramifications of
condom shortages are very high. According to provincial officials, the demand
for condoms is growing in the province and there is some uncertainty of the
extent of this growth. Provincial procurement of condoms allows Gauteng
to have a contingency supply.

Technical services
The HIV/AIDS Chief Directorate also provides a number of technical services
to provinces in support of their programmes, especially those initiated by the
unit. For instance, the Chief Directorate funds training in provinces for a
host of activities and to a range of agents, some outside government e.g. in
KZN, the HIV/AIDS Unit has reported that it intends to access nationally
funded training for NGOs in project management.

Funds from provincial equitable shares
The provincial equitable shares arise from the horizontal division of provinces’
vertical share of nationally collected revenue. Resources can flow to HIV/
AIDS activities from a top slice of a province’s equitable share or from a
provincial DoH’s general allocation which is drawn predominantly from the
equitable sharei (see Figure 2).
i A very small portion of a provincial DoH’s general allocation may be funded by revenue
generated by the province itself.
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The funding streams which flow from provincial sources can all be classified
according to their relationship to the activities of the provincial HIV/AIDS
units and whether they are designated or non-designated HIV/AIDS funds.
Three main streams have been identified:
◆ Provincial HIV/AIDS unit programme budget: Designated funding of
HIV/AIDS unit programme through the provincial HIV/AIDS unit
budget
◆ Other contributions to provincial AIDS unit programmes: Nondesignated contributions to HIV/AIDS programmes by other sections
of the provincial health departments
◆ Indirect spending in the routine delivery budgets caused by HIV/AIDS:
Non-designated service delivery budgets impacted on by HIV/AIDS
activities outside of provincial AIDS unit programmes.
Provincial HIV/AIDS Unit Budgets 4

A unit budget is either sourced from a provincial DoH allocation or a
combination of DoH allocation and a top slice from the province’s equitable
share.

Determining provincial HIV/AIDS units’ total budgets4
In the five provinces, health-based units tend to be funded by the provinces
from the provincial health department allocation in the five provinces. The
HIV/AIDS unit allocations are determined in a number of ways.
◆ Free State: The director in charge of HIV/AIDS is centrally involved in
a highly competitive, negotiated budgeting process in which allocations
are based on ‘crude costs, crude assessments of needs and current costs,
and continuous political lobbying’.j
◆ Northern Province: Top management of the DoH determines global
allocations to the HIV/AIDS Unit with limited input from the Unit
directors. In this case, previous expenditure performance seems to be
the overriding factor in determining the unit’s allocation.
◆ Eastern Cape: The provincial Cabinet prescribes an amount the DoH
should allocate to the HIV/AIDS. To date, this has occurred without
an assessment of need, cost or ability to spend.
Gauteng and KZN have interdepartmental units, which historically have
tended to be funded by a top slice of the provincial budgets determined by
provincial Cabinets, although from 2001 they have also been funded by
provincial DoH allocations. The interdepartmental units take on two broad
groups of roles – those of health-based units and a role in facilitating and
managing responses from other line departments. The two-stream funding
of these units reflects this division, with health aspects tending to be funded
j Personal correspondence with director in charge of HIV/AIDS unit in the Free State.
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by health department allocations and the intergovernmental aspects by an
allocation from the general provincial budget.
◆ Gauteng, the longest established HIV/AIDS Unit, had undergone
extensive costing and service demand estimation exercises in its initial
stages and has been able to refine these over the years. Not only does
it submit medium term expenditure and output projections for its
activities to the provincial Cabinet, when the latter considers the total
unit allocation, but it continually reports to the Cabinet on its progress,
the demand for services and policy developments in South Africa and
abroad.
The provincial DoH transfer is being used to fund interdepartmental HIV/
AIDS interventions run by the DoH. The DoH does have costing information
for its HIV/AIDS services, and thus possible outputs flowing from the transfer
can be readily projected. The DoH, however, appears not to have weighedup output against service demand in determining the amount transferred to
the interdepartmental unit budget. Top health department managers made
the decision and its seems as if the provincial Cabinet’s top slice was adjusted
to accommodate DoH’s transfer. No special adjustment appears to have been
made to the DoH’s total allocation to accomodate the transfer from the DoH
general budget to the interdepartmental unit budget, although the growth in
the total DoH’s allocation for this year was about a percentage point above
last year’s inflation.
◆ The more newly established unit in KZN used less extensive costing
methods to determine the global amount. A number of new projects
were only costed very crudely.
In 2001 the budget of a pre-existing interdepartmental unit (funded by a
provincial Cabinet allocation) was amalgamated with the budget of a preexisting health-type unit (funded directly by the provincial DoH), and both
budgets were simply increased by a rate approximately equal to the rate of
price inflation in the last year. A third amount, matching the national
conditional NIP grants was added from the provincial DoH’s allocation.
To ensure the allocations for interdepartmental units are sufficient, therefore,
entails two separate planning processes based on clear notions about what
each stream should cover. More research is required to determine whether
this is the case. In KwaZulu-Natal the department’s provision of an allocation
which closely matches the NIP Health Conditional Grant amount suggests
that the DoH appreciates that the NIP grant does not cover key administration,
management and staffing costs associated with the implementation of NIP
programmes. At the time of research, it was not clear on what this matching
amount was to be spent.

Determination of detailed activity budgets
The five provinces studied used different methods for drawing up their detailed
activity budget:
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Gauteng: Gauteng’s interdepartmental joint business planning process is the
most sophisticated approach. Once the annual global unit allocation is
determined, the interdepartmental HIV/AIDS Unit facilitates a planning
meeting which includes all departments and key civil society sectors. In
preparation for the meeting the unit adjusts the previous MTEF activitybased figures (on the basis of new costings and the new global allocation)
and makes these available to departments. In theory the annual meeting serves
to co-ordinate AIDS activities already being planned by departments and to
work out which activities should be funded from the unit budget. Once these
decisions have been made, departments do their detailed business plans for
unit-funded activities and submit these to the unit for compilation into a
unified annual plan. The head of the DoH vets the plan, taking into account
the proposed interdepartmental split of resources and their delivery records.
Eastern Cape and Free State: The Eastern Cape and Free State used a
combination of historical increments for pre-existing activities and crude
costings for new activities to determine their activity allocations. These
allocations are fitted into the pre-determined total budget allocation.
Frequently the amounts linked to new or newly prioritised projects were
based on judgements of the relative importance of likely spending demands
of the new projects in relation to other project allocations and the global
unit budget.
Northern Province: At the time of doing this research, the Northern Province
lacked a workable activity budget as there was confusion over which business
plans and associated budgets were valid.k
KwaZulu-Natal: In 2001 the KZN HIV/AIDS Unit Director asked activity
co-ordinators in the unit to submit detailed plans and budgets in the absence
of any guidelines on their budget ceiling. While this process may generate
good costing information, the Unit Director has to now fit these business
plans into the total unit allocation, which may lead to arbitrary activity budget
cuts and necessitate replanning.

Provincial Funding of Nationally Directed Programmes
All provinces allocate amounts to VCT and/or HBC programmes in addition
to the NIP Health Conditional Grants received by the provincial AIDS units
from national. This raises issues of which funds flow to which parts of these
programmes.
In KZN, the HBC part of the NIP Health Conditional Grant is managed
separately from the amount the province itself allocated to HBC, each being
spent on different sub-projects. The provincial HBC allocation appears to be
based on some kind of activity budgeting and mainly covers established
activities, with a few new ones added. The provincial money allocated to
VCT is used for specific activities intended to complement the NIP conditional
k The Northern Province had appointed a Director to the HIV/AIDS unit, a newly created
post, from outside of the province just before the research was concluded in the province.
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grant-funded VCT activities. Similarly in the Eastern Cape, the additional
VCT funds from the provincial HIV/AIDS Unit budget are linked to particular
purposes separate from the conditional grant. In the Free State, the provincial
amount allocated to HBC is supposed to serve as a buffer to absorb any
over-expenditure on activities covered by the grant. The amount appears
arbitrary.
In the Eastern Cape the provincially funded PMTCT activity line item has
deliberately been inflated to act as a kind of contingency reserve for other
HIV/AIDS interventions. The intention is to use the budget for unplanned
spending on medicines that might arise from VCT.

NGO funding and transfer mechanisms
Provinces frequently have a particular fund for NGO funding, although the
use of the fund varies from being restricted to certain activities to being quite
open. In most provinces, it seems that NGOs can also be given grant funding
from project/intervention funds.
In some provinces individual allocations to NGOs might be quite small e.g.
KZN and Free State where the annual payments range from R5 000 to
R25 000. The Free State has spread its funding over numerous NGOs
(approximately 80 in 2001).
Transfers to NGOs usually occur in the form of annual grants which are
often paid in instalments subject to adequate performance, financial control
and reporting which is all specified in an agreement or contract between the
NGO and the unit. KZN, in contrast, appears to have a highly bureaucratic
system for releasing funds to NGOs. Each NGO submits receipts on work
undertaken which are processed by the unit. Receipts go via the NGO Funding
Portfolio Manager to the Chief Administration Clerk in the DoH. This long
process often results in mistakes or delays. At the least, NGOs are paid 3
weeks to a month after submitting claims.
Contributions from sections outside of the provincial HIV/AIDS units

Bodies in a provincial health department, besides the HIV/AIDS unit, end up
contributing resources from their own non-designated budgets to programmes
run by the HIV/AIDS unit. For national NIP grant-funded activities, this is
consistent with the requirement that NIP conditional grants not be used to
cover department associated staffing and administration costs. The resource
contributions might be:
◆ Incidental expenses e.g. time to attend training courses, transportation
to courses, management time for attending courses
◆ Direct expenditure required for a particular activity e.g. setting up
step-down facilities,l rendering STD control services, distributing
l Facilities in which recuperative or palliative care is provided at levels of service below
that of a conventional hospital ward.
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condoms, administering HIV tests.
Where contributions support long-established interventions that have been
mainstreamed for a number of years already e.g. TB and STD Management
and Control, health bodies tend to budget fairly adequately for them.
However, when contributions are required for new interventions, provincial
HIV/AIDS unit directors tend to be concerned that contributions are
insufficient.
Routine service delivery budgets impacted by AIDS

In 2001 the national Health Department estimated that provincial health
departments collectively would spend nearly R4 billion on treatment and
care of AIDS-related illnesses in 2001.5 This figure excludes spending on
prevention programmes. The estimate is based on demographic projection
models and the costs of treatment and care currently observed in the public
health sector. The estimate excludes the effects of alternative modes of HIV/
AIDS service delivery on spending, and of rationing of HIV/AIDS care by
provincial DoHs.m However, it is difficult to ascertain whether the figure has
been divided by province or whether it has been projected in the future. If
not, presumably the model can be adapted to produce provincial estimates
and projects. If so, the model represents a useful budget planning tool for
provinces.

Some of the challenges and issues with funding streams
National funding of provincial posts

The practice of funding provincial posts increases provincial capacity but
can also create new difficulties:
◆ The staff are accountable to two, often opposing principals, the
provincial units and the national DoH, raising problems for the
management of the staff
◆ The shortness of the contracts on offer may deter better candidates,
and discourage the province to invest in the development of the
appointed staff
◆ When national terminates funding of salaries at provincial level, the
provinces must undergo a time-consuming, bureaucratic process to
shift these posts onto the provincial payroll and structure
◆ The provinces may not be able to afford the staff.
From the perspective of the provinces, the content of nationally funded posts
in provincial offices seems to be decided on without reference to the provincial
AIDS unit. For instance, in KZN, Assistant Director posts for VCT and HBC

m M Hensher, National Health Department
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already existed before national informed the province it would pay for these
portfolios. The AIDS Unit was unable to convince national to spend the
available funds on other staff posts instead.
NGO grants

Application requirements and assessment: NGOs selected for funding must
meet certain requirements to receive funding, including the submission of
adequate business plans. These requirements allow the provincial co-ordinator
and National NGO Funding Unit to monitor projects and be aware of
potential problems, but they also slow the process down considerably from
the perspective of the grantees. Where NGOs have difficulty fulfilling
requirements, NGO capacity building projects, mentioned as a priority by
all provinces, are meant to go some way in addressing this.
At the national level, the NGO Funding Unit seems to be predominantly
concerned with identifying and funding provincial NGOs that can spend
effectively, rather than distributing and disbursing funds to provinces on the
basis of relative demand for public HIV/AIDS services. Given the shortage of
experienced NGOs, this focus is probably correct, although this should be
accompanied by programmes to build NGO capacity. Once strong enough
NGOs emerge at the provincial level, the Funding Unit should move to
distribute funds on the basis of the relative need for HIV/AIDS public services.
The exclusion of Gauteng from national NGO funding on the basis that they
provide an adequate level for funding using their own resources is both unfair
and provides a perverse incentive for them to cut their funding of NGOs.
Audit requirements: Audit costs are also a burden for smaller NGOs. Treasury
requirements call for a chartered accountant to conduct the audit; the National
Funding Unit and grantees have hit difficulties with fraudulent, very expensive,
and time-consuming audits. To address the problem, the Directorate is
considering the idea of appointing a chartered accountant to conduct all the
grantee audits. How this would work has not been sorted out yet.
Limited grant oversight capacity at provincial level: The national NGO
Funding Unit has stipulated that each province can recommend no more
than 15 NGOs for a first reading or consideration by national. The national
NGO Funding Unit has sufficient funds to supply more grants, but the capacity
does not generally exist at the provincial level to manage the current number
of grantees adequately. For example, the Free State and Northern Province
each have a single person to monitor and support NGOs. The requirement
that provinces submit a NGO funding programme plan is a rather blunt
instrument to get provinces to deploy more capacity.
NGO payments: In some provinces, NGO payment systems are very
cumbersome and costly to run e.g. receipt-based payment in KZN.
Furthermore, at present, the national system can put provinces in a
troublesome position. One province has reported that the approval of business
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plans submitted by NGOs to national department has been slow in 2001.
When the lengthy approval process at the national level delays payment of
grants, provincial co-ordinators can become the middle-man in conveying
NGO frustrations to the national level. (Furthermore, the lengthy approval
process can have the effect of interrupting services.)
Conditional Grants

Information about allocations: The complications and delays in the approval
of business plans disrupts implementation, especially in the first year (2000)
of implementation of the NIP.
In 2001 provinces only received notice of their conditional grant allocations
very close to the start of that year. This has two negative consequences. Firstly,
detailed planning for non-HIV/AIDS health activities on the basis of complete
resource envelopes can occur earlier than detailed HIV/AIDS planning, leading
to co-ordination problems in planning. Secondly, detailed planning may be
rushed in the limited time available before the start of the financial year. In
addition, provincial departments were not provided with projections of their
grant allocations for the subsequent years of the MTEF, making forward
multi-year planning impossible. It seems that these problems will, however,
be addressed for 2002 and subsequent MTEF years.
Project design and implementation requirements: Some provinces appear to
be finding it difficult to integrate NIP projects in the manner prescribed in
national policy documents. There is very limited integration of HBC projects
being run through Health and those being run through Social Development
at the level of administration of activities (e.g. through the integration of
budgets).
Gauteng feels that the lack of progress is because the present budgeting and
accounting system is not amenable to this type of interdepartmental
integration. They feel that service delivery agencies should aim at providing
services which are integrated from the user’s perspective. i.e. by improving
referral systems and creating complementary services. In this context, service
providers must administer services separately on the basis of clearly defined
roles and only conduct service delivery planning jointly.
Budgeting process

In some provinces, provincial prioritisation of HIV/AIDS has lead to the
arrival of large amounts of money ring-fenced for HIV/AIDS. In the absence
of a history of spending on HIV/AIDS, it is unclear how these amounts are
meant to be translated into department/programme allocations. This often
leads to a build up of activities/amounts to reach a preset target amount
without proper costing and assessment of the capacity required to deliver
these activities. The poor costing of projects, especially for new initiatives,
can lead to poor total unit budget costing.
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Other problems are evident with the budgeting process:
◆ Provincial AIDS units and the health finance sections may have different
approaches to getting health regions and districts to start planning
and budgeting conscientiously for HIV/AIDS services, especially the
alternative prevention and care approaches. The sudden allocation of
large amounts to a provincial AIDS unit may mean that established
projects that are already meant to be covered by regional or district
budgets are kept on the provincial HIV/AIDS unit budget, along with
new ones, in a bid to minimise underspending. This may set up
precedents in spending that disrupt the functioning of the unit budget
and gives negative incentives to clinics and other health institutions to
shift spending to units and not budget properly e.g. the Eastern Cape.
◆ Regions and districts are usually expected to contributen to provincial
HIV/AIDS unit interventions, although the expected contributions are
not usually made explicit timeously in the budget process. The budget
process is not providing for enough co-ordination and communication
between the provincial HIV/AIDS units and the regions. Given the
limitation of the financial management system, HIV/AIDS units can
often not detect whether the districts has budgeted enough.
◆ Conditional grant business plans and provincial budgets and plans for
the same activities (VCT and HBC) are drawn up separately and
without reference to each other. Provincial unit plans may be drawn
up without anticipation of conditional grants. One of the contributing
factors behind this in 2000 and 2001 is that there were no MTEF
projections on conditional grants, and provinces were informed of their
allocation very late in their budgeting processes. This can result in:
(a) ‘double funding’ of activities
(b) doubling of effort if both sources used
(c) no real sense of how slightly different sets of activities within the
same basket, funded by different sources, align.
◆ In some provinces difficulties arise when the managers of individual
interventions are required to develop their intervention budgets from
the bottom-up while concurrently the total allocation is essentially
handed to the unit in a top-down fashion. In the case of KZN in 2001,
although the top-down process preceded the bottom-up, intervention
managers were given no budget envelopes to guide them. As a result,
when the individual intervention budgets are summed together they
do not equal the total allocation. The bottom-up and top-down versions
of the budget must then be reconciled – a slow process with high
transaction costs and which likely leads to arbitrary cuts.
n The HIV/AIDS Units expect in-kind contributions from regions and districts. In-kind
contributions obviously have financial implications and ultimately have to be budgeted
for.
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Financial management system and budget control

Firstly, the system does not allow for tracking of expenditure on particular
projects and thus makes monitoring and control, vital when trying to pilot
new services and mainstream them, very difficult. Secondly, this system also
makes reporting on conditional grants difficult.
The following are examples of how the system causes difficulties for the
provincial HIV/AIDS unit in planning and running programmes:
◆ The misallocation of conditional grants/project budgets to incorrect
line items disrupts the flow of funds because the provincial HIV/AIDS
unit cannot justify the expenditure authorisation if it is presented in
an incorrect form
◆ In general, provinces have no capacity to track what expenditure is
attributable to HIV/AIDS, e.g. there is no database ability to analyse
pharmaceutical purchase trends. There appears to be no way to ‘tag’
HIV-related expenditure in the systems.

Conclusion
In regard to the flow of financial resources to provinces, the beginning of the
NIP programme was marked by very poor signalling to provinces about the
amount of resources they would receive in both short and medium term,
making programme planning very difficult. Signalling seems set to improve.
Given that the conditional grants cover neither the costs of administering the
programmes nor the health personnel required to implement the programmes,
whether provinces will be able find the resources required to fund significant
parts of the programmes remains key. At present these funding decisions
seem often to be left solely to the region, district and hospital managers.
Some of these factors probably lie behind the limited spending that occurred
on the NIP conditional grant by mid-year of 2001, although more investigation
is required to pinpoint the precise reasons.6
Sometimes provinces are unable to utilise the contributions from national
because of poor timing of their delivery or poor communication and planning
regarding what the provinces need. This lack of usefulness may result from
the physical form that resources take, the quantity and quality of the resource,
and the time at which the resource arrives.
The rapid increase in the priority given to HIV/AIDS spending often leads to
resourcing decisions which are divorced from an analysis of the ability to
spend or an analysis of the costs of delivery. Resources could be locked out
of more successful areas of health spending as a result.
The initial centralisation of support and funding for HIV/AIDS interventions
is a valid response in the short term. However without adequate systems for
monitoring and controlling spending and project implementation, there is a
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danger that central units will not be able to play their role effectively. The
lack of well functioning activity-based financial monitoring systems is a key
weakness in this respect.
The interdepartment approaches used by some provincial HIV/AIDS units
may hold potential for increasing the mainstreaming of HIV/AIDS
interventions in that it gives departments some project experience and
knowledge about the costs involved. However, without incentives and other
institutions that force departments to start mainstreaming, the response could
be slow.
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Despite a comprehensive national HIV/AIDS/STD Strategic Plan for SA, HIV prevalence
has continued to increase, indicating inadequate implementation of the plan. The human
rights approach was explicitly endorsed as being one of the guiding principles of the
plan.
The targets for life skills education programmes are ambitious but achievable. Some
provinces are already well ahead of these targets. Whilst condom availability has greatly
improved, their use is less than ideal. The importance of STIs as a key HIV prevention
strategy has not been fully grasped. The success of implementing VCT has varied greatly.
During 2001 the provision of PMTCT services became a contentious issue. Following
the Durban AIDS Conference, the DoH made a decision to implement a PMTCT ‘pilot
programme’ in 18 sites. A key focus of the national strategy should be the implementation
of a clearly defined package of treatment and care. The Pro TEST TB/HIV pilot districts
have demonstrated the feasibility and effectiveness of doing this. Notwithstanding the
need to improve the clinical care of patients living with HIV/AIDS, including the need to
set up pilot antiretroviral treatment projects, Home Based Care networks will need to
expand.
SA has created one of the most progressive and far-sighted policy and legislative
environments in the world. Despite the existence of a well thought out plan, sufficient
time, a large economy to draw on, a reasonable pool of skilled health and education
workers and a sophisticated media, these policies and laws have not been adequately
implemented and have not impacted significantly on the ground. Factors responsible
for this include: poverty and inequality; a public sector undergoing restructuring at every
level; a high turnover of staff; a lack of effective leadership; and a failure to mainstream
HIV activities at all levels of society. The problems of leadership have been partially
counter-balanced by a re-emergence of health activism and social action to combat
the epidemic.
This chapter illustrates a number of areas requiring a mind shift including leadership;
gender relations; health worker training and attitudes; and societal denial and
stigmatisation. Underlying some of these problems is the lack of an effective human
rights approach to HIV/AIDS. A large number of South African nurses, doctors, teachers,
parents and persons living with HIV/AIDS have worked beyond the call of duty to deal
proactively with HIV/AIDS. It is now necessary to ensure that this is complimented with
a stronger institutional and societal response.
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Introduction
Despite a comprehensive HIV/AIDS plan,1,2 there has been a continuing
increase in the prevalence of HIV in South Africa. This is an indication of the
inadequacy of the implementation of the plan. Although the epidemic has
been in our midst for over a decade, the country, with all its resources, is still
far from having a response that is commensurate with the seriousness of the
epidemic.
The spread of the disease has been facilitated by an AIDS campaign which,
despite localised successes, is insufficiently mainstreamed. The campaign is
fragmented and fractious; does not prioritise certain key interventions; and
suffers from insufficient leadership from many sectors of society, most
noticeably from national government. This chapter aims to characterise the
state of the epidemic, describe some of the key HIV/AIDS activities underway
in the country and analyse the reasons behind the campaign’s inability to
effect a sufficient impact on the epidemic.
A coercive approach to the epidemic is essentially one where attempts are
made to force people to be tested, or to behave in a particular way. Prevention
activities are portrayed as a war or moral crusade against an external threat,
and people with the disease consequently feel isolated. The approach is
discriminatory and often leads to the blaming and exclusion of people
suspected of being infected. The judgmental tone of the coercive approach is
often accompanied by individuals externalising HIV, and viewing it as
someone else’s problem, especially that of ‘amoral’ members of society.
The consensus that a coercive approach to controlling HIV drives it
underground and encourages its spread, has led to a human rights approach
in SA. This approach seeks to empower individuals and communities with
the knowledge and means to avoid infection; strives to encourage the whole
population to acknowledge their vulnerability to HIV; encourages a positive
and informed willingness to undergo voluntary HIV testing and a response
to infected persons which includes providing adequate care, support and
treatment. As a consequence infected persons are likely to be treated with
greater inclusion and dignity.
The human rights approach was explicitly endorsed as being one of the guiding
principles of the national HIV/AIDS Strategic Plan (2000-2005)2, and this
review will evaluate progress within the spirit of a human rights approach.

Describing the HIV epidemic
The HIV/AIDS epidemic may be characterised in three ways.3 The first is in
terms of HIV infections. Based on the antenatal HIV prevalence survey in
October 2000 24.5% of all pregnant women were HIV positive. This
translates to approximately 4.8 million South Africans and nearly 20% of
all 15-49 year olds infected with the virus,4 and indicates the enormity and
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magnitude of the problem facing the country. The trend highlighted in Figure
1 suggests that the prevalence of HIV may be levelling off. However, since
the antenatal survey measures prevalence (the total number of people infected
with HIV), and not incidence (people recently infected), the levelling off reflects
a combination of a reduction in the rate of increase of new infections, and of
the increasing number of deaths due to AIDS.a
A positive finding of the antenatal HIV prevalence surveys is the decrease in
the prevalence in the under 20 age group from 21% in 1998 to 16% in
2000. Because deaths due to AIDS are very uncommon among teenagers, the
prevalence in this age group comprises mostly new infections. The reduction
in prevalence may therefore reflect an actual reduction in incidence. This is
corroborated by evidence that 55% of sexually active teenagers report always
using a condom when they have sex,5 and that syphilis prevalence rates have
dropped from 11% to 5% in pregnant women over the past three years.
National HIV prevalence trends among antenatal clinic attendees in South Africa: 199020004
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a The Actuarial Society of South Africa 600 (ASSA600) model whose projections have
this far been fairly accurate, projects that the HIV prevalence will stabilise by 2005/6.
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The second way of characterising the HIV/AIDS epidemic is in terms of the
number of people who are sick with AIDS and who die from it. AIDS related
illness usually occurs several years after HIV infection. In 2000 it was
estimated that 40% of all deaths in the age category 15-49 were due to
AIDS. In some age groups mortality rates have increased by 350%6 (see
Figure 2), and average life expectancy in South Africa has decreased from 66
years to 47 years, due largely to AIDS (see Figure 3).7 A further consequence
of the AIDS epidemic is the doubling of the TB incidence in many parts of
the country over the last three years,8 and the large proportion of hospital
beds occupied by patients with AIDS.9
The cost of AIDS to employers is likely to be large. Up to 40-50% of employees
could be lost by some companies.10 It is estimated that 70 000 new teachers,
about the same number of teachers as those employed currently, will be needed
by 2010.11 In the health sector it is estimated that 5% of dentists and 23% of
student nurses are HIV positive.12
Projected numbers of people living with HIV, sick with AIDS and the accumulated AIDS
deaths (ASSA600)6
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The impact of HIV on life expectancy in selected African Countries7
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The third way of characterising the epidemic is in terms of the extent of
stigma, discrimination, blame and collective denial in the country. In SA, this
is demonstrated by the fact that while 4.8 million South Africans are infected
with HIV only 0.5% believe that there is somebody infected with HIV in
their family.13 In the Northern Province 8% of youth do not believe in the
existence of HIV/AIDS, whilst 61% assume that AIDS is not on the increase.14
The difficulty those who are HIV positive have in disclosing their status is
demonstrated by a survey of 726 HIV+ patients at two sites in KwaZuluNatal, which found that 65% and 92%, respectively, had not told anyone of
their status.15

The National HIV/AIDS and STD Strategic Plan for South Africa
(2000-2005) and the National Integrated Plan (NIP)2,16
The National HIV/AIDS and STD Strategic Plan for South Africa, 20002005 (called National Strategic Plan) contains 37 objectives arranged in four
priority areas: prevention, treatment, care and support, research and human
rights. To ensure adequate prioritisation of the key objectives, the government
launched the National Integrated Plan (NIP) in January 2000. The NIP is a
joint venture between three Departments (Health, Social Development and
Education), intended to implement three key interventions of the National
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Strategic Plan: Life Skills education, Voluntary Counselling and Testing and
Home/Community Based Care and Support. The three interventions are
particularly targeted at children and youth and will receive R450 million
over the next three years (and thereby consume the biggest chunk of HIV
spending). This section of the chapter reflects on progress with these and
other key aspects of the National Strategic Plan and NIP.
Life skills

The introduction of a formal life skills programmes in schools is envisaged
to be the key intervention in the NIP. The goal of the programme is to ‘assist
youth to acquire knowledge, develop skills and establish values that will
enable them to make responsible choices and grow-up healthy’. 16 The
importance of this intervention is highlighted by the National Youth Survey
that found:13
◆ 39% of sexually experienced girls had been forced to have sex when
they did not want to
◆ 35% of sexually experienced boys agree with the statement that ‘having
many sexual partners means I am cool or hip’
◆ 16% of sexually experienced girls said that they have had sex in
exchange for money, drinks, food or other gifts.
The targets for the percentage of schools (primary and secondary) offering
the life skills education programme are ambitious but achievable. These targets
are 20% in 2000/2001 and an additional 40% in each of the subsequent two
years. Some provinces are already well ahead of these targets. Gauteng for
example, has implemented the programme in 84% of secondary and 76% of
primary schools.17
However, the fact that some kind of ‘implementation’ has occurred says
nothing about the quality of life skills education, the extent to which it has
been internalised and practiced by all teachers, or the impact of the programme
on youth behaviour. A review of the life skills programme in KwaZulu-Natal
found that although two teachers per high school were trained as early as
1997, the ‘lack of adequate initial teacher training, and/or ongoing teacher
support’ coupled with the fact that the subject was not recognised by other
teachers meant that the programme’s ambitious goals have ‘fallen flat’.13 James
argues that “however well-intentioned and well-designed the training
intervention was, it could not take root in a school setting where existing
ideologies and practices were not likely to nurture it.”5
A recent ‘study tour’ of HIV in rural areas, organised by the Health Systems
Trust and the provincial DoH, visited a school which had been ‘officially
reached’ by the life skills programme. The school had had one of its teachers
extensively trained in life skills education. However, upon returning to the
school, staff shortages and the lack of any on-going support or supervision
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from the provincial office, effectively meant that no life skills programme
had been properly implemented.b
The need for more commitment to a schools-based intervention is further
highlighted by a Human Rights Watch study conducted in 2001 which found
that ‘sexual abuse and harassment of girls by both teachers and other students
is widespread’ in many South African schools. A 1998 Department of Health
survey of rape victims found that 38% said a schoolteacher or principal had
raped them.18
Other interventions that have recognised the importance of changing the
behaviour and attitudes of the youth include the significant work done by
Soul City and loveLife.
Access and use of condoms

The provision of condoms in the public sector in South Africa has risen from
6 million in 1994 to 250 million in 2000/2001. This is a huge increase in
availability.19 A recent prospective review of the fate of these free male
condoms found that five weeks after distribution, 44% had been used in sex
and only 9% had been lost or discarded. 20 These are very positive findings.
On the other hand some reviews have found that many health facilities are
only providing condoms on request, thus reducing their accessibility.21
Whilst the availability of condoms has greatly improved, some studies note
that the use of condoms is less than ideal. A study conducted in the mining
community of Carltonville revealed that men use condoms in less than 25%
of contacts with non-regular partners.22 The need to develop a regular system
for the surveillance of risky behaviours has been recognised by the public
health community and by the Department of Health. Some pilot Behavioural
Surveillance Systems (BSS), have been set up but at present there is no BSS
covering the country.
One of the reasons for the low usage of condoms may be the difficulty of
accessing condoms in an inconspicuous manner: although 83% of sexually
experienced youth agree that using a condom is the best way to avoid
contracting HIV, 70% say that buying or obtaining condoms is very
embarrassing.13 So, although the condoms that are distributed are being used,
not enough are used, and there remains a need to increase the availability
and the social marketing of condoms.
One area of progress in the last 12 months has been the continued piloting of
the female condom, which offers hope and protection to women. Experiences
from the 27 female condom pilot sites have been generally successful, and
the number of sites providing female condoms is being expanded to 117.23

b Dr Wendy Hall, Health Systems Trust, personal communication.
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Improve the management of Sexually Transmitted Infections
(STIs)
The control of STIs is one of the most cost-effective and important strategies
for reducing the spread of HIV.c The Department of Health has organised a
great deal of training on proper case management in the last few years.
However, the importance of STIs as a key HIV prevention strategy has not
been fully grasped.
The lack of appreciation of the public health importance of adequately treating
STIs within the public sector is illustrated by:
◆ STI co-ordinators posts not being filled
◆ Lengthy periods where indispensable STI drugs are out of stock at
clinics
◆ Poor adherence to national treatment guidelines
◆ Low numbers of STIs diagnosed.
Box 1: Case Study – Kopano, Free State
In order to improve the control of STIs, the national STI Initiative was set up to develop a
number of best practice sites. Some successes and a number of lessons have been
generated. In Kopano District, an integrated programme of joint planning with the District
Management Team led to the formation of an STI Working Group and the introduction of three
6-monthly cycles of training and evaluation. The District STI Quality of Care Assessment
(DISCA) toold was used to evaluate the quality of STI services. In 18 months, the percentage of
clinics providing correct syndromic treatment for STIs increased from 64% to 86%, and the
number of partner contact slips that were handed out increased from 156 to 1 122.
A review of the factors behind these Kopano successes highlighted two key factors: firstly, the
District Health System was better established in Kopano, and secondly, the members of the
STI work group were highly motivated and their zeal drove the whole process.24

Previous reviews have also indicated that the quality of care of STI treatment
in the private sector is generally poor.25 Despite the fact that the private sector
sees the majority of STI clients in the country there is no strategy by
government to address this public health priority. This is a serious gap within
the national HIV programme.
A symposium on the management of STIs within the private sector was held
in November 2001 and attended by a variety of stakeholders including SAMA,
the Health Professions Council, the Academy of Family Practitioners, the
DoH and academic institutions. This symposium confirmed the need for
action targeting the private sector.
c The control of STIs via the syndromic approach has been shown to reduce the spread
of HIV by up to 40% (See Grosskurth H. Control of sexually transmitted diseases for
HIV-1 prevention: understanding the implications of the Mwanza and Rakai trials.
Lancet 2001; 353: 1981)
d The DISCA tool is a tool to assess the quality of STI services, and is divided into
several sections covering access, infrastructure, routine data, staffing, training,
management of STD syndromes.
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The symposium also highlighted a number of important success stories that
have occurred within the private sector such as the Lesedi and Carltonville
projects that have been focused on the control of STIs within the mining
industry. One of the innovations of these projects has been the use of a strategy
called Periodic Presumptive Treatment (PPT). PPT involves the regular (hence
Periodic) mass administration of a broad-spectrum antibiotic (azithromycin)
to all women at high risk regardless of their clinical condition. In this project
a well-defined high-risk group, viz. commercial sex workers, were given mass
treatment with the purpose of treating symptomatic and asymptomatic STIs.
While some people without an infection will inevitably be treated, in both
Carltonville and Lesedi, the strategy has led to a 50% reduction in the
incidence of STIs in the male populations of these towns. In Lesedi, it has
been further estimated that the decrease in STIs could translate into a 46%
reduction in the spread of HIV.26

Voluntary Counselling and Testing (VCT)
The elevation of VCT to one of the three key programmes in the NIP is based
on a considerable body of evidence that shows that increasing the proportion
of persons who know their HIV status will help reduce HIV transmission
rates. At an individual level, undergoing the process of VCT is a powerful
tool in effecting positive behaviour change. People who test positive are more
likely to take steps to protect their partner, and people who test negative are
more likely to take steps to ensure that they stay negative.e,27-29
Perhaps more important are the population level benefits. Currently less than
10% of those infected with HIV know that they are infected. The vast majority
of HIV infections are therefore being transmitted by people who are unaware
of their HIV positive status. The stigma and denial around HIV have resulted
in most South Africans regarding HIV to be a problem of other groupings,
and therefore very few South Africans see the need to be tested. A national
VCT programme led by the leaders of all sectors of South African society
would help to undermine the stigmatisation and denial that is helping to fuel
the epidemic.
The NIP aims to have VCT offered in all health facilities within 3 years. It
also aims to promote uptake so that 12.5% of the sexually active population
has been be tested by 2004. The DoH has developed training manuals and a
set of minimum standards for counsellors, and the provinces are responsible
for implementation.30,31
Two positive innovations that have been introduced are the use of lay
counsellors and rapid HIV tests. The rapid tests are done while the client
waits, and as a result the proportion of clients getting their results has increased

e

It is estimated that one HIV infection is prevented for every 10 persons undergoing
VCT. Naidoo P. TB/HIV issues for the medium term development plan (Unpublished).
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from between 10% and 80% to over 99%.32 Lay counsellors help to reduce
the workload of health workers, and the quality of the counselling they offer
may be better than that offered by nurses.33
Setting up an effective VCT service requires a large number of different
activities, such as a mentoring and support programme, an adequate
information collection system, setting up of post test support groups, and
the provision of a package of care to those who test positive. The success of
implementing VCT has varied greatly. In most provinces, fairly large numbers
of counsellors have been trained and 4-6 sites per district have been selected
as sites for the implementation of the rapid tests.
The general failure of health workers to promote VCT has been a further
challenge. Despite patients with TB (of whom nearly 50% are HIV positive)
or STIs being in the high-risk category, few are offered VCT. A 1999 evaluation
of HIV/AIDS Counselling concluded, ‘the impact and reach of counselling
(relative to its potential) is relatively narrow and limited…. counselling services
in the main remain underdeveloped and under resourced, constrained by
issues of competence, policy obstacles, lack of co-ordination and a lack of
resources.’33
One way of providing further impetus to the VCT programme would be to
expand the number of lay counsellors and the proportion of these that receive
some form of remuneration. Provinces that are paying lay counsellors, or
providing them with a stipend, have had more successful VCT programmes,
and other provinces are considering adopting this strategy.f
The four original Pro TEST TB-HIV Pilot Districts provide examples of how
to overcome the obstacles in the way of providing a prioritised package of
HIV/AIDS/STI/TB prevention, care and support services. The priority
components of this package are DOTS, VCT, STI syndromic management,
condom promotion and providing basic HIV/AIDS clinical services. The sites
are called Pro TEST because of the central aim of increasing access to a VCT
programme as an entry point for access to a wider set of services and health
promotion activities.
In the Central District of the Western Cape, when Pro TEST started in 1999,
the district was testing 293 persons per quarter for HIV, which is equivalent
to 0.4% of the adult population per year. Over the last 2 years the proportion
of the adult population tested increased almost ten fold to 4% per annum.
At this rate the departmental target of 12.5% in 3 years is attainable. Although
staff encourage all high-risk clients, such as those with an STI or TB, to go
for VCT, there has also been a steady increase in the numbers of clients who
self-present. Encouragingly these now comprise 71% of those tested at Central
District34 providing concrete evidence of the population level benefits of an
integrated package of prevention-care interventions based at clinic level.
f Personal interview with Thembela Masuku, National VCT co-ordinator, 3 October
2001.
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Prevention of Mother-to-Child-Transmission (PMTCT)
During 2001 the provision of PMTCT services became a contentious issue.
Following the Durban HIV Conference, the DoH made a decision to
implement a PMTCT ‘pilot programme’ in 18 sites, two in each province.
These sites began to implement services from the middle of 2001 onwards
and all 18 were operational by the end of the year. In addition, Gauteng and
the Western Cape35 expanded the programme to other sites.
The programme is guided by a national PMTCT protocol that includes the
administration of nevirapine, the implementation of revised obstetric practices
and the provision of free formula for 6 months for those mothers who choose
not to breastfeed. The purpose of these ‘pilot sites’ is to answer various
questions about the implementation of the PMTCT programme.
By the end of 2001, 193 health facilities (hospitals, midwife obstetric units,
community health centres and clinics) were part of the national PMTCT
pilot programme. They covered approximately 6 090 antenatal bookings
per month, which translates to about 9% of the total number of countrywide
bookings.36
The rate at which pregnant women agreed to be tested for HIV was 51% in
these sites. This translates to about 3 133 pregnant women being tested per
month of whom about 30% are HIV positive. On the basis of these VCT
uptake and sero-positivity rates, it is estimated that 6 343 HIV positive
pregnant women were identified in the national PMTCT sites from the time
of its inception to the end of 2001.
Towards the end of 2001 the Treatment Action Campaign (TAC) took the
government to court to challenge the decision not to roll out the PMTCT
programme beyond the 18 pilot sites for a minimum of two years. TAC
argued that the PMTCT programme has been shown to be an efficacious,
safe, affordable and cost-saving way of dealing with an aspect of HIV/AIDS,
and should therefore be rolled out. In particular, TAC argued that no doctor
at a public hospital should be prevented from giving nevirapine to mothers
in need.
The government offered a number of arguments in its defence. These included
the lack of resources and infrastructure to sustain a large rollout; question
marks about the toxicity of nevirapine and concerns about the development
of resistance.
In December 2001, the Pretoria High Court ruled that the government was
‘obliged’ to expand the programme and make nevirapine available as part of
a person’s constitutional right to health treatment. It gave the government
until March 31, 2002 to create a comprehensive plan for dispensing the drug
and reducing vertical transmission throughout the country.37 The Minister
of Health has since challenged this court ruling, although she has made it
clear that the challenge to the court ruling ‘is aimed at clarifying a
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constitutional and jurisdictional matter’. The Minister also stated that the
Department of Health would review its MTCT programme in January 2002
through a ‘broader stakeholder consultation’.38

Treatment, Care and support
Prevention and care are inextricably linked. Concentrating on prevention
alone is particularly ‘inadequate in countries with high prevalence epidemics.
Programmes which only offer condoms or counsel abstinence are woefully
inadequate and cannot penetrate the inertia and sense of hopelessness that
accompanies death and dying’. 39
In addition to its synergistic relationship with preventive activities,g an
affordable package of care is a basic constitutional right and vital to the
success of the human rights approach to dealing with the epidemic.
The provision of treatment, care and support for HIV/AIDS in public health
facilities remains inadequate. A baseline evaluation of services conducted in
the Pro-TEST TB/HIV pilot districts found few clinical HIV/AIDS activities.
For example, ‘no prophylactic regimens were offered to people living with
HIV, and there was no standardised management of HIV-related opportunistic
infections’.h
This situation appears to be the norm around the country as suggested by a
recent review of the management of HIV in children which found that only
20% of clinic staff had heard of, and under 10% of clinics had a copy of, the
National Treatment Guidelines.i A mere 33% of clinics said they were
providing appropriate (co-trimoxazole) prophylaxis.j,40

g As described in the VCT section, increasing the proportion of the population receiving
counselling and testing is vital to limiting the epidemic. A meaningful package of care
offers people a powerful life or death incentive to be tested. Without it people have
little incentive to be tested.
h Our failure to gear our PHC clinics up to provide the package of care has led to
patients going straight to hospitals with all the increased costs associated with this.
One survey found that 80% of HIV outpatient visits could have been seen at a primary
care site (Kinghorn A, Lee T, Karstaedt A et al. Care for HIV-infected adults at
Baragwanath Hospital, Soweto. S Afr Med J 1996; 86 (11):1490-4.)
i These guidelines came out in mid 2000, three years after the first meeting of the authors
in October 1997.
The failure to adequately distribute these Treatment Guidelines is all the more significant
if we consider how poorly HIV is dealt with in the National PHC Standard Treatment
Guidelines (STGs). A nurse or doctor consulting these guidelines would find nothing
when it came to managing HIV in children and more on the management on gingivitis
than HIV when it comes to adults. They would also learn under drug treatment that
‘there is no curative treatment for this disease.’ These STGs were, however, published
3 years ago and the process to update them should be initiated in 2002.
j The urgent need for training is backed up by the findings of a recent survey of 236
health workers in KZN (superintendents, doctors and nurses), which found that 96%
felt there was a need for HIV/AIDS training in their institution. (Pawinski, R. 2001.
Unpublished)
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Another recent survey in hospitals found that nearly all physicians interviewed
were unhappy about the lack of clinical protocols to deal with both the clinical
and ethical aspects of care.41 It is thus not surprising to hear of incidents of
discrimination that HIV/AIDS patients have experienced at the hands of health
workers. 42
The current absence of guidelines leads to HIV care being rationed in
‘inconsistent and often unfair ways’, and places tremendous stress on frontline
health workers.43 The responsibility for this behaviour lies not with the
individual health workers, but with a system that has not yet adequately
provided its workers with the guidelines and skills to provide effective care.
A key focus of the national HIV strategy should therefore be the
implementation of a clearly defined package of treatment and care. The Pro
TEST TB/HIV pilot districts have demonstrated the feasibility and effectiveness
of doing this. In these sites, for example, evaluations of the impact of training
have noted remarkable improvements in the care provided to HIV infected
persons, and also in the attitude of persons living with HIV and their openness
about HIV.
It is against this backdrop, that the decision by the national and some
provincial DoH’s to enter into a partnership with various non-governmental
organisations to dramatically expand the training of PHC and hospital based
staff in the package of care should be applauded.k
Both health workers and the public need assistance in distinguishing between
persons with AIDS near death and HIV positive persons for whom simple
and cost effective treatment and care can be provided to restore health and
improve the quality of life. As one doctor put it, “our whole system is shoving
persons into HBC.”44
The question of antiretrovirals

Although an expensive treatment programme, combination antiretroviral
(ARV) drug therapy represents one of the greatest pharmaceutical
developments in the history of medicine.45 Hopefully it will be possible to
determine the compromise point between what is affordable and the cost of
an adequate package of care. The Abuja Declaration and Framework of
African Countries for Action for HIV/AIDS, of which South Africa was a
key author and signatory, recommends that Health Sector expenditure be
increased to 15% of total expenditure.46 In South Africa, this would amount
to an extra R2-R5 billion for the health budget, in addition to the potential
to tap into the Global HIV/AIDS Fund and the private sector.

k One of the major bodies responsible for this training will be IAPAC (International
Association of Physicians for AIDS Care). IAPAC has been responsible for the highly
successful training of health workers in the Diflucan Partnership Programme (where
health workers were trained in the use of fluconazole for the management of
opportunistic infections).
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While such an additional injection of funds would necessitate a significant
proportion being spent on preventive activities and other health care and
welfare needs, including a basic income grant, it may be possible to afford
some form of ARV programme. An ARV treatment programme tailored to
our circumstances, could, for example, provide ARVs to 250 000 persons
per year at a drug cost of R0.5 billion/year (or R2 000 per person per year).l,m,47
The case of Brazil may be illustrative. Although the number of people who
are HIV+ is much smaller, in terms of levels of poverty and inequality Brazil
is similar to South Africa. Through its commitment to dealing with HIV
within a human rights framework, it has made the provision of ARVs a
central component of its programme, and has managed to more than halve
the expected increase in HIV infections over the past 6 years.48 Even excluding
the benefits of the averted infections, the ARV treatment programme in Brazil
has been shown to be cost saving.
The positive impact of ARV treatment on TB control is also of equal
importance. A recent study in the Western Cape found that triple ARV therapy
could reduce the risk of HIV positive persons developing TB by a factor
of 9.49 In addition, ARV treatment is significantly more cost effective than a
significant number of interventions currently offered by the public health
sectorn and a there is a strong case for establishing a few pilot sites per province.
In November 2001 the National Health Summit discussed the issue of ARVs
extensively and recommended that pilot projects using ARVs to treat children
and adults should be set up in the public health service.

Home Based Care (HBC)
HBC was designed as a way to implement effective and affordable communitybased care and support. It involves shifting care for the dying from hospital
to people’s homes, and from health professionals to family and community
members. According to national policy, HBC is applicable to all terminal
conditions, not just AIDS. Unfortunately, there are as yet no clinical guidelines
for determining when patients with differing illnesses should be treated in
this HBC setting. The programme is based on collaboration between the
DoH and the Department of Social Development. The division of the
interventions between the two departments is illustrated in Table 1.

l This would include tapping into the Global HIV/AIDS Fund and the private sector.
m An internal DOH document calculated that the state is spending R3,6 billion on the
hospitalization of AIDS patients this financial year.
n Triple ARV therapy is more cost effective than many therapies for non-HIV disease,
such as radiation therapy for early breast cancer, treatment of raised cholesterol, and
kidney dialysis (Freedberg 2001).
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Notwithstanding the need to improve the clinical care of patients living with
HIV/AIDS, in the absence of antiretroviral treatment, HBC is an appropriate
and necessary response to the epidemic. Whilst HBC is a vital component of
a treatment and care approach, it must not be the only component. It is
essentially a form of palliative and supportive care and can only be justified
as an adjunct to affordable treatment.
Table 1:

The key components of the HBC strategy 44

Department of Social Development

Department of Health

Social relief e.g. food parcels

Training volunteers on the medical care of infected persons

Social grants e.g. disability grants

Providing care kits

Foster placements

Training on palliative care

Training volunteers on care and support

Much progress is being made in the roll out of HBC. The Departments of
Health and Social Development have completed a national audit of all the
existing Home Based Care operations; they have produced HBC guidelines,
manuals for trainers and learners; and have appointed a HBC co-ordinator
in each province. The plan is to build a series of HBC teams, where each
team is capable of providing care to a catchment population of 17 000 persons.
By March 2002 there should be 300 such teams in place and 600 by March
2003. It is estimated that 2 400 teams will be needed to provide ‘full coverage
of vulnerable communities’. A HBC costing study by the DOH and the
Department of Social Development has calculated that a country-wide HBC
programme would cost between R1.1 billion and R1.45 billion per year.44
R904 million has been earmarked for HBC and VCT over the next three
years.

Human Rights
It is widely accepted that openness and acceptance of HIV/AIDS and breaking
down denial will only be achieved by campaigns to protect and advance the
human rights of people living with HIV and AIDS. This has become known
as ‘the AIDS paradox’ – by protecting the rights of people with HIV, you
reduce the risk of infection to uninfected people.o The fourth priority area of
the National Strategic Plan aims to deal with the promotion of human rights.
One of the objectives is to create a legal and policy environment that protects
the rights of all persons affected with HIV and AIDS, and by mid-2001,
South Africa had created one of the most progressive and far-sighted policy
and legislative environments in the world. Policies exist for education,50,51
o This is described as a paradox because it is the opposite to the traditional public health
response to infectious diseases, where a limitation of rights is often seen as justifiable
in the interests of containing epidemics.
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the workplace, HIV testing and counselling 30,31 and the management of
patients with HIV and AIDS.52 In addition, there is a national Patients Rights
Charter.
Unfortunately these policies and laws have not been adequately implemented
and have not impacted significantly on the ground. Stigma and poor access
to justice deter people from seeking redress for institutional human rights
violations. Women’s dependence on male partners together with the lack of
support services and shelters prevent women from taking steps to protect
themselves from risk of infection. In the workplace, there is evidence that
unfair discrimination, albeit unlawful, continues to take place.
Access to specialised legal services is minimal. A number of NGOs exist to
deal with AIDS and human rights abuses (e.g. the AIDS Law Project, Black
Sash and Legal Resources Centre), but are wholly insufficient in number and
capacity. Statutory human rights commissions, notably the Human Rights
Commission (HRC) and the Commission for Gender Equality (CGE), despite
occasional tentative forays into the arena, have not taken up clear campaigns
around HIV as a human rights issue.

Explaining the inadequacy of our response
In 1994 South Africa developed a multi-sectoral HIV/AIDS plan based on
international and local experience and supported by all the major
constituencies. Despite the existence of this well thought out plan, sufficient
time, a large economy to draw on, a reasonable pool of skilled health and
education workers and a sophisticated media, our antenatal HIV prevalence
increased from 7.6 to 24.5% over the ensuing 7 years.
Responsible factors include:
◆ The depth of poverty and inequality, which accelerate the spread of
HIV
◆ A public sector that has been undergoing restructuring at every level
(both in terms of transformation from its apartheid past as well as in
terms of devolution of authority to local government53)
◆ A high turn-over of staff within the health sector and the concomitant
loss of institutional memory.54
A further contributing factor which has been especially evident in 2001, has
been the lack of effective leadership. The 2001 United Nations General
Assembly Special Session Declaration on HIV/AIDS indicated that the first
action required to mount ‘an effective response to the epidemic’ is the
development of ‘strong leadership at all levels of society’. Leadership, it noted,
‘involves personal commitment and concrete actions’.55 Strong and enabling
leadership is necessary to both mobilise all sectors and direct their activities.
Uganda, under the leadership of President Museveni, is a good example of
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the importance of political leadership in helping a country make a mindshift
in terms of behaviour. HIV prevalence in pregnant women in urban areas of
Uganda dropped for eight consecutive years from 30% in 1992 to 11% in
2000.56
In SA national leadership has not been weak, but some of it has been
misguided. Most damaging has been the on-going questioning by the President
of whether HIV causes AIDS. The President has incorrectly asserted that ‘a
virus cannot cause a syndrome’. The contradictions of simultaneously
promoting VCT and ‘breaking the silence’ on the one hand, while publicly
questioning the very existence of AIDS and the validity of HIV testing
inevitably causes confusion. Given this apparent fudging of the issue, the
results of a recent youth survey in the Northern Province (NP) and the Free
State (FS) are not surprising: 8% and 6% of 16 to 30 year olds in the two
provinces did not believe in the existence of HIV/AIDS or thought it was like
any other disease and 61% in the NP and 43% in the FS think that AIDS is
not on the increase.14
The expensive, time-consuming and highly damaging ‘Presidential Aids
Advisory Panel’ (PAAP) was ‘designed to generate the best possible collective
advice to the South African government’. The panel did not reach any
consensus as to the cause of AIDS, and many of its members found the whole
process a waste of time and resources. In addition, the high profile panel
ended up giving a platform to the discredited views of a small group of pseudoscientists, known as ‘AIDS dissidents’, who continue to deny the scientific
evidence that the HIV virus is the underlying biological cause of AIDS and
that AIDS is largely responsible for the rise in adult and child mortality in
Africa. Some of the statements of the dissidents in the 134 page report (‘AIDS
does not exist’ and ‘AIDS would disappear instantaneously if all HIV testing
was outlawed and the use of antiretrovirals drugs was terminated’) are
indefensible.
Leadership on HIV/AIDS was again questioned with the release of the Medical
Research Council’s Report on AIDS mortality in South Africa. This study,
found a large increase in young adult deaths (up to 350% in some age groups)
and noted that this pattern has never been observed anywhere in the world,
except for AIDS affected populations in Southern Africa (See Figure 2). The
report also estimated that 40% of 15-49 year old deaths last year were due
to HIV/AIDS, and projected that that by 2010, AIDS would account for a
total of 5 to 7 million deaths in South Africa.6 Certain sectors of government,
such as Statistics South Africa, chose to criticise the methodology (which
was scientifically sound) of the report rather than its underlying and horrific
message.
Part of the damage caused by the raised profile of the ‘dissident viewpoints’
has been to lose the important connection between the social and biological
factors responsible for ill-health. In this regard, President Mbeki needs to
continue emphasising the social, environmental, nutritional and economic
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factors that play a massive role in disease and mortality patterns. However,
much would be gained if the government collectively stated in clear and
unequivocal terms that the HI virus was the underlying, infectious agent that
causes AIDS.
Another feature of South Africa’s inadequate response to the epidemic has
been the failure to mainstream HIV activities at all levels of society. Dealing
with a disease of the scale and complexity of HIV/AIDS requires the full
participation of all elements of society. Mainstreaming refers to the taking
ownership of, and adequate prioritisation of, HIV/AIDS interventions in the
day-to-day activities of all sectors of society. The lack of leadership beyond
the role of the President is also noted in other sectors, particularly amongst
the business sector.
Attempts to harness a greater degree of multi-sectorality to combat the
epidemic had previously been assured through the inclusive nature of the
National AIDS Council of South Africa (NACOSA). However, in January
2000, a new body was launched – the South African National AIDS Council
(SANAC) - to lead the national campaign. Unfortunately the body has proven
to be largely invisible and ineffective. Many of the members selected to the
SANAC steering committee were uninspired choices with little experience in
the HIV/AIDS field.57 In addition, the five working groups of SANAC which
had each tabled concrete strategic plans in March 2001, have still not received
any feedback from SANAC.
The failure to mainstream HIV/AIDS is also evident within government
departments. A recent DoH publication indicated that ‘the status of HIV/
AIDS in national government departments is dropping constantly’. There
seems to be ‘HIV/AIDS fatigue in many departments.’23 At National, Provincial
and District level, HIV units have, until recently, been weak in terms of
budgets, staffing and status. Although at the provincial level many Provincial
AIDS Units are now being headed up by Directors, at the district level, many
HIV/AIDS/STD co-ordinators still feel that they get little support from the
other members of the health management team.
This same ‘HIV/AIDS-is-somebody-else’s-problem’ approach is often echoed
at a facility level. One provincial HIV Director noted, “as long as HIV is
viewed as an added priority, it is susceptible to being sidelined in budgeting
and management. AIDS must be built into the core business of departments
instead of competing with other priorities.” Whilst new staff, such as lay
counsellors, will be required in some of these interventions, most of the HIV
interventions should be integrated into the day-to-day duties of all PHC staff
and be managed at the district level.
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Remembering the positive developments
The problems of leadership have been partially counter-balanced by a reemergence of health activism and social action to combat the epidemic.
Organisations such as the Treatment Action Campaign (TAC), the SA Council
of Churches, the AIDS Law Project and trade unions have been mobilising
communities and the media to take up the fight against HIV/AIDS in a more
urgent and pro-active manner, especially around issues of treatment. They
have played an invaluable role in raising the profile of HIV/AIDS and helping
to provide a more open and caring society for those afflicted by the disease.
Significantly, this HIV activism has had positive spin-offs on other spheres of
health and social development. For example the crucial role played by health
activists in supporting the government when multi-national drug companies
took it to court, helped to educate the public about the politics of AIDS
‘profiteering’ and the greed of pharmaceutical companies.
Equally important, though less commented on, are the thousands of managers
and frontline service providers working in government departments, NGOs,
CBOs and the private sector who are battling to provide a decent service for
the communities they serve in the face of the mounting human tragedy of
premature death, human suffering and loss of dignity, poverty, psychological
despair, the break-up of families and the cruel loss of parental care.

Conclusion
Evaluations of countries with successful HIV campaigns have shown that
the axis of any effective response is a prevention and treatment programme
that draws on the explicit and strong commitment of leaders at all levels and
that is built on a community and multisectoral response that mainstreams
HIV/AIDS. This commitment is vital to effect the necessary mind shift in all
sectors of South African society. This chapter has illustrated numerous
problem areas where such a mind shift is necessary:
◆ Leadership: The lack of clear and unambiguous messages about the
link between HIV and AIDS and the resistance to planning for the roll
out of PMTCT services reflects a problem with leadership which needs
to be addressed.
◆ Gender relations: Nearly 2 out of 5 (39%) sexually experienced
teenaged girls report having been forced to have sex. Only 25% of
men use condoms with irregular partners. Many of our schools provide
an environment that is not conducive to a life skills programme.
◆ Health worker training and attitudes: Basic STI and HIV/AIDS care
remains sub-optimal. Many health workers are unwilling to offer clients
VCT. Health workers have received very little training and guidance
around HIV care.
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◆ Societal denial and stigmatisation: Only 0.5% of South Africans believe
that there is someone infected with HIV in their families. Up to 92%
of persons who test HIV+ are not able to tell their partners their
serostatus.
Underlying some of these problems is the lack of an effective human rights
approach to HIV/AIDS. Despite a wonderful policy and legislative
environment, the disease continues to be externalised as someone else’s
problem. Many initiatives could assist in effecting a mind shift towards a
more positive approach. A previously noted example illustrated how training
health workers in the HIV package of care leads to changes not only in
health workers care of HIV infected persons, but also their attitude to persons
living with HIV and their own openness about HIV.58
Uganda’s experience illustrates that even a rampant HIV epidemic can be
brought under control. A large number of South African nurses, doctors,
teachers, parents and persons living with HIV/AIDS have worked beyond
the call of duty to deal proactively with HIV/AIDS. It is now necessary to
ensure that this is complimented with a stronger institutional and societal
response.
We know what needs to be done, the challenge, as Nelson Mandela puts it,
“is to move from rhetoric to action and action of an unprecedented intensity
and scale.”59
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Voices of Service Users

10
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University of Witwatersrand

This chapter presents data from in-depth interviews conducted with 13 people who are
HIV positive in Gauteng Province and compared with data obtained from focus groups
of public health sector users in other parts of the country. The interviews with HIV positive
users sought to establish pathways of health service utilisation and the factors influencing
these. The first entry point into the health system of people living with HIV is the hospital,
and in Gauteng Province this often involves tertiary or quaternary hospitals. Primary
Health Care services are often bypassed in favour of specialist academic clinics and
hospitals. Utilisation patterns are influenced by a number of factors. The response of
individuals to their HIV positive status is a key factor – for example, in the process of
coming to terms with their status, HIV positive people may seek repeated tests in the
hope that they were previously incorrect. Although not universal amongst all HIV positive
users, several experienced being tested without consent, broken confidentiality with test
results being revealed to others, poor pre and post test counselling, and failure of providers
to inform users about test results. Those HIV positive users who were satisfied with their
initial experience of care, hinted that the quality post-test counselling was a key factor.
Good counselling enabled them to come to terms with their diagnosis and to overcome
denial. Care was seen as positive when it was experienced as being of good technical
quality, and was accompanied by a positive provider attitude, courtesy and confidentiality.
By and large positive perceptions were linked to dedicated HIV clinics rather than general
clinics. Common negative experiences of care in general clinics were victimisation of
HIV positive users, callous treatment from health providers, poor confidentiality,
overcrowding, long waiting times, limited hours of service and shortage of drugs. HIV
positive users explained the providers’ behaviour as lack of appropriate training, poor
personal attitudes, and provider hopelessness and helplessness in dealing with HIV/
AIDS. Issues common to both data sets included the high value of and trust placed in a
service that provides a positive experience; poor provider attitudes linked to poor
confidentiality; the importance of provider links with and knowledge of their community
as enabling them to be sensitive to users and their circumstances; and the need for
uninterrupted access to appropriate essential drugs. Both sets of users indicated their
concerns about using public hospitals although they were not asked explicitly about
their experiences at this level.
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Introduction
The interaction between service users and health services is critical to the
overall performance of the health system. Levels of user satisfaction, patterns
of utilisation, patient compliance and even health outcomes are all influenced
by the nature of this interaction. So gathering and listening to the voices of
service users is a critical input into efforts to strengthen health service
provision.
This chapter presents two sets of service users voices. The first and main set
is drawn from a wider study of HIV/AIDS services provided at the primary
level in Gauteng Province. In February and March 2001, fourteen HIV positive
service users, recruited from NGOs and AIDS support groups, were
interviewed individually about their experiences of accessing and using public
health facilities. Details of these respondents are provided in Box 1. The
second set of voices is drawn from 24 focus group discussions conducted in
1998/99 as part of a wider study that investigated the costs and quality of 19
public and private primary care facilities across four provinces. In this chapter
only issues about public services that were raised in these discussions are
identified (see Palmer1 for views on private services). Summary details of the
focus groups are provided in Box 2. Interviews were conducted at a place
away from the health facilities. HIV positive respondents were identified
through NGO networks; focus group participants were recruited from within
the communities served by the clinics of focus on the basis of their age, gender
and broad socio-economic status.
Box 1:

Interviews with HIV/AIDS service users*

◆ 14 respondents: 6 male and 8 female
◆ Average age 35 years
◆ 11 never married
◆ On average two children per person
◆ 13 had achieved high school education
◆ On average each had known about their HIV status for 3.4 years, but this ranged from 6
months to 6 years across the whole group.
*Study of primary care HIV/AIDS services funded by the Health Systems Trust

Box 2:

Focus group discussions with primary care service users**

◆ 12 groups: 8-12 people per group
◆ People recruited in the streets - inclusion criteria were age category, gender (female), not
having health insurance and willingness to be interviewed.
**Study entitled: ‘New purchaser/provider relationships in primary health care: the desirability
of contracts between health authorities and private providers’ funded by DFID

The nature of the interviews or discussions was quite informal, based on a
guiding list of questions rather than a structured questionnaire. The intention
of the interviews was to allow users to describe their own experiences of
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accessing and using health services, reflecting on both positive and negative
experiences. Interviews with HIV positive service users focused on their
experiences of being HIV positive as well as their experiences of using publicly
provided HIV/AIDS services. The focus group discussions, in contrast, were
focused on primary care more generally and included some consideration of
the availability of mechanisms for interaction between communities and health
facilities. In both cases, the discussions also raised some issues about public
hospital care.
The chapter is structured around the themes, identified by the main sets of
experiences raised by the service users themselves.

Utilisation of health services by HIV/AIDS users
The following table identifies the pathways through the public health system
followed by nine of the fourteen HIV/AIDS service users (from whom complete
data were available) from the time of their diagnosis to the time of interview.
As the table shows, most (six) service users used hospitals (largely tertiary or
quaternary) as their first entry point into the health care system, and four
had subsequently visited two more, different hospitals. Three of these four
people had been admitted to specialised hospitals for treatment of Tuberculosis
(TB) and mental illness. At the time of data collection, six users were attending
public primary care clinics, the remainder were well and not in need of
treatment. Only two users had been to private doctors during their treatment
pathways, and one had attended a traditional healer. Overall, these
respondents had, since diagnosis, used a minimum of two and a maximum
of eight different service providers in their search for care and assistance.
Half (7) of the service users themselves initiated the action that led to their
HIV positive diagnosis. A school pupil, for example, had presented him/
herself for an HIV test after participating in a peer counselling programme.
The rest, however, decided to have a test because of their own concerns about
their health and slow process of recovery from other illnesses. As one
respondent who had been admitted to a TB hospital explained:

“I stayed there for sometime and I realised that I was not getting better. They
were not telling me what was wrong with me, but I knew I had TB and I did not
know what else I was sick from. So I requested people who came to the hospital
to teach us about AIDS, that they should arrange an HIV test for me. I wanted to
know where I stand in terms of my health. So they agreed, then I signed with
the social worker, the doctor and the doctor’s assistant that they should take
my blood for testing. So the doctor took my blood and he told me to wait for the
results.”
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Table 1:

Utilisation of health services from time of diagnosis to interview

User Facility 1 Facility 2

Facility 3

Facility 4

1

Hospital 1 Clinic

Traditional
healer

2

Hospital 1 Hospital 2

TB hospital Clinic 1

3

Hospital 1 TB hospital Hospital 1

4

Private
doctor 1

Private
doctor 2

Hospital 1

5

Clinic 1

Different
private
doctors*

Clinic 2
and
hospice*

6

Hospital 1 Psychiatric Hospital 1
hospital

7

Hospital 1 HIV clinic

8

Clinic 1

9

Hospital 1 Hospital 2

Facility 5

Facility 6

Facility 7 Facility 8

Year of
diagnosis
1996

Clinic 2

TB clinic

Hospice

TB clinic

PHC clinic

Private
doctor 3

NGO clinic Hospital 1

Clinic 3

2000
1998

Clinic1

Hospice

1995
2000

Hospice/
clinic*

1995
1995

Clinic 2

HIV clinic

1998
1997

* Services used concurrently

Among the other seven respondents, four had effectively been persuaded to
have an HIV test by medical professionals – for example, whilst attending
antenatal care. One person had even been asked to decide whether or not to
have a test in the presence of other patients. Two respondents stated that
they had neither been asked nor given consent for a test to be conducted, nor
had anyone else in their family given consent. As one explained:

“I collapsed at work when I heard that my wife and I were to separate. When I
collapsed I was not sick and there was nothing wrong with me. I think it was
issues of stress and that’s when they took my blood for testing before, without
getting consent from me. It was when I regained consciousness that I was told
I was HIV positive.”
While twelve of the fourteen interviewees had been asked for their consent
before HIV testing, eight maintained that they had not received pre-test
counselling.

“They just asked me if I knew about AIDS. Then I said not exactly, because that
is what everybody talks about. Then they asked me why I wanted to do an HIV
test. I gave them the reason. They did not do any counselling.”
Those who had been counselled generally indicated that they were given
information on HIV and the meanings of the negative and the positive status.
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Factors influencing Utilisation of Health Services
Personal responses to HIV positive status

One of the key factors underlying utilisation of health services was clearly
the respondents’ own responses to their HIV positive diagnosis. Three
respondents indicated, for example, that they had presented themselves several
times for HIV testing. As one explained:

“I went for another test because I believed that sometimes it happens that
things might change. So when I went to get my results, I found out that my
status hadn’t changed.”
The service user who had visited most providers since the time of the initial
diagnosis also indicated that she had been tested seven times for HIV and
had used various health facilities to confirm her HIV status. Such behaviours
are presumably linked to the individuals’ own, understandable denial, of the
diagnosis.
For some people, the initial HIV positive diagnosis was clearly a very difficult
thing with which to come to terms. Two people talked about losing their will
to live and even contemplating committing suicide after they were diagnosed
HIV positive:

“I felt that I was dead already, because I told myself that OK, it was the end of
the world. I will no longer live like a human being. Those are the things that
were happening to me at the time.”
Another said that he become very angry towards women because he
understood that his wife had infected him. A fourth said that she used to get
drunk as a means of ignoring and forgetting the diagnosis.
Others were more accepting of their situation and themselves. Some responded
to their diagnosis by getting involved in activities that could empower
themselves and the wider HIV positive community.

“I extended my hand to TAC and the AIDS Consortium and NAPWA. Since then
I never looked back. I have known many people who some I still meet even
today.”
All respondents had disclosed their status to their families. For one the shock
of being diagnosed HIV positive had only been made worse by his/her family’s
responses.

“My aunt used to say, there is AIDS. If it happens that someone in this house
goes to the hospital or clinic to do an HIV test and that person is positive she
will kick him or her out of the house. She chased me away after she found out.”
However, all service users interviewed belonged to a support group. Such
groups were seen, at a minimum, as a way of preventing boredom. More
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positively, they were also seen as important because they provided material
support such as clothes and food, as well as emotional support that helps
people to cope.

“The group helps and we share ways of coping, how to be confident about
yourself, we talk about various ways the HIV virus is contracted so that people
could know how to cope with this disease.”
Support groups had even provided some service users with a base from which
to conduct HIV/AIDS education activities in the wider community. Those
who had become activists often seemed able to draw on wider networks of
support than others:

“I get support from my family, friends, and neighbours, the PWAs support group,
schools, teachers, churches. Yes I have strong support and a lot of support.
There is a shop owner who is providing me with groceries every month.
Sometimes if I need sort of cash, she gives me. Then I do whatever I need to
do, I appreciate. Then there is a doctor she is assisting during test, even to the
extent that if I need medication she can buy it for me.”
Initial experiences of care

A second important factor underlying service users’ utilisation of health
services is their initial experience of care. In addition to whether they are
consulted about the first test, three key issues of concern to users are:
◆ Whether they are told their test results
◆ The confidentiality with which their test results are treated
◆ The nature of the counselling they receive at the time of their test.
Several interviewees indicated that they were not told the result of their HIV
test when returning to the facility to collect it. Consequently, they had gone
on to visit several facilities in order to get a final diagnosis.
Three of the respondents clearly felt undermined by the behaviour of the
health professionals they met at the time of their first test. One of those
tested without consent, commented:

“And when I looked around every member of the ward knew about my HIV
status. Really it was not good at that time. Even now, you see, when a person
knows something about you, you can see his or her reaction from the beginning.
Yes, the way they look at you, you see, you know these things and then obviously,
he will ask you so many things, you will end up running from people.”
Finally, the majority of service users had been given post-test counselling. Its
importance in enabling people to come to terms with their diagnosis was
indicated by those who were satisfied with the counselling they had received.
They indicated that the counselling was critical in helping them cope and in
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enabling them to overcome denial. One respondent described the importance
of his relationship with his post-test counsellor:

“The counsellor was good, I still had that denial. I could not agree with all the
things and it was difficult to be in the position the counsellor was expecting me
to be in. It took me three months because the counsellor had patience. She
made follow–ups and she encouraged me in many things, she arranged
courses for me to attend, like counselling course, basic HIV/AIDS course. So
when I did the course my relationship with my counsellor was so good because
she encouraged me in many things.”
However, counselling experiences were more often rather negative. Explaining
her dissatisfaction with counselling and the communication around her test,
one interviewee said:

“The doctor called me to his room, and he told me the results, he was with a
nursing sister, he did not tell me that I was HIV positive, he told me that I had
AIDS and that I was going to die, just like that and then after I was shocked and
I did not want to answer him – he told me that there was no cure for AIDS.”
Positive experiences of care

Perceptions of the care received after the initial interaction with the health
system continued to influence patterns of health care use. Those who had
positive experiences of a particular facility were, therefore, continuing to
make use of it because they had been given treatment and care that met their
expectations.

“It is better, I am lucky, because I haven’t got that sick, because I go to the
clinics. At least at the clinic where I go for treatment, I can say its better because
they have patience for people, they try very hard, they don’t talk without paying
attention.”
As Box 3 indicates, the positive attitudes and approach of providers was
seen to be a very important element of well-perceived care. Two people felt
that they were treated well because their health providers had received specific
HIV/AIDS training. Another valued the courtesy and confidentiality of her
current clinic, having been subjected to considerable harassment at the clinic
she had previously visited. Some were, finally, happy just to be able to get
appropriate medication. Unfortunately, many of the positive accounts related
to experiences in dedicated HIV clinics, rather than general clinic services.
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Box 3:

Positive experiences of services

“The doctors there [at the HIV clinic] are, they give support. It is the doctors with
HIV training. They know everything. If you’ve got this they will give the right
medicine, if you’ve got anything they will give you a right tablet for that.”
“She tries by all means to do whatever, because others don’t give you injection
they just say I will give you…”
“When I first went to see her she tried by all means, for me to get injections,
tablets and became alright. So now I am all right. When it is coming to going to
these other clinics, even if I have headache, a very bad one I won’t go to them,
I will go to this doctor. I saw that she has a lot of patience. Lets say she knows
that one needs to understand a sick person. So she tried in the way she
knows.”
“The [HIV] clinic is right because everybody feels free. Everything is confidential.
Doctors treat patients equally. There is no such a thing that you the best and
you not the best. Everybody feels free because sometimes they offer lunch to
the patients and their treatment is right. They make sure when you leave you
are right and satisfied about the treatment.”
“I haven’t experienced any problems because when I go there they give tablets.”
Negative experiences of care

Although service users reported positive experiences, negative experiences
were more commonly identified. Health care providers were often seen to
victimise HIV positive people and to treat them callously. Service users
reported that they often disclosed their HIV positive status to health providers
in order to get appropriate medical treatment but only ended up being blamed.
As Box 4 indicates, such attitudes only contribute to the despair some feel on
hearing their diagnosis. It was also said that nurses frequently accused people
living with AIDS as being: “always sick” and patients were often told: “you
will be like this forever… But I asked isn’t there something we could get
from the clinics?” Overall, the perception of service users was that health
providers in clinics: “...don’t care about people. They are not quick in
providing treatment no matter how sick a person is.”
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Box 4:

Callous attitudes

“I found a certain doctor. He asked me what was wrong and I told him that I
was not shocked or had a headache or something, may (be) it was the
symptoms because I was HIV positive. He said to me I am going to die a
terrible death. I have sinned. I have to pray to God for forgiveness because I
was sleeping around. I was very angry because I did not expect that from a
doctor, a professional doctor, how can? I am expecting that when I see him I
should see life. I mean I am depending on the doctor, not to swear at me. Then
I went to the matron. Actually I went to see a certain Sister who is the friend to
the sister I usually see when I come to the clinic. The two of them give right
treatment. Then I went to her and she said, no its wrong, how about you go to
the matron. I knew each and every right of HIV positive people. I thought I could
take the story to the newspapers and I will make this doctor’s life very miserable
right now. Because there is no person who deserves to be HIV positive and
there is no person who is suited to be HIV positive. So she said I should speak
to the matron first. Then I went to the matron and we then went to that doctor,
when we confronted the doctor, he denied. He said he was talking to me as a
father and then I said to him as your real daughter I did not expect that from
you. How do you expect me to feel when you tell me that I am going to die? I
don’t want you to tell me that ... even though I am going to die, I want you to tell
me that I am going to live.”
Service users also reported poor confidentiality as being part of the negative
attitudes of health care workers towards HIV positive patients. Three service
users talked explicitly about confidentiality being broken when they visited
clinics and hospitals for treatment. One described how nurses gossiped about
her because she was HIV positive and felt that their behaviour had been
abusive.

“When you go to the clinic, you will see Sisters nudging at each other talking
about you. They speak with their eyes. So that is abusive.”
Another explained how consultations are conducted without privacy:

“… while the door is open, knowing that it is not okay. Knowing very well that the
door should be closed during consultation.”
A third related how, on admittance to hospital, a nurse read her clinical
notes and discovering that she was HIV positive, shouted: “Shoo! You HIV
positive AIDS.” in the presence of other people. The same person clearly
expressed the need for confidentiality.

“What if I don’t want my status to be known? What if one of my neighbours was
admitted at the hospital and was listening?”
Other problems identified included: overcrowding in clinics, long waiting
times, limited hours of service, and, a very common complaint, lack of drugs:
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“Here everyday sometimes they don’t give us tablets, they just tell us that they
are finished. They tell us that we should go to the other clinics.”
Such problems sometimes generated horror stories. For example:

“I won’t count how many people died at
hospital. When I was
admitted there, I used to see people dying because there is a shortage of
tablets.”
Criticisms of hospital care were particularly strong and included long waiting
times, poor facilities (such as clothing) and poor treatment (Box 5).
Box 5:

Negative experience of hospital care

“There is a patient who also attends here. He was in ward 16 and he was
treated badly and we were even considering suing that Sister. That patient was
made to sleep in the bed with a plastic, there were no sheets, he was not even
given a blanket to sleep with. He had to bring his own blanket. He was weak
and had diarrhoea. His wife came to the hospital everyday to wash and feed
him. He could not even walk, he could not get medical treatment because he
could not walk. He was not able (to) stand up and fetch the treatment. That
Sister did not want other patients to help him, he could not eat, he spent three
days without food. His food was put on the trolley, they told him to get up and
get the food. He could not walk, not that he did not want , he couldn’t walk. No
one had time for him, maybe because he is HIV positive. His wife was helping
him. We got a complaint from her. She told us that she found her husband
sleeping in a messy bed. She was with their two children and the very same
sister said to her you should not touch that child you will infect her. Imagine just
because she touched someone who is HIV positive, meaning that you will
infect the child with the virus.”

Explaining experiences of care
Training and personal attitudes were the main factors identified by service
users as explaining positive health care provider behaviour. Being HIV positive
was also seen as supporting better behaviour. An AIDS activist also noted
that people living with HIV/AIDS could encourage better attitudes.

“So we need to teach them and to do so is to involve them. We can do something,
mm like changing attitudes, to do this I feel if they can work with somebody
who is open, during their spare time, that person can play a bigger role. So if
the government can employ someone who is positive in each clinic and every
clinic, then this could take us somewhere. For this issue of virus and other
issues because we are trained not only for HIV or AIDS.”
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More generally, however, health care providers’ behaviour was seen to reflect
a sense of helplessness and hopelessness about how to deal with HIV/AIDS
(Box 6). Several service users thought that nurses attitudes were because they
feared contracting HIV themselves or because they perceived themselves as
not being in danger of contracting HIV.

“They are so ignorant, they say it will never happen to them. Many of the nurses
become volunteers in Hospices for HIV/AIDS people, they should know that
anybody can be HIV positive. They think because they are nurses it will never
happen.”
At the same time, service users recognise that their own behaviour may
exacerbate poor attitudes.

“You find that sometimes we are wrong. Sometimes we need to change our
attitude because now we are aware that the nurses are not right and we also
have an attitude. We don’t treat people right. We don’t treat nurses right.
Sometimes you find a good nurse and you find that our attitude towards that
nurse is not right. That is not right.”
Other less frequently identified factors were the high levels of utilisation and
overcrowding in some clinics.
Box 6:

The hopelessness of service providers

“Because you see the message is the same, there is no medication [referring
to the anti- AIDS drugs]. Even now if you can go to the local clinic more especially...
they will tell you that, hey... there are Sisters I know who tell their clients that
even the immune booster won’t help you.”
“Last time when I was admitted at
, I had short breath. So the
nurses looked at the doctor and they said we are tired of you, you know that
there is no cure for AIDS.”
Nurses usually question HIV positive patients presenting at the clinics for
treatment, asking them “What must we do? There is nothing we can do.”

Comparing issues raised by both groups of users
Table 2 compares the key issues raised by the HIV positive service users with
those identified by the broader set of primary care users.
In both sets of voices, views and experiences clearly vary. Some people have
positive experiences and value the care provided to them. For example, in
the second set of voices, one small rural clinic was broadly well perceived by
all interviewed:
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“They are very good and friendly. They try everything in their power to help you.”
Similarly, despite the negative attitudes of many staff in a large and busy
health centre in an urban area, users clearly appreciated it.

“So although it is overcrowded, it is right for the community of xx, and the
treatment is good as well, even though the nurses harass us sometimes.”
However, poor attitudes were identified as a common problem – and were
seen as reflected in poor confidentiality as well as the provision of what is
perceived as poor care. Even in the second set of voices it is clear that poor
attitudes may reflect health care providers’ views of particular groups of
patients – not only those who are HIV positive, but also young women
attending pregnancy or maternity services, or foreigners.

“It was in 1997, I was going to have a baby and I had an infection. I will never
forget the way that nurse treated me ... Because she was treating me with
disrespect, I don’t know whether it was because I had an infection so she
thought maybe my husband was a womaniser, she was so rude.”
“The nurses tell everybody who are the people that comes for contraception,
so the young girls don’t want to come for birth control.”
In this second set of voices, positive provider attitudes were sometimes
identified as being a function of the provider’s connections with, and
knowledge of, their local community – allowing them to have sensitivity to
users and their circumstances. In contrast, explanations for negative provider
attitudes in the second set of voices not only include workloads but also
some hints that primary care providers react defensively to what they perceive
as a loss of status in the eyes of the users.
Drug shortages were commonly raised in both sets of interviews. But they
were even more strongly identified as a problem among general primary care
service users. This problem appears to reflect actual experiences of being
denied drugs, as well as user perceptions of the ‘weakness’ of the drugs
provided through the Essential Drugs List.

“But every time they give you the same stuff … they give you xx because they
can’t get stronger pain tablets.”
“They just give you those cheap tablets and medicine.”
“When you drink their medicine, it’s not like medicine, it’s just water. It’s weak.”
Finally, although neither set of users were explicitly asked to comment on
public hospital services, both sets of voices raised concerns about their
treatment at this level. These concerns suggest that the problems experienced
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within hospitals are considerable and are felt more acutely than those
experienced at primary care level.

“Like my uncle was once there and I noticed his drip was not working. When I
went to the nurse she said if I want to be a nurse I must take the clothes that
she is wearing and wear them and go and help my uncle.”
“They expect you to wake them up if you are in pain.”
Perhaps this is not surprising given the greater level of vulnerability likely to
be experienced in receiving any form of in-patient care and the greater level
of de-personalisation possible within a larger organisation.
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Table 2:

Summary of user voices from two surveys
HIV positive users

General primary care users

(1) Overall views
Variable across clinics, generally poor
view of hospital when mentioned

Variable across primary care clinics
Poor attitudes sometimes offset by other positives
Generally poor for hospitals, but not primary focus of
interviews

(2) Positive experiences
Positive attitudes

Some staff have caring attitudes, willingness to listen:
linked to good competence

Positive experiences of post-test counselling
Adequate drug availability
Positive views on competence in some clinics

(3) Negative experiences
Forced testing
No pre-counselling
Problems with post-test counselling
Poor confidentiality

Problem, but not everywhere; mention of poor
confidentiality re HIV status

Negative interactions with staff (victim blaming,
responses to disclosure)

Lots on clinics – uncaring attitudes, failure to listen
Generally negative attitudes in hospitals reported

Limited service availability (time)
Competence of providers seen as limited in some
clinics, sometimes also seen as a function of attitudes,
sometimes as directly linked to preference for doctors
over nurses
Fairness of hospitals generally seen as poor
Drug availability problems

Big problem: drugs limited and weak

(4) Explanations of providers’ negative behaviours
Workloads/high use

Sometimes raised

Helplessness as response to HIV
Ignorance/lack of education
Fearless for themselves
Users are demanding

Users are demanding raised as an issue
Defensive responses to criticism reflect feelings of loss
of status?
That care is free sometimes raised as explanation for
clinic performance

(5) Explanations of providers’ positive behaviour
Have had appropriate training
Local knowledge of staff – know their patients
Note: empty cell in table means issue not raised in interview/discussion
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Conclusions
As can be expected, users want a health service that treats them promptly
and with courtesy, listens to and assesses their problems competently and
thoroughly, and provides them with appropriate treatment. From the
interviews, it is clear that users will try out the different services available to
them, until they find the one that best matches these expectations. In places
where choices are limited (e.g. rural areas), people may simply carry on going
to the same facility until they receive some sort of satisfaction. In the case of
people with HIV, the process of coming to terms with being HIV positive
may itself involve multiple visits to different facilities. These various patterns
of service utilisation may, however, not correspond to the most efficient use
of resources - dissatisfaction with a service may lead to increased and less
rational forms of utilisation. Thus meeting the needs of users is not only a
good in itself, but also has implications for efficiency.
A negative reception and poor attitudes of staff severely undermine people’s
trust in a service. Many users, especially people with HIV, feel that they are
simply not wanted at health facilities and that their privacy and anonymity
are at risk. In Gauteng Province, people with HIV have thus naturally migrated
to the specialist HIV clinics, where both the human and technical quality of
care are perceived to be better. While respect for consent procedures is
apparent in Primary Health Care settings, many health workers still do not
know how to provide adequate post-test counselling, and often convey the
impression that nothing can be done about HIV. If Primary Health Care
services are to play a meaningful role in AIDS care and support, there needs
to be a re-orientation of the approach to people with HIV. Such an approach
would be similar to the management of other chronic diseases: ensuring
continuity of care, a comprehensive approach to ‘wellness’ management, early
identification and treatment of opportunistic infections, adequate referral
arrangements, both to community support structures and to hospitals, and
the provision of palliative care.
Where clinic services are experienced positively users will willingly attend
these services. The category of professional (nurse or doctor) appears to matter
less than the quality of the attention given to patient needs. The increased
presence of trained counsellors (including lay counsellors) and HIV support
groups linked to Primary Health Care facilities was seen as very important.
This infrastructure could be of value in managing other health problems,
such as mental illness and violence against women.
Medicines clearly play a significant role in user perceptions of care. The
unavailability of drugs fundamentally devalues the service in the eyes of users.
Patients may also perceive certain public sector drugs to be of lesser value
than privately obtained drugs. The demand for particular medicines, and
sometimes, injections may undermine rational drug use by health care
providers and is a tension that needs to be managed through adequate
communication with patients.
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Reducing waiting times through better queue management would address
another key need of public sector users.
Finally, in both surveys, respondents expressed great concern about the
amenities and professionalism of staff in public hospitals. Thus, the quality
of a Primary Health Care service is not seen as separate from the quality of
hospital care. Hospitals represent moments of greater patient vulnerability
and places where catastrophic, life-threatening illnesses are dealt with. Good
quality hospital care is therefore more important for users than Primary Health
Care.
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Voices of Health Policy Makers
and Public Health Managers:
An Introduction
Over the years since 1994, the emphasis upon achieving change within the
health system has expanded from the arena of policy development to include
a strong emphasis upon policy implementation. There is some consensus
that many of the appropriate policies are now in place, and that a major
challenge to improving our health system lies in overcoming problems with
implementing these policies. Previous Reviews have attempted to analyse the
reasons for these difficulties.
The following 5 chapters attempt to explore blocks to implementation from
a slightly different perspective. The ‘voices’ chapters focus upon the
experiences of those with responsibility for oversight, our elected
representatives, and managers working in a variety of settings in the public
health system, in an attempt to try to articulate some of the less tangible
factors that impinge upon the policy implementation process. This approach
is intended to achieve a different emphasis with a more personal and human
feel, and provide for new and refreshing insights that cannot be found in the
more traditional formal analysis.
The chapters are based on small-scale qualitative research undertaken for
the Review. The findings provide a sense of some of the rewards as well as
the frustrations experienced by those who have the task of ensuring that the
quality of health care provided in the public sector improves. An overarching
chapter attempts to draw out common themes from the interviews and to
highlight their implications.
In addition to national and provincial elected representatives, four types of
managers were selected for interviewing purposes:
◆ Senior Managers at national and provincial level
◆ District Managers
◆ Hospital Managers
◆ Clinic (Facility) Managers.
Permission to conduct the study and approach managers was obtained from
national and provincial Departments of Health. Of the nine provinces
approached, only one did not respond, and was therefore not included in the
study. Research teams then approached individuals for interviews. Those
selected were managers that consented to be interviewed and were available
within the data collection period.
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An overall profile of the parliamentarians and managers interviewed is
provided below:
Table 1:

Overall Profile of Health Managers and Parliamentarians Interviewed

Profile Item
Race

Age in years

Gender

Facility
Managers

Hospital
Managers

African

6

5

6

13

9

Coloured

1

0

0

0

1

Indian

0

2

0

0

1

White

2

8

2

3

1

< 30

0

0

0

0

0

30-39

1

4

1

6

3

40-49

3

10

4

6

5

50-59

4

0

2

4

1

60 or over

1

1

1

0

3

Male

0

10

2

5

5

Female

9

5

6

11

7

9

15

8

16

12

Total interviewed

District
Managers

Senior
Managers

Parliamentarians

A self-administered questionnaire attempted to assess the job stress and work
demands experienced by parliamentarians and managers. The three areas
explored in the questionnaire include:
◆ The emotional exhaustion of the individual
◆ The degree of depersonalisation experienced
◆ The sense of personal accomplishment that is achieved.
All of those interviewed experienced only low to moderate levels of emotional
exhaustion and depersonalisation in relation to their work.
Figure 1:

Percentage of managers across the groups experiencing low levels of personal
accomplishment

Facility Managers

56

Hospital Managers

27

District Managers

38

Senior Managers

31

Parliamentarians

58
0

10

20

30

40

Percentage
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However, although only about one third of hospital, district and senior
managers have a low sense of personal accomplishment, more than half of
facility managers and parliamentarians experience low personal achievement.
A separate questionnaire was used to assess the demands of work upon those
interviewed. The three areas that it attempts to measure are:
◆ The demands of the job
◆ The control that an individual has in relation to the responsibilities of
their job
◆ Social support at work.
Jobs that impose a great strain combine high demands with, low control,
and low social support. Jobs associated with less job strain combine high
control and high social support with moderate demands.
Figure 2:

Job strain at work as measured by levels of job demand, control and social support
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Even though all interviewees seem to indicate that the demands of their jobs
are high, this is coupled with high degrees of control and social support.
Thus, high job strain is not the norm. There are individual exceptions of
course. One Facility Manager experienced high job strain, while a District
Manager and two Hospital Manager indicated that they did not get any
social support at work. Also, one politician indicated that they have little
control at over their work.
The individual chapters outline the vision and motivation of those interviewed,
their relationships with colleagues both above and below them in the hierarchy,
as well as departmental leadership; and issues such as rules and procedures,
and access to resources. Also, societal factors, in particular gender and race,
and how these play themselves out at the different management levels, are
briefly addressed.
It is important to emphasise that what has been obtained are insights into
only parts of the health system as seen through the work experiences of
selected categories of managers. These chapters in no way claim to provide a
comprehensive or even impartial account of all managerial levels of the public
health sector. It is fully acknowledged that interviews with, for example,
heads of departments and local authority managers, or assessments by external
management consultants, could lead to different themes and conclusions. In
organising the material from the interviews, some level of interpretation on
the researchers part is inevitable. However, no other material has been added
and no attempt was made to reflect any views other than those of the managers
interviewed. Also, while some attempt was made to capture experiences in a
spread of provinces (both urban and rural) as well as different functions
within health departments, no definitive conclusions about an individual
health department can be reached on the basis of two or three interviews.
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Voices of Facility Managers

11

Natalie Leon, Florence Bhunu and Chris Kenyon
Health Systems Trust

Introduction
The experiences of facility managers illuminate some of the enabling factors
as well as the obstacles for a range of managers across the country. They also
illustrate the frustrations experienced by managers and how they are coping
with these. Perhaps the most striking of the findings is that some facility
managers, despite the obstacles, managed to change their facility from a place
that felt like a ‘Robben Island - outcast colony’, to a place that is productive
and fun to work in. The majority of the 9 facility managers interviewed are
from an urban setting and the voices of health managers in rural areas are
not adequately reflected. Views expressed in this chapter cannot therefore be
generalised, but rather serve as a window from which to view the experience
of a range of facility managers.

Overall attitudes
The facility managers interviewed exhibited a divergent range of attitudes to
their jobs. Despite the many problems experienced, most managers
interviewed could focus on the positive side of their jobs and could describe
what motivates them to continue. There appears to be a fair level of
satisfaction in the job and this perception is reinforced by the analysis of
levels of burnout among facility managers.
Asked about the highs and lows of the job, one manager commented:

“The base is the love of the work I do ... money is a problem, it is a very slow
road travelling upwards with the money, but money is not everything, we have
a service to deliver, we have people looking up towards us for help, hope and
for survival and you have to be committed, you have to have responsibilities to
be able to push forward in this profession…”
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And another:

“For now I can say I am functioning well, I don’t have problems at work, I am
getting support.”
A manager, who is considering leaving her position, expresses her frustration
about constant changes in the health service:

“Because of all the change I am tired of change. Since 1994 these consistent
change. First it was the health policy they changed that, we had to get this
primary health care, we are since then still in a changing phase because then
its this program then its that program that’s changing.”
Overall while managers are reasonably positive, they indicated that their
level of stress is higher than it had been before. Despite this, every manager
interviewed could speak about having made a contribution in one way or
another, to improving the services. These are detailed below.

Achievements
Facility managers highlighted several areas about which they feel positive
and believe they have made progress. These include improving services, better
management of staff and strengthening community participation.
Improving services

◆ Improved physical infrastructure through initiating or overseeing
building renovations.
◆ Service expansion through implementing priority programmes,
especially the PMTCT. This includes district based co-operation with
local government staff around priority health programmes.
◆ Quality of care changes including patient satisfaction and waiting time
surveys, patient flow changes to improve bottlenecks at the pharmacy.

“... between myself and the DMT, we are having again this Wednesday a
workshop of quality of care and waiting times, to decrease the waiting times
for patients.”
◆ Improved staff productivity at a clinic where there was low morale
and productivity before.
◆ Monitoring and evaluation of routine data to improve service delivery.
◆ In-house training where staff shortages prevent staff from going for
training outside the facility.
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Staff management issues

◆ Establishing a facility management team, team-building and teamwork
were highlighted as making a significant contribution to improving
how managers and staff experience the job. In one district these include
regular team-building activities, including social gatherings, fundraising activities, and even joining the local private hospital in a drum
majorette competition.
◆ The improvement of staff satisfaction and morale is another major
achievement mentioned by several facility managers. This was done
through encouragement and affirmation of staff, through conflict
resolution and through building the leadership of others.
A facility manager who took on the challenge of working at a clinic with a
difficult history, reflects:

“ I really think that I did lift the morale of the clinic definitely, because previously
people said to me ‘Sister, this is Robben Island’ and I said ‘why?’ ‘Because all
the outcasts are being sent here’. So I said ‘I’ve also been sent here, so let’s
work from here.’ ”
Community participation

A few managers took pride in their efforts to build relationships with the
community through participation in the community health forum and through
other forms of contact, and this was seen by some as a motivating factor:

“... my vision was that I would get to have all the committees in the community
and to formulate the friendship within the community, which now I have achieved
... and after this ... I am going to help the community to understand what primary
health care are...”

Enabling factors
There are a number of positive factors that support, motivate and develop
facility managers, enabling them to perform their duties even under difficult
circumstances. Both external and internal factors emerge as important in
these achievements and in how well the managers cope.
External

External enabling factors refer to organisational resources that help make
the job easier, such as physical infrastructure, finances, management systems
and skills, policies etc.

Supportive and effective management at district and region
Support, in various forms, was highlighted as a key factor that enables facility
managers to do a good job.
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◆ Accessibility of management, an encouraging attitude and recognition
and affirmation of efforts, are factors that facility managers feel are
supportive.
◆ Effective and relevant meetings, constructive criticism, a participative
management style and respect for the autonomy of the facility manager
are considered to be enabling.
◆ Peer support from facility managers in the district is another enabling
factor.
A manager describes her experience of being included in planning and
organising:

“I happen to be given an opportunity of organising, arranging and planning for
district activities. When one is given that opportunity, to plan, organise, to take
part in, like when we had recently the regional conference ...that was held in our
district. You grow there on your own, you develop.”
Affirmation is highly valued by another:

“We got positive feedback from Dr. X and you know it goes through to the staff.”
Elsewhere the same manager comments about her sense of being allowed to
get on with the work without interference:

“I really think the staff morale has lifted. I think it is because the top structure
leaves me to do the things, they don’t barge in like they used to.”
Facility - based management and support
◆ Support from an internal management team comprising the heads of
sections, and especially support from the deputy, is valued.
◆ Teamwork and good staff relations are highly valued for job satisfaction
and productivity.
◆ Participative management and building leadership are important. This
is done through delegation of tasks and responsibilities, consultation
with the team, and finding opportunities to build leadership amongst
staff.

“I have got the district management team which is supportive and that is what
is important to me.”
“We also have a team-building event here after hours and all those things
helped to sort of keep the spirits, and I don’t have to struggle if I need somebody
to hop into work or if somebody is absent ... I just pick up the phone ...”
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Management skills, experience and training
Facility managers have a range of skills that they feel equip them to perform
their jobs.
◆ Supervisory and communication skills, educational, research, direct
patient care, community outreach, and operational planning and
evaluation, are some of the skills that facility managers bring to the
job.
◆ The ability to delegate duties, to set targets and to evaluate and prioritise
the demands of the facility level are all regarded as important.
◆ People management skills, and especially dealing with conflict, are
considered to be among the most important aspects of management.
◆ Training opportunities within the public sector assist managers with
their development.
On teamwork and developing leadership, one managers says:

“... they are all eager to learn, we work as a team, we participate in every event
and some of them are emerging to prove that they can be given leadership
positions.”
Training was seen as being easily available and a source of development:

“My personal experience was regarding the rewards whilst working in the public
sector is that you stand an advantage of being developed further. Once a skill
has been identified, you were given an opportunity of attending ...”
Increased rank and authority
Most facility managers are on the same rank as some of the their senior staff
and this is highlighted as a problem by several facility managers. Being
promoted to a higher rank made a difference for one of the facility managers:

“... I was managing this huge facility with staff of over 90 and I was on a Chief
Professional Nurse pay scale. No one listened to me. Now with the changes
on 1 September, I applied to and got the post of Assistant Director. Now people
listen to me.”
Co-operative working relations with local government
For one provincial facility manager, working with colleagues from local
government adds to her sense of effectiveness. She is part of a regular HIV
evaluation meeting, which comprises the TB and HIV/AIDS co-ordinators
from the city council, the city council doctor, two lay counsellors and the
provincial facility manager and one of her nursing sisters.

211

Policies
Facility managers mentioned that certain policies add to their sense of purpose
and vision in health service, even though some of these same policies are an
increased burden on service delivery.
◆ Free primary health care, the comprehensive health care package, Batho
Pele and the patients’ charter were singled out as important policies.
◆ The HIV policy and the HIV workplace guidelines were mentioned as
being important. The latter was seen as positive because it enables
staff to address the needs of colleagues affected by HIV.
◆ Transformation and transparency of health services is appreciated,
especially improved labour regulations.
Suggestions for enhancing policy implementation were put forward. These
include better communication strategies around new policies, retaining the
positive aspects of past policies, and resisting political influence in service
decisions.
One manager suggested the following:

“If you explain the policy before implementation, you are likely to stand a better
chance of that attaining their co-operation ... rather than circulars that are coming
from the province.”
In summary, there clearly are many organisational factors which are
considered to be positive in contributing to job satisfaction and the
achievements of managers. Equally however, the personal resources of the
individuals play an important part in how they experience work, seek out
opportunities for service development, and adjust to existing constraints.
Internal enabling factors are detailed below.
Internal

Internal enabling factors are individual attributes, which help a person
function well and cope effectively with difficulty. These include attitudes to
work, perceptions, inter-personal skill and adjustment abilities:

“I like what I am doing.”
An affinity and love of the work appears to be central to finding job
satisfaction in the post of facility manager. Most managers do not receive
additional remuneration for their management tasks, but despite this, continue
to be committed to their role. Their love for working in the health sector,
their enjoyment of working alongside staff, of being an administrator,
organiser or leader, and dealing with patients and the community, are some
of the things that keep them happy and motivated:
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“For me it is important that the work gets done and my work is important to me
and I like what I am doing ... that is what helps me.”
Another manager expressed a similar sentiment, adding that she sees her job
as providing a role model for staff and clients.

Motivated by challenges
Some managers are able to see challenges and change as an opportunity and
as a source of inspiration and motivation:

“I wanted to be exposed to a different challenge and I was not afraid of
challenges before. I wanted to take this up front and see how I can develop in
terms of leadership position.”
Leadership, management and attitude
There are several qualities that enable facility managers to cope and to thrive.
For one manager this is having leadership qualities, which helps in leading
by example:

“I think I am a leader, but not a manager ... and because of being a hands on
person, they see if you are interested and then they follow you ...”
For another, her philosophy of life, her analysis of problems and her coping
skills all inform her management style:

“However burnt out one is, you still have to try to show your staff and the people
who are your clients. You just have to try and give them your best, because the
staff and clients are not responsible. It is the top management, which is
responsible. We should try not to displace our anger or frustration because we
are the people and should try to hold on, even when things are bad, but not to
show our long faces or whatever.”
She continues:

“Then you will be okay because you won’t carry the problems to your family,
you will resolve, you will have one bite at a time. However bitter that bite can be,
you are the force, you are the main person, If you are the head, then you have
to draw the line. But at the same time, you should not forget your staff, you
must think of the welfare of your staff ...”
People management and communication skills
Several of the managers emphasised how important it is to manage their
staff well, to be supportive and to do conflict resolution:

“I allocate, delegate, I counsel because I am not only dealing with people who
are at work, I am dealing with mothers, I am dealing with housewives, I am
dealing with people who need to be supported ...”
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Several managers stressed the importance of good communication skills in
dealing with staff. This includes being direct and tactful in addressing
difficulties. One manager created a formal mechanism for communicating
problems, which she called a ‘moaning session’:

“... I think the people management part is critical and the admin you can learn
later ... but it is much more difficult if you are not a people person.”
Vision for quality service
More than one manager described how their vision for the service guides
them in pursuing service improvements in their work:

“My vision was to take the service and improve the service to the level that is
required.”
Another managers elaborates:

“So my visions are to give our clients prompt treatment and quality treatment.”
Community participation and patient satisfaction
Some managers also find a great source of satisfaction in being able to involve
communities in the clinic, and when patients show appreciation for good
work, the manager feels more inspired and motivated.

“The other day a guy came to me and said ‘Are you the facility manager?’…he
took my hand and said ‘This place is much better, hundred percent better.’”
One manager has kept a dried flower bouquet given to her by a patient
following his successful resuscitation after a heart attack. Another commented
that management does not see the patients thanking staff, but only when
they complain.

Faith and seeking support
The importance of receiving support from peers, a colleague, friend or family
as well as asking your management for support, were highlighted by several
of the interviewees. For some, their faith is a major source of strength in
coping with difficult times in the job. A manager describes how all of these
sources of support are important for her:

“There was a time when I felt like throwing in the towel, but like I say there are
those staff members at work with me that I relate very well with, who come to
me and we talk about it and they support me all the way so it strengthens me
a lot.”
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Commenting about her faith as a source of support, she continues:

“I also go to church a lot and I have faith and I believe in the faith that I have
and I also ... talk a lot with my priest who teaches me how to pray and how to
read the Bible ...”
Another manager vividly describes the isolation of her position:

“When I cry, I cry and wipe myself quickly so that the other subordinates of
mine cannot see that I am crying ... They will no longer think I am strong enough
to support them.”
Self management strategies
Apart from seeking support, there are different ways that managers help
themselves to cope better. This involves taking care of themselves by getting
a good night’s rest, doing regular exercise and limiting the interference of
work in their private life. For some, work inevitably spills over into their
private life, but one manager describes how she handles this:

“Very seldom do I take work home, my private time is my private time. If it is a
real crisis then I will take it home, but not just because someone wanted it
yesterday.”
Table 1: Summary of the main external and internal enabling factors for facility managers
External

Internal

These are organisational factors that make a positive
difference.

These are the individual factors that make a positive
difference.

• Supportive and effective district and regional
management is critical.
• Facility-based management systems, support and
teamwork should be in place.
• Facility management skills, experience and training
are important.
• Increased rank and authority for facility managers
would enhance and reinforce the management
position.
• Co-operative working relations with local
government help to strengthen interventions.
• There is support for policies that promote access
to, and quality of, services.

• Having a love for working in health services is a key
motivating factor.
• Dealing with challenges and change is a source of
inspiration and motivation for some managers.
• Having leadership qualities, management potential
and skill makes it easier to manage in complex
situations.
• People management and communication skills are
critical for facility management.
• Being guided by a vision for improving access and
quality of care helps to keep the manager focused.
• Community involvement and patient satisfaction is
seen as a source of motivation.
• Having a strong support system that draws on faith,
colleagues, friends and family is critical, especially in
difficult times.
• Having a positive attitude and self-management
strategies improves coping.
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Frustrations
The facility managers interviewed also experienced a wide range of difficulties
and obstacles. For some, the external enabling factors mentioned above were
not present and these then became a source of frustration. For example,
feeling that management is not supportive or effective or that efforts are not
recognised. Where managers were relatively happy in their jobs, there were
other frustrations, like ineffective staff appraisal and staff disciplinary
procedures. The following section highlights the main frustrations.

“Overworked and underpaid”
Several managers expressed the view that the facility manager’s position is
too low in rank, that it is underpaid and that there are insufficient incentives
for good work. Asked about challenges and problems, a facility manager
shares these sentiments:

“I think one of the most negative things that I did experience is the fact that the
facility manager having all these responsibilities, doesn’t get incentives. ... The
salary is still the same as any other professional nurse ... If you do a good job,
its fine, if you don’t do a good job its fine. You get the same salary ... If you are
responsible for 11 million (rands) and they pay you a salary of a clerk ...”
“Responsibilities are not matched by skills”
Managers noted that their responsibilities are increasing, but that certain
skills were lagging behind. Financial management skills, especially in
budgeting, are considered crucial to enable them to fulfil the resource
management aspect of the job:

“We are told ‘You are responsible for the budget’ I mean, I am a nurse. Call me
a manager, but I am a nurse ...There is no support, no support whatsoever, to
tell you this is how you go about the budget. I know a 44 report, I haven’t seen
a 44 report in my life. I don’t know even if they give me one, what am I going to
do, but I am responsible for eleven million rands.”
Management and systems are not effective
A range of difficulties was expressed concerning district and regional
management and ineffective management systems.
◆ Lack of experience among management: Senior management and
supervisors are sometimes inexperienced, unsure of themselves and
lacking in confidence. It was felt that some are not well trained, or are
unavailable because of having ‘too many irons in the fire’. One manager
felt there was an element of “re-inventing things without acknowledging
the achievements of the previous dispensation” which makes for
duplication and inefficiencies.
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◆ Crises-driven demands from management: Senior management
sometimes gives short notice of meetings and requests for information.
This is described as being ‘summonsed’ by top management who
‘always wanted the thing yesterday’.
◆ Excessive training demands: Multiple, often conflicting demands for
in-service training are made from the different programmes, which
puts a burden on service delivery. Programmes such as TB and HIV
should be more co-ordinated and should plan a year ahead to allow
the facility manager to plan the clinic programme.
◆ Poor implementation of disciplinary procedures: Delays and
bureaucracy hamper the effective implementation of certain staff
management procedures such as staff evaluation and disciplinary
procedures.

“When you report a case you want the intervention of higher management, but
the cases tend to drag, because the union has to come in ... You would have an
employee whom you would reprimand, and then it took three months before
management could respond. By that time whatever document has been there
it has to be destroyed and this person has improved. Six months later the
same thing happens, so the very person continues with his unbecoming
behaviour.”
◆ Time management difficulties: Most facility managers are able to
prioritise the facility level demands above district or regional demands.
Despite this, some facility managers have difficulty managing their
time effectively. They mention that patient queries and complaints and
daily operational management take up all their time, resulting in long
working days and taking work home. These distract them from
prioritising strategic issues such as service development and evaluation.

Increased demands from service expansion
Facility managers commented on an increase in workload, which they relate
to various policy shifts and service expansion. For example, the shrinking
role of the district surgeon has increased the number and range of patients
seen in the clinic. The free primary health care policy and the prevention of
mother-to-child-transmission of HIV programme also make for an increase
in the service load. Although there is wide appreciation for policies that
increase access, there is also concern that the promotion of patients’ rights
through Batho Pele has resulted in unreasonable demands from patients,
demands that the service cannot cope with.
The following comments from two different managers illustrate this concern:

“... I am short staffed and I have written letters and I have reported even up to
Regional office and everything and for years we are not given what I am crying
for.”

217

For another manager:

“The other thing is the policy of decentralising the district surgeon’s office to
the primary health care, that is one of the second most demanding. We have
got about hundred patients today of which (most) are sick people in need of
medication. The rest is disability grants, assaults, it’s rape and then the person
who has been sitting here from six o’clock …must now wait.”
Issues stemming from being overburdened were also raised indirectly. There
is a perceived lack of psychological support for staff and for volunteers who
are engaged in stressful work, especially with the increase of HIV. One
manager feels strongly that health authorities show a lack of appreciation
for volunteers, some of whom appear to be more skilled than the staff.

Other
Concerns were also raised about a variety of other issues:
◆ Security and crime including hijackings, a stolen car, a baby stolen
from the clinic and a staff member threatened by a patient:

“The most negative thing that over this period that I can clearly remember was
one of our staff being threatened and verbally abused and that she had actually
landed up in a psychiatric unit. And it was by a sort-of ex-gangster ... , it affected
me negatively in the sense that she felt I didn’t do enough to support her.”
◆ Limited physical space: Physical space needs were identified as a source
of satisfaction - when the clinic space had been increased or renovated
- but more often as a stress because space is limited - either the facility
is too small to accommodate all the patients, or additional space for a
specific purpose is required, for example a staff meeting room.
◆ Amalgamation of provincial and local government health care and
joint facilities. Provincial staff at a joint facility were reported to be
unhappy about the different conditions of service between themselves
and the local authority and they wanted this to be addressed when
amalgamation happens.
Table 2:

The main sources of frustration for facility managers

The following factors are sources of occupational frustration for facility managers:
•

High workload and low remuneration.

•

Increasing responsibilities without the necessary rank, skill and guidance.

•

Ineffective district, regional and senior management and systems.

•

Increasing workload demands from service expansion, without increasing resources.

•

Security and crime is becoming a concern.

•

Limited physical space in certain clinics.

•

Concerns about conditions of service under an amalgamated, municipal-based service.
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Conclusion
The importance of a qualitative survey such as this is to highlight the
‘subjective’ or ‘soft’ issues that are as critical as the technical and structural
issues in the way in which they impact on health service delivery. Despite all
the frustrations, a high level of commitment is evident among facility
managers. They are aware of, and appreciate, the main transformation policies
for the promotion of primary care and service excellence. Whilst they are
largely positive about these policies, they have difficulties and frustrations
around their implementation, including organisational problems, staff
limitations and patient demands. Despite this, all feel that they have been
able to make a positive contribution.
Senior management is experienced as both a strong positive, enabling factor
as well as a negative, demotivating factor, depending on the quality and
approach of the management. The importance of support and affirmation
from senior management, and of including staff in decision-making, clearly
stands out as being critical to the development of staff and their ability to
deliver quality services. Good leadership is identified as supportive, affirming,
and able to involve staff in decision-making and provide them with
opportunities for learning. For example a compliment about a job well done
appears to make a big difference in a facility manager feeling appreciated.
Where there is good leadership, the facility manager seems motivated and
able to cope better with technical and operational difficulties.
The importance of the internal, personal resources of the individuals working
as facility managers should not be underestimated. Their love for working in
the health services, their affinity for dealing with patients, staff and the
community, their leadership qualities and their ability to cope in difficult
situations, are all crucial factors in maintaining and developing the services.
They all recognise the value of good facility management. They have identified
people management and financial management as skills that need further
development. They have used their internal strengths to adjust to difficult
changes, to tackle the challenges of policy implementation and in places, to
seek out opportunities for quality improvements. However, many a time these
internal strengths are worn down by the frustrations they encounter along
the way.
People are clearly the biggest resource of the health services. The challenge
therefore, is to find a way for health services to build on the internal resources
of its staff. Concrete examples include adequate remuneration of facility
management positions and supportive and affirming district and provincial
management. Building and strengthening the internal resources of staff,
combined with optimising management systems, remains one of the key
human resource management challenges for South Africa.
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Introduction
Hospital Superintendents are among those health professionals at the forefront
of the transformation and delivery of health services.1 Hospitals have always
been, and will remain central to the health care system and adequate health
care cannot be provided without them.
This chapter is based on interviews with 15 Hospital Managers from 8
provinces. The managers were purposefully chosen for convenience of access
and availability. There is an approximate 50-50 split between rural and urban.
The interviews provide insights as to how changes in the health services are
affecting their ability to manage a district hospital.
The chapter reflects on superintendents’ answers to questions such as – What
are some of the enabling factors, and some of the constraints? How much
are they given the freedom to manage, or are there too many external factors
retarding progress? What factors keep hospital managers in their jobs or
what makes them want to leave? What are the rewards for working in these
places?

Profile of Hospital Managers
The profile of the hospital superintendents is rapidly changing. While the
tradition of the white male doctor as superintendent is still predominant,
more women are beginning to head up hospitals. Of the 15 superintendents
interviewed, six were women. Overall the women were new to the job, most
having been in the post for a matter of months. In addition a trend is emerging
of nurses and others health professionals taking the helm; four of the women
superintendents were nurses.
Most of the superintendents had been in their post for only a few years, with
tenure ranging from a few months to four years. The exception is rural
superintendents, who had occupied their posts there for many years. The
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variation in experience of the job is reflected in some of the responses. Most
of the superintendents interviewed are in the 40-49 years age group category.

Overall Achievements
Most of the superintendents feel they have succeeded in:
◆ Improving the quality of care for their patients
◆ Bringing additional doctors on board
◆ Introducing new services
◆ Opening theatres
◆ Extending clinic opening hours.
For many the integration of health services in the district has made a great
difference to their work, and collaboration with other health services has
facilitated the introduction of dynamic new projects. An example from the
Western Cape is of health services working together to provide antiretroviral
drugs to HIV positive pregnant women. In other areas hospitals assist each
other during times of crisis such as a typhoid outbreak or a rush of casualties
following ritual circumcisions.
There is also a move towards community involvement in the hospital, for
example having community members on the hospital board and addressing
church groups about the services offered by the hospital.

“The superintendent is a figurehead in the community relationship with the
hospital. When difficulties come, when things are not following normal patterns,
its usually the superintendent who can cross boundaries more easily than
anyone else.”

Revenue Generation
Other achievements include charging patients referred by private practice
doctors, resulting in revenue generation for the first time. Other partnerships
with the private sector are being sought. Some superintendents have
established links with universities to run projects.
Another important enabling factor is financial control. Superintendents now
have greater accountability for the finances of their institutions and for
generating revenue. This control is not yet fully devolved, however benefits
are already beginning to be felt. The need for more training in financial
management was identified again and again.
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Management Style
Along with the changing profile of the superintendent has come a new way
of doing things and a more open management style. Hospital managers appear
to be becoming more participatory and consultative in their management
style, discussing matters with their heads of departments, recognising
achievements of workers and dealing with conflict situations in a transparent
and democratic way.
Some hospitals have instituted awards for staff who do outstanding work,
others insist on taking time to explain to staff why changes are necessary and
to keep staff abreast of new developments. One superintendent said that
when they were reconstructing the hospital, he even asked the cleaners where
the plugs should be placed.

“The architect was getting crazy that he had to listen to the cleaner and the
porter, but they are the people who are using these things.”
The outcome was that the reconstruction of this hospital was one of the
most successful projects of its kind in the province.
One of the obstacles to this participatory style of management, however,
seems to be the matrons and the unyieldingly rigid and ‘militaristic hierarchical
nature’ of the nursing corps. This often leads to feelings of low morale amongst
the nurses.

“I think the biggest frustration was on the nursing side, not because of them
personally but because of the whole structure of nursing and form filling and
the whole bureaucratic process that has got caught up in nursing which
prevented them from doing a whole lot of things that they were quite capable
of doing.”
The superintendents all felt they had made a lot of changes to the internal
management of the hospital, putting structures in place that made it work
more efficiently. Despite this there still appears to be a culture of crisis
management and emergency meetings with inadequate time to focus on longrange plans.

Relationship with staff and staff attitudes
Disputes around race, and the challenge of discipline seem to play a large
part in the day-to-day lives of superintendents. According to those interviewed,
a lot of time is spent on disciplinary matters and yet they feel ill equipped to
deal with disciplinary issues, not having received any training in personnel
management or labour relations.
However this challenge is viewed by some in a positive light, as one
superintendent explained:
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“Look I have always liked working with people and the most rewarding cherry
on the cake is the fact that the unions and management have got to learn and
to understand and to trust each other and talk to each other and move away
from the confrontation approach to one of collaboration. That is probably the
most exciting thing that I have felt.”
Another long serving superintendent commented:

“Discipline is another area of the Med Superintendent’s job that is quite onerous.
Discipline is the most unwanted bit in any job, to tell people off when they’re not
doing what they should, especially when they’re recalcitrant ... In some sense,
the Med Superintendent is in a better position to do it than the administrator,
not quite so involved in the community, in the present situation being more of
an outsider than other staff.”
Some indicated that they had had to learn over many years, often through
making mistakes that they wished they could have avoided. Overall they felt
their staff worked hard, but there are never enough staff and the workload is
overwhelming. Security is also a major concern, particularly for staff working
the night shift.
An overall theme is the constant struggle to balance clinical work with
administrative and managerial duties. Among the superintendents interviewed
there is a keen awareness of the need to provide support to their own hospitals.
They make sure they attend ward rounds, the importance of placing ‘people
above paper’ was a common refrain, and they are intent on breaking down
barriers between levels of staff.
The superintendents play a decisive role in setting the culture of the hospital.
While one decided to introduce some stress to wake up his ‘sleepy hospital’,
others were trying to find ways to unravel the tensions. Much of the friction
is around race, but one superintendent said it was important to examine
whether these problems were really about race or whether it was just being
used as an excuse for some other problem.
A few superintendents cited the poor work commitment of staff and high
levels of theft as causes of tension. The need to recognise the diversity of
language emerged as an important factor in setting the culture of the institution
and one strategy is to have circulars and meetings in various languages.
Funerals are also an important aspect for staff and with so many funerals
now taking place, some superintendents only allow staff time off for the
funeral of their immediate family members.

“There is still a lot that a person can do here and I have learned a lot about
relationships with people and absence from work. For instance for one group
of people a funeral is very important but for another group of people it is not. All
the staff don’t see it the same ... we have already said that with regards to close
family we will try to let them go. But you need to go into the matter as with
some people the aunt or uncle is just like a mom or dad.”
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Superintendents of rural hospitals in particular, speak about the need to build
a team of people working together and creating a sense of trying to achieve
something together.

“Its the vision and the sense that we’re going to make things work, regardless
of what is happening on the outside.”

Relationships with Province
One aspect touched upon frequently by hospital managers is whether they
have support from above. There is a mixed picture, with some being well
supported and others getting no support at all. There is often poor
communication with the province, with one superintendent saying that he
does not report to anyone. He said he had not had a single visit from the
chief director in the five years he has been at the hospital. (Another
superintendent in the same province has the same experience.) The regional
director has visited only three times, in response to a specific request.

“There was no one appointed in the head office to see if hospitals were being
run properly, and when head office made decisions affecting the hospitals, the
superintendents were never consulted.”
Some superintendents receive a lot of support from their province; one
complains that the director he reports to visits too frequently. Others rely on
medical superintendents in the area for advice or direction.
On the whole, superintendents seem to feel that their head offices present
orders from a distance, without understanding the situation in the hospital
and its surroundings.

“MECs, DDGs, chief directors, regional directors ... they only look at the politics
and they’re not here to see the disasters we are having. The only problem they
consider is administration ... the patients and the doctors are not part of their
considerations.”
The challenges are often about getting through the bureaucratic tangle:

“For five years I’ve been asking (the province) for certain equipment and every
year they say something strange, and for me strange means when they say
‘there’s no money in the system’. But I know I have budgeted for that ... and at
the end of the year the money goes back somewhere.”
In their relations with the provincial head office, most superintendents prefer
‘minimal government’. They want head office to help them out with their
needs but not to interfere too much.
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“I didn’t see head office as the boss when I took over, but more as a resource
that we could utilise. I think head office doesn’t always see it the same way as
I do.”
He said that a number of hospitals in his area find that when things get really
difficult, head office does not have the resources that are needed and lacks
the ability to give support.
In turn, provincial head offices try to sort out problems but they are often
not able to because they depend on getting approval from higher levels.

Foreign Doctors
Government’s increasing restrictions on foreign doctors are a frustration
because foreign doctors form a large recruitment pool for hospitals. Foreign
doctors are still working on an insecure contract basis and there has been no
progress in getting these contracts reviewed.

“That is the attitude. Foreigners are there to be used quickly and we must get
as much out of them as we can,” he said. “But we are also people with families
and we need stability.”
In many areas community service has not helped hospitals and the policy of
replacing foreign doctors with community service doctors is not working.
Often community service doctors require so much time and supervision that
they can do little to relieve the workload.

“To think that a junior doctor who is still shaking when he’s called to theatre or
at nights, after nine months ... can replace a doctor who has been working for
37 years.”
One black foreign doctor was given the task of transforming a purely white
hospital in a deeply conservative town.

“It was a total headache ... There was resistance from patients, from
management, from staff. It was easier for me as a foreigner to do it than it
would have been for a black South African because I didn’t identify with any
group.”
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Policies of the Health System
“Everyone has a policy - many are very good but the sheer number of them
sometimes makes them bad,” said a superintendent. “Change is a good thing,
but when there’s too much of it you get instability and the staff become
discouraged because they feel threatened all the time.”
Some of the new national health policies have made a difference to their lives
in the hospital. The most positive aspects for many are the primary health
care approach and the development of the district health system, enabling
hospitals to work far more closely with other health services in the area. For
the first time some of their doctors are going out to visit clinics, taking some
of the burden away from the hospital.
Despite sound policies, implementation remains problematic. The termination
of pregnancy policy is particularly problematic for rural hospitals where staff
and/or the community do not support it, and there is pressure from the
province to do more terminations.
Overall, superintendents feel that the Batho Pele policy and the Patients Rights
Charter will facilitate improving quality of care.

Frustrations
Superintendents identified numerous frustrations, often beginning with the
security of their own positions. There are often long delays in being appointed
to the post – one superintendent said it took two years for him to be formally
appointed to the position. Their salary scales are sometimes seen as unfair
with other doctors earning more than them, and they complain of a lack of
promotion opportunities and little administrative support. One superintendent
said that during the 14 months that he was acting in the post, he was the
lowest paid doctor in the entire hospital. Despite the responsibility he carried,
he was paid less than the matron.
The way the health services are structured means that superintendents often
do not have the authority to resolve many of the problems they face in their
hospitals. The level of control they have over their environment and in setting
their own programmes impacts critically upon smooth running of the hospital.
Superintendents try to control their environment, but there are often external
demands over which they have little control.
One superintendent said:

“I have no control over time, if something comes up from the district or the
region then you have to change your plan.”
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And another:

“Lets put it this way I can give my top right hand that I am very organised, when
I am left on my own, but I am called to far too many meetings, so it allows me
two days a week to actually plan and organise my hospital, it makes it slightly
difficult, if you are never there. It gets rather funny when one of your staff members
asks you – please send a photo of yourself because we want to remember
what you look like. When they need you, you are not there.”
Some do feel in control and are able to refuse to attend meetings when there
is inadequate notice or if they believe it would be a waste of time.
Most had learnt what they needed to know ‘on the job’.

“The skills I had was to learn – to learn and change every day.”
Many identified a desperate needed for training in a variety of areas, but
even when there are training courses available it is usually impossible for
them to leave the hospital for the length of time required.
Training is available for staff, but there is a sense that there are too many
new and different health programmes, each requiring training, being thrown
at staff all at once. There is felt to be little coherence between the various
programmes, and staff are not given enough time between each programme
to implement what they learn.
Poor infrastructure is another source of frustration. There are run down
facilities that need attention, buildings that need to be upgraded, lack of
transport and, in some cases, no ambulances at all.
One rural hospital had not had an ambulance for over a year and in two
recent emergencies it had had to transport the patients to the referral hospital
in a bakkie. Despite the consequences for the patients’ lives, the hospital is
not allowed to send them to the nearest hospital 150 km away, because it is
in a different province, and they have to follow referral procedure and send
them in the bakkie to a hospital in the same province 300 km away.
A further frustration is the lack of consultation with hospitals in planning
services. One superintendent’s closing remarks were:

“The most burning issue in my life as a hospital manager is that I have seen
over and over and over again that my senior managers are not talking to the
planners for effective planning and they are not talking to you as managers in
order to effect those plans. We are kept in the dark. All alone. We do not make
input into senior management decisions; we do not make input into senior
planning decisions and it makes our lives very, very difficult. If my staff are
demotivated or they are totally dissatisfied with the work you provided. What
can I tell them if I don’t know?”
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Impact of the work on Superintendents
Although most superintendents feel that their job is demanding, they generally
have a lot of control over what they do and plenty of social support to
implement their agenda. This is confirmed by the results of the selfadministered questionnaires relating to their stress at work. Most combine
high levels of personal achievement with low levels of emotional exhaustion.
Although superintendents work closely in a team, they emerge as self-directed,
often having to come up with highly creative and resourceful ways to get
around bureaucratic obstacles.
A lot of the job is lobbying and advocating for what they need - from funding
and linen to recruiting skilled doctors. They also have to be arbitrators.
Personal characteristics such as being able to give staff guidance and support
and to delegate responsibility are critical. Their years of experience make an
important difference. The position requires assertiveness and the more mature
superintendents seem to cope better with the demands of the job.
And it is a demanding job; superintendents are available 24 hours a day,
seven days a week. One female hospital manager often has to drive the
ambulance at night because there is no one else around to do it. Yet surprisingly
more than one superintendent interviewed said they took the job because
they wanted to spend more time with their family!
Conclusion

Most public hospitals are severely under-managed, mainly due to:
◆ Limited responsibility and authority accorded to hospital managers
◆ Ineffective and inappropriate structures and systems of management
◆ Limitations in the number and skills of managers
◆ Insufficient operational authority or incentives for managers to manage
budgets efficiently
◆ The existing organisational culture within hospitals.
Hospital management must be strengthened fundamentally. Only then can
health resources spent on hospitals be reduced significantly, without seriously
compromising the quality and accessibility of hospital care.2
Despite the many difficulties they face, the superintendents interviewed are
highly committed to their job and to making a difference. They care deeply
about improving the quality of health care for their patients. Sometimes the
reward is as simple as seeing a patient get through, and in smaller hospitals
the rewards are often even clearer because superintendents can see the impact
they have more easily.

“To work in the public sector is a wonderful experience, to help the community
in the best way you can with the limited resources you have is a very rewarding
experience.”
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All speak of the variety that the job offers, with every day bringing some new
challenge. Sometimes the challenge is finding ways of running a hospital
when the water and electricity supplies are down. Even getting linen is an
enormous task.

“I don’t think there has been one day that has been the same as the previous
one. And maybe sometimes it was too much, but the main inspiration is to try
and help as much as I could, make things better for the people, but together
with all those around me.”
The information received from these interviews concurs with the statement
from the Report into the State of Public Services: ‘The process of transforming
the public service has not yet successfully addressed issues of organisational
culture and behaviour’.
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Introduction
Very little has been written about the experiences of the ‘lead actors’ in the
task of turning the District Health System (DHS) into reality, namely the
district managers (DMs). In this chapter, the working life of the DMs is
investigated, and the pleasures, difficulties, challenges and frustrations of
their work are explored. The information was gathered through face-to-face
interviews with DMs in eight of the nine provinces.
The major themes running through the interviews relate to issues of:
◆ Planning
◆ Workload (span of control)
◆ Provincial support to districts
◆ Lack of integration between support systems and service delivery
◆ Skills and skills gaps
◆ Sources of motivation for district managers
◆ Difficulties and challenges
◆ Recommendations for improving the working conditions of the DM.

Profile
Of the eight DMs interviewed, six were female and two male. All of them
were nurses by profession, and one even describes herself as a ‘District Nursing
Manager’. Most of the managers had a postgraduate qualification. On
average, the DMs had occupied the current posts for 3 years, with the longest
serving having been in office for 5 years, and the most recently appointed
having served as DM for only 2 years. One manager had been acting in her
position for about a year.
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In terms of race, over half of the district managers were black, two were
white and one was coloured.

Difficulties with Planning
Many of the DMs interviewed expressed a concern that although they are
developing periodic plans, mostly monthly and weekly plans, these are often
disrupted by demands from provincial Departments of Health, Regional
Directors, community members, junior officers and even the national
Department of Health.
According to the managers, ad hoc meetings arranged by provincial offices
without prior notice cause most of the disruptions. These ad hoc meetings
have no agenda, and minutes of previous meetings are not available. These
disruptions undermine the planning process, making planning ‘useless’.
One district manager stated that:

“Every time a new manager is appointed, scheduled meetings are changed,
stopped, or new ones arranged. Most meetings are a waste of time, with no
agenda and no minutes, only problems are discussed, no solutions...”
Yet another manager stated that:

“Provincial meetings are the least beneficial, repetitive, poorly run.”
Other disruptions reported by the district managers were that:

“The MEC calls meetings anytime”
‘‘Short notice is given for meetings”
“Managers or personnel are sent on unplanned training courses, which mess
up planning”
“Unplanned visits to the district office from everybody including locksmiths”
“Lots of crisis intervention”
“Too much planning and too little implementation.”
One of the managers stated that:

“We don’t have a healthy working system because there is no co-ordination at
provincial level, whereby the provincial office, the head, that head is too big for
us. Like I am at district and Primary Health Care, if you go to the provincial
office there are so many people who are running programmes, each one is
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running one programme, when it comes down to the district level they all pour
over one head, which makes it so difficult.”
Of the two district managers who had the least problems with planning, one
indicated that her province has a well implemented and monitored strategic
plan, while the other feels that she is able to prioritise her work in such a way
as to be able to manage the demands.

Workload (Span of Control)
The majority of the district managers have an extremely heavy workload
and an unreasonably large span of control. Their responsibilities include:
◆ Running the district offices
◆ Overseeing sub-districts
◆ Procurement
◆ Clinic supervision
◆ Co-ordinating quotations for purchases
◆ Controlling budgets (without having the necessary skills).
One listed her duties as:
◆ Monitoring clinics over weekends and evenings
◆ Working every weekend
◆ Dealing with labour relations, previously a Human Resources
responsibility
◆ Serving as transport manager
◆ Dealing with fraud, theft, research projects
◆ Building bridges between local government, provincial health services,
councillors and the community
◆ Attending union meetings
◆ Liaising with, and monitoring 375 NGOs for nutrition, and 250 other
NGOs.
This manager added that:

“The department’s culture is do what you have to do and don’t go an extra
mile.”
The DM from a different province stated that:

“I am seen by subordinates as an ‘absent manager’, as I am always in meetings.”
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Another district manager indicated that in addition to her ‘normal’
responsibilities, she is also a training co-ordinator for student placements
and a representative for child health programmes.
When asked to clarify how it had come about that they ended up with these
daunting responsibilities, the DMs highlighted:
◆ Lack of financial delegation (provinces holding on to control of the
budget) and lack of financial management skills
◆ Confused organograms:

“This organogram is a mess – it has been interim for the last 6 years and is
still changing.”
According to the organogram of one district, the health centres report to the
DM but sub-district supervisors report to programme managers who in turn
report to the district manager.
Working over weekends and in the evenings appears to be the norm among
most of the DMs. This has a negative impact on their personal life as they
spend less time with family. As one DM poignantly outlined:

“I think sometimes my daughter hates me, for example, you know there are
days she would not involve me in her homework because when she says
‘mom can you help me with this’ I just find myself irritated because I want to
push my work.”
Furthermore, the job impacts on her religion, as she cannot go to church on
Sundays anymore.
The two managers who were not experiencing problems with workload and
span of control, indicated that they had financial authority over their district
budgets, coupled with other managerial powers. One manager felt that her
workload is fine and only occasionally does she have to work over weekends.
The other is sustained by good social support:

“I have a good marriage. Whereas my husband is a sound-board of my
problems. He has empathy with my problems and usually when I tell him what
happened at work today he can sometimes come up with some solutions that
I never thought of because he is outside the problem.”
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Reasons for applying for current posts
When asked why they had decided to apply for the post of district manager,
most of the respondents outlined personal reasons:

“I shared the vision of PHC with the national government.”
“I felt that I was bringing important knowledge of PHC from the UK to South
Africa.”
“For the love of my people – forget about money.”
“I see this work as a challenge.”
“There are opportunities for personal growth in the job.”
“I had a vision of bringing transformation.”
However, two of the DMs had interesting explanations of how they had
become district managers.

“Well I came here by accident. I started off coming to the District Finance
Committee because the Deputy Director became ill and I was instructed to
attend the meeting in his place.”
“It is because of this rationalisation that I am now sitting where I am. Otherwise
I was working at the hospital and I was given a transfer ...”

Provincial support to districts
50% of the DMs feel they are receiving adequate and satisfactory support
from the provincial and regional offices of their respective Departments of
Health:

“There is a good support network from province to district and within district ...
They have a participatory style of management ... They give recognition in public
...”
In a similar vein, another manager remarked that she has a good relationship
with her immediate superior who is supportive and allows space for initiative.
One manager gave a qualified response:

“Province can be supportive only if you have a problem.”
The other half of the respondents reported that their respective provincial
DoHs are very unsupportive:
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“... the increasingly, unplanned and unco-ordinated demands from province
make lives miserable ...”
and

“There are no structures in place.”
Another manager remarked that:

“It is totally devastating ... I report to two directors, there is no integration between
local government and province.”
Other concerns expressed by the DMs are that:

“Everything comes at the last minute, there is no co-ordination between
directorates.”
“If you have a problem you are punished by giving you training.”
“Local government/provincial health service amalgamation is causing staff
problems.”

Lack of integration between support systems and service
delivery
According to most of the DMs the lack of integration between support systems
such as finance, stores and drugs, and service delivery components of the
department creates many difficulties for them.
One source of frustration mentioned by several DMs, is their lack of control
over financial resources or the budget. These managers mentioned that they
do not have financial authority, and depend on those officers with the powers
to assist them to utilise their budgets. As one manager put it, she has ‘budget
control’ but no ‘authority’ over the budget.
One of the managers stated that:

“... I told you that my background is that of nursing and in nursing you don’t do
issues like the budget. But because one has got potential, with the training that
I went through I understand budget I can work effectively as a person... And
again we do not get the support, let’s say the provincial office asks for ‘finance
gap analysis report’, they are telling this to a nurse, what is that? They don’t
give you guidelines. Coming to procurement, we want to buy something and
there is no tender, the tender has expired. It is so difficult to get a new tender.”
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Another manager:

“Can I give you an example. Like for instance, labour relations was always
done by the person in charge of human resources, now obviously the people
that are in support systems are doing hospitals and districts, so now we don’t
have anybody to do our labour relations. So instead of concentrating on service
delivery, we have to do our labour relations and make appointments. It’s just an
added burden if the problem is transport, I am now the transport manager as
well ... whereas before you would call on people.”
Other managers cited the regular drugs stock-out and lack of transport as
some of the symptoms of the lack of integration and collaboration between
support systems and service delivery.

Skills and skills gaps
Existing skills

When asked about the skills that they thought they brought to their current
posts, the district managers outlined the following:
◆ Good interpersonal skills, managerial skills and commercial skills
◆ Administration
◆ Communication with communities
◆ Psychiatric training.
DMs have participated in in-service training in the following areas:
◆ PHC management
◆ Leadership transformation
◆ DHMT Leadership course provided by the Management Sciences for
Health (MSH) Equity Project
◆ Skills developed through the facilitation process of the Health Systems
Trust (HST)
◆ Labour Relations and Equity
◆ Computer Literacy.
Skills gaps

Most DMs cited financial management and budgeting skills as skills that
they felt they still needed to acquire or to enhance. In addition to financial
management the following skills are needed:
◆ Guidance on the District Health Information System
◆ Leadership skills and capacity building
◆ Skills in planning.
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Opportunities for developing skills

There were mixed views when DMs were asked whether there were
opportunities within the Department of Health for them to develop the skills
that they wanted. About half responded in the affirmative:

“Look I do think for people who are willing to take a challenge, this whole
department has given a lot of people a lot of opportunities to develop themselves.
It is unfortunate that people only look at development in terms of higher posts
and more money, so people have not always taken on the job opportunities or
seen them as opportunities to develop themselves.”
Similarly, another manager pointed out that:

“Additional skills? I think to be fair the department has provided me with a lot of
skills besides the ones I brought in, because I was given an opportunity to do
all those management courses like Labour Relations, Equity, all those short
courses.”
However, other managers felt that the skills development opportunities within
the respective departments are not adequate or equitably distributed:

“Only people earmarked for posts were sent on certain courses”
and

“Older people are not given opportunities ... yet older people must teach the
new generation of health workers.”

Difficulties, challenges and frustrations
Many difficulties, challenges and frustrations were highlighted.
Human and Material Resources

There is not sufficient office space to accommodate all staff. One manager
commented that she had ‘moved offices often, even worked in passages’. In
addition, clinics are often unsuitable for the volume of patients. There is a
shortage of nurses and many people are in acting positions. There is also a
shortage of transport. Staffing problems exist and there is a rapid turnover
of staff – ‘people see the district as a stepping stone’. There are concerns
about the budget and inadequate equipment
At regional and provincial level, as at district level, many staff are in acting
positions and there is a high turnover of staff.
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Interpersonal tensions and conflict at work

Some DMs experience unusually high pressure when dealing with personal
issues relating to staff working in the district. There is no employee assistance
programme, and many staff experience stress, abuse and financial problems.
Tension in the work place arises from lack of role clarity, as well as from
cultural diversity. The following was used as an example of why an employee
assistance programme is essential:

“High HIV related death rate among community health workers (5 in 3 months).”
“Staff are highly traumatised people, battered by their own children.”
One manager reflected that:

“In many years of working I have never seen so much abuse, in other words,
doctors hitting nurses, nurses hitting doctors, nursing assistants hitting sisters
and vice versa (15-20 cases since 1997).”
Outcomes related

◆ Managers are not always able to achieve what they set out to do
◆ There is a perception that other colleagues or districts are doing better
◆ They experience frustration at being an acting District Manager
◆ Managers do not get enough support from higher levels and from
communities.

“Lack of outcomes for labour issues encourage other people to continue
stealing.”
“Working for the MEC but not always being able to get an appointment with
her.”
“Officials from the national hospital undermine the district office.”
“Aggressive, demanding communities.”
Devolution Process

The process of devolution from province to local government is very slow
making it difficult to achieve targets
Rewards

Key issues raised under this heading include the lack of rewards in the public
sector and an unfair system of incentives. Incorrect job grading is also a
source of dissatisfaction, as is the way in which work impinges on weekends.
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Sources of motivation and job satisfaction
Most DMs mentioned two factors that sustain them in their jobs, and give
them motivation and job satisfaction. First, the job itself is a challenge, and
provides the opportunity to get experience, develop skills and to ‘see myself
moving up the ladder’ and secondly, the team spirit among the District
Management Teams (DMTs) they are heading keeps them going. In a similar
vein some feel that they get support from other managers, work with staff
who are very willing and get great reward from their contact with
communities. Other motivational factors include:
◆ The vision of bringing about transformation and seeing improvement,
getting results
◆ Receiving recognition from politicians in the District Council.

Sources of support
When asked to indicate where/who they received a lot of support from, the
district managers cited the regional director, junior officers, ‘My Boss’,
assistant director for community health services, and colleagues.

Recommendations for improving the working conditions of the
DM
Recommendations for improving working conditions, fall under four
categories:
Organograms and Staffing Issues

◆ There is a need to review the structure of the district office in line with
the health programmes that exist at the provincial office
◆ Service plans should be developed
◆ An organogram for each programme and facility should be developed
and the necessary posts created and approved
◆ Staff should be appointed on an official basis, not on an acting basis.
Material Resources

◆ The district budget should not be cut and more resources should be
provided.
Support from higher levels

◆ Consistent support is required from the province.

“Don’t leave district managers to swim alone yet when there are problems you
expect them to explain.”
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Gender Imbalances

Men remain in the majority in top positions, and gender imbalance seems to
be particularly problematic in some municipalities, to the point that there is
concern about whether woman will be taken on at all. Thus, attention needs
to be paid to this issue and women’s needs catered for.

Five most important policies of government
When asked to name five important policies of government, one district
manager named the following:
◆ PHC package
◆ Basic conditions of employment
◆ Batho Pele and patients’ rights
◆ Recruitment policies
◆ Occupational health and safety.
Other district managers mentioned up to three policies each, which were a
combination of:
◆ The District Health System and the white paper on the transformation
of health
◆ Separation of clinics from hospitals
◆ Pharmaceuticals
◆ Batho Pele
◆ Policies around maternal and child health and HIV/AIDS
◆ All health programmes
◆ Clinic supervision
◆ PHC package
◆ Public finance management
◆ HR policies including the basic conditions of employment and various
recruitment policies
◆ Occupational health and safety.
Discussion1-5

The fact that all of the district managers interviewed were nurses might be
said to reflect sampling bias. However it is widely known that most district
managers were nurses by profession. Prior to the advent of the District Health
System, a triumvirate, consisting of the medical and nursing professions and
the administrators, managed the health services in South Africa. Opportunities
are emerging for other health professionals such as environmental health
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officers and generic managers with no specific health training to become
health service managers. The recently introduced post of ‘hospital manager’
is one example.
Most district managers highlight the province/district relationship as being
problematic, and adversely affecting district planning. DMs emphasised the
negative impact of provincial vertical programmes on integrated planning at
district level.
Most DMs perceive themselves as having a huge workload and an
unrealistically huge span of control. Inappropriate district organograms, lack
of financial delegation from province and lack of integration of support
systems and service delivery are just some of the causes.
Managers are primarily motivated by personal factors such as ‘sharing the
vision of PHC with the government, and they bring with them a range of
skills including interpersonal, administration, managerial and communication
skills. Some have been given opportunities by their respective departments
to develop additional skills. From the group of managers interviewed here, it
would appear some of these efforts have fallen on fertile ground and have
yielded the desired results. For others, more needs to be done to assist them.
However, more important than empowering managers with skills, it would
seem, is the context in which they function, and which tends to dis-empower
them. This is where most change is required. According to managers,
provincial departments need to have a clear strategy for supporting them,
better support systems need to be integrated and more ‘resources’ need to be
provided. The slow place of the devolution process also appears to be taking
its toll. Tensions and conflict at the workplace, personal problems of personnel
such as HIV/AIDS, financial difficulties, and family disputes also appear to
be of concern. These suggest the need for employee assistance programmes,
and for discussions with DMs and employees as to how some of their other
support needs can be realised.
It is striking that only one manager coherently listed five health policies of
the government. Perhaps managers are implementing these policies correctly
on the ground. However, there has to be some question about this when the
policies were not listed by name.
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Looking into the Future
The recommendations made by managers for improving their working
conditions are clear, particularly with regard to human resources. Wherever
possible these recommendations should be implemented and monitored to
ascertain their impact upon alleviating the difficulties and frustrations
experienced by managers.
Documented experiences from other countries suggest that South Africa
should guard against the demotivation of district managers. For instance,
Gilson et al (1994, cited in Pillay, McCoy and Asia, 2001) point out that one
of the key obstacles to district development in Tanzania was the capacity of
district managers, who worked within a system that dis-empowered them.
At this early stage of the inception of the DHS, South Africa has the
opportunity to avoid the pitfalls of other countries, and to emulate best
practice.
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Introduction
This chapter accompanies the other ‘voices’ chapters in this Review. It focuses
on mid-level managers in Departments of Health at provincial and national
level, sixteen of whom were interviewed in depth about their day-to-day joys
and frustrations in managing and transforming the South African health
system. These interviews provide some insight into the challenges and barriers
to effective health policy implementation.
The selection of managers for interview happened in two stages. The heads
of department of all nine provinces and the national Department of Health
were approached by the Health Systems Trust for permission to conduct the
study. Then, in those provinces where permission was granted, the organogram
of the provincial health department was studied and approaches made to
interview at least 2 mid-level managers; one from the programme side (e.g.
Maternal, Child and Women’s Health) and another from the support side
(e.g. Pharmaceutical Policy and Planning). Three managers who had recently
left government were also interviewed. The final selection of interviewees
was dependent on the consent and availability of respondents - their names
are not known to anybody outside of the research team. Altogether, they
represent experiences of 7 health Departments (national and 6 provincial).
Individual interviews were conducted using a schedule that had both open
and closed-ended questions related to the manager’s experience of her/his
work. Interviewees also filled in a short self-administered questionnaire aimed
at eliciting degrees of job stress and burnout. Where permission was granted,
interviews were tape-recorded and transcribed verbatim, alternatively detailed
notes were taken. The transcripts and notes were read by a team of Centre
for Health Policy (CHP) researchers, who collectively identified the key themes
arising from the interviews. Using a ‘cut-and-paste’ method, the data from
the interviews were coded into key themes.
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These themes are presented in four sections. Firstly, in a section entitled ‘The
People’, we provide a profile of the managers interviewed, most of whom
had joined the health system in the post 1994 period. Their visions and
motivations on joining the new government are outlined and how these have
evolved over time. The second section, entitled ‘The Departmental
Environment’ speaks to the organisational factors influencing how managers
experience their work, and outlines what managers say about the various
people with whom they work: their colleagues, those immediately above and
below them in the hierarchy, the administrative staff and departmental
leadership. Organisational culture and factors linked to it are then reflected
upon in some detail. The third section addresses themes that have their origin
outside of individual departments in the broader public sector context and
looks at issues such as the interface between the political and the executive,
civil service rules and procedures, and access to resources. Fourthly, societal
factors, in particular gender and race, and how these play themselves out at
departmental level, are briefly addressed. The chapter ends with a concluding
section summarising the main features of the experiences of managers, and
draws some broad policy conclusions from these.

The People
The profile of interviewees, provided in Table 1 below, suggests that a wide
cross-section of people (age, gender, race, professional background) are
accessing mid-level managerial positions in the health system.
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Table 1:

Profile of managers interviewed (n=16)
Item

Description

Gender

Male

Age

Years in current position

Race

Official Title

Person acting

Percentage (%)

5

31

Female

11

69

30-39

6

38

40-49

6

38

50-59

4

25

Less than 1

3

19

1-2

1

6

3-5

10

63

6-9

2

13

African

13

81

White

3

19

Assistant Director

1

6

Deputy Director

4

25

10

63

Chief Director

1

6

Accountancy

1

6

Human resources

1

6

Medicine

3

19

Nursing

6

38

Pharmacy

3

19

Social work

1

6

Sociology

1

6

No

15

94

Yes

1

6

Director

Professional background

Frequency

Why people became managers

Thirteen of the sixteen managers interviewed joined the civil service after
1994. When asked about why they had joined a health department, and
their dreams and visions at the time of joining, career and financial motivations
did feature. However, alongside these explanations a great deal of commitment
to creating a better health system was expressed. As one interviewee stated:

“I feel very strongly that there should be a public sector, and that there should
be a strong public sector”, others joined, “Wanting to address inequities” and to
“Contribute to the transformation” of South Africa, to improve service delivery
(drug supplies, services for women and pensioners), and to work “More closely
with communities and users”.
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The three managers who had worked in the civil service before 1994, also
expressed this broader vision, wanting to show that they could:

“Make a useful contribution to transformation.”
People’s professional backgrounds before they joined the department also
appeared to shape their original commitment, dreams and visions. Former
nurses talked about being committed to improving the quality of maternal
health services:

“To make sure the clinics are in good shape”, to ensuring that nurses treated
people “With respect and care at all times”. Ones with an activist/academic
background hoped to “Bridge the gap between policy, research and
implementation”, to apply knowledge and new approaches, seeing if “What we
taught was actually realistic and appropriate” and “Understanding this animal
called government”.
Taking on a government position meant “coming into the real world”, being
at “the centre of things”, rather than in a non-governmental organisation
where “you always sat on the periphery”. All had hoped that the change of
government in 1994 meant a much more “enabling environment” for
themselves and the health system.
How they feel now

On remembering their dreams and visions, interviewees felt that they had
been “naïve” and with time in the system they had realised that things “were
more complex”, and “harder to change” than they had originally thought;
how their hopes to “fundamentally change the system” had been replaced
with the desire to “at least improve some elements of it”. As one reflected,
“one sobers down after a while, you realise that you can’t change the world,
because there are a lot of other things to cope with.”
Most of the interviewees acknowledged that they lacked management skills
when joining the health Department, having to learn on the job, and that
this had been a “real challenge.” Many still identified management as the
area where they wanted additional skills. Those who came from non-health
backgrounds also had to undergo “a learning curve about health issues.” A
number were undertaking studies in their own time, which included Masters
degrees in Business Administration or Public Health. These courses were
important in providing them with new insights into their work. Ultimately
“learning on the job” followed by “getting support from colleagues” were
the best forms of training - going on a course meant “you had a certificate to
put on the wall” but not necessarily that you could do the job.
All experienced health sector management as inherently complex:
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“It’s rather useless to think about clinics only, rather you need to think about
hospitals, the whole referral system, and the chain of events.” One interviewee
who had worked in other government departments stated “There are other
departments bigger, but there are no departments more complicated, with
bigger tasks, than the Department of Health.” Another who had worked in the
private sector felt that “The responsibilities of government are far much more
that the responsibilities in the private sector, because in the private sector you
tend to be focused on something ... in government we must all be an allrounder because there are a lot of issues that you need to know beside your
area of responsibility.”
Those with a background of homeland governance or management prior to
1994 spoke of the shift from “administration to management”, and how
previously, life in the civil service had been extremely rule bound, and now
you had to “think on your feet”. Some felt “intimidated” by the “enormous
responsibilities” that they had suddenly been landed with. For example, one
manager described being asked to write regulations for a national piece of
legislation, without having any guidance on how to do it.
Overall, one of the biggest frustrations expressed by interviewees was a sense
of low personal accomplishment. This finding is also reflected in the
quantitative assessments of burn-out (see pages 203 - 206). Two of those
who had recently left government, gave this as their reason for leaving, with
one saying, “I had no belief that anything I did was making a difference”.
Those who were still in government were not sure if “they were making a
difference, or just standing still”. One person summed it up when she said:

“You have huge responsibilities, you are expected to get so much done, and
yet you just can’t do it. You have the responsibility, but you don’t have the power
and authority to get things done.”
Some attributed their sense of low personal achievement to not knowing the
rules and procedures, how learning to “work the system” had been neglected
by people who came into health Departments wanting to play a role in
transformation. You could have brilliant ideas, impressive strategic plans,
political smartness, but if the administration wanted to sink you, “they would
sink you”. Some put it down to not having a “civil service mentality”, or not
being a “good bureaucrat”, recognising that it was a skill they needed. Others
were less inclined to blame themselves than the hierarchies and bureaucracy
around them:

“You have to get 20 people to agree before you can do anything, and even
when you have signing power for R5 million, you have to go through endless
processes to get a highlighter pen or a computer disc.”
One of the exercises that people were asked to do was to describe their
activities in the past week. At least 7 of the interviewees reported routinely
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working after hours and on weekends. “Meetings often don’t finish until
11pm.” While some appeared to manage to keep this a bit under control,
only working so hard during the “frequent crises”, for others it was “how it
always worked out”.
All felt that their personal lives were affected by their jobs. One manager’s
spouse commented that “his work was his first wife”. One woman commented
that “you don’t keep your appointments at home”, and another noted that
even when he was at home he was “often thinking about work”.
Yet despite the hard work and low sense of personal accomplishment, many
interviewees still expressed an excitement about the processes they were taking
part in. As one person put it, “I’m damn lucky to be working at a time like
this, working in a Department like this”, another commented that it was
“rewarding to struggle”, and another that “it’s been a challenge, very exciting,
very beneficial” - in terms of being involved, “you couldn’t really ask for
more.” The somewhat contradictory nature of the manager’s experiences
was also described as “things happen so slowly, and things change so fast”.
When specifically asked, seven of the thirteen managers still in government
said they were considering resigning. Some of the reasons were personal,
and had nothing to do with job satisfaction. Others felt that after a long
period in the job “they needed a change.” The remainder, however, were
committed to staying and working in their departments: “I still feel very
strong to continue and achieve the goals which I have set for myself. I haven’t
achieved them yet.” This person, when asked if he was thinking of leaving
stated “not at all, never”.

Departmental Context
Experiences and perceptions of others in the health department

Relationships with colleagues varied enormously. Some described an
environment where they got a lot of support from colleagues, “I’ve learnt a
lot by interacting with my colleagues”, people were there to go to for help,
to vent off steam, and “go for coffee with.” Informal networks of support
extended across divisions and departments, with people who were not direct
line supervisors helping managers to define their roles and organise their
units. Others described themselves as “lonely”, having to go outside the
department for support, and that “corridor gossip”, “jealousy” and
“competition” meant that they were reluctant to talk to their colleagues. In
certain environments there were “tensions and factions” and peers were
perceived as “over-aspiring and overambitious and trying to overtake each
other”, and “spying” on others.
A source of frustration mentioned by several interviewees was their
observation that some of their colleagues or seniors were not competent and
that nothing was done about it, and that they “often had to pick up the

250

14 • Voices of National and Provincial Managers

slack”. One interviewee described sitting up “endless nights”, trying to “make
sense of reports written by people who were senior to me, and trying to
make them presentable”. Others spoke of colleagues who “couldn’t use a
computer”, handed in documents that had not been “spell checked”, and
“who just didn’t have the knowledge” to do their job.
Interviewees held both positive and negative perceptions of the amount and
quality of support they received from the person they reported to. Many
commented that their immediate line managers were “too busy” to give them
the time that they wanted, or that they were relatively new, so that the
interviewees had to “give them support, instead of getting it myself”. Two
interviewees specifically mentioned the fact that they felt that they did not
have a “mentor”, and that professional development was difficult because
of this.
About half had experienced some turnover in the position above them - one
person had had three different managers. Some line managers were referred
to somewhat disparagingly as “basically incompetent”, as “very weak
managerially” or as not knowing “whether they were coming or going”.
One “hadn’t [been] seen for six months”. Managers sometimes took credit
for the work that subordinates did, and were capable of being “extremely
sarcastic”, “rude”, and making lives “a misery”. However, this kind of
experience was not universal. Some interviewees had received huge amounts
of support from their managers, who had “held my hands” when admitted
to hospital, helped them solve problems and “taught me a great deal about
management”. There were also managers who “knew the word thank you”,
who always gave “positive feedback” when interviewees presented their work
in other environments.
Many of those interviewed felt that they did not have enough time to spend
with the people they were managing. One interviewee put it as follows:

“I have to guide and direct all those Deputy Directors, and those are big jobs.
Really and truly, you know as a manager you don’t have a lot of work to do, but
you have to think about the direction, and the organisation of things, and I have
little time to do that. I just don’t have quality time with them.”
Another interviewee said “I’m not spending enough time with my staff,
supervising their working, keeping up with them”. Others talked of the
challenges of not being able to recruit enough staff, and therefore placing
huge burdens on the staff that existed, and not knowing if lack of performance
was due to “the staff involved, or because of insufficient staff, or insufficient
resources”.
A number talked about the problems with support staff in their environment.
Support staff could spend “half the day on the phone”, and there was nothing
you could do because “disciplinary procedures would take over a year”, or if
you questioned entrenched work practices you became extremely unpopular.
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Several interviewees suggested that support staff in departments did not have
the same vision of transformation as the professional staff and a situation
whereby support staff “were also committed to developing the health system”
still had to be achieved.
The heads of departments (HODs) featured regularly in the interviews - the
quality of leadership was seen as setting the tone for the department as a
whole. “If the leadership was to affirm what the department is all about”
then everything would follow. A culture of “crisis management” within
departments lay clearly in the laps of departmental leadership, or put rather
bluntly, “when a fish rots, it starts from the head.” One believed that “half
the time when you blame your manager, you know the real problem is the
head of department.” However, some interviewees were extremely
complimentary about their HODs - this was particularly noticeable in one
department. In other departments feelings were more mixed, with interviewees
from the same department providing contradictory perspectives on their
HODs.
In departments where there had been a turn over of HODs interviewees
expressed problems adapting to different styles of working. One HOD might
prioritise “working with communities” while the next would be more focused
on “tightening up financial systems.” A turn over in HOD could lead to “a
loss of focus and cohesiveness”, so that a department is in a situation of
“always learning”: instead of you going to them for help, they came to you.
Problems were also experienced in departments with many unfilled senior
staff posts, or senior people in acting positions only. Problems in leadership
could thus not be attributed solely to HODs, poor capacity immediately
below the HOD also undermined the overall leadership of the department.
Capacity building plans were described as “developed” in some departments
while in others training was perceived to be more ad hoc and arbitrary
depending on who “made a noise” or who “sat next to the MEC on flights.”
Two interviewees commented that if you were “perceived as competent”
you were not sent on training. Several suggested that people went on training
“to get away from doing work”, and managers admitted to going on courses
“to get away from the tensions in the office” and “to have a little break”,
rather than for the inherent value of the course itself.
The managers varied in their perceptions of the quality of training available
to public sector managers. The same course was described in different
interviews as both “extremely useful” and “rather mediocre.” Those who
had received training from outside institutions felt that government training
was “often someone who didn’t know the subject very well, teaching other
people.” Courses which “combined experience and academia”, and being
exposed to people working in private sector management were seen as highly
useful.
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Organisational culture

As with other dimensions, the general tone or organisational culture of
departments varied. Some were characterised as tending towards being goal
or performance oriented whereas others were mainly in crisis management
mode, where “management style, management capacity [was] a serious
problem.” These characterisations were not necessarily static and some
departments shifted between the two modes over time. There were also
variations within departments with pockets of ‘new’ management cultures
operating within an older bureaucratic style. One interviewee spoke about
trying to implement a management style that was based on output, to be
relatively relaxed about rules, allowing things such as flexi-time. However,
he was faced with the problem that his directorate was thought less of because
of this: “Sometimes it seems to matter what time your staff come in, and if
they look smart, more than the quality of work.”
As already alluded to, the competence and style of leadership in departments
(MEC, HODs and senior members of staff) was seen as crucial in influencing
organisational cultures. For example, one interviewee felt that there was “no
understanding from top management in supporting what needs to be done”,
and another had the view that senior managers tended to “have pet interests
rather than supporting the whole basket of areas that they are supervising.”
Demands

The ability to steer an organisation in a positive direction, despite the multiple
demands placed on it, is a key aspect of a performance oriented department.
Many interviewees spoke about the excessive and unpredictable demands on
their time: “In government by the nature of things, you have a great number
of urgent things, this and that, you just don’t have control over your time” the result is that “you just get completely bogged down” and “you literally
become inefficient because of the amount of work.” Attempts to address this
did not always work:

“You have strategic plans at the beginning of the year, and it gets torpedoed
every passing month, with all kinds of ad hoc things that get thrown at you, and
you are expected to deliver.” Or “You would wake up in the morning and say
today I’m going to sit and reflect on the work that I have done for some time.
You are on your way to work, and already the phone is ringing. You are asked
to provide x, y, and z.”
It was difficult in this kind of environment for a department to be ‘reflective’
or ‘strategic’ about itself.
The demands on managers were frequently experienced as arbitrary and
unrealistic. One interviewee related an incident where she and a number of
colleagues worked “flat out” for two weeks, late nights and over weekends,
to produce a health plan for the provincial Premier. The plan, as far as she
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knew, got “put in a drawer and nobody ever heard of it again.” Another
person talked about demands with impossible deadlines – there was “never
time to do things properly, but always time to do things again and again.”
When asked where the demands came from, interviewees almost unanimously
stated “above”, from the HOD, MEC, or “national”. People talked about
wanting to “spend more time supporting the districts and regions”, or
“supporting the provinces”, but often this was not possible, or certainly not
to the extent that they wished to do it. Only two interviewees (both in one
province) felt they were able to respond to demands from “below”, attending
regional and district meetings, and “visiting clinics and pharmacies.” Yet all
managers felt that the real rewards in their work came from being able to
improve health care services and interact with individuals on the ground.
Prioritisation

Interviewees also felt that departments were often poor at prioritising. As
one woman put it:

“It is not encouraged that you will prioritise, and actually say I will concentrate
on this one, two, three policies and make sure they are being implemented.
They are all supposed to be implemented at the same time. And you find that
at the end of the day, all of them are not fully implemented. But if you had
concentrated on one, and finished it, and moved on to the next one you would
get there much easier. It would bear more fruits.”
Another interviewee described suggesting 5 priorities in a policy document
before a departmental lekgotla, and after the lekgotla, having 74.
The priority status of HIV/AIDS in departments was raised in almost all of
the interviews: “All senior management has had to go on training around
AIDS.” HIV/AIDS directorates were perceived to have “faster access” to the
HOD, bigger budgets, the consequence of which was that sometimes AIDS
programming was not well integrated with the work of other directorates.
Those who worked on HIV/AIDS acknowledged the support and priority
that their directorates were given, although they also talked about the
frustrations of not being able to deliver on the high level of demand and
expectations. In addition, much of the funding that they received in their
directorates appeared to be tied to nationally or internationally decided
objectives, as a consequence of which “the needs of people on the ground”
could not be met.
Meetings

Questions were posed to specifically probe on the amount, value and quality
of meetings. On the whole, people felt that they went to too many meetings.
Although there was an acknowledgement by some that meetings were
necessary for communication and integration, the general consensus was that
“meetings should be less, or shorter.” People were concerned that too much
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time was spent “sharing information” that could be shared in other ways, or
talking about what were basically administrative issues, and not enough time
on “strategic thinking and decision making.”
In one department, an attempt was made to improve the planning and quality
of meetings by establishing the rule that meeting agendas should be emailed
to all participants a week in advance. In other departments the expectation
was that people should drop what they were doing at “short notice” to attend
meetings. Often “people attended meetings just to represent people, and would
not add value or contribute.” Where environments were strongly hierarchical,
people would not say what they really felt and contributions were judged
not by their quality but by the rank, gender or status of the person making
them. A common complaint was that meetings were not chaired well - the
same people were allowed to contribute again and again, and “long
windedness” was not tackled.
Rewards

When specifically asked, many managers found it difficult to identify clear
rewards for their work. Getting things done such as “policy documents
finished”, “training programmes” implemented and having good feedback
on how useful they were; “systems up and running” and generally being at
the “centre of things”, were the key rewards for some. Others focused much
more on service delivery on the ground, such as “having a woman thank me
for making nevirapine available”, seeing a “new clinic in an area that had
never had a clinic”, a “drugs cabinet stocked with all the essential drugs in a
rural clinic”, a baby clinic “refurbished”, “seeing nurses doing a good job”,
and when “phones are working in more of our clinics.” One woman talked
about being admitted to a public hospital herself, and feeling “totally fulfilled”
that even before the nurses know who she was she “got good care, better
care than I expected.”
The fact that people often felt they could not focus their time on these aspects
meant that rewards were few.

“Rewards are difficult, there are no rewards ... I mean there are very few rewards
actually. I found that people very rarely say thank you, they rarely acknowledge
the work that you do ... sometimes they do, sometimes you have a sense that
you might be contributing to a stronger public service ... but in the end, the
rewards are not many.”
Many blamed the depersonalised environment of “bureaucracy” or
“government” for the culture of not giving “a pat on the back” and “forgetting
people’s achievements.” However, the fact that there were interviewees who
felt that they were appropriately judged on their outputs rather than simply
sticking to bureaucratic rules, and who were “always thanked for their efforts”
suggests that such cultures are not inevitable and thus within the power of
departments to influence.
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Hierarchies

While all recognised the necessity of lines of authority and command, the
extent to which departmental hierarchies were obstacles in themselves, varied.
For example, in some departments there were problems if subordinates spoke
before their managers at meetings. It “got you down” when staff were
constantly reminded of “who” was “what rank”. In such environments, bypassing lines of command was an important source of tension, if for example,
an HOD called a Director directly and didn’t go though the Chief Director.
Yet by-passing was sometimes necessary in order to get things done, either
because of short time frames, or because of the perceived weaknesses of
other line managers. The latter then “took it out” on their subordinates
rather than raising the issue with their seniors. Respecting hierarchies also
meant time lags for work to be sent up and down the hierarchy. For example,
parliamentary questions would be sent to the MEC’s office, then to the HOD,
and then down the chain to the Director or Deputy Director who had to
actually answer the question. When it reached the relevant person, he/she
would have “half an hour to do it.”
One interviewee specifically spoke about hierarchies of age, based on
traditional African culture, reinforcing organisational hierarchies within her
department. If a Deputy Director questioned the Director, or suggested another
way of doing things, this was seen as being “disrespectful to an elder.”

Public Sector Context
Politicians and the civil service

The political-civil service interface is one of the many areas that makes public
sector management unique and adds to its complexities and dynamism.
Although interviewees acknowledged the important role of MECs and the
rights of politicians, as the representatives of the people, to ask questions,
the political layer was seen as a major source of day-to-day demands on
managers.
Parliamentary questions, in particular, were experienced as disruptive. By
the time the question had travelled down the hierarchy, time frames had
become very short and the answer to the question often “required a huge
amount of work.” An example was given of a parliamentary question, asking
the number of times a particular procedure had been performed in a province
in one year. As the information was not available centrally, a deputy director
had to contact all the districts in the province, these then contacted all the
hospitals, who then had to count numbers from registers. The perception
was that those asking the questions were not aware of the amount of work it
took to answer them. However, one interviewee also felt that civil servants
did not recognise the fact:
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“That politicians had constituencies that they had to answer to, and not
appreciating the fact that the public, when they made a complaint, wasn’t
prepared to wait for all the “proper protocols” to be gone through in terms of
who should be spoken to and when.”
Interviewees had a range of views about the quality of political leadership in
their department. In one department there was consensus that the MEC is
“supportive” and “on top of his brief.” In other departments the impression
was more mixed. A “very strong, very committed” MEC who “knew a great
deal about health” also inappropriately “micro-managed” the department;
another who “did not support the department” either in the press, or in the
legislature, was also seen as having “played a constructive role.”
Administrative procedures

Interviewees perceived bureaucratic procedure as one of the major factors
hampering their effectiveness:

“You are working in an environment where you are dealing with people’s health,
people’s lives, where you are expected to act promptly, and at the same time
you are expected to go by the rules and the regulations.” Another interviewee
said “You find that you have an obstacle that if removed you can have a big
impact. It is here and for you to remove it, it takes a long time and you get
drained.”
While procedures are required to prevent theft, the cost of these procedures,
in terms of person hours spent, was seen to be unnecessarily high. One
interviewee compared provincial government to local government and felt
that the provinces were “much more rule bound.” For example, one manager
described how a training programme had been “delayed for months” by the
need to go through the tender board, which could not sit for two months
because it was not quorate. However, exceptions to procedure were also
possible, and AIDS programmes were singled out in this regard. As AIDS
had been identified as priority, if catering was needed “it was organised”, if
the AIDS programme required stationary “somebody would drive out to a
stationery shop and get it.”
Treasury

Issues around finance came up in all of the interviews, although interestingly
the emphasis was often, but not always, on problems with spending money,
and not with the lack of financial resources themselves. As one person put it:

“We have a lot of financial autonomy and control. However the system does
not enable us to actually benefit from that control.”
Interviewees spoke about the major role that treasury and new financial
management played in their department, and this was perceived as both a
negative and a positive influence. Finances were “being tightened up” and
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departments were moving towards “programme managers being responsible.”
However, the new rules and regulations had been a challenge to learn, and
had not always been communicated “comprehensively and accurately to
technical officers”, resulting in “forms being sent back” and delays.
In some provinces managers felt that Treasury had too much say in the
allocation of resources to departments and that the criteria were not explicit:
“Treasury decides how it allocates money irrespective of the demands” and
“Treasury is not concerned about service delivery, but rands and cents. Their
interests are not the same.” In one province an interviewee complained that
the treasury has to approve all new appointments, and appeared to be satisfied
with staffing levels at only 70%.
Interviewees also felt that the Public Finance Management Act (PFMA) and
the new budgeting systems were not flexible enough to address changing
circumstances or realities on the ground. For example, money could not be
given to community organisations that were doing good work, because they
did not have the capacity to meet the financial reporting requirements. A
number of interviewees also felt that Treasury was not sympathetic to the
huge demands that it placed on people so if “even tiny mistakes are picked
up, people are hauled before committees” or, in one case, payments to all
contractors stopped for a week.
Only two of the interviewees mentioned fraud and corruption as an issue in
their departments, and both of these were people working with drugs. They
felt that the new financial systems were not able to combat these problems as
it was often happening at the clinic level with “the collusion of the police.”

Societal Factors
Health departments are not immune from social tensions in the wider society.
Interviewees were specifically asked if they perceived their departments to be
gender friendly. The responses were mainly “no” from women, and “yes” or
in some cases “too much” from the men. The women felt that in some
provinces there were not enough women in senior posts, and even when
there were women at this level, they were often “not listened to” and
accusations of being “somebody’s girlfriend [were] muttered in the corridors.”
There was a range of perceptions about how flexible departments were in
terms of time for picking up children, looking after sick children and such
like. Some departments did better than others, which “talk the talk, but
don’t walk the walk.”
It was, however, acknowledged by a number of interviewees that the policy
thrust of the health sector was on the whole gender friendly with free health
care for pregnant women and children under 6, and the policy on termination
of pregnancy being some of the first policies introduced.
Interviewees were also asked if there were racial tensions in their respective
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departments. Some felt that racism was present in their departments and
that it was an underlying issue that “never came out in the open”. In some
places race was perceived as a “black, white” issue, in others “Black, Indian,
White”, and in others the issue of the “third nation” or “coloureds not being
black enough” came up. Divisions along language group, corresponding to
the former homelands, were also raised in some interviews.

Conclusion
The managers interviewed for this project were all highly committed
individuals who had clearly internalised the spirit of transformation of the
‘new’ South Africa. Their accounts were universally framed by this historical
reality and an acute awareness of their responsibility in forging a better reality
for the country’s citizens. They came from a variety of backgrounds going
beyond a narrow health professional base. None fitted the stereotype of the
detached and self-preserving bureaucrat, and expectations of themselves and
their institutions were high.
Unfortunately, many experienced a low level of personal accomplishment.
This poses a threat to the establishment and sustainability of a dynamic,
innovative public health sector. Perceived low self-efficacy could be related
to unrealistic expectations prior to entering government or to the fact of a
constantly changing and unstable civil service environment, as well as specific
factors related to capacity and organisational cultures within departments.
Massive demands, inability to prioritise, lack of management skills, few
rewards for competence or sanctions for incompetence, and over-rigid
hierarchies all undermine the ability of managers to perform. While there
was a tendency to see, for example, “workload and bureaucracy” as inevitable,
the degree of variability both within and between departments suggests that
a considerable amount of control over these factors rests in the hands of
departments themselves.
Overall, the impression given in the interviews is that the broader public
sector context is still one in transition and has not yet fully developed its
character, and departments could go in a number of directions. In several
accounts it was possible to visualise departments moving in a direction of
growing internal democratisation and greater output oriented performance.
In some departments, cultures of patronage or loyalty rather than performance
and bureaucratic and hierarchical rigidity, were also apparent.
For managers, the transitional period implies that they are operating within
a contradictory environment with, on the one hand, unclear rules or guidance
on important issues, and, on the other hand, having their hands tied by
excessively constrained bureaucratic procedures on the small issues. New
frameworks, such as PFMA, aimed at establishing appropriate rules and
regulations, were acknowledged by interviewees as necessary in the long run,
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but in the short run added to the pressures, further distracting them from
achieving their goals.
The inherent difficulty of management in the public sector, not unique to
South Africa, needs to be acknowledged. This involves huge amounts of
competing demands and having to respond to a wide range of actors on a
wide range of issues. Simplistic prescriptions on better management are thus
likely to have little impact. For example, better strategic planning is of little
value if plans are constantly subverted by unanticipated demands.
However, organisational and individual performance would be enhanced by
multifaceted efforts to create more enabling environments. Paying more
attention to the informal aspects or cultures of health departments, protecting
middle management from excessive demands, allowing them to prioritise
and spend more time managing ‘downwards’ rather than ‘upwards’ and
providing people with clearer direction and support during an unstable
transitional phase are probably key strategies for achieving better health policy
implementation. Building the capacity of individuals through training is clearly
important, but is of little value if the environments within which they work
do not allow them to perform.
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Introduction
Central to the new democratic South Africa are policy makers who have
responsibility for facilitating a legislative environment conducive to bring
about the needed change within our health system.
Interviews were carried out with twelve legislators from both provincial and
national parliaments. Legislators interviewed were from the Portfolio
Committee on Health of the National Assembly, the Select Committees on
Social Services and Finance of the National Council of Provinces (NCOP)
and Provincial Health Standing Committees. This chapter reflects the voices
of these legislators and describes some of their experiences, beliefs and
frustrations in both their professional and personal lives. Councillors in Local
Government Health structures were not included.

General
There is an overwhelming feeling, from all those interviewed, of excitement
and appreciation of the new democratic order. Often acknowledging that
they are part of a country in transition, they emphasise their role as elected
representatives, accountable to and responsible for their constituencies. This
is underpinned by the desire to have direct communication with their
constituents and to play a central role in improving their lives. Throughout
the interviews parliamentarians make reference to the responsibilities of their
position resulting from serving constituencies who depend upon them.
Legislators are under no illusions as to the challenging as well as the rewarding
nature of their work. They have a strong commitment to the realisation of
the vision of quality health care for all, coupled with awareness of their key
oversight functions in achieving this. However, the enormous and daunting
demands coupled with the slow process of implementation often lead to
frustrations.
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Legislators seem to give priority to their parliamentary work, frequently
serving on more than one committee. The demands appear to affect every
aspect of their lives including family life. However their dedication and
commitment go some way to making up for any personal sacrifice required
by their legislative duties.
Lack of support, especially research support, negatively affects their work.

The Task
Health Policies

All interviewees believed that their central task is the improvement of health
care for all, which involves not just the delivery of health care, but delivering
quality care.
The most known and popular policies mentioned were Primary Health Care
(PHC) and the District Health System (DHS). Free health services to children
and pregnant mothers, home based care, training, and production and
distribution of personnel were all mentioned in this context.
Other policies mentioned were the National Drug Policy, TB, maternal and
child health, school nutrition and issues of equity, looking at standardisation
of conditions of service and increasing the number of black doctors.
Interestingly, AIDS policies were not mentioned by most members.
Specific Roles and Responsibilities

Committee meetings, public hearings, constituency meetings and party work
appear to comprise the bulk of parliamentarians work. Their main responsibilities include:
◆ Scrutinising legislation
◆ Liaising with stakeholders
◆ Oversight work with the Department of Health and setting up meetings
with other departments
◆ Monitoring site visits to local clinics and hospitals
◆ Holding public hearings
◆ Overseeing committee meetings and agendas
◆ Passing and facilitating legislation
◆ Attending scheduled and caucus meetings
◆ Attending public functions and ceremonies
◆ Carrying out party assignments.
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Demands and Priorities

Legislators’ workload brings huge pressures, demands and constraints on
their lives. Being based in Cape Town is, in itself, a difficulty for many:

“There are all sorts of concerns and problems and many a time you are here
in Cape Town and your constituency demands that you be there attend to this,
that or other.”
Time pressures were common for all respondents:

“Saturdays and Sundays we work but that is the nature of the job.”
Although it was felt to be a positive thing that members of democratically
elected bodies are respected, actually being a member of the legislature creates
its own demands:

“I think there’s a weakness of the legislature ... people see you as the answer to
their problems. But sometimes they see you as a cause of their problems.
Take this thing in our country where there is so much joblessness, you know
people will always say, you must be able to solve this problem of jobs, or in fact
you are the creators of joblessness, the privatisation debate for instance is the
case in point.”
Space for a private life is curtailed and all agreed that it had been affected
adversely:

“One doesn’t really have a personal life, that is the bottom line and its not just
for me but I think it goes for everybody ... even if you have a family it becomes
difficult to spend time with the family because of all the demands that are
made by your constituency, by this institution, by your organisation ... its quite
demanding.”
“... You leave (home) early, spend time in meetings, you come and go away so
the family life is being affected. Even with yourself you don’t have time to take
time off to yourself and relax because there’s so much shuttling from one
place to the other.”
With endless demands on their time, it is, for many, hard to find ways of
prioritising the various tasks. There appears to be a fine balance between
responding to work that is ‘urgent’ and getting on with tasks ‘according to
need’.
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The Need for Improvements

A number of members are clear that shortcomings are not just due to the
huge demands on their time. Greater effectiveness, it was thought, would be
possible with a stronger commitment from members, as well as from some
legislatures increasing the number of members serving:

“Sometimes I feel that we are not effective because we are just too few ... You
know our legislature size is thirty, out of the thirty take out fourteen people who
are your executive, so you are left with sixteen and those sixteen about eight of
them are chairpersons of the committees, the other one is a whip and so on ...
the work is just too hard and overwhelming.”
There is also a need for capacity building for support staff, especially with
regard to IT and research skills.

Parliamentary Structures and Culture
The Committees

Given that the government structures at all levels are still in transition, there
appear to have been relatively few changes of committee membership, with
only one drastic committee reshuffling where the entire seven out of eight
members were changed. In the majority of provinces very minor changes
affecting no more than two members have taken place in the last twelve
months.
Members often serve on more than one committee. Membership represents
all political parties in both national and provincial committees. In the
provinces they range from nine to thirteen members, while there are seventeen
members of the National Assembly Health Portfolio Committee.
Parliamentary committees are accountable to communities through
constituency offices.
Transition/Transformation

There are still signs of a system in transition as roles and links with other
structures within government are being defined. There are currently no formal
linkages between local government and other legislative spheres of
government, and only a minority of interviewees specifically mentioned
councillors or local government as a legislative structure with which they
connect.

“There is no formal interaction with councillors, so there is no link besides ...
a
through organised local government.”

a SA Local Government Association (SALGA) is the structure referred to as the ‘organised
local government’.
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“We are supposed to link up with local government but at this point there is no
formal mechanism for actually linking up with local government and that goes
for the whole of the NCOP.”
A more permanent base as the seat of the legislature, in the case of KwaZuluNatal (Pietermaritzburg or Ulundi) and Cape Town or Pretoria at national
level, would improve efficiency. Two capitals seem to create huge practical
problems for members.
Culture of the legislatures

The legislative environment, for all those interviewed, is one which is
considered to be both open and discursive. Tensions are apparent but given
that majority and minority parties are represented in committees, tensions
based on political ideology are, perhaps, inevitable.
This tension was not only acknowledged, it was felt to be healthy and an
inherent part of multi-party interaction by some. For one respondent it was
even described as ‘creative’.
In contrast, some interviewees believe that the tension just does not exist:

“Well, I have not discovered it, especially not in my area, it might be in other
people’s area ... I work very well with my counterparts in the area ...”
Being a member of the majority party might also mean that it remains
unnoticed:

“I belong to the majority party so probably that is why I don’t feel the constraint,
a member of the opposition party would answer that question better than
me ...”
Tension was felt by some to be more a question of lack of respect for others’
beliefs and a lack of trust:

“Just lack of respect and undermining one another.”
For the majority, such tensions were not thought to affect their work to any
great extent:

“Personally for me it doesn’t affect my work.”
However a minority disagreed:

“They do affect your work because they will delay doing things because to
agree one issue takes so much time, which also delays implementing decisions
or policies, you waste so much time fighting over an issue because I see it
differently to you. At the end it affects progress in the work.”
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Respondents were more specific, however, on the question of race. A general
issue, that is running below the surface of the corridors or power, it is not
always manifest and it seems there is a reluctance to acknowledge and confront
it.

“It is there but it is like an underlying thing because of the sensitivity of it – very
few would acknowledge that.”
“From my own observation, race issue is very subtle.”
“No, a race issue here I don’t think its much ... And between members of
parliament, I don’t think there is any of the racial things, I don’t know, probably
it is covert.”
The extent to which it was thought to play a part varied considerably among
respondents.

“As a member of the legislature I don’t think we have a very serious problem in
terms of race, we have gone a long way.”
“In the committee that I work with the race thing is a fact because black people
were not exposed ... were not trained to become economists so this is a
predominantly white type of thing as a field.”
Although, in some cases the reaction reflects the individual experience of a
person, rather than the environment, race was felt to affect progress and
slow down the pace of taking and implementing decisions.
Rarely, however, are language or tribalism cited as reasons for tension. The
language policy under the Constitution is very clear, with everyone being
free to express themselves in any language of their choice, with translation
being provided. However, English, partly for convenience, tends to be used
more than other language.
The role of women and their needs within the legislature

While it was acknowledged by most of those interviewed that great progress
had been made in accommodating women both in ideology and in the dayto-day reality, it appears that some issues remain unresolved:

“It has improved - almost everything had to be adjusted to accommodate
women ... and women in parliament are making their views heard very clearly.”
For some, it was felt that women’s needs were moving towards the centre of
the agenda.
For others the legislature was merely a microcosm of broader society where
women are seen as ‘caretakers of the family’. This automatically presented a
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dilemma for female parliamentarians based in Cape Town when their families
were in another province.

“There is nothing that the legislature is doing for women, in terms of caring for
them and children.”
“I don’t think it really does (anything) at all ... no creche, you have to hunt to find
the ladies’ toilet.”

Accountability and the Media
Communication and Community Involvement

Communication with constituents is of paramount importance to those
interviewed. Not only do parliamentarians have a statutory responsibility to
those who give them a mandate, they themselves believe this relationship to
be fundamental in terms of their responsibilities. A number of those
interviewed report directly to ratepayer bodies or branch committees, but a
more direct form of communication is visiting constituencies or carrying out
site visits.

“We go on site visits, members are delegated ... what we do is what we call
provincial visits, where delegates are tasked or deployed to the various
provinces ...”
Public hearings are a further and seemingly common form of informing the
public about pending legislation as well as a means for eliciting public opinion.

“You must remember that when we do public hearings it involves communities,
public hearings mean (we) go into communities (and) tell them that this is
what the minister is planning and are you satisfied with it, and they would
make their input.”
“We have public hearings from time to time ... and we then go and talk to the
different stakeholders and the communities.”
The use of parliamentary publications was cited as a means of communication
but more common was the use of the electronic media. Some national
parliamentary discussions and debates are captured live on TV, in particular
the NCOP.

“We just recently had a programme on SABC whereby a chairperson, on behalf
of the committee, will go and give a report on the committee and the public
can ask questions on the spot.”
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However, for some, a feeling of frustration remains. Although there is a
commitment and an enthusiasm to be part of their constituents’ reality, they
are separated from it by virtue of their position.
The Media

The majority of the respondents regard the media as playing only a limited
role in setting the agenda for meetings. One parliamentarian estimated that
the media influence on their agenda is no more than ten percent of the
discussion time:

“The press plays a small role ...”
“... It doesn’t play a role ... but journalists attend our meetings from time to time,
and write reports based on those meetings.”
Some had great reservations with respect to the media playing any role in
setting the health committee’s agenda:

“We don’t let media set the agenda for us ...”
Reports in the media are normally referred to the relevant departments or
MECs for further discussion or explanation.
The role of the media was seen as being both positive and negative. For
some, their role is important in highlighting issues which had not previously
come to their attention.

“Media helps raise sensitive issues and sometimes we take up the matter with
the respective MEC.”
For others, there is a belief that reporting is often biased and keeping the
media in check is seen as an important responsibility for both chairpersons
and legislative committees in order to protect the public:

“Some of their media statements are distorted, ... we are vigilant on what the
media has to write so that the public is not misinformed.”
A number of legislators do make use of the media as a channel for
communicating with the public.
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The Parliamentary Experience
Becoming a Legislator

The majority of legislators interviewed were elected by their parties to be
members of parliament. Therefore being a parliamentarian is seen as part of
the ‘struggle’, inspired by a background of ‘activism’ and the desire to play a
role in creating a better life for all South Africans. But interestingly when it
comes to leaving, only one acknowledged that it would be a party decision
and that it would be the party who would ‘re-deploy’ them.
Skills, Competencies and Experience

The history of South Africa and its previous years of turbulence resulted in
parliamentarians’ training and work experience being exceptionally rich and
varied.
Formal qualifications mentioned include:
◆ Degree in social work
◆ Teaching
◆ Photography diploma
◆ Trained/professional nurse
◆ Nurse educator/trainer
◆ Qualified general nurse and midwifery
◆ Public health nurse with Masters in Primary Health Education.
There is a need for greater training opportunities, particularly for those who
feel their training is inadequate as a result of years of political struggle.
Specifically, there is a need for a greater understanding of the law, in terms of
reading and interpretation, use of legal terminology and understanding the
legal framework for legislation. Others cited economics and finance as an
area for further education. Many feel the need for greater IT training including
the use of internet and e-mail.
Commitment, Visions and Dreams

There appears to be a shared and collective dream of equity and the delivery
of services for all:

“The delivery of health services and effective and efficient delivery, that was my
vision and my dream getting into the legislature to ensure that we really achieve
the optimal health for the people of the province, that is my vision to see that
every citizen or person ... gets that optimal health.”
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“... To see firstly doing away with discrimination that was there in the health
services, the inequities that were there. And secondly what goes on with
integration of the services which was very fragmented and very unequal in all
aspects.”
“At the end of the day to build a non-racial non-sexist society, where everybody
has access to services not just a few privileged people, that was basically our
vision I mean in a nutshell, not looking at particular areas, that goes throughout
the spectrum. And basically just to better the lives of people and the majority of
people are black people in this country – one was hoping you could work that
out between people.”
As part of the dream and their commitment an expression like ‘to go to bed
each day knowing I had made a difference’, just captures it all.
Challenges and Rewards

Being a legislator at provincial or national level evidently has its challenges,
rewards and frustrations. There is widespread acknowledgement that the
challenges are daunting.

“When we go to the rural areas we are exposed to the worst conditions so that
has actually given me the experience of getting to know how far we still have to
go in terms of health service delivery.”
“I think there is a huge backlog in terms of providing services in general to our
people ... and that actually won’t be an overnight exercise ... those are the
challenges that many of us face, and that is the challenge of actually delivering
the quality of service to people not just delivering, it must also be a quality
service.”
There are tremendous challenges in the actual process of passing legislation,
assessing whether it meets objectives, following it up, ensuring it is being
implemented, reviewing what constraints there are, dealing with these and
ensuring the legislation reaches its objectives.

And equally frustrating:
“The most negative experience for me is that you find that sometimes the
legislature does not have the power over the executive, all you can do is
recommend what they must do ... the best experience is working with people,
in the legislature you tend to work with and help communities more than
defending your own department ...”
“The legislature is very challenging the main problem is that, sometimes you
feel that your administration is not doing what you really want them to do.”
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The rewards:
“Well, I mean it puts one in touch with actual reality which in some instances
one is not aware of, you know when you visit constituencies in your area you
are told about the bad conditions in the informal settlements or in some housing
settlements and so on. But when you actually go there you appreciate the
problem more and it drives you to actually speed up the process of changing
the lives of people. And that has been rewarding for me personally to be able
to do something not necessarily just for people also with people.”
Personal gains and rewards:
“It has enhanced my knowledge in the political sphere, and also in health – I
have had the opportunity of growing through legislation that we have been
doing. I not only saw legislation on paper but I have been part of it.”
“I want to use the knowledge that I have gained here, to upgrade my dissertation
... parliament is a very nice place to work in, for me it has been a very good
experience a very good opportunity which I think it just comes once in a lifetime
to be able to serve one’s people ... not only that , it has also led me to grow in
my knowledge and experience.”

Conclusion
This chapter encompasses the views of only a small number of parliamentarians. Clearly evident is their commitment to their work, driven by a
strong vision and enthusiasm. But these are dampened by a lack of the
necessary infrastructure, inadequate support staff, and time constraints.
Legislators face endless demands not only on their time but also from what
is expected of them by the public. Time constraints are accentuated by the
dual demands of legislative and constituency duties often coupled with
arduous travel schedules. The ability to focus and specialise is also
compromised by the fact that many legislators are serving on more than one
committee.
Legislators are working in a state of transition both within the legislature
and outside, where there is a great expectation for tangible change to take
place. This environment serves to highlight both the rewards and frustrations
of their job. The reward of contributing to improved service provision on the
one hand is sometimes felt to be offset by anxiety and frustrations stemming
from delays in the implementation process.
Party ideology serves both to intensify debates but can also hamper urgent
progress. While remnants of the apartheid legacy can still be felt, issues such
as race, religion and gender seem to play a relatively small role in tensions
experienced within the legislative environment.
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Despite having a wealth of varied experiences and skills, there is a pressing
need for parliamentarians to have the opportunity to further their legal and
IT skills. However, the overwhelming sentiment is that regardless of the
undoubtable challenges parliamentarians remain committed to ‘making a
difference’.
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Voices of Health Policy
Makers and Public Health
Managers: Key Themes

16
Yogan Pillay

National Department of Health
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“To work in the public sector is a wonderful experience, to help the community
in the best way you can with the limited resources you have is a very rewarding
experience.” (hospital manager)

Why give politicians and managers a voice?
According to Merriam-Webster’s dictionary1 possible meanings of ‘voice’ are:
a: wish, choice, or opinion openly or formally expressed <the voice of the
people> or b: right of expression; also: influential power.
It may be argued that politicians and managers, by definition, have many
spaces to voice their opinions and many ways in which to express themselves.
Indeed it may be argued that they are more influential than they should or
need to be in society! They determine public policy and they implement it as
they see fit using public resources. Managers on the other hand may argue
that they are told what to do and do not have sufficient influence into the
policy making process or that they are held accountable but not given sufficient
responsibility, unlike their private sector counterparts.
It is important to give managers and policy makers a voice – to hear what
they think are the opportunities and barriers to the making of effective health
policies and their implementation. We should also read between their lines
about how important they view the opinions, concerns and experiences of
those they serve – communities and health service users.
The chapter recognises that voices of local councillors (newly elected etc.)
have not been heard; only those of provincial and national politicians have
been accessed.
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Experiences of policy makers and implementers: key themes
Experiences of change

“Change is a good thing, but when there’s too much of it you get instability and
the staff become discouraged because they feel threatened all the time.”
(hospital manager)
There is:

“... t oo much planning and not sufficient implementation.” (district manager)
“Things happen so slowly and things change so fast .” (mid-level manager)
“It is interesting because you get up in the morning and you don’t know what
you are going to do today.” (parliamentarian)
“Because of all the change I am tired of change. Since 1994 there is consistent
change. First it was the health policy that they changed that, we had to get this
Primary Health Care, we are since then still in a changing phase because then
its this programme then its that programme that’s changing.” (PHC facility
manager)
The four quotes above provide a graphic illustration of how working life is
experienced by a range of managers and a politician. People appreciate the
need for change and are excited about their roles as agents of transformation
but many feel that that the change could be managed more effectively.
It is clear from the descriptions represented in the voices of the different roleplayers that both effective leadership and management skills are required
during this period of transformation. One manager noted that she leads by
example:

“I think I am a leader, but not a manager ... and because of being a hands-on
person they see if you are interested and then they follow you.”
Another suggested that:

“It’s the vision and the sense that we’re going to make things work ...”
... that creates a team effort. On the importance of the bureaucracy one
manager suggests that because of the complexity of government there is a
need for rules and an equally important need to be a good bureaucrat.
According to Kotter2 both leadership and management skills are required,
especially during periods of change, and they are complementary skills.
“Management is about coping with complexity…without good management,
complex enterprises tend to become chaotic in ways that threaten their very
existence…Leadership, by contrast, is about coping with change…More
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change always demands more leadership”.
Some managers were complimentary about their leaders (heads of department)
whilst others were not. This was true between departments and even within
departments where different managers expressed widely differing opinions.
The frequent turnover in leadership was clearly viewed as disruptive leading
to “a loss of focus and cohesiveness” and changes in priorities.
So what’s good about working in the public health sector: why do they do it?

“To work in the public sector is a wonderful experience, to help the community
in the best way you can with the limited resources you have is a very rewarding
experience.” (hospital manager)
“I feel strongly that there should be a public sector, and that there should be a
strong public sector.” (mid-level manager)
“The base is the love of the work I do ... money is not everything, we have a
service to deliver, we have people looking up towards us for help, hope and for
survival and you have to be committed ...” (PHC facility manager)
“The delivery of health services and effective and efficient delivery, that was my
vision and my dream getting into the legislature to ensure that we really achieve
the optimal health for the people of the province ...” (parliamentarian)
While there are many reasons why people take on specific roles, the quotes
above suggest that many managers and politicians are really committed to
the public health sector and to serve the people. As can be expected some did
complain about the lack of rewards and incentives but even these managers
expressed the desire to do the best that they could.
A range of factors were cited by managers that enable them to function
effectively. These included both intrinsic and extrinsic factors: (a) support
from other managers, including senior management, support from family
and from communities; (b) seeing the results of one’s efforts – making a
difference; (c) being affirmed by one’s manager and getting positive feedback;
(d) motivation displayed by staff that they manage; and (e) contributing to
the challenges of the transformation process. Here are some quotes:

“We got positive feedback from Dr X and you know if goes through to the staff.”
(PHC facility manager)
“I wanted to be exposed to a different challenge and I was not afraid of
challenges before. I wanted to take this up front and see how I can develop in
terms of leadership position.” (PHC facility manager)
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“The rewards like the fulfillment of seeing things having changed. And sort of
seeing legislation that is being implemented and you know the sentence or
the paragraph is in that law ... you were part and parcel of drafting it ... it is quite
a fulfilling thing.” (parliamentarian)
Challenges and frustrations

While some parliamentarians and managers thought that they were making
a difference and expressed excitement about being part of the transformation
of the health system, many voiced a series of frustrations and challenges that
they experienced.
For parliamentarians the large backlogs in health service delivery especially
in rural areas were perceived as daunting but equally as a challenge:

“I never had a chance for example being based in urban areas, when we go to
the rural areas we are exposed to the worst conditions so that has actually
given me the experience of getting to know how far we still have to go in terms
of health service delivery.”
The role of politicians is not implementation – this is what the Department
of Health and its managers are charged to do. However, politicians do
experience this split between the role of the legislature and executive as
frustrating:

“The most negative experience for me is that you find that sometimes the
legislature does not have the power over the executive, all you can do is
recommend what they must do …”
This is how the system has been designed to ensure that the legislature has
oversight and that the executive is accountable. Perhaps it is the accountability
mechanism to the legislature that needs to be strengthened to ensure that the
legislature does not feel dis-empowered.
Disconcertingly, a large number of managers, notably mid-level managers,
felt little sense of personal accomplishment. One manager who has since
resigned from the public sector noted: “I had no belief that anything I did
was making a difference.” Others (who are still employed in the public sector)
were not sure: “If they were making a difference, or just standing still.”
Managers seem to be rewarded by changes in service delivery at front line
level but were frustrated at the amount of time they are able to spend doing
work at this level. They complained about the large number of meetings that
they had to attend at provincial level or the number of requests they had to
respond to from superiors. One district manager explained her frustration
as:

“I am seen by subordinates as an absent manager, as I am always in meetings.”
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While the need for meetings is not denied, many are seen as not being useful
as they are poorly conducted and used largely for passing on information
rather than for decision-making.
The lack of incentives for work done, especially by facility managers are a
large source of frustration:

“I think one of the most negative things that I did experience is the fact that the
facility manager having all these responsibilities, doesn’t get incentives…the
salary is the same as any other professional nurse.”
Others complained of being underpaid for their level of responsibility. Hospital
managers also complained about lack of incentives and promotion
opportunities. For example one said that while he was acting manager for 14
months he was the lowest paid doctor on the hospital’s establishment!
Another source of frustration is the lack of support and understanding and
co-ordination of activities at provincial and national levels. This is often
manifested in the lack of co-ordination between programmes and the support
services and between the various programmes as well. One hospital manager
described the type of support she experiences from top and senior
management:

“MECs, DDGs, chief directors, regional directors … they only look at the politics
and they’re not here to see the disasters we are having. The only problem they
consider is administration … the patients and the doctors are not part of their
considerations.”
In describing her experience of the provincial office one district manager
remarked:

“... everything comes at the last minute, there is no co-ordination between
directorates.”
Lack of skilled managers (including the perceived lack of skills) at provincial
and sub-provincial levels also contributed to frustrations. A mid-level health
manager reports being frustrated by poorly written reports written by senior
management. Another, was frustrated by managers who took credit for the
work done by the people they supervise.
Managers often reported being frustrated by what they called crisis
management. This took the form of having to respond to national and
provincial requests at short notice and of planning and re-planning but not
being able to prioritise! One manager explained the ineffective prioritisation
as follows:

“It is not encouraged that you will prioritise, and actually say I will concentrate
on this one, two or three policies and make sure that they are implemented.
They are all supposed to be implemented at the same time.”
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Below are a few other quotes that illustrate experiences of the demands placed
on managers:

“In government by the nature of things, you have a great number of urgent
things, this and that, you just don’t have control over your time … you just get
completely bogged down (and) you literally become inefficient because of the
amount of work.” (mid-level manager)
“... never time to do things properly, but always time to do things again and
again.” (mid-level manager)
“Short notice is given for meetings.” “Lots of crisis intervention.” (district managers)
Being:

“Summonsed” by top management who “always wanted the thing yesterday”
(facility manager).
The importance of leadership to prevent crisis management was stressed and
much of the blame apportioned by one manager to an ineffective head of
department:

“Half the time when you blame your manager, you know the real problem is the
Head of Department.”
The lack of speedy progress in the devolution of services to local government
and its attendant uncertainties especially with regards to salaries and
conditions of employment when the amalgamation of provincial and
municipal services takes place were also mentioned as major sources of
frustration and concern. This issue was mentioned by facility managers and
district managers in particular. Interestingly, hospital managers noted that
the integration of hospital services with district health services (Primary Health
Care) resulted in improvement of the delivery of services, citing various
examples.
Lack of skills and authority to deal with disciplinary matters featured high
on the list of frustrations of many managers. A facility manager describes
her experiences as follows:

“When you report a case when you want the intervention of higher management ,
the cases tend to drag ...”
Hospital managers also reported they spent a large amount of their time
dealing with disciplinary issues but that they were ill-prepared for this role,
learning on the job and making many mistakes.
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Where to from here?

The excitement, trials and tribulations that accompany transformation are
evident from the voices of the managers that were interviewed. Whilst the
sample size in all categories of managers was small, the interview materials
(when triangulated with the voices that this author has been listening to
since 1996) cohere. This suggests that many of the experiences reported by
this sample of interviewees are similar to the majority of managers in the
public health system. We should listen to their voices and initiate action that
will strengthen the transformation process and the public health system.
The importance of leadership to, inter alia, establish departmental culture
and to avoid crisis management was stressed by many managers. One manager
described it graphically:

“When a fish rots, it starts from the head.”
The need for skilled managers and effective management systems at all levels
of the health system has been highlighted by all managers that were
interviewed. While much management training has been done, only a few
managers appear to have benefited maximally from these programmes. Many
appear to have been learning most ‘on-the-job’ as one hospital manager noted.
With respect to areas of skills development that need to be prioritised, clearly
financial and human resource management are priorities especially if the
promised delegation of responsibility and authority is delivered.
District managers that were interviewed listed a range of actions that can be
taken to strengthen district management. These include:
◆ Designing district management organograms in ways that relate to
how health programmes at provincial office level are structured
◆ Appointing high quality and skilled district managers – when people
act for too long their morale suffers
◆ Providing for more resources
◆ Providing more support to district managers
◆ Ensuring gender equity in appointments especially in management
positions.
The need for more gender sensitive policies was also highlighted by some of
the politicians interviewed. Whilst some felt much has been achieved, others
felt that not much has been done about ...

“... Caring for them and children.”
One parliamentarian suggested that there was a need to:

“Change the relations between men and women where everybody takes
responsibility for everything.”
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To enable hospital managers to manage more effectively a range of issues
need to be addressed. These include: delegating more authority and
responsibility to these managers; creating more effective management
structures and systems; improving the organisational culture of hospitals and
the health department as a whole; providing more resources like equipment
and improving the infrastructure; capacity building, especially in financial
and human resource management; and the provision of incentives for
managers to manage effectively.

Conclusions
While it is important to hear the voices of politicians and managers, it is
equally important to hear the voices of front line health workers. These voices
may feature in next year’s Review.
Most of the managers and politicians who were interviewed were clearly
pleased to have been part of the transformation process. They are dedicated
to strengthening the public health service and displayed their dedication by
working long hours and largely being able to cope with the stresses of
transformation. These stresses range from successive waves of transformation,
lack of effective management systems and often lack of management skills to
ensure implementation of policies that were often determined at national
and provincial level. The interviews revealed that newly appointed managers
were enthused with the opportunity to make a difference, but often did not
fully understand the complexities of governing and managing change. In
addition, they often had to implement radically new policies without the
necessary skills and support. As one manager put it:

“One sobers down after a while, you realise that you can’t change the world,
because there are a lot of other things to cope with.”
Many of the managers interviewed loved working in the public health sector.
This is illustrated by a series of quotes used in this chapter and elsewhere.
However, the work is hard and extrinsic rewards perceived as being few in
number. The leadership of the public health sector needs to build on the
enthusiasm of managers and others that work in the public sector by providing
leadership and the necessary rewards. In addition to setting the vision, strategy
and targets, the health leadership must work harder on being a ‘soft manager’.
As Peace3 suggests: “Soft qualities like openness and sensitivity are as critical
to success as harder qualities like charisma, aggressiveness, and always being
right”.
One thing is certain, strengthening the public health system is not a short
term job. It demands persistence, passion and commitment. Many managers
display these characteristics but these qualities need to be nurtured by all of
us who have an interest in ensuring that the public health sector provides
effective and high quality care at an affordable cost to those who depend on
it.
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Introduction
The objective of this section of the Health Review is to present the best
available data on a wide range of health and related indicators. Where possible
data from multiple years are presented. However, caution should be used
when attempting comparisons across time and especially between different
sources. Not all sources are comparable. However, particular attention has
been paid to detailed listings of the definitions used and the sources for each
piece of data presented in this section.
Data quality varies considerably between sources. Where possible, the
necessary cautions about poor or unreliable data have been included.
Notwithstanding such concerns, the range and depth of data available is
improving year by year.
Where possible the means to access the raw and complete data electronically
has been identified. It should however be noted that specific Universal
Resource Locators (URLs) are not always available for the exact document
sought. In such cases, the location of the issuing authority’s web site has
been provided (e.g. Statistics SA can be accessed at http://www.statssa.gov.za).
Increasingly, though, in-depth data is not made available for free.
Where previous Health Reviews tried to represent the selected indicators
broken down by provincial and population groups, future editions will try
to include district level data as far as possible.
For demographic data, the most important sources used this year were the
Statistics SA products, such as the 1996 Census, the mid-year population
estimates and the October Household Surveys. A census was completed in
late 2001, but results will take some time to emerge. The latest October
Household Survey (OHS) was completed in 1999. Increasingly, competing
models of the impact of AIDS on the South African population post-1996
are being issued. Extensive use was made of the reports issued by the Actuarial
Society of South Africa, Metropolitan Life and the Institute for Futures
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Research. Additional socio-economic data were obtained from the South
African Demographic and Health Surveys, the most recent report available
being that for the 1998 survey. This was also the key source for health status
indicators. In some areas, older data remain the only source, such as the
1994 Development Bank of South Africa report on the (then) new nine
provinces. More recent sources include the 1999 CASE Disability Survey,
the Confidential Enquiries into Maternal Deaths, the 2000 survey on perinatal
care, the 1999 National Food Consumption Survey, the 2000 iodine deficiency
disorder survey and the publication of the Reproductive Rights Alliance on
termination of pregnancy. Regular sources include the annual antenatal HIV
prevalence survey and the infectious diseases data issued by the Department
of Health. Initial data from the District Health Information Systems database,
albeit aggregated to provincial level, have also been included where possible.
Since the last edition of the Health Review there has been some progress
made with the National Health Accounts project, with reports now available
for both public and private sectors. Some financial information has also been
added from the 2001 Intergovernmental Fiscal Review. The private sector
remains under-reported in many ways, but the reports of the Council for
Medical Schemes carry increasingly accessible data. Public sector personnel
data continue to be difficult to access, with the Personnel Administration
system (PERSAL) the only source. A new addition to the Department of
Health’s electronic capacity is the Pharmaceutical Management Information
System (PharMIS). Limited data from that source have been collated.
One further extension this year is the inclusion of international comparative
data for a selection of middle-income countries with comparable gross national
incomes per capita. International comparative data is available from a range
of sources, including the World Health Organisation, World Bank and the
United Nations Development Programme. Selected data from the Human
Development Report 2001 and its South African equivalent have been used.
The World Population Data Sheet issued by the Population Reference Bureau
is also useful.
Organisation of Health Indicator Data in this Health Review:
◆ Major sections (including Demographic Indicators, Socio-Economic
Indicators, Health Status Indicators and Health Service Indicators) are
presented by province and where possible by population group
◆ Some limited data on drug management and supply in the public sector
◆ International data for a set of selected indicators.
The indicators presented in the Health Review represent an output from an
ongoing project. An electronic repository of such data has been created and
will be maintained by the Health Systems Trust. Additional information,
notes and details on sources can be accessed on that site (http://
www.hst.org.za/indic/).
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General Indicator-related definitions

Proportion: The relation of a subgroup to the entire group; that is the subgroup
divided by the entire group. Often proportions are actually expressed as
percentages, by multiplying by 100.
Rate: The frequency of events in a population during a specified time period
(usually a year) divided by the population ‘at risk’ of the event occurring
during that time period. Rates tell how common it is for a given event to
occur. Rates are often expressed per 1000 population. Crude rates are
computed for an entire population, while specific rates may be computed for
subgroups such as certain age groups.
Ratio: The relation of one population subgroup to the total population or to
another subgroup; that is, one subgroup divided by another.
Incidence: the number of new cases arising in a given period in a specified
population.
Prevalence: the number of cases in a defined population at a specified point
in time.

Demographic Indicators
The primary source of in-country data is the Census. Although the population
figures quoted in this section are derived from the 1996 Census, Statistics SA
issues exponential growth and adjustment factors that allow for estimates
for later years to be calculated. What must be borne in mind when using any
population figures, is that they involve a high degree of uncertainty.
In the face of such uncertainty, some might consider it prudent to make no
projections at all, but, as Lutz et al argue: “in the face of the overwhelming
humanitarian, social and economic challenges facing South Africa,
(population) projections are more urgently needed for planning than in many
countries having more accurate data and less discontinuous trends” [SA
Uncertain Demographics].a This section has drawn on a number of models
that have sought to accommodate these uncertainties:
◆ The StatsSA mid-year estimates from 2000 include scenarios that ignore
the impact of HIV/AIDS (‘Without AIDS’) or attempt to take into
account the additional deaths that might have occurred due to HIV/
AIDS (‘With AIDS’). These estimates are based on the translation of
the antenatal sero-prevalence data to ‘additional deaths due to HIV/
AIDS’, using several assumptions outlined in the 2000 P0302 Statistical
Release.
◆ The Actuarial Society of South Africa (ASSA) has developed a series of
models - this section has used outputs from the ASSA2000 model.
a The full reference for short references given in square brackets are at the end of the
chapter
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This model is able to produce output scenarios for differing levels of
change, particularly with respect to HIV risk behaviour and
intervention. The change scenario is included not so much because
this is a likely scenario but in order to break away from the tradition
of only showing what is expected to happen if nothing is done. It
comprises the following assumptions:
• no antiretroviral therapy
• mother-to-child-transmission intervention (phased in from 40% of
births in the year starting 1 July 2001 to 90% in five years time,
and assumed to 50% effective)
• treatment of sexually transmitted diseases (STDs) such that these
are reduced by 15% phased in over the five years starting 1 July
2001
• a doubling in condom usage over the next five years
• a decrease in the number of new sexual partners by 15% over the
next five years.
◆ Another model, referred to as the Metropolitan Life/Doyle model, is
sometimes quoted.
◆ The Institute for Futures Research at the University of Stellenbosch
has provided projections in the form of high, medium and low scenarios.
• High population projections: The demographic impact of HIV/AIDS
is not incorporated, therefore life expectancy at birth increases
throughout the projection period; fertility rates decline steadily;
and a high degree of in-migration (200 000 per annum) is assumed.
• Medium population projections: The impact of the HIV/AIDS
epidemic is incorporated from 2011 onwards; fertility rates in black/
African and coloured women decline more rapidly than in the high
projections; and a medium degree of in-migration (150 000 per
annum) is assumed.
• Low population projections: The impact of the HIV/AIDS epidemic
is incorporated from 1996 onwards; fertility rates are similar to
those of the medium projections; and a low degree of in-migration
(100 000 per annum) is assumed.
Data from the controversial MRC report on the impact of the HIV/AIDS on
mortality were not included since the ASSA2000 data provides more up-todate projections than the ASSA600 model used in the MRC report. However
the other sources of population projections show general agreement with the
findings reported by the MRC.
The three basic input variables for population projections are fertility,
mortality and migration. The first of these, fertility, is theoretically linked
with socio-economic development - fertility is assumed to decline faster in
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conditions of higher economic growth, urbanisation and improved status of
women in society. South Africa has a fertility rate that is markedly lower
than that for other countries in Southern and East Africa. However,
uncertainty surrounds the local figure, with some experts claiming an underestimate of fertility and others suggesting a decline in fertility due to HIV.
Population distribution in South Africa reflects the impact of past policies with large differences in population density between provinces combined
with large intra-provincial variability. Population densities are relatively high
in former homeland areas. Such areas are also largely underserved, with low
levels of infrastructure and employment, and consequent high levels of poverty
and vulnerability [SA Pop Report 2000].
Public sector dependent populations have been quantified in order to provide
explicit provincial denominators for many of the indicators in other sections
that reflect public health services delivered by the State. The way in which
the public sector dependent population has been estimated ignores the very
real degree to which indigent patients purchase health-related goods and
services in the private sector.

Population
Definitions:
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.
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: Number of deaths in a year/population at mid-year per
1000 population.
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 to
obtain a population assumed to be dependent on the public sector.
Total Fertility Rate: The average number of children that a woman gives
birth to in her lifetime, assuming that the prevailing rates remain unchanged.
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South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape
Annual Population Growth Rate
19931

2.6

1.5

1.3

2.8

3.0

0.8

4.0

3.1

1.7

2.4

19902

5.2

3.9

3.5

5.7

4.6

4.3

5.2

3.8

3.9

4.5

1996

4.6

4.1

3.7

5.0

4.6

4.3

4.9

4.6

3.9

4.4

Average Household Size

3

Crude Death Rate
19944
2001 low estimate5

5.7

5.8

6.1

3.5

3.2

8.5

2.6

5.7

6.8

4.9

13.0

12.0

10.7

11.5

11.8

10.6

12.8

12.5

9.8

11.7

Population
19966

6 302 525

2 633 504

7 348 423

8 417 021

2 800 711

840 321

4 929 368

3 354 825

3 956 875

40 583 573

19986

6 519 300

2 724 600

7 627 600

8 726 300

2 924 400

861 400

5 178 700

3 481 200

4 086 900

42 130 500

6

1999

6 658 670

2 714 654

7 807 273

8 924 643

3 003 327

875 222

5 337 267

3 562 280

4 170 971

43 054 306

2000 With AIDS6

6 811 373

2 760 558

7 780 631

8 857 615

3 004 916

869 248

5 495 679

3 532 824

4 178 598

43 291 441

6 847 162

2 790 733

7 873 205

8 986 857

3 042 637

872 866

5 514 807

3 566 777

4 190 656

43 685 699

6 978 387

2 817 076

7 966 712

9 070 458

3 090 946

879 675

5 671 050

3 604 472

4 249 547

44 328 322

7 001 260

2 834 519

8 020 408

9 146 297

3 111 069

881 818

5 683 605

3 625 924

4 255 743

44 560 644

7 130 427

2 857 519

8 641 635

9 215 201

3 537 365

961 353

5 424 585

3 085 164

4 314 196

45 167 445

2000 ASSA2000
change/no change8

-

-

-

-

-

-

-

-

-

45 078 805

2005 ASSA2000
change8

-

-

-

-

-

-

-

-

-

47 516 461

2005 ASSA2000
no change8

-

-

-

-

-

-

-

-

-

47 485 369

2015 ASSA2000
change8

-

-

-

-

-

-

-

-

-

47 311 669

2015 ASSA2000
no change8

-

-

-

-

-

-

-

-

-

46 599 840

2000 Metropolitan9

-

-

-

-

-

-

-

-

-

43 324 080

9

2005 Metropolitan

-

-

-

-

-

-

-

-

-

44 721 605

2020 Metropolitan9

-

-

-

-

-

-

-

-

-

42 800 799

5

7 811 127

3 340 271

9 551 552

10 762 197

3 819 661

966 296

6 500 835

4 244 008

4 691 292

51 692 700

7 321 958

3 087 389

8 658 883

10 006 973

3 436 345

927 353

5 965 006

3 927 744

4 447 797

47 781 800

2031 high estimate5

11 446 802

4 784 260

13 915 443

15 945 622

6 297 653

1 200 907

10 589 740

6 166 726

6 048 177

76 414 300

2000 Without AIDS

6

2001 With AIDS6
2001 Without AIDS

6

2002 With AIDS7

2006 high estimate
2006 low estimate

5

2031 medium estimate5
2031 low estimate5

-

-

-

-

-

-

-

-

-

67 706 800

8 431 788

3 418 842

9 639 595

11 608 682

4 235 578

995 043

7 377 072

4 404 705

4 853 241

54 965 400

Population % by Province
19963
6

1999

15.5

6.5

18.1

20.7

6.9

2.1

12.1

8.3

9.7

100.0

15.5

6.3

18.1

20.7

7.0

2.0

12.4

8.3

9.7

100.0

6

15.7

6.4

18.0

20.5

6.9

2.0

12.6

8.2

9.7

100.0

2001 With AIDS6

15.7

6.4

18.0

20.5

7.0

2.0

12.8

8.1

9.6

100.0

2000 With AIDS
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Public Sector Dependent Population
199810

5 952 174

2 216 772

4 526 042

7 517 110

2 472 521

681 468

4 655 349

2 961 703

2 924 544

33 907 683

1998 NHA11

6 060 194

2 257 550

4 629 085

7 676 044

2 548 324

685 783

4 836 889

3 027 929

2 972 027

34 693 825

12

1998 non med scheme

-

-

-

-

-

-

-

-

-

35 138 989

1999 non med scheme13

-

-

-

-

-

-

-

-

-

36 065 167

13

2000 non med scheme
2001 With AIDS14

-

-

-

-

-

-

-

-

-

36 271 218

6 266 592

2 400 149

5 823 666

7 918 510

2 652 032

711 657

5 177 669

3 135 891

3 000 180

37 058 477

Total Fertility Rate
199115

4.6

3.7

3.0

4.3

4.3

2.9

5.8

4.5

2.7

3.3

199816

3.5

2.2

2.3

3.3

3.1

2.7

3.9

2.4

2.3

2.9

2011 high estimate

2.9

2.9

2.7

2.9

3.0

2.3

3.0

3.0

2.2

2.6

2011 low estimate17

2.6

2.5

2.4

2.5

2.6

2.1

2.6

2.6

2.0

2.2

White

Other/
Unstated

All groups

4.8

4.7

4.4

3.0

-

4.5

19963

4.7

4.7

4.3

2.9

-

4.4

12.6

9.0

5.6

9.0

-

11.7

Coloured

19902

African

Indian/Asian

17

Average Household Size

Crude Death Rate
2001 low estimate5
Population
19966

31 127 631

3 600 446

1 045 596

4 434 697

375 204

40 583 573

19986

32 449 200

3 721 000

1 074 900

4 500 400

385 100

42 130 500

6

1999

33 329 879

3 792 631

1 092 254

4 538 727

390 815

43 054 306

6

33 879 852

3 796 858

1 092 522

4 521 664

394 803

43 685 699

2001 Without AIDS6

34 668 864

3 869 035

1 109 122

4 533 091

380 532

44 560 644

5

41 741 400

4 119 800

1 190 500

4 641 000

-

51 692 700

37 950 300

4 000 000

1 190 500

4 641 000

-

47 781 800

65 628 900

4 889 700

1 344 300

4 551 500

-

76 414 300

44 765 200

4 304 300

1 344 300

4 551 500

-

54 965 400

2000 Without AIDS

2006 high estimate
2006 low estimate5
2031 high estimate

5

2031 low estimate5
Population % by ethnic group
19966

76.7

8.9

2.6

10.9

0.9

100.0

19986

77.0

8.8

2.6

10.7

0.9

100.0

6

1999

77.2

8.8

2.5

10.5

0.9

100.0

2000 Without AIDS6

77.6

8.7

2.5

10.4

0.9

100.0

6

77.8

8.7

2.5

10.2

0.9

100.0

2001 Without AIDS
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White

788 586

1 459 655

202 847

37 252 698

3.1

2.5

-

1.9

-

2.9

2011 high estimate

2.8

1.8

1.7

1.5

-

2.6

2011 low estimate17

2.4

1.8

1.7

1.5

-

2.2

Other/
Unstated

African

All groups

Indian/Asian

3 044 931

Coloured

31 756 679

Public Sector Dependent Population
2001 Without AIDS14
Total Fertility Rate
199816
17

1.

Note: For 1985-1993
Ref: Development Bank 1994 (Table 1: Annexure A pg 81)

2.

Ref: SAHR 1995 Ch1 (Table 1.6)

3.

Ref: Census 96

4.

Ref: Bradshaw 1995

5.

Ref: IFR Projections 1999 (Table 2.7 pg 29, Table 3.7 pg 99, Fig 4.5 pg 165, Table 4.7 pg 169)

6.

Note: Figures may not add up due to rounding at source. StatsSA do not provide projections ‘With AIDS’ by population group, therefore this data is only available
‘Without AIDS’.
Ref: StatsSA Mid-Year Estimates

7.

Ref: StatsSA Mid-Year Est. Hedberg (Calculated from data.)

8.

Note: Data for 2000 represents the starting point for projections from this model, and therefore there is not yet any difference between the change and no change
scenarios.
Ref: ASSA 2000

9.

Ref: Metropolitan 2001

10.

Ref: SAHR 1999 Ch16 (pg 214. Also based on information in Chapter 13 of South African Health Review 1998)

11.

Ref: NHA Public 2000 (Annex 4: Population Estimates)

12.

Note: Calculated from total number of beneficiaries (registered and exempt schemes) subtracted from the total population.
1998 - Beneficiaries: 6 991 511 Population: 42 130 500
Ref: Medical Schemes 1999

13.

Note: Calculated from total number of beneficiaries (registered and exempt schemes) subtracted from the total population.
1999 - Beneficiaries: 6 989 139 Population: 43 054 306
2000 - Beneficiaries: 7 020 223 Population: 43 291 441
Ref: Medical Schemes 2000

14.

Note: Calculated using provincial medical schemes coverage (quoting October Household Survey 1999) and StatsSA population estimates for 2001 (with AIDS), and
using racial medical schemes coverage (quoting October Household Survey 1999) and StatsSA population estimates for 2001 (without AIDS – no racial population
projections available with AIDS from StatsSA).
Ref: Fiscal Review 2001

15.

Ref: Development Bank 1994 (Table 24: Annexure A pg 90)

16.

Note: The 1998 national TFR is considered to be an under-estimate. The real figure is considered to be about 3.2 (Udjo EO, Lestrade-Jefferis J. Fertility and mortality in
South Africa. (on request from StatsSA))
Ref: SADHS 1998 (Table 11 pg 19)

17.

Note: Estimate for 2011-2016
Ref: IFR Projections 1999 (Table 2.7 pg 29, Fig 4.7 pg 167)
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Distribution

Definitions:
Non-Urban Percentage: Proportion of population living in a non-urban
environment. Non-urban, or rural areas include commercial farms, small
settlements, rural villages and other areas that are further away from towns
and cities. The definition includes semi-urban areas that are not part of a
legally proclaimed urban area, but adjoin it.

361 830

123 910

116 320

129 370

1 219 090

South Africa

79 490

Western Cape

Northern Province

17 010

North West

Northern Cape

Gauteng

129 480

Mpumalanga

92 100

KwaZulu-Natal

Free State

Eastern Cape

Urban Percentage: Proportion of population living in urban environment.
An urban area is one that has been legally proclaimed as being urban e.g.
towns, cities and metropolitan areas.

Area (square km)
19961

169 580

Area as a % of total area of South Africa
19961

13.9

10.6

1.4

7.6

6.5

29.7

10.2

9.5

10.6

100.0

63.4

31.4

3.0

56.9

60.9

29.9

89.0

65.1

11.1

46.3

36.6

68.6

97.0

43.1

39.1

70.1

11.0

34.9

88.9

53.7

21.0

448.4

95.1

36.7

2.3

41.7

29.9

31.5

34.4

Non-Urban Percentage
19961
Urban Percentage
19961

Population density (people per km2)
19961

1.

38.4

Ref: Census 96 (Table 1.1, Table 2.4)
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Socio-Economic Indicators
The basic indicators of low socio-economic development are illiteracy,
unemployment and lower education. Measured at the national level, this can
be expressed by the gross domestic product (GDP) per capita. However,
comparison between countries requires that incomes first be converted to a
common currency. International practice is to do so using ‘purchasing power
parities’ (PPPs) rather than exchange rates. A summary measure of human
development is the Human Development Index (HDI) - this measures
achievements in three basic areas: longevity, knowledge and income [HDR
2001].
A South African version of the Human Development Report has also been
produced [HDR 2000 SA]. It seeks to track progress in the transformation
of South African society, to one characterised by ‘substantive democracy and
people-centred development’. The relevance of the socio-economic indicators
reflected here can be seen in their use as the goals of overall government
economic policy, which include:
◆ Creating productive employment opportunities for all citizens at a living
wage
◆ Alleviating poverty, low wages and extreme inequalities in wages and
wealth
◆ Meeting basic needs and ensuring that every citizen enjoys a decent
living standard and economic security.
However, even though the indicators reveal considerable inter-provincial
differences (e.g. in HDI), the fact that these conceal even greater inequities
should be remembered. As South Africa’s Human Development Report notes
(drawing on the Poverty and Inequality Report), “although South Africa is
an upper-middle-income country in per capita terms, most households
experience outright poverty or vulnerability to poverty”.

Definitions:
General Socio-Economic:
GDP per capita (PPP US$): Gross Domestic Product (GDP) - the total output
of goods and services for final use produced by an economy, by both residents
and non-residents, regardless of the allocation to domestic and foreign claims.
It does not include deductions for depreciation of physical capital or depletion
and degradation of natural resources.
Purchasing Power Parity (PPP) - A rate of exchange that accounts for price
differences across countries allowing international comparisons of real output
and incomes. At the PPP US$ rate, PPP US$1 has the same purchasing power
in the domestic economy as $1 has in the United States.
Human Development Index: The HDI is a summary measure of human
development. It measures the average achievements in a country in three
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basic dimensions of human development:
◆ A long and healthy life, as measured by life expectancy at birth
◆ Knowledge, as measured by the adult literacy rate (with two-thirds
weight) and the combined primary, secondary and tertiary gross
enrolment ratio (with one-third weight).
◆ A decent standard of living, as measured by GDP per capita (PPP US$).
The HDI may range from 0 (very poor) to 1 (excellent). Calculation of the
HDI is an evolving methodology, and comparisons should not be made
between years (when methods might have varied) but can be made between
countries, as issued by the same source.

Education:
Adult literacy rate: Percentage age 15 and above who are literate.
Education Level: Percentage of people in a given age group who have received
a particular level of education.

Employment:
Age dependency ratio: The ratio of the combined child population (0-14
years) and the aged population (65 years and over) - persons in the ‘dependent’
ages - to every 100 people of the intermediate age population (15-65 years) ‘economically active’ ages.
Where more detailed data are lacking, the age-dependency ratio is often used
as an indicator of the economic burden the productive portion of a population
must carry - even though some persons defined as ‘dependent’ are producers
and some persons in the ‘productive’ ages are economically dependent.
Unemployment rate (expanded and official definitions): The official definition
of the unemployed is that they are those people within the economically
active population who (a) did not work during the 7 days prior to the
interview, (b) want to work and are available to work within a week 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. The expanded
definition excludes criterion (c). It therefore includes discouraged work seekers
who have failed to take active steps to obtain employment in the 4 weeks
prior to the interview.

Household Facilities:
Percentage households with telephone: Includes households with a telephone
in the dwelling or a cellular telephone.
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South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape
GDP per capita (PPP US$)
19961
1996 Rural1
1996 Urban

1

2 856

5 185

11 862

4 563

6 105

6 513

2 019

3 509

9 381

5 916

-

-

-

-

-

-

-

-

-

2 314

-

-

-

-

-

-

-

-

-

9 023

0.643

0.671

0.771

0.658

0.657

0.679

0.629

0.608

0.762

0.688

-

-

-

-

-

-

-

-

-

0.618

-

-

-

-

-

-

-

-

-

0.731

0.493

0.548

0.621

0.498

0.522

0.567

0.431

0.527

0.659

0.542

0.608

0.662

0.722

0.614

0.640

0.644

0.544

0.642

0.714

0.654

Human Development Index
19961
1996 Rural

1

1996 Urban1
2010 With AIDS

2

2010 Without AIDS2
Adult literacy rate
19961

76.5

88.8

98.1

89.2

79.4

83.8

77.7

73.2

95.8

85.9

1996 Rural1

-

-

-

-

-

-

-

-

-

76.4

1996 Urban1

-

-

-

-

-

-

-

-

-

94.5

Education Level
1991 No schooling3

9.4

9.7

8.7

11.3

8.5

7.3

8.6

13.7

6.4

9.6

1996 No schooling4

20.9

16.1

9.5

22.9

29.4

21.7

36.9

22.7

6.7

19.3

19965

83.5

56.4

42.0

68.2

68.3

62.3

92.4

63.5

52.4

64.4

20026

83.4

56.4

42.9

68.2

71.7

63.1

91.7

64.1

52.4

64.6

61.8

58.7

52.4

59.7

57.5

48.6

61.8

59.5

46.6

57.2

52.9

49.7

44.5

51.1

49.3

42.9

52.9

50.2

41.8

49.0

19988

51.9

31.6

32.6

42.7

34.9

29.8

49.2

41.3

20.9

37.5

8

46.7

34.0

32.5

37.8

37.0

29.1

50.2

42.1

18.9

36.2

19988

36.9

21.3

23.1

27.2

25.0

17.9

35.7

26.5

13.5

25.2

19998

29.8

23.3

20.6

25.9

24.4

18.1

34.0

23.5

13.7

23.3

23.2

42.0

72.9

45.8

35.6

52.4

19.5

33.8

76.5

47.1

-

-

-

-

-

-

-

-

-

52.7

29.1

8.8

2.5

15.2

8.7

10.7

21.1

6.3

5.4

12.4

25.1

5.3

0.8

12.7

3.5

10.7

18.8

5.7

3.8

9.4

Age dependency ratio

2011 high estimate

7

2011 low estimate7
Unemployment rate (expanded definition)

1999

Unemployment rate (official definition)

Percentage households using electricity for cooking
19969
10

1999

Percentage households with no toilet
19969
10

1999

Percentage households with piped water inside
19969

24.7

40.6

67.7

39.8

37.3

50.0

17.8

30.6

76.4

44.7

199910

23.4

29.9

58.8

34.6

27.6

48.1

12.1

21.6

76.7

38.7

15.6

22.9

45.3

26.9

18.2

30.8

7.4

16.8

55.2

28.6

-

-

-

-

-

-

-

-

-

33.7

Percentage households with telephone
19969
10

1999
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Coloured

Indian/Asian

White

2 713

4 680

10 382

27 942

5 916

0.630

0.698

0.778

0.858

0.688

83.0

91.4

95.6

99.3

85.9

24.3

10.2

6.5

1.2

19.3

2011 high estimate7

60.8

41.4

43.3

44.1

57.2

2011 low estimate7

51.1

37.7

43.3

44.1

49.0

19988

46.0

23.8

19.4

6.4

37.5

1999

44.0

23.6

20.2

6.8

36.2

19988

32.0

15.8

14.7

4.4

25.2

19998

29.2

15.2

15.6

4.7

23.3

30.4

75.5

97.7

97.2

47.1

39.3

78.2

96.6

97.8

52.7

16.4

5.1

0.2

0.1

12.4

12.1

4.8

0.0

0.0

9.4

19969

27.3

72.4

96.4

97.6

44.7

199910

21.1

73.6

95.9

97.1

38.7

19969

11.3

43.4

76.9

88.5

28.6

1999

19.4

50.2

82.5

87.5

33.7

All groups

African
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GDP per capita (PPP US$)
19961
Human Development Index
19961
Adult literacy rate
19961
Education Level
1996 No schooling4
Age dependency ratio

Unemployment rate (expanded definition)

8

Unemployment rate (official definition)

Percentage households using electricity for cooking
19969
10

1999

Percentage households with no toilet
19969
10

1999

Percentage households with piped water inside

Percentage households with telephone

10

1.

Ref: StatsSA HDI 2001 (Tables 1, 2 and 3)

2.

Note: Estimates of HDI with and without HIV/AIDS
Ref: HDR 2000 SA (Appendix 1 pg 204)

3.

Note: Percentage of children aged 6-14 years not attending school
Ref: Development Bank 1994 (Table 24: Annexure A pg 90)

4.

Note: Percentage of those aged 20 years or older who have received no schooling
Ref: Census 96 (Table 2.25)

5.

Ref: Census 96

6.

Ref: StatsSA Mid-Year Est. Hedberg (Calculated from data. )

7.

Ref: IFR Projections 1999 (Table 2.7 pg 29, Table 4.7 pg 169)

8.

Ref: StatsSA OHS (Table 5.1 [population groups] and Tables 2.1.1 and 2.2.1 [provinces] OHS 1998, OHS 1999)

9.

Ref: Census 96 (Calculated from Table 3.6, Tables 3.12 and 3.13, Tables 3.8 and 3.9 and figures on pg 78,79, Tables 3.10 and 3.11)

10.

Ref: StatsSA OHS (Table 6.7, Table 6.10.1, Table 6.4, Table 6.12 OHS 1999)
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Health Status Indicators
Mortality

Uncertainty is inherent in any modelling exercise. There are assumptions
underlying any model, and empirical data is open to interpretation. Given
the need to focus planning and operational attention on HIV, data beyond
the usual antenatal prevalence figures were sought.
The end of 2001 saw considerable attention being paid to a new report from
the Medical Research Council, entitled ‘The impact of HIV/AIDS on adult
mortality in South Africa’ [MRC AIDS Report]. As was explained in the
section on Demographic Indicators, the population projections provided were
drawn from the ASSA2000 model, among others. The MRC report was based
on the older ASSA600 model, which was not able accommodate changes in
the response to HIV. Nonetheless, the MRC report is a crucial piece of data,
for it showed that ‘the pattern of mortality from natural causes in South
Africa has shifted from the old to the young over the last decade particularly
for young women’. It estimated that ‘40% of the adult deaths aged 15-49
that occurred in the year 2000 were due to HIV/AIDS and that about 20%
of all adult deaths in that year were due to AIDS’. If these were combined
with the excess deaths noted in childhood, then AIDS was considered to be
responsible for 25% of all deaths in 2000 and to have become ‘the single
biggest cause of death’.
In addition to the 1998 South African Demographic and Health Survey,
material was obtained from two other reports - the Confidential Enquiries
into Maternal Deaths [Maternal Deaths 1998, 1999] and the perinatal care
survey [Saving Babies]. It should be noted that the methodology of confidential
enquiries make them a poor public health tool for estimating maternal
mortality ratios, primarily because reporting is health institution based and
often under-reported. For 1998, the only provinces where there is a fair degree
of confidence that the vast majority of deaths were recorded were the Free
State, Gauteng and Western Cape.

Definitions:
Infant Mortality Rate: The number of children less than one year old who
die in a year, per 1000 live births during that year.
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.
Maternal mortality ratio: The number of women who die as a result of
childbearing or within 42 days of termination of pregnancy in one year, per
100 000 live births during that year.
Perinatal Mortality Rate: The number of perinatal deaths per 1000 births.
The perinatal period starts as the beginning of foetal viability (28 weeks
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gestation or 1000g) and ends at the end of the 7th day after delivery. Perinatal
deaths are the sum of stillbirths plus early neonatal deaths.
The current WHO definition of PNMR is the number of deaths from 24
weeks gestation/500g to 28 days neonatal life.
The PNMR is the most sensitive indicator of obstetric care. For developed
countries the rate for babies over 1000g is usually less than 6/1000 births,
whereas for developing countries PNMR ranges from 30-200.

Free State

Mpumalanga

Northern Cape

North West

Western Cape

South Africa

61.2

53.0

36.3

52.1

47.3

41.8

37.2

42.0

30.0

45.0

-

-

-

-

-

-

-

-

-

52.2

-

-

-

-

-

-

-

-

-

32.6

Gauteng

KwaZulu-Natal

Eastern Cape

Northern Province

Under 5 mortality rate: The number of children under 5 years old who die in
a year, per 1000 live births during the year.

Infant Mortality Rate
19981
1998 Rural

2

1998 Urban

2

Life expectancy at birth
19963

60.4

52.8

59.6

53.0

53.5

55.6

60.1

53.3

60.8

57.0

1996 Rural3

-

-

-

-

-

-

-

-

-

58.0

1996 Urban3

-

-

-

-

-

-

-

-

-

56.2

2000 ASSA2000 change/no change4

-

-

-

-

-

-

-

-

-

56.0

2005 ASSA2000 change

-

-

-

-

-

-

-

-

-

47.0

-

-

-

-

-

-

-

-

-

46.0

-

-

-

-

-

-

-

-

-

46.0

4

2005 ASSA2000 no change

4

2015 ASSA2000 change4
2015 ASSA2000 no change

4

2011 high estimate5
2011 low estimate

5

-

-

-

-

-

-

-

-

-

41.0

67.6

68.1

68.9

68.1

67.8

68.7

67.7

67.7

69.4

69.4

46.3

47.1

50.0

47.7

46.4

53.0

45.1

46.0

55.6

50.3

-

135

67

-

-

-

-

-

50

150

-

-

32.1

-

-

-

-

-

18.4

40.0

80.5

72.0

45.3

74.5

63.7

55.5

52.3

56.0

39.0

61.0

-

-

-

-

-

-

-

-

-

71.2

-

-

-

-

-

-

-

-

-

43.2

Maternal mortality ratio
19986,7
Perinatal Mortality Rate
2000 Public sector8
Under 5 mortality rate
19981
1998 Rural

2

1998 Urban2
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All groups

18.8

-

11.4

45.0

55.5

58.6

61.5

65.5

57.0

68.5

70.2

74.3

75.7

69.4

47.2

58.7

74.3

75.7

50.3

63.6

28.2

-

15.3

61.0

White

Coloured

Indian/Asian

African
47.0

Infant Mortality Rate
19982
Life expectancy at birth
19963
2011 high estimate

5

2011 low estimate5
Under 5 mortality rate
19982,9

1.

Note: Comparison of the provincial estimates from different sources revealed that the SADHS 1998 estimates for three provinces required some adjustment.
Ref: SAHR 2000 Ch4 (Table4 pg 99)

2.

Ref: SADHS 1998

3.

Ref: StatsSA HDI 2001 (Tables 1, 2 and 3)

4.

Ref: ASSA 2000

5.

Note: Estimate for 2011-2016
Ref: IFR Projections 1999 (Fig 2.8 pg 28, Fig 4.8 pg 168)

6.

Ref: Maternal Deaths 1998 (Table 2.2)

7.

Note: The ‘big five’ causes of maternal deaths in 1998 were complications of hypertensive conditions in pregnancy (23.2%), AIDS (14.5%), obstetric haemorrhage
(13.3%), pregnancy related sepsis (11.9%) and pre-existing medical conditions, mainly pre-existing cardiac disease (10.4%). These five causes of deaths accounted for
73.3% of all the maternal deaths reported.
Ref: SADHS 1998

8.

Note: Data only available for perinatal care in public sector institutions. There is insufficient data to accurately calculate the national PNMR, however from existing data it
is estimated that the rate is in the order of 40/1000 births.
Ref: Saving Babies

9.

Note: Figures for the White population group are based on an inadequate sample of only 250-500 cases.
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Disability

The two sources of data for this section were the Census 1996 and the CASE
Disability Survey of 10 000 households. Similar methodologies were used in
each study.

South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape

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.
In the CASE Disability Survey people reported moderate to severe disability,
where disability was 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). Neither source therefore is a
count of the number of people in South Africa who have an impairment or
handicap as defined by the World Health Organisation.

Prevalence of disability (percentage)
19961

7.3

9.8

6.2

6.0

7.6

5.6

6.0

8.3

3.7

6.5

19982

8.9

5.8

5.2

6.7

4.5

4.5

6.3

3.1

3.8

5.9

1.1

1.3

0.8

0.9

1.2

0.8

1.1

1.6

0.5

1.0

0.7

5.4

0.3

0.5

0.5

0.5

0.4

0.7

0.4

0.5

1.9

1.6

1.0

1.6

1.1

1.2

1.5

1.8

0.9

1.4

2.6

5.2

2.9

2.2

3.6

2.3

2.3

3.4

3.8

2.7

Prevalence of hearing disability (percentage)
19961
Prevalence of mental illness (percentage)
19961

Prevalence of physical disability (percentage)
19961
Prevalence of sight disability (percentage)
19961
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All groups

White

Indian/Asian

Coloured

African
Prevalence of disability (percentage)
19961

7.5

3.6

4.1

3.3

6.5

19982

6.1

4.5

4.8

5.3

5.9

1.1

0.4

0.5

0.6

1.0

0.5

0.4

0.4

0.3

0.5

1.6

0.9

0.9

0.6

1.4

3.2

1.0

1.5

0.7

2.7

Prevalence of hearing disability (percentage)
19961
Prevalence of mental illness (percentage)
19961
Prevalence of physical disability (percentage)
19961
Prevalence of sight disability (percentage)
19961

1.

Ref: Census 96 (Tables 2.22 and 2.23)

2.

Note: National survey of nearly 10 000 households. In the Northern Province, Eastern Cape and North West Province, Whites had a higher prevalence rate than other
races. No other race differences were found.
Ref: CASE Disability Survey

Infectious Disease

The main source of infectious disease prevalence data is the Department of
Health Notifiable Disease Reporting System. The latest published data on
notifiable diseases are from Statistical Notes January 2001, and are only
available at national level. To date it has not been possible to obtain data by
provinces from the Department of Health. As other sources and information
systems for some conditions are developed, major differences in the data are
emerging. However all sources should be viewed with some caution.
In the TBSYS national TB register system for example, reporting rates in
some areas are far from complete and this may influence the values quite
significantly. The TBSYS national reporting rate for 2000 was 82.7%. Figures
for the notifiable disease reporting system are consistently lower than those
from TBSYS. TBSYS is considered to be much more accurate, and can be
corrected for the degree of under-reporting. It also provides additional data
such as cure rates.
The cholera figure for 2000 represents only the beginning of an epidemic,
which affected the country since August 2000 and is ongoing. Reports on
this epidemic continue to be posted on the Departments of Health web sites.
See http://www.doh.gov.za/issues/ and http://www.kznhealth.gov.za/
cholera.htm.
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Syphilis prevalence rates by age in the different provinces reflect a different
trend from HIV infection. A steady and significant decline in prevalence rates
among pregnant women in all age groups was recorded at national level for
the past three years. At national level, the syphilis infection rate is estimated
to be 4.9% in 2000 compared to 6.5% in 1999 and 10.8% in 1998. However,
provincial syphilis prevalence trends across the nine provinces showed less
consistency than the age group estimates [Antenatal Survey 2000]. There
also appear to be some problems with the provincial data supplied by the
Department of Health when compared to data supplied for the same time
period in previous years, and compared to data reported by some individual
provinces based on the same survey. To date, it has not been possible to
obtain clarification on this issue.

Definitions:
Reported cases: Number of cases of the condition reported to the Department
of Health per 100 000 population (for the year). Population denominators
are from StatsSA mid-year population estimates for the relevant year. Where
available estimates ‘With AIDS’ have been used.
Case Fatality Rate: Number of deaths due to the condition divided by the
number of cases expressed as a percentage.
New smear +ve cases cured (%): Percentage of new smear positive pulmonary
tuberculosis cases cured.

South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape

Syphilis prevalence rate (%) (antenatal): Percentage of women surveyed testing
positive for syphilis.

Reported cases of cholera (per 100 000)
20001

-

-

-

-

-

-

-

-

-

23.5

-

-

-

-

-

-

-

-

-

0.8

19982

0.1

0.9

2.0

153.0

200.0

0.9

65.0

5.6

0.7

160.0

3

1999

-

-

-

305.2

390.9

-

212.5

-

-

119.7

20003

-

-

-

471.8

412.3

-

141.2

-

-

143.1

19993

-

-

-

0.8

0.6

-

1.0

-

-

0.8

2000

-

-

-

0.8

0.4

-

0.5

-

-

0.7

Case Fatality Rate: cholera
20001
Reported cases of malaria (per 100 000)

Case Fatality Rate: malaria

3
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South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape
Reported cases of measles (per 100 000)
19982

1.3

3.5

1.5

1.6

2.7

1.2

5.6

0.7

2.3

1.9

1

1999

-

-

-

-

-

-

-

-

-

0.2

20001

-

-

-

-

-

-

-

-

-

0.1

1998 Notification2

201.0

245.0

123.0

110.0

106.0

300.0

40.0

160.0

464.0

169.0

19994

565.1

327.3

223.5

386.4

174.0

536.8

109.1

253.8

756.8

359.6

Reported cases of TB (per 100 000)

1999 Notification5

-

-

-

-

-

-

-

-

-

134.9

424.5

341.0

319.5

316.6

177.7

448.2

86.2

345.1

810.0

349.4

-

-

-

-

-

-

-

-

-

94.1

19991

-

-

-

-

-

-

-

-

-

4.4

2000

-

-

-

-

-

-

-

-

-

5.8

19988

64.8

62.0

64.3

46.1

51.4

63.3

56.6

54.3

69.2

60.1

19998

59.9

66.6

63.1

38.2

57.5

63.8

63.4

66.7

67.8

60.2

2.6

0.0

0.1

0.4

1.5

0.3

1.7

0.0

0.2

0.3

20006
2000 Notification

7

Case Fatality Rate: TB (all types)

1

New smear +ve cases cured (%)

Reported cases of typhoid (per 100 000)
19982

Reported cases of viral hepatitis (total) (per 100 000)
19982

0.9

1.4

2.7

2.3

1.7

3.2

2.7

0.5

7.8

2.6

19991

-

-

-

-

-

-

-

-

-

2.0

2000

-

-

-

-

-

-

-

-

-

0.4

19991

-

-

-

-

-

-

-

-

-

1.6

2000

-

-

-

-

-

-

-

-

-

5.1

19989

9.6

4.4

3.8

15.8

8.6

3.8

5.6

9.1

4.4

10.8

19999

15.8

3.8

4.4

4.4

3.8

5.6

9.1

9.6

8.6

6.5

9

3.3

4.8

9.6

2.6

3.7

5.1

4.2

3.6

5.1

4.9

1

Case Fatality Rate: viral hepatitis (total)

1

Syphilis prevalence rate (%) (antenatal)

2000

1.

Note: Cholera - Between 16 August 2000 and 5 April 2001, 81 265 cases were treated, of which 99% were in KwaZulu-Natal. By 15 January 2002 a total of 109 645
cases had been reported in KZN since August 2000. The case fatality rate for this entire period was 0.21%.
Ref: Stats Notes Jan 2001

2.

Ref: DOH Notification

3.

Note:
1999 - Number of cases: 51 535. Note that 1214 cases occurred in provinces other than KZN, MP and NP - but details are not given.
2000 - Number of cases: 61 934
1999 - Number of deaths: 402. Note that 3 deaths occurred in provinces other than KZN, MP or NP.
2000 - Number of deaths: 423
Ref: DOH Malaria 2001

4.

Note: Number of cases: 154 804. The TBSYS national reporting rate for 1999 was 78.2% (ranging from 53% in KZN to 100% in NC, not given for MP and NW).
Ref: DOH TB
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5.

Note: Number of cases: 58 081.
Ref: Stats Notes Jan 2001

6.

Note: Number of cases: 151 239. The TBSYS national reporting rate for 2000 was 82.7% (ranging from 40.2% in KZN to 98.8% in WC, not given for MP and NW).
Ref: DOH TB

7.

Note: Number of cases: 40 734.
Ref: Stats Notes Jan 2001

8.

Ref: DOH TB

9.

Note: Personal communication DoH. Data from the annual antenatal surveys.
Ref: DOH Notification

HIV/AIDS

The major starting point for all work in this field is the data collected in the
national anonymous survey of HIV prevalence among women attending public
antenatal clinics, performed annually by the Department of Health. This
survey involves data collection at sentinel sites, selected on the basis of
systematic random sampling with weighting by the probability proportional
to size (PPS) technique. The following comments from the South African
Health Review 2000 (Chapter 15) remain pertinent:
◆ ‘HIV infection levels in the general community in South Africa are
thought to be lower than in the public sector antenatal clinic attendee
population. Children and the elderly, who are at substantially lower
risk of HIV, are not captured by antenatal surveys. Even among adults
in sexually active age groups, the antenatal survey prevalence figures
do not reflect the lower overall risk of men, people who are less sexually
active, and communities using the private sector. On the other hand,
recent studies indicate that fertility among HIV positive women is
substantially lower than among uninfected women, and this suggests
that antenatal data may in fact underestimate HIV prevalence in women
of reproductive age in many communities.’
◆ ‘While these data give some sense of the different risk profiles in the
population, additional surveys serve to remind us that the majority of
the population is at risk of HIV infection and that certain sectors of
the population are at much higher risk of infection than the general
population. Provincial estimates from these data mask large differences
between regions and HIV impacts on specific communities within any
region may differ markedly.’
This section has therefore included a variety of projections from mathematical
simulation models, which are calibrated to antenatal data. These include
estimates of HIV prevalence in the total population, of the number of persons
with symptomatic AIDS, as well as of the number of AIDS orphans. That
these projections vary should not be surprising. This does not however detract
from their general usefulness as planning tools.
Despite the scale and importance of the HIV/AIDS epidemic, there are still
relatively few data available at a provincial or national level, or by population
group.
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Definitions:
AIDS Orphans: Number children under 15 years whose mothers have died
of HIV/AIDS.
AIDS sick: Number of people estimated to be living with AIDS defining
conditions.
HIV prevalence (%) (antenatal): Percentage of women surveyed testing
positive for HIV.
HIV prevalence (%) (total population): Percentage of population estimated
to be HIV positive. Population used as denominator is generally the projected
population calculated from the given model. Note: this is equivalent to
indicators called ‘People living with HIV/AIDS’.
Percentage of deaths due to AIDS: Percentage of total deaths attributed to
AIDS related causes.

Figure 1:

Projected number of AIDS orphans1
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Figure 2:

Projected number of AIDS sick1,2
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Figure 3:
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Figure 4:

Percentage of deaths due to AIDS1,2
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Northern Cape

KwaZulu-Natal

ASSA2000 no change

Gauteng

Free State

Eastern Cape

ASSA2000 change

2015

South Africa

2010
Year

Western Cape

2005

Mpumalanga

2000

HIV prevalence (%) (antenatal)
19984

15.9

22.8

22.5

32.5

30.0

9.9

11.5

21.3

5.2

22.8

19994

18.0

27.9

23.9

32.5

27.3

10.1

11.4

23.0

7.1

22.4

20004

20.2

27.9

29.4

36.2

29.7

11.2

13.2

22.9

8.7

24.5

19953

2.40

4.40

4.80

7.30

6.50

2.10

1.90

3.30

0.70

4.50

3

1996

3.30

5.80

6.10

9.20

8.20

2.70

2.70

4.50

1.20

5.80

19973

4.50

7.60

7.70

11.60

10.40

3.50

3.70

6.20

1.90

7.60

19983

6.20

10.00

9.50

14.50

13.10

4.60

5.10

8.60

3.10

9.90

19993

8.60

13.30

11.70

17.80

15.80

6.00

7.10

12.00

4.30

12.90

HIV prevalence (%) (total population)

1.

Ref: ASSA 2000

2.

Ref: Metropolitan 2001

3.

Note: Based on Marais (2000), Kipps and Gouws (1998) and Dorrington (1999).
Ref: SA Uncertain Demographics (Table 3 pg 6)

4.

Ref: Antenatal Survey 1998, 1999, 2000
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Reproductive Health

Maternal care:
The indicator ‘Percentage pregnant women who received antenatal care’ in
the SADHS 1998 is based on women who reported receiving antenatal care
from a nurse, midwife or doctor. While antenatal care coverage reported by
the SADHS is high among all groups of women, the type of provider varies
considerably - e.g. in Eastern Cape and Northern Province almost all care is
obtained from nurses, while in Gauteng, Western Cape and Northern Cape
more than 40% of care is provided by doctors. Similar trends are observed
for women receiving medical assistance at delivery.
Although DHIS data for the number of ANC visits per client show that all
provinces have average values over the national target of 3 visits per client,
substantial numbers of clients may not receive this minimum. Also, such
averages hide intra-provincial differences. Risk pregnancies (possibly 15-25%
of the total) normally have many more visits.
Very little data is available about the caesarian section rate, although this
information is important in mother-to-child-transmission of HIV, and is
starting to be collected in some sites as part of the prevention of mother-tochild-transmission project.

Sexually Transmitted Infections (STIs):
Male urethral discharge (MUD) incidence rate is often used as a direct proxy
for sexually transmitted infections since such cases are invariably STIs. This
is the best indicator available for Sexually Transmitted Disease incidence,
since practically all cases are sexually transmitted. DHIS data on MUD is
based on the numbers seeking treatment at PHC facilities and is not directly
comparable with the SADHS figures of men reporting symptoms, since not
all cases experienced may seek care in the public sector.
Data for the indicator STI incidence may be over-reported as some cases
treated as STIs may be other genito-urinary tract infections, particularly in
women.

Terminations of Pregnancy (TOPs):
Data on TOP have been published by the Department of Health [DOH TOP]
and Reproductive Rights Alliance [RRA Barometer Aug 2001]. There are
some small differences in the two data sources. However, since the RRA data
provide a more detailed breakdown by maternal and gestational age, these
data have been used in this chapter. Figures have been calculated from monthly
provincial totals.
For comparison purposes, the following indicators may need to be calculated
from the raw number of TOPs [PRB Handbook]:
Abortion rate: the number of abortions per 1000 women of reproductive
age in a given year.
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Abortion ratio: the number of abortions per 1000 live births in a given
year.

Definitions:
Antenatal visits per client: Total number of ANC visits divided by the number
of 1st antenatal client (ANC) visits. This indicator is a measure of the quality
of maternal care.
Percentage pregnant women who received antenatal care: Percentage pregnant
women who received antenatal care from a nurse, midwife or doctor.
Percentage women with medical assistance at delivery: Percentage of women
who gave birth in the 5 years preceding the survey who received medical
assistance at delivery from either a doctor, a nurse or a midwife.
Caesarean Section rate: Percentage of births that are by caesarian section.
Percentage women 15-49 who use a modern contraceptive method: Percentage
of surveyed women aged 15-49 who are currently using a modern
contraceptive method (including Pill, IUD, Injections, Diaphragm/Foam/Jelly,
condom, Female/Male sterilisation). The SADHS considered women who
were sexually active in the last 4 weeks.
Teenage Pregnancy: Percentage of women aged 15-19 who are mothers or
who have ever been pregnant. The percentage who are mothers at the time
of the survey is a more restrictive definition of this indicator.
Male urethral discharge incidence: Number of cases of male urethral discharge
per 1000 male population age ≥ 15 years.
Percentage men with painful urination, genital symptoms: Percentage of men
15+ years with painful urination, penile discharge or genital sores in the last
3 months.
STI incidence: Cases treated as sexually transmitted infections (STI) per 1000
population age ≥ 15 years.
Terminations of Pregnancy (TOPs): The number of terminations of pregnancy.
TOPs by gestational age (%): Percentage of total terminations of pregnancy
for various gestational ages.
TOPs by maternal age (%): Percentage of total terminations of pregnancy
for various maternal ages.
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Western Cape
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Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng
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Antenatal visits per client
20001

3.4

4.1

3.5

4.2

3.3

4.1

3.5

3.9

4.2

3.8

94.8

94.4

94.0

93.3

94.1

94.1

91.7

94.2

37.6

74.9

61.8

53.4

80.8

56.3

17.8

58.8

Percentage pregnant women who received antenatal care
19982

94.7

94.8

Percentage of pregnant women who received tetanus toxoid vaccine
19982

57.4

75.8

Percentage women with medical assistance at delivery
19982

74.6

88.0

94.0

82.6

76.0

90.3

78.5

88.3

96.1

84.4

-

-

15.0

-

-

-

-

-

-

-

Caesarean Section rate
2000 Public sector3

Percentage women 15-49 who use a modern contraceptive method
1998 sexually active 2

59.9

67.9

60.9

57.1

53.2

65.9

53.3

69.6

73.7

61.2

13.1

14.9

12.9

15.3

13.5

12.8

16.4

12.6

11.8

14.6

Teenage Pregnancy
19914
1998 ever pregnant

2

18.2

12.6

9.5

16.7

25.2

18.0

20.0

13.4

16.4

16.4

1998 ever pregnant rural2

-

-

-

-

-

-

-

-

-

20.9

1998 ever pregnant urban2

-

-

-

-

-

-

-

-

-

12.5

14.8

8.4

8.9

13.8

18.8

15.2

14.9

11.0

13.7

13.2

45.9

35.0

28.7

45.4

32.4

13.5

56.6

45.6

24.6

38.4

2

1998 mothers

Male urethral discharge incidence
20001

Percentage men with painful urination, genital symptoms
19982

15.1

15.2

5.5

18.9

20.1

6.7

11.5

8.4

5.6

11.9

63.7

58.1

59.5

96.7

58.4

32.9

90.0

80.5

40.2

69.9

19975

2 670

2 527

13 497

1 259

1 489

429

570

218

3 796

26 455

5

1998

2 938

4 107

19 005

5 167

1 857

552

823

455

5 008

39 912

19995

3 109

4 062

19 195

5 766

2 269

642

1 288

2 166

5 741

44 238

20005

3 264

6 919

15 172

11 592

3 697

583

1 962

2 286

6 697

52 172

1997 >12 wks5

42.2

47.7

35.0

30.7

25.1

44.3

8.4

23.9

20.1

33.5

5

1998 >12 wks

24.0

58.5

28.2

24.9

25.8

41.5

42.0

18.9

20.4

29.9

1999 >12 wks5

15.7

50.8

23.2

15.8

32.3

33.2

48.4

4.0

23.0

24.6

2000 >12 wks5

13.2

38.8

29.1

18.5

39.2

24.5

40.7

9.1

23.3

26.5

1997 <18 yrs5

13.9

14.3

0.0

6.6

12.2

38.5

5.6

10.1

21.9

7.7

1998 <18 yrs

5

8.2

16.9

0.0

12.0

12.6

28.3

14.9

12.1

17.2

7.5

1999 <18 yrs5

8.1

12.7

0.0

5.3

12.2

19.9

14.8

8.6

14.9

6.1

2000 <18 yrs

5.8

6.6

0.0

4.8

11.5

20.8

16.0

15.4

15.6

6.6

STI incidence
20001
Terminations of Pregnancy (TOPs)

TOPs by gestational age (%)

TOPs by maternal age (%)

5
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All groups

91.8

93.4

88.4

94.2

65.3

31.0

34.4

11.3

58.8

82.1

94.8

99.1

99.0

84.4

57.6

68.4

80.1

74.9

61.2

1998 ever pregnant2

17.8

19.3

4.3

2.2

16.4

1998 mothers2

14.2

15.7

2.9

2.2

13.2

12.1

5.6

3.8

1.7

11.9

White

Coloured

Indian/Asian

African
94.8

Percentage pregnant women who received antenatal care
19982

Percentage of pregnant women who received tetanus toxoid vaccine
19982
Percentage women with medical assistance at delivery
19982

Percentage women 15-49 who use a modern contraceptive method
1998 sexually active2
Teenage Pregnancy

Percentage men with painful urination, genital symptoms
19982

1.

Ref: DHIS Dec 2001

2.

Ref: SADHS 1998

3.

Note: Data only available for perinatal care in public sector institutions.
Ref: Saving Babies

4.

Note: Definition according to this source is: Percentage of all live births during a specific year, to women younger than 20 years of age irrespective of their marital
status.
Ref: Development Bank 1994 (Table 24: Annexure A pg 90)

5.

Note: Caution should be exercised in interpreting the percentage of TOPs by maternal age, due to the high proportion of unknown data. In particular, the province
providing the most TOPs, Gauteng, does not supply any data by maternal age, which therefore also distorts the national average.
Ref: RRA Barometer Aug 2001

Nutrition

Iodine deficiency disorders (IDDs) result in a spectrum of ill health, such as
mental and psychomotor impairment, and cretinism in severe cases. Past
surveys have identified widespread iodine deficiency, evidenced by a high
goitre prevalence, resulting in government regulations to enforce a minimum
iodate concentration in all salt. The IDD Survey 2000 found just over 10%
of schools whose pupils had low median iodine concentrations, indicating a
degree of dietary iodine deficiency. Over 25% of salt samples had <10mg/kg
iodine, suggesting that there may be several iodine deficient communities.
Despite these areas of concern, the iodate fortification policy has improved
the proportion of the population who are iodine replete.
The recent National Food Consumption Survey has shown little improvement
in the nutritional status of young children when compared to the 1994/5
SAVACG survey. One out of 10 children aged 1-9 years was underweight
and just more than one in five was stunted – mostly in rural areas, and linked
to poor maternal education. By contrast one out of 13 children was overweight
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in urban areas, with a higher prevalence among children of well-educated
mothers.
The SADHS also reflects a growing problem of obesity, particularly amongst
urban African women where over 35% are obese. Since obesity has been
found to predispose towards the development of hypertension and diabetes,
interventions to reduce obesity are important to reduce these important causes
of morbidity in adults.

Definitions:
Iodine Deficiency: Indicator may be reported using a number of definitions:
Iodine deficient school (narrow definition) = median urinary iodine
concentration < 100mcg/litre
or
Iodine deficient school (comprehensive definition) = median urinary iodine
concentration < 100mcg/litre or ≥ 20% with urinary iodine < 50mcg/litre
Iodine deficient child = urinary iodine concentration < 100mcg/litre
Indicator reported as proportion of schools or proportion of children as
appropriate.
Note: The WHO definition of adequate iodine intake is a median urinary
iodine concentration of ≥ 100mcg/litre and a goitre prevalence of less than
5%.
Since goitre prevalence was not related to urinary iodine levels in any school
surveyed, this South African survey used an adapted definition.
Iodised salt consumption: Proportion of households’ salt samples with
specified iodine concentrations. The legal concentration at packaging is 4060mg/kg. A concentration <10mg/kg is probably insufficient to prevent iodine
deficiency disorder.
Obesity (%): A body mass index (BMI) (body mass in kg divided by the
square of the height in m) equal to or more than 30kg/m 2.
Overweight (%): Proportion of children with weight for height over 2 standard
deviations from the norm (reference population median).
Stunting (%): Proportion of children with height for age under 2 standard
deviations from the norm (reference population median).
Underweight (%): Proportion of children with weight for age under 2 standard
deviations from the norm (reference population median).
Wasting (%): Proportion of children with weight for height under 2 standard
deviations from the norm (reference population median).
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Northern Province

19.7

20.8

44.7

7.4

36.7

13.1

22.5

-

18.9

24.9

6.4

50.5

10.8

11.7

30.2

35.0

-

Gauteng

Free State

South Africa

Western Cape

42.1

9.2

Mpumalanga

North West

Northern Cape

KwaZulu-Natal

29.8

1998 children <100mcg/l urban1

Eastern Cape
1998 children <100mcg/l rural1

Iodine Deficiency

1998 children <50mcg/l rural

1

15.0

17.0

5.0

8.0

24.0

3.0

22.0

15.0

10.0

-

1998 children <50mcg/l urban1

3.0

10.0

8.0

3.0

27.0

0.3

3.0

7.0

5.0

-

1998 schools (comprehensive) 1

19.0

25.0

18.8

4.2

58.3

0.0

25.0

28.6

7.7

16.2

9.5

16.7

6.3

4.2

41.7

0.0

25.0

0.0

3.8

10.6

24.0

29.0

30.0

24.0

25.0

15.0

31.0

46.0

16.0

25.5

1998 schools (narrow)1
Iodised salt consumption
1998 <10mg/kg1
Obesity (%)
1998 Men2
1998 Women2

9.8

8.0

9.8

10.2

7.2

7.5

6.1

5.4

12.8

9.1

28.9

29.1

34.7

34.2

25.4

24.5

19.4

18.8

30.8

29.4

7.9

6.4

5.6

6.5

16.7

4.4

3.7

0.9

5.2

6.0

28.8

28.7

11.5

15.6

20.4

22.8

34.2

24.7

11.6

22.9

-

-

-

-

-

-

-

-

-

23.8

20.5

29.6

20.4

18.5

26.4

29.6

23.1

24.9

14.5

21.6

-

-

-

-

-

-

-

-

-

9.3

Overweight (%)
1999 Age 1-9 years3
Stunting (%)
1994 Age 6-71 months4
1999 Age 12-71 months3
1999 Age 1-9 years3
Underweight (%)
1994 Age 6-71 months4
3

1999 Age 12-71 months
1999 Age 1-9 years3

-

-

-

-

-

-

-

-

-

11.1

7.1

14.3

8.8

6.0

4.2

23.7

15.0

15.3

8.3

10.3

3.2

4.5

1.2

0.7

2.5

1.7

3.8

4.5

1.3

2.6

Wasting (%)

-

-

-

-

-

-

-

3.6

1.2

4.3

2.8

9.6

7.5

5.7

0.9

3.7

-

-

-

-

-

-

-

-

-

4.9

-

-

-

-

-

-

-

-

-

2.4

African

1999 Age 1-9 years urban

3

3.4

All groups

1999 Age 1-9 years rural

3

1.8

White

1999 Age 12-71 months
1999 Age 1-9 years3

Indian/Asian

3

Coloured

1994 Age 6-71 months4

Obesity (%)
1998 Men2
1998 Women2

1.

Ref: Iodine Deficiency 2000 (Table 6.1.4, Table 6.1.5, Table 6.3.1)

2.

Ref: SADHS 1998

3.

Ref: Food Consumption Survey (Table 4.14, Table 4.31)

4.

Ref: SAVACG Survey
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7.7

9.1

8.7

19.8

9.1

30.5

28.3

20.2

24.3

29.4
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Child Health

The incidence of diarrhoea is used to determine the health status of children
and identify potential environmental hazards (e.g. contamination of water
sources). Diarrhoeal disease is one of the leading causes of infant mortality,
and is closely related to both socio-economic situation and environmental
health issues like access to clean water.
Immunisation indicators are used to assist with operational planning for full
immunisation coverage.
Health care for children is a high priority issue, that is also linked to general
development, since many preventable diseases can be addressed by improving
basic health conditions such as water and sanitation and access to health
resources. Leading causes of child death are injuries (19%), intestinal
infections (14%) and respiratory infections (11.5%) [Children in 2001, End
Decade Report on Children]. HIV/AIDS is also affecting children in many
ways, ultimately increasing child mortality and the number of orphans – see
sections on Mortality and HIV/AIDS. Data are not yet available on the recently
implemented prevention of mother-to-child-transmission programme.

Definitions:
Diarrhoea Incidence <5 per 1000: The number of children under 5 years
with diarrhoea per 1 000 children under 5 years in the target population.
Diarrhoea is formally defined as 3 or more watery stools in 24 hours, but
any episode diagnosed and/or treated as diarrhoea after an interview with
the adult accompanying the child should be counted.
Immunisation coverage of children <1 year: Calculated from the number of
children fully immunised (defined as first visit where all required vaccinations
are completed) divided by the population <1 year.
The primary course of immunisation includes BCG, OPV 1,2 & 3, DTP-Hib
1,2 & 3, HepB 1,2 & 3, and 1st measles at 9 months.
Immunisation coverage of children 12-23 months (%): Percentage of children
aged 12 to 23 months who had received BCG, 3 doses of DTP and polio, and
Measles vaccine, but not necessarily Hepatitis B.
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Eastern Cape

Free State

Gauteng

KwaZulu-Natal

Mpumalanga

Northern Cape

Northern Province

North West

Western Cape

South Africa

19981

275.6

197.5

204.0

386.3

351.5

225.7

316.8

264.7

214.8

286.4

2000

145.7

84.2

67.7

292.2

107.2

135.5

217.6

241.3

99.7

174.3

62.5

80.1

75.4

82.6

64.5

75.9

73.1

85.2

85.9

75.8

67.8

72.4

49.5

67.2

80.8

74.9

60.6

64.2

63.4

Diarrhoea Incidence < 5 per 1000

2

Immunisation coverage of children <1 year
20003

Immunisation coverage of children 12-23 months (%)
19984

52.6

1.

Note: Data calculated from percentage of children with diarrhoea in previous 2 weeks reported in SADHS 1998 to approximate an annual incidence.
Ref: DHIS Dec 2001

2.

Note: This refers to the number of children seeking treatment for diarrhoea from PHC facilities. This is about half the number of cases expected based on the number of
cases reported in the SADHS 1998 survey to have experienced diarrhoea in the 2 weeks prior to the survey.
Ref: DHIS Dec 2001

3.

Note: Gross errors for this indicator have occurred in nearly all provinces e.g. children being counted more than once as having completed all immunisations.
Ref: DHIS Dec 2001

4.

Note: Percentage with health cards seen by interviewer and percentage who have received each vaccine by the time of the survey.
Ref: SADHS 1998
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Other Morbidity and Risk Behaviour

Definitions:
Hypertension prevalence measured (%): Measured hypertension refers to
those with blood pressures greater than or equal to 160/95 mm Hg and
those who are taking hypertension medication.

South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape

Percentage adults experienced work related illness/injuries: Proportion of
working adults (adults = 15+ years) who reported suffering from a workrelated illness or injury.

Hypertension prevalence measured (%)
1998 Men1

12.5

14.5

11.7

11.1

6.2

14.2

6.4

11.8

10.9

11.0

1998 Women1

14.2

15.5

13.1

14.7

8.5

17.0

6.6

16.2

14.2

13.2

8.0

9.0

7.1

7.4

8.2

2.8

8.2

7.3

Percentage adults experienced work related illness/injuries
19981

6.3

5.1

Prevalence of smoking (%)

1

-

-

-

-

-

-

-

-

24

44

42

38

40

58

29

45

49

42

11

11

12

5

6

-

2

8

29

11

Coloured

1998 Men1

10.3

12.4

9.9

15.2

11.0

1998 Women1

13.0

17.1

9.3

12.0

13.2

6.6

8.6

6.3

8.9

7.3

White

African

1998 Women

46

All groups

1998 Men1

Indian/Asian

19981

Hypertension prevalence measured (%)

Percentage adults experienced work related illness/injuries
19981
1.

Ref: SADHS 1998
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Health Services Indicators
Health Facilities

The number and type of health facilities in the country is undergoing constant
change. However, additional data have become available in the National
Health Accounts projects and are reflected in the Intergovernmental Fiscal
Review. One particular area of continued confusion is the number of beds in
each category in the public sector. While hospitals have generally been
designated as either district, regional or central in nature, they may include
‘beds’ of a combination of types. For instance, a regional hospital may continue
to provide some district-level services and have wards allocated accordingly.
The only source for the private sector remains the Hospital Association of
South Africa (HASA) [Health Annals 2001]. Since virtually all private sector
hospitals with inpatient facilities are members of HASA, their figures are
taken as a reasonably accurate reflection of the sector. However, not all day
clinics and stand-alone operating facilities may be included.
While the number of facilities and their distribution are an indicator of access,
their level of equipment is an indicator of quality. Clearly, much more data
will be needed in the future to allow comparisons between districts and to
track progress towards equity.
Utilisation may depend on many things like accessibility, acceptability and
appropriateness of services, as well as the legacy of apartheid with its gross
inequity in resources and personnel. National PHC models generally calculate
a need for 3-3.5 visits per capita per year. The DHIS figure is therefore roughly
half the expected value for the full range of PHC services. Some inaccuracy
may result from confusion about the definition of headcount and procedures
for calculating it, especially in provinces that use multiple categories to
determine headcount (such as age breakdown, gender breakdown).
At the primary level, the results of the biennial Facilities Survey remain the
major source of data. The Eastern Cape have also produced a useful collation
of primary health care data, although most of the data are organised by old
health districts and regions, so were not included in this chapter [PHC in EC
1997-2000].

Definitions:
Utilisation Rate PHC: Number of visits per person to PHC health facilities
per year. Calculated from PHC headcount divided by total population [Census
96 population estimates for the appropriate year].
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Northern Cape
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Number of Health Facilities
1998 Provincial-aided hosp1

-

-

-

-

-

-

-

-

-

1998 Public CHC

43

-

-

-

-

-

-

-

-

-

101

1998 Public clinics1

-

-

-

-

-

-

-

-

-

2 604

1998 Public hosp total1

-

-

-

-

-

-

-

-

-

343

1

2

14

7

66

27

5

4

2

10

27

162

1999 Private total 3

18

11

85

28

8

3

2

9

36

200

63

24

7

40

18

21

32

15

27

247

0

1

4

2

0

0

0

0

3

10

1

1

0

1

1

0

2

0

0

6

8

6

12

9

5

1

5

4

10

60

1998 Private total

2001 District Hospitals

4

2001 National Central Hosp4
2001 Provincial Tertiary Hosp
2001 Regional Hospitals4

4

2001 Specialised Hospitals4

11

1

5

8

1

3

3

2

18

52

2001 Public hosp total4

83

33

28

60

25

25

42

21

58

375

1 207

827

10 049

3 371

627

288

273

928

3 338

20 908

-

-

-

-

-

-

-

-

-

107 634

Number of beds
1998 Private sector 2
1998 Public sector1
1999 Private sector 5

1 224

937

10 605

4 974

804

297

273

795

3 797

23 706

1999 Public sector5

-

-

-

-

-

-

-

-

-

105 441

2000 National Central Hosp4

-

630

6 532

1 952

-

-

-

-

2 662

11 776

Percentage PHC facilities where HIV testing is made available
19986

39.0

79.0

75.0

48.0

79.0

100.0

20.0

46.0

97.0

56.0

7

44.0

87.5

100.0

40.0

57.1

100.0

14.6

53.1

100.0

56.2

2000

Percentage PHC facilities where condoms are freely available
19986

76.0

79.0

100.0

97.0

91.0

89.0

57.0

65.0

84.0

79.0

20007

86.2

84.0

100.0

92.5

78.6

91.7

85.4

90.6

74.1

86.9

Percentage clinics with EPI services every week day
19986

76.0

79.0

69.0

52.0

42.0

67.0

93.0

54.0

44.0

67.0

20007

89.0

72.0

50.0

85.0

32.1

66.7

97.9

71.9

40.0

73.7

Percentage clinics with STD services every week day
19986

100.0

93.0

94.0

94.0

92.0

100.0

100.0

93.0

78.0

94.0

7

97.8

100.0

89.3

95.0

82.1

83.3

100.0

100.0

90.0

94.9

2000

Percentage clinics with TB services every week day
19986

85.0

82.0

94.0

65.0

79.0

82.0

82.0

89.0

84.0

82.0

7

94.5

100.0

89.3

57.5

60.7

83.3

81.3

93.8

86.7

84.1

2000

Percentage clinics with antenatal services every week day
19986

59.0

71.0

25.0

26.0

33.0

33.0

91.0

39.0

22.0

50.0

20007

78.0

44.0

32.1

70.0

21.4

50.0

95.8

56.3

10.0

59.3

Percentage clinics with emergency response < 1 hour
19986

37.0

61.0

79.0

29.0

65.0

71.0

65.0

27.0

77.0

55.0

20007

40.0

54.0

71.4

55.3

65.3

91.7

52.1

60.0

76.7

57.7
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Northern Cape

Northern Province

North West

Western Cape

58.0

89.0

100.0

79.0

72.0

83.0

95.0

46.4

87.5

100.0

87.5

70.0

87.1

2.1

1.8

1.4

1.7

1.3

2.2

2.0

2.3

2.7

1.9

South Africa

Mpumalanga

58.0

82.1

KwaZulu-Natal

81.0

96.0

Gauteng

96.0

96.7

Free State

94.0

20007

Eastern Cape
19986

Percentage clinics with family planning services every week day

Utilisation Rate PHC
20008

1.

Note: Provincial-aided hospitals are also referred to as Private sector not-for-profit hospitals.
CHC = Community Health Centres or day hospitals
Ref: SAHR 1999 Ch9 (Figure 1 pg 104)

2.

Ref: SAHR 1998 Ch13 (Table 5 pg 148)

3.

Note: Hospitals and Day Clinics
Ref: NHA Private 2001 (Table 2.2 pg 8 )

4.

Note: Public sector health facilities. National Central Hosp includes Universities, Chris Hani Baragwanath, Ga Rankuwa, Johannesburg, Pretoria Academic, King
Edward VIII, Wentworth, Groote Schuur, Red Cross and Tygerberg.
Ref: Fiscal Review 2001 (Table 4.14 pg 54)

5.

Ref: NHA Private 2001 (Table 2.2 pg 8)

6.

Ref: Facilities Survey 1998

7.

Ref: Facilities Survey 2000

8.

Ref: DHIS Dec 2001

Health Personnel

Together with the data on the number and type of health facilities, these data
are an indicator of physical access. It should be noted that the measure of the
number of personnel may differ between the public and private sectors. Where
the ratio is presented as per sector, the population denominator used was
that considered to be dependent on the sector in question. The private sector
dependent population was approximated by the population covered by
medical aid, with the balance assumed to be public-sector dependent (as
shown in the section on Demographic Indicators). PERSAL remains the major
source of public sector data, but the figures provided are open to some
question. It remains possible to appoint a person from one professional group
against a post initially funded for another group - for example, pharmacist
interns may be employed against unfilled pharmacist posts in some provinces.
Specifically, it should be noted that vacancy rates for the individual professions
could not be obtained, and that only the overall public sector rate for each
provincial Department of Health and the national total could be portrayed.
The South African public sector figures given are the totals for all the
provinces, and do not include the relatively small numbers of health
professionals employed by the National Department of Health.
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As with the facility data, provincial averages hide all manner of regional and
sub-regional differences. In time, as district data becomes available, more
meaningful comparisons will be possible.
Also provided are the numbers of health workers (medical practitioners,
dentists, and pharmacists) performing community service in each province.
Additional community service posts have not been created, so the percentage
of current filled posts accounted for by such workers can be substantial,
especially where total numbers of posts for that professional group are low.
In 2001, community service medical officers made up between 7.5% (GT)
and 25.4% (NW) of the total available, and 16.2% nationally. For dentists,
the percentages were higher, ranging from 5.3% (GT) to 61.5% (KZN), with
25.9% nationally. For pharmacists, it was striking that some provinces
managed to attract far more than others - reflecting an ongoing inequitable
distribution of available posts. Community service pharmacists constituted
between 22.7% (NC) and 53.4% (FS) of all available pharmacists in the
State sector, and 31.2% of the national total.

Definitions:
Total number of health sector posts: Total number of health sector posts
including dental, medical, nursing, pharmacy, occupational therapy,
physiotherapy, radiography and psychology professions.

South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape

Percentage of health sector posts vacant: Percentage of all public health sector
posts that are vacant. Note that data is not available by occupational category,
so there is no way of knowing in which occupations the greatest shortages
exist.

Dental
Number of Dental Practitioners
2000 Public sector1

47

25

225

61

45

11

30

41

112

597

2001 Public sector2

54

31

226

52

50

14

46

50

111

634

2000 Public sector1

0

1

34

4

2

0

0

0

12

53

2

0

0

31

3

2

0

0

0

9

45

2000 Public sector1

3

1

28

31

8

2

22

15

2

112

2

3

2

29

27

9

1

31

16

2

120

2000 Public sector1

0.80

1.10

4.90

0.80

1.80

1.60

0.60

1.40

3.80

1.70

2

0.90

1.29

3.88

0.66

1.89

1.97

0.89

1.59

3.70

1.71

Number of Dental Specialists

2001 Public sector

Number of Dental Therapists

2001 Public sector

Dental practitioners per 100 000 population

2001 Public sector
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Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape
Dental specialists per 100 000 population
2000 Public sector 1

0.00

0.00

0.70

0.10

0.10

0.00

0.00

0.00

0.40

0.20

2001 Public sector

0.00

0.00

0.53

0.04

0.08

0.00

0.00

0.00

0.30

0.12

2000 Public sector 1

0.00

0.00

0.60

0.40

0.30

0.30

0.50

0.50

0.10

0.30

2001 Public sector 2

0.05

0.10

0.50

0.34

0.34

0.14

0.60

0.51

0.07

0.32

2000 Public sector 1

3 586

815

2 159

6 521

1 087

302

3 077

1 397

1 782

20 726

2001 Public sector 2

3 282

731

2 285

6 740

1 224

291

2 981

1 323

1 833

20 691

2

Dental therapists per 100 000 population

Nursing
Number of Enrolled Nurses

Number of Nursing Assistants
2000 Public sector 1

4 381

2 131

5 010

5 508

1 519

564

2 786

2 395

3 900

28 194

2001 Public sector 2

4 096

2 170

5 434

5 816

1 366

558

2 658

2 488

4 060

28 646

2000 Public sector 1

6 429

2 909

7 984

9 195

2 306

839

5 058

2 855

4 159

41 734

2

5 713

3 004

8 078

9 058

2 359

852

5 264

3 002

4 125

41 460

2000 Public sector 1

1 282

501

2 005

1 420

377

89

715

326

794

7 509

2001 Public sector

1 309

289

1 836

1 256

405

89

639

435

749

7 007

2000 Public sector 1

59.2

36.1

46.6

85.0

42.7

44.0

63.6

46.1

60.0

59.7

2001 Public sector 2

52.4

30.5

39.2

85.1

46.1

40.9

57.6

42.2

61.1

55.8

Number of Professional Nurses

2001 Public sector

Number of Student Nurses

2

Enrolled nurses per 100 000 population

Nursing Assistants per 100 000 population
2000 Public sector 1

72.3

94.4

108.2

71.8

59.6

82.2

57.6

79.1

131.2

81.3

2001 Public sector 2

65.4

90.4

93.3

73.5

51.5

78.4

51.3

79.3

135.3

77.3

2000 Public sector 1

106.1

128.9

172.5

119.8

90.5

122.3

104.6

94.3

139.9

120.3

2001 Public sector

91.2

125.2

138.7

114.4

89.0

119.7

101.7

95.7

137.5

111.9

2000 Public sector 1

21.2

22.2

43.3

18.5

14.8

13.0

14.8

10.8

26.7

21.6

2001 Public sector

20.9

12.0

31.5

15.9

15.3

12.5

12.3

13.9

25.0

18.9

2000 Public sector 1

745

548

1 693

1 842

419

198

604

361

1 181

7 591

2

765

532

1 670

1 764

434

187

634

382

976

7 352

2000 Public sector 1

160

247

1 500

566

31

14

48

46

1 269

3 881

2001 Public sector 2

165

223

1 434

514

17

17

43

52

1 336

3 812

Professional nurses per 100 000 population

2

Student Nurses per 100 000 population

2

Doctors
Number of Medical Practitioners

2001 Public sector

Number of Medical Specialists
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Northern Cape

North West

Western Cape

South Africa

36.6

24.0

16.4

28.9

12.5

11.9

39.7

21.9

22.2

28.7

22.3

16.4

26.3

12.2

12.2

32.5

19.8

2000 Public sector1

2.6

10.9

32.4

7.4

1.2

2.0

1.0

1.5

42.7

11.2

2001 Public sector2

2.6

9.3

24.6

6.5

0.6

2.4

0.8

1.7

44.5

10.3

2000 Public sector1

14

32

115

69

21

5

54

18

86

414

2001 Public sector2

10

34

119

57

15

6

57

16

87

402

2000 Public sector1

141

52

238

253

58

16

97

48

182

1 085

2001 Public sector

115

73

268

279

82

22

116

75

219

1 260

2000 Public sector1

37

27

120

115

13

4

42

11

85

454

2001 Public sector

28

33

116

111

9

5

42

14

101

459

2000 Public sector1

23

11

97

35

2

1

5

10

54

238

2001 Public sector2

25

10

107

38

1

2

14

12

49

259

2000 Public sector1

237

192

634

361

44

21

81

63

483

2 116

2001 Public sector2

233

166

606

343

41

23

90

61

496

2 061

KwaZulu-Natal

24.3

12.2

Gauteng

12.3

2001 Public sector2

Free State

2000 Public sector1

Eastern Cape

Mpumalanga

Northern Province
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Medical Practitioners per 100 000 population

Medical Specialists per 100 000 population

Other health professions
Number of Occupational Therapists

Number of Pharmacists

2

Number of Physiotherapists

2

Number of Psychologists

Number of Radiographers

Occupational Therapists per 100 000 population
2000 Public sector1

0.2

1.4

2.5

0.9

0.8

0.7

1.1

0.6

2.9

1.2

2

0.2

1.4

2.0

0.7

0.6

0.8

1.1

0.5

2.9

1.1

2000 Public sector1

2.3

2.3

5.1

3.3

2.3

2.3

2.0

1.6

6.1

3.1

2

1.8

3.0

4.6

3.5

3.1

3.1

2.2

2.4

7.3

3.4

2001 Public sector

Pharmacists per 100 000 population

2001 Public sector

Physiotherapists per 100 000 population
2000 Public sector1

0.60

1.20

2.60

1.50

0.50

0.60

0.90

0.40

2.90

1.30

2001 Public sector2

0.45

1.37

1.99

1.40

0.34

0.70

0.81

0.45

3.37

1.24

2000 Public sector1

0.40

0.50

2.10

0.50

0.10

0.10

0.10

0.30

1.80

0.70

2001 Public sector2

0.40

0.42

1.84

0.48

0.04

0.28

0.27

0.38

1.63

0.70

2000 Public sector1

3.9

8.5

13.7

4.7

1.7

3.1

1.7

2.1

16.3

6.1

2

3.7

6.9

10.4

4.3

1.6

3.2

1.7

1.9

16.5

5.6

97 929

14 103

42 899

39 591

9 472

3 820

22 603

15 570

21 659

268 122

Psychologists per 100 000 population

Radiographers per 100 000 population

2001 Public sector

Total number of health sector posts
2001 Public sector3

321

Northern Cape

North West

Western Cape

South Africa

Northern Province

Mpumalanga

34.2

36.5

45.9

44.2

49.1

34.3

57.3

15

10

12

32

25

8

15

26

10

164

149

79

126

271

107

34

150

97

141

1 194

33

39

68

82

39

5

33

31

48

406

Free State

KwaZulu-Natal

48.1

Gauteng

48.1

Eastern Cape
-

Percentage of health sector posts vacant
2001 Public sector 3
Number of CSP Dentists
20014
Number of CSP Doctors
20014

All groups

45

125

292

634

4

0

9

32

45

102

0

14

4

120

17 227

2 375

278

811

20 691

21 711

4 920

409

1 606

28 646

32 747

4 360

892

3 461

41 460

5 063

775

300

869

7 007

2 042

267

1 365

3 678

7 352

474

131

509

2 698

3 812

136

49

50

167

402

290

74

290

606

1 260

191

62

74

132

459

Indian/
Asian

Coloured

172

African

20014

White

Number of CSP Pharmacists

Number of Dental Practitioners
2001 Public sector 2
Number of Dental Specialists
2001 Public sector 2
Number of Dental Therapists
2001 Public sector 2
Number of Enrolled Nurses
2001 Public sector 2
Number of Nursing Assistants
2001 Public sector 2
Number of Professional Nurses
2001 Public sector 2
Number of Student Nurses
2001 Public sector 2
Number of Medical Practitioners
2001 Public sector 2
Number of Medical Specialists
2001 Public sector 2
Number of Occupational Therapists
2001 Public sector 2
Number of Pharmacists
2001 Public sector 2
Number of Physiotherapists
2001 Public sector 2

322

All groups

White

Indian/Asian

Coloured

African
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Number of Psychologists
2001 Public sector2

69

17

27

146

259

884

427

160

590

2 061

Number of Radiographers
2001 Public sector2

1.

Note: Enrolled nurses includes pupils.
Ref: PERSAL (Extracted 2000-12-14)

2.

Note: Enrolled nurses includes pupils.
Ref: PERSAL (Extracted 2001-11-30)

3.

Note: Note that this total includes 153 727 vacant posts across the various professions. Total for South Africa is the total of all the provincial figures, and does not
include 476 posts within the National Department of Health (of which 379 are vacant).
Ref: PERSAL (Extracted 2001-11-30)

4.

Note: Community Service Professional (CSP) Posts are allocated against existing (vacant) posts, therefore these health professionals form part of the figure reported by
PERSAL for the relevant profession. The national figure also includes CSPs allocated to SA Military Health Services (SAMHS) and the Department of Correctional
Services (DCS) and is therefore greater than the sum of provincial figures.
Ref: DOH Annual Report 2000/2001

Health Financing

Data from the National Health Accounts (NHA) and the Intergovernmental
Fiscal Review provide insight into the degree of efficiency of the health system.
Data from the NHA are presented using ‘Full’ public health expenditure
where ‘Full’ is defined as direct expenditure by the provincial and national
Departments of Health (Narrow) plus by Departments of Works and Local
Authorities (which is then defined as Core) plus expenditure by other national
departments and institutions e.g. Defence, Road Accident Fund. The Narrow
expenditure may be 25% smaller than the Full definition.
The section also provides various indications of the degree to which South
Africans are covered by medical aids. There is uncertainty as to whether the
sharp declines in medical scheme coverage recorded in the October Household
Survey are accurate or reflect sample errors. This is important to clarify,
given its potentially large influence on the equitable share formula and
evaluation of equity issues [Fiscal Review 2001, pg 42].
In this regard, and also in respect of the allocation of the private sector ‘spend’
to various line items, the reports of the Medical Schemes Council are
increasingly useful. An attempt has been made to allow some tentative
comparisons of economic efficiency between the sectors. The indicators of
interest are those that show the percentage of recurrent expenditure used for
personnel, medicine and hospitals. Careful attention needs to be paid to the
exact definitions used in each case. These are provided as notes to each line
of data.
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Definitions:
Health Expenditure % of GDP: Percentage of national Gross Domestic
Product that is spent on health care.
Health as percentage of total expenditure: Percentage of total (government)
expenditure on health.
Data are often reported for financial years, which may not correspond to
calendar years. The year reported is the one with the most months in the
given reporting period.
Note that provinces with central hospitals have a higher share.
Medical Aid Coverage: Proportion of population covered by medical schemes.
Line item expenditure as percentage of recurrent health expenditure:
Percentage of health expenditure on each category of item, e.g. medicines,
personnel. Excludes capital expenditure.

South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape

Per Capita health expenditure: Amount spent on health per person (in Rands)
For the public sector, this is often calculated for the population without
medical aid coverage.

Health Expenditure % of GDP
1998 Public sector NHA1

-

-

-

-

-

-

-

-

-

4.1

1997 Actual2

18.8

24.2

34.0

25.0

17.4

15.9

17.0

17.8

27.7

23.4

2

1998 Actual

19.7

24.0

33.8

26.5

17.4

16.4

17.3

17.3

28.8

24.0

1999 Actual2

21.5

23.9

33.3

26.6

17.6

17.4

17.5

16.9

29.1

24.2

2000 Estimated

20.9

24.2

32.7

26.7

15.9

16.7

17.8

17.0

30.0

24.0

2001 Medium term est.2

19.6

22.8

33.3

26.7

17.4

17.4

17.1

17.6

29.5

23.9

2

2002 Medium term est.

19.0

22.6

32.8

26.0

17.1

17.2

17.1

17.7

28.7

23.4

2003 Medium term est.

19.4

22.5

32.4

25.0

18.0

17.5

17.1

18.0

28.9

23.3

1995 OHS3

8.1

17.7

40.3

13.1

14.0

20.9

7.6

13.6

28.5

18.1

1996 OHS4

-

-

-

-

-

-

-

-

-

18.1

19985

-

-

-

-

-

-

-

-

-

16.6

1998 OHS4

-

-

-

-

-

-

-

-

-

14.1

5

-

-

-

-

-

-

-

-

-

16.2

10.2

14.8

26.9

12.7

14.2

19.1

8.7

13.0

29.4

16.4

-

-

-

-

-

-

-

-

-

16.2

Health as percentage of total expenditure

2

2

Medical Aid Coverage

1999

1999 OHS

3

20005
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South Africa

Western Cape

North West

Northern Province

Northern Cape

Mpumalanga

KwaZulu-Natal

Gauteng

Free State

Eastern Cape
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Line item expenditure as percentage of recurrent health expenditure
1998 Private medicine6
1998 Private personnel

6

1998 Public medicine7
7

1998 Public personnel

-

-

-

-

-

-

-

-

36.6

-

-

-

-

-

-

-

-

-

42.6

8.7

11.3

15.1

11.9

6.2

12.9

6.6

11.8

13.1

11.7

68.9

70.9

65.0

77.7

75.8

60.1

81.1

74.4

70.2

71.7

510

562

703

618

313

477

489

506

606

532

Per Capita health expenditure
1996 Public (narrow)8
1997 Public narrow)

8

510

596

724

657

360

539

458

595

600

560

474

579

714

606

282

467

412

660

598

533

9

1996 Public PHC

-

-

-

-

-

-

-

-

-

176

1997 Public PHC9

-

-

-

-

-

-

-

-

-

202

-

-

-

-

-

-

-

-

-

186

1998 Public (narrow)8

9

1998 Public PHC

1998 Public medicine

7

18

58

28

78

134

79

465

226

273

341

490

719

480

1998 Public total10

506

762

1234

598

298

453

420

659

1024

670

2000 Excl. grants11

666

658

735

711

455

610

565

527

786

654

670

792

1 107

786

465

644

570

535

1 235

779

11

African

2000 Public sector

All groups

71

802

White

186

541

Indian/Asian

86

349

Coloured

44

1998 Public personnel7

Medical Aid Coverage
1996 OHS4

10.0

21.7

29.5

68.8

18.1

1998 OHS4

6.3

19.7

24.0

63.3

14.1

1999 OHS3

8.4

21.3

28.9

67.8

16.4
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Figure 5:

Line item expenditure as percentage of total recurrent expenditure6,12

28.5
36.6
1998

29.1
42.6

Year

29.2
36.2
1999
26.7
53.0
30.4
37.9
2000
26.9
50.7
0

10

20

30

40

50

60

Percentage
Private hospital

Private medicine

Private med disp

Private personnel

Private med NHA

1.

Ref: NHA Public 2000 (Table 3.1 pg 23)

2.

Ref: Fiscal Review 2001 (Table 4.6 pg 46)

3.

Ref: Fiscal Review 2001 (Quoting October Household Surveys 1995 and 1999)

4.

Ref: StatsSA OHS 1995-9 (Quoting October Household Survey 1996, October Household Survey 1998)

5.

Note: Calculated from total number of beneficiaries (registered and exempt schemes) divided by total population.
1998 - Beneficiaries: 6 991 511 Population: 42 130 500
1999 - Beneficiaries: 6 989 139 Population: 43 054 306
2000 - Beneficiaries: 7 020 223 Population: 43 291 441
Ref: Medical Schemes 1999, Medical Schemes 2000

6.

Note: For the private healthcare sector.
‘hosp’ - Includes ward and theatre fees, global per diem fees, hospital medicines and consumables.
‘medicine’ - Includes medicines and medical consumables, issued by hospitals, pharmacies and dispensing practitioners.
‘personnel’ for private sector data is defined as the total of all professional fees paid to all categories of health personnel (including medical, dental, support and allied).
‘med disp’ - Includes medicines issued by pharmacies and dispensing practitioners.
‘med’ - Includes medicines only issued by hospitals, pharmacies and dispensing practitioners (and not medical consumables).
Ref: Medical Schemes 1999, Medical Schemes 2000

7.

Note: For the public healthcare sector.
Calculated from Line Item expenditures divided by total recurrent expenditure in each province (Table A7).
‘medicine’ - Medicine expenditure includes medicines and vaccines, and other medical consumables.
‘personnel’ - Personnel expenditure includes direct personnel costs (i.e. Provincial DOH employees) and other personnel costs (e.g. professional fees paid to district
surgeons).
Ref: NHA Public 2000
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Figure 6:

Per capita health expenditure 6,13,14

884
974
916
1135

1998

1319
3099
1087

1999
Year

1347
1974
3726
1177

2000

1465
1962
3868
0

1000

2000

3000

4000

Rands
Private hospital

Private med

Private med NHA

Private medicine

Private personnel

Private total

8.

Note: Figures in 99/00 Rands. Calculated using public sector dependent population. Narrow health expenditure is defined as direct expenditure by the Provincial and
National Departments of Health.
Ref: NHA Public 2000 (Table 5.1a pg 58)

9.

Note: Figures in 99/00 Rands for Primary Health Care. Calculated using public sector dependent population.
Ref: SAHR 2000 Ch5 (Table 6 pg 136)

10.

Note: Calculated from Line Item expenditures in each province (Table A7) and public sector dependent population (Annex 4). Figures in 99/00 Rands. Figures are for
total recurrent expenditure (excludes capital expenditure) and includes expenditure on personnel, medicine, transport, laboratory services, maintenance and other
recurrent costs.
Ref: NHA Public 2000

11.

Note: Calculated for the public sector dependent population (using the October Household Survey medical aid coverage to estimate population). Note that the
calculated populations used by this source are lower than those calculated using the StatsSA mid-year estimate for 2000, but data across provinces will still be
comparable.
‘Excl. grants’ = Excluding central hospital and training grants (conditional grants).
Ref: Fiscal Review 2001 (Table 4.7 pg 46)

12.

Note: For the private healthcare sector.
‘med NHA’ - Percentage of total benefits attributable to medicine (including hospital medicine) for all medical schemes.
Ref: NHA Private 2001 (Table 4.30 pg 52)

13.

Note: Medical Schemes Medicines Benefits paid: Percentage of total benefits attributable to medicine (including hospital medicine) (Table 4.30) multiplied by total
benefits (Table 4.27) divided by total beneficiaries (Table 4.4) for all medical schemes.
Ref: NHA Private 2001

14.

Note: Calculated from all benefits paid divided by total beneficiaries (all types of medical schemes).
Ref: Medical Schemes 1999, Medical Schemes 2000

327

Drug Expenditure Data
A large percentage of recurrent expenditure in the public sector is on
medicines. A significant development in drug management has been the launch
of the Pharmaceutical Management Information System (PharMIS), a data
warehousing project involving the national and provincial departments and
the central procurement committee (COMED).
One of the tools employed by PharMIS is the Pareto or ABC analysis. This is
a priority-setting tool that identifies the major cost-drivers per provincial
depot and nationally. By multiplying volumes and costs per item, the amount
of money expended on a single line item (a medicine in a particular
formulation, strength and pack size) can be determined, and then the relative
proportion that this constitutes of the total medicines expenditure calculated.
The results are then ranked, identifying the items that account for the largest
proportion of the drug budget. Such items can then be targeted for
intervention, if necessary. A selection of data for the period 1 January 2001
to 30 June 2001, provided on 19 November 2001, has been depicted.
Expenditure totals have been annualized, assuming a continued smooth offtake from the respective depots. It can be seen that only 25 items account for
nearly one quarter (23.43%) of all drug expenditure.
The data must however be interpreted with great care. The system cannot, at
present, combine the contributions of different pack sizes of the same product
(e.g. carbamazepine 200mg tablets packed in 84s and 500s). If such an item
appears more than once in the upper section of the ABC listing, then the
combined value may be even greater, and the item a more important target
for intervention than at first apparent.
The table below shows the proportion of the national expenditure accounted
for by the individual provinces. If it appears that a province does not use a
particular item, this might in fact be because of the vagaries of the supply
system. Where an item appears not to be used at all - such as erythromycin
250mg 500s in many provinces – it might well be because a different pack
size (e.g. patient-ready packs of 20) is procured instead. For example, although
the Western Cape appears to buy no reserpine 28s (item 12), it buys 100% of
the patient-ready prepack that has been allocated a different stock code
number. In addition, in the Western Cape, vaccines and medicines for family
planning are not supplied through the pharmaceutical depot, and therefore
do not appear on the ABC data set. The same applies to large volume bulky
items that are delivered directly to hospitals, such as intravenous fluids, which
are supplied directly to hospitals in KwaZulu-Natal and the Northern
Province. In Gauteng more than 12% of purchases bypass the depot. It should
also be noted that data from the Northern Cape is not yet included, as the
system used there is unable, at present, to communicate with the data
warehousing software.
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Despite these problems, the selection of the top 25 drugs from the ABC analysis
presented does make it possible to identify the predominant cost drivers. The
predominant therapeutic groups represented were for chronic conditions (such
as hypertension, epilepsy, asthma and diabetes – 10 products), infectious
diseases (such as tuberculosis and sexually transmissible infections – 8
products), family planning (4 products), and vaccination (2 products). In
comparison, a similar exercise in Australia showed that of the top 10 drugs
for 2000/1 by cost to government, almost all were for chronic conditions,
many associated with an aging population - three were for high cholesterol,
two for ulcers and one for inflammatory conditions.
(http://www.australianprescriber.com/magazines/vol24no6/top_drugs.htm)
In time, more sophisticated measures of drug consumption will be needed,
such as the number of defined daily doses (DDD) of each drug issued per
100 000 population. However, if sufficient care is taken not to misinterpret
the data, several important lessons may be drawn. One striking example is
how the use of a new and relatively expensive, but nonetheless necessary,
item in only one province can account for a significant expenditure. Resistant
malaria in KZN has necessitated the introduction of the artemesinin product,
which now ranks 15 in national expenditure, costing in excess of R5.6 million
per annum. Expenditure on chronic conditions is also very high, with close
to R36 million spent on just one of the wide range of hypertension drugs
available (perindopril). Other agents for the same condition feature at numbers
10, 11 and 12, costing a further R22.8 million at least (excluding some
provinces).
Private sector data on drug expenditure are also almost impossible to gather
at a population level or per province as yet.
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4 345 752
4 322 020
4 179 328

Carbamazepine 200mg tab 500s

Omeprazole 20mg cap 28s

Cefuroxime 750mg inj

Paracetamol Elixir 50ml

Rifampicin, Isoniazid 150/100mg tab 20s

Valproate 200mg tab 100s

20

21

22

23

24

25

Total of RSA expenditure

4 347 147

Erythromycin 250mg tab 500s

19

5 251 481

4 095 152

4 430 732

4 467 572

4 603 174

Carbamazepine 200mg tab 84s

Ceftriaxone 1g inj

17

5 290 326

5 639 304

5 692 015

6 834 581

7 406 977

7 531 861

9 282 269

18

Artemether, Lumefantrine 20/120mg tab 24s

Hepatitis B vaccine

15

16

Triphasic combined oral contraceptive 28s

Reserpine 0.25mg tab 28s

12

Biphasic insulin prefilled syringe

Amlodipine 5mg tab 30s

13

7 911 875

Hydrochlorothiazide 25mg tab 28s

10

11

14

8 771 631

Salbutamol inhaler

Rifampicin, Isoniazid 300/150mg tab 20s

8

9

10 749 533
10 328 635

Biphasic insulin 10ml

Haemophilus, DPT vaccine

14 477 310

6

Medroxyprogesterone inj

5

14 625 822

15 263 944

18 667 248

35 943 693

7

Norethisterone inj

Ciprofloxacin 500mg tab 10s

3

Ethambutol, Rifampicin, Isoniazid, Pyrazinamide
225/120/60/300mg tab 100s

2

4

Perindopril 4mg tab 28s

Drug Name

1

ABC
Rank

23.43

0.43

0.44

0.45

0.45

0.45

0.46

0.47

0.48

0.55

0.55

0.59

0.59

0.71

0.77

0.79

0.83

0.92

0.97

1.08

1.12

1.51

1.53

1.59

1.95

3.75

Annualised RSA
expenditure
% of RSA
(Rand)
expenditure

3.31

33.33

18.09

0.00

4.73

5.78

0.00

2.68

24.93

18.68

0.00

0.38

10.57

11.04

0.00

16.22

27.72

0.85

4.44

15.31

17.43

17.25

17.71

10.18

15.40

Eastern
Cape

0.00

12.97

4.49

0.00

0.00

0.00

0.00

0.74

14.25

7.67

0.00

5.17

8.04

44.98

0.00

19.68

10.38

7.14

7.48

10.44

11.44

7.49

6.87

3.74

9.93

Free
State

43.76

0.00

13.27

58.10

64.41

0.00

9.44

0.00

32.38

4.30

0.00

36.76

36.00

0.00

50.81

0.00

0.00

19.98

22.80

22.91

19.34

20.32

27.74

0.00

37.13

Gauteng

Top 25 items of ABC Analysis for Public Sector drug expenditure 1/1/2001-30/6/2001

22.40

29.29

19.50

37.30

10.33

38.09

90.54

33.37

19.25

40.48

100.00

29.65

23.87

35.30

35.60

36.99

40.75

37.93

12.61

24.70

27.84

37.89

10.56

71.59

20.56

KwaZuluNatal

0.03

0.77

0.28

0.00

0.42

0.03

0.02

2.01

0.02

2.06

0.00

0.05

1.22

0.00

0.03

0.42

0.59

0.42

0.00

0.10

0.46

0.02

2.05

0.30

0.55

Mpumalanga

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Northern
Cape

6.09

0.30

15.23

0.00

0.92

1.87

0.00

36.68

9.17

17.68

0.00

3.12

9.66

4.00

0.00

10.53

0.06

8.57

29.22

7.49

9.34

9.10

21.63

0.00

3.52

Northern
Province

Provincial share of national expenditure

5.48

12.34

24.52

4.60

3.84

22.91

0.00

17.64

0.00

9.14

0.00

4.96

10.64

4.69

0.10

16.16

8.89

5.29

23.45

9.10

14.15

0.00

13.44

7.68

4.39

North
West

18.92

11.00

4.61

0.00

15.36

31.33

0.00

6.89

0.00

0.00

0.00

19.91

0.00

0.00

13.46

0.00

11.62

19.82

0.00

9.95

0.00

7.93

0.00

6.51

8.52

Western
Cape

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

100.00

South
Africa
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International Indicators
Another new addition to the Health and Related Indicators section is a
selection of international comparative data. The World Health Report 2000
attempted, for the first time, to make summary comparisons of health systems
performance and the attainment of health systems goals [World Health Report
2000]. This report was roundly criticised by many Ministries of Health as
unrepresentative of their true performance, and a panel is investigating its
methodology. In that report, while South Africa was ranked 57th in terms of
per capita expenditure on health, it was ranked a lowly 151st in terms of
health goal attainment and 175th out of 191 in terms of overall systems
performance.
Perhaps an easier way of comparing performance is to look at the traditional
indicators of health status (such as the total fertility rate, life expectancy at
birth, infant and under 5 mortality rates, HIV prevalence). Such data are
made available in the United Nations Development Programme’s Human
Development Reports. This report also provides the summary statistic on
quality of life – the human development index (HDI). It was therefore decided
to provide comparative data from a selection of countries chosen as follows:
◆ middle-income countries with human development indices in the middle
order. Those selected were from different parts of the globe, but included
were countries with which South Africa is sometimes compared or
contrasted in terms of health policy approaches – Algeria, Ghana,
Kenya, Thailand, Brazil, Mexico, Venezuela, Turkey
◆ a selection of South Africa’s immediate neighbours – Botswana,
Lesotho, Namibia, Zimbabwe
◆ as an indicator of the upper extremes of each measure, the country
with the highest human development index – Norway.
In addition to the health status indicators, selected demographic and socioeconomic variables were also listed (populations, adult literacy rates, HDIs,
GDP per capita). The availability of health human resources was also listed
for each (where available). In order to maintain consistency, the figures quoted
in the same sources for South Africa were also provided. It should be noted
however that these figures might vary slightly from those quoted in other
parts of the Health and Related Indicators section. Nonetheless, this section
should not only provide contextual detail for all those that precede it, but
should stimulate thought and debate on the relationships between health
inputs, outputs and outcomes, and between health and economic factors.

Definitions:
See definitions earlier in this chapter under the relevant sections.
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69.3

36.0

0.693

0.07

1999 5

Under 5 mortality rate

2000 8

Total Fertility Rate

2001 7

Population (millions)

1998 6

Nurses per 100 000 population

1998 6

2.6

5 063

66.6

100

41.0

3.3

31.0

297.8

84.6

Medical Practitioners per 100 000 population

1999 1

Life expectancy at birth

1999 5

Infant Mortality Rate

1999 1

Human Development Index

1999 age 15-49 4

HIV prevalence (%) (total population)

1998 Public sector 3

Health Expenditure % of GDP

1999 1

GDP per capita (PPP US$)

1999 2

Adult literacy rate

1999 1

Human Development Index (HDI) Rank

Algeria

59.0

4.4

1.6

219.1

23.8

41.9

46.0

0.577

35.80

2.5

6 872

76.4

114

Botswana

40.0

2.3

171.8

41.3

127.2

67.5

34.0

0.750

0.57

2.9

7 037

84.9

69

Brazil

101.0

4.6

19.9

72.0

6.2

56.6

63.0

0.542

3.60

1.8

1 881

70.3

119

Ghana

118.0

4.6

29.8

90.1

13.2

51.3

76.0

0.514

13.95

2.4

1 022

81.5

123

Kenya

134.0

4.8

2.2

60.1

5.4

47.9

93.0

0.541

23.57

-

1 854

82.9

120

Lesotho

33.0

2.8

99.6

86.5

186.4

72.4

27.0

0.790

0.29

-

8 297

91.1

51

Mexico

70.0

5.3

1.8

168.0

29.5

44.9

56.0

0.601

19.54

4.1

5 468

81.4

111

Namibia

99.0

4.0

1.8

4.5

1 840.0

413.0

78.4

4.0

0.939

0.07

-

28 433

1

1

Norway

69.0

3.1

43.6

471.8

56.3

53.9

54.0

0.702

19.94

3.3

8 908

84.9

94

South
Africa

30.0

2.1

62.4

87.0

24.0

69.9

26.0

0.757

2.15

1.9

6 132

95.3

66

Thailand

48.0

2.7

66.3

109.0

121.0

69.5

40.0

0.735

0.01

-

6 380

84.6

82

Turkey

23.0

3.0

24.6

64.4

236.3

72.7

20.0

0.765

0.49

2.6

5 495

92.3

61

Venezuela

90.0

5.0

11.4

128.7

13.9

42.9

60.0

0.554

25.06

-

2 876

88.0

117

Zimbabwe

80.0

2.8

6137

-

-

66.7

56.0

0.716

1.10

-

6 980

-

-

Global
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1.

Ref: HDR 2001 (1: Human Development Index pg 142)

2.

Note: Adult literacy rates for Norway were not measured but were assumed for HDI calculation purposes
Ref: HDR 2001 (1: Human Development Index pg 142)

3.

Ref: HDR 2001 (16: Priorities in Public Spending pg 196)

4.

Ref: HDR 2001 (7: Leading Global Health Crises and Challenges pg 163)

5.

Ref: HDR 2001 (8: Survival: Progress and Setbacks pg 167)

6.

Note: Not all country data are for 1998 exactly, but most are around 1998. Data presumably include both public and private sector personnel. Occupational categories
are not defined and therefore may not be entirely comparable with other data sources. This data is for “Physicians” and “Nurses”.
Ref: WHOSIS

7.

Ref: PRB Pop Data Sheet 2001

8.

Ref: HDR 2001 (5: Demographic Trends pg 155)
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Glossary
AIDS

Acquired Immune Deficiency Syndrome

ANC

African National Congress
or
Antenatal Care

ARV

Antiretroviral

ASSA

Actuarial Society of South Africa

BCG

Bacille Calmette Geurin (TB vaccine)

BMI

Body Mass Index

CASE

Community Agency for Social Enquiry

CBDC

Cross Border District Council

CBDMA

Cross Border District Managed Area

CBLC

Cross Border Local Council

CBO

Community Based Organisation

CEDAW

Convention on the Elimination of Discrimination
Against Women

CEO

Chief Executive Officer

CGE

Commission for Gender Equality

CHBC

Community and Home Based Care and Support

CHC

Community Health Centre

CHP

Centre for Health Policy

COMED

Co-ordinating Committee for Medical Procurement

CPI

Consumer Price Index

CSP

Community Service Professional

DC

District Council

DFID

Department for International Development

DHA

District Health Authority

DHIS

District Health Information System

DHS

District Health System

DISCA

District STI Quality of Care Assessment

DM

District Manager

DMA

District Managed Area

www.anc.org.za

www.assa.org.za

www.case.org.za

www.un.org/womenwatch/daw/cedaw/

www.hst.org.za/chp/

www.dfid.gov.uk
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DMT

District Management Team

DoH

Department of Health

DOTS

Directly Observed Treatment, Short-course

DTP

Diphtheria Tetanus Pertussis (vaccine)

EC

Eastern Cape

EPI

Expanded Programme on Immunisation

ESSA

Epidemiological Society of South Africa

www.essa.za.org

FAIS

Financial Advisory and Intermediary Services (Bill)

www.polity.org.za/govdocs/bills/2001/
b52-01.pdf

FMS

Financial Management System

FS

Free State

GT

Gauteng

GAAP

Government AIDS Action Plan

GDP

Gross Domestic Product

HASA

Hospital Association of South Africa

HBC

Home Based Care

HDI

Human Development Index

Hib

Haemophilus influenza Type B (vaccine)

HISP

Health Information Systems Programme

HIV

Human Immunodeficiency Virus

HOD

Head of Department

HRC

Human Rights Commission

HST

Health Systems Trust

IAPAC

International Association of Physicians for AIDS Care

IDASA

Institute for Democracy in South Africa

IDD

Iodine Deficiency Disorder

IDP

Integrated Development Plan

IEC

Information, Education and Communication

IFR

Institute for Futures Research

IPA

Independent Practitioners Association

ISRDS

Integrated Sustainable Rural Development Site

KZN

KwaZulu-Natal

LMIS

Logistics Management Information System

MP

Mpumalanga
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www.doh.gov.za

www.gauteng.net

www.hasa.co.za

www.hst.org.za

www.idasa.org.za

www.ifr.sun.ac.za

www.kzn.org.za

www.mpumalanga.com
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MEC

Member of the Executive Committee/Council

MINMEC

Ministerial Forum

MOU

Midwife Obstetric Unit

MRC

Medical Research Council

www.mrc.ac.za

MSH

Management Sciences for Health

www.msh.org

MTCT

Mother-to-Child-Transmission

MTEF

Medium Term Expenditure Framework

NACOSA

National AIDS Council of South Africa

NAPWA

National Association of People With AIDS

NC

Northern Cape

www.northerncape.org.za

NCOP

National Council of Provinces

www.polity.org.za/govdocs/parliament/
ncop/

NGO

Non-Government Organisation

NHA

National Health Accounts

NHISSA

National Health Information Systems Committee of South Africa

NIP

National Integrated Plan (for AIDS)

NP

Northern Province

NSC

National Steering Committee (for the NIP)

NW

North West

OHS

October Household Survey
(annual survey conducted by StatsSA)

OPV

Oral Polio Vaccine

PAAP

Presidential Aids Advisory Panel

PERSAL

Personnel Administration System

PFMA

Public Finance Management Act

PHA

Provincial Health Authority

PHAB

Provincial Health Advisory Board

PHAC

Provincial Health Advisory Committee

PharMIS

Pharmaceutical Management Information System

PHC

Primary Health Care

PMA

Pharmaceutical Manufacturers’ Association

PMTCT

Prevention of Mother-to-Child-Transmission

PNMR

Perinatal Mortality Rate

www.tourismnorthwest.co.za

pharmis.pwv.gov.za
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PPP

Public-Private Partnership
or
Purchasing Power Parity

PWA

People living with AIDS

RFP

Request for Proposals

RRA

Reproductive Rights Alliance

RWOPS

Remuneration for Work Outside the Public Sector

SA

South Africa

SABC

South African Broadcasting Corporation

SADHS

South Africa Demographic and Health Survey

SAINT

South African Intrapartum Nevirapine Trial

SALGA

South African Local Government Association

www.salga.org.za

SAMA

South African Medical Association

www.samedical.org

SANAC

South African National AIDS Council

SAVACG

South African Vitamin A Consulting Group

SDI

Service Delivery Innovation

StatsSA

Statistics South Africa

STD

Sexually Transmitted Disease

STG

Standard Treatment Guideline

STI

Sexually Transmitted Infection

TAC

Treatment Action Campaign

TB

Tuberculosis

TFR

Total Fertility Rate

TOP

Termination of Pregnancy

UNDP

United Nations Development Programme

www.undp.org

UWC

University of the Western Cape

www.uwc.ac.za

VCT

Voluntary Counselling and Testing

WC

Western Cape

www.capetourism.org

WHO

World Health Organisation

www.who.int
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www.hst.org.za/rra/

www.sabc.co.za

www.statssa.gov.za

www.tac.org.za
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