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What does this factsheet tell us about the state of  
rural health? 
• Estimates on the % rural population differ from 43,6% 

(StatsSa), 42% (Kok and Collission), and 36% (Worldbank) 
– yet poverty rates are disproportionally high among 
rural people. Six out of ten poor people (60%) in South 
Africa live in rural areas. The most deprived districts in 
the country are still all rural and largely mirror the former 
homelands. The most deprived district is Alfred Nzo (EC).

• Provinces where more than half of the population is rural 
are Limpopo, Eastern Cape, Kwazulu Natal, North West 
Province and Mpumalanga.

• Medical scheme coverage is the lowest in the rural 
provinces of Limpopo (8.3%) and Eastern Cape (10.8%) 
as compared to the national average of 16,9%. Lack of 
medical scheme coverage means a high reliance on public 
sector health care and out of pocket expenditure for 
private care.

• Financially catastrophic transport costs occurred in 15.3% 
of rural, 14.7% of unemployed and 12.0% of uninsured 
population (Harris et all, 2011) and cause delayed health-
seeking behaviour. 

• Overall rural areas face worse health outcomes, although 
the urban poor do not fare much better. The highest 
infant mortality rates are in the Eastern Cape (44.4) and 
KZN (41.7) as compared to the national average of 32.5 
(ASSA2008 in 2013).  The highest under-five mortality 

rates are found in the Eastern Cape (62.0), KZN (60.0) and 
Free State (55.4) as compared to a national average of 
46.7 (ASSA2008 in 2013). The highest maternal mortality 
in facility ratio (MMR) per 100 000 live births are found in 
North West (184.9), the EC (156.2) and Limpopo (152) with 
a national average of 133.3 (DHB 2013/14)The five districts 
with the highest HIV prevalence rates are also found in 
two rural provinces: KZN (4) and MP (1) (SA National 
HIV Prevalence, Incidence and Behaviour Survey, 2012), 
whereas the mother to child transmission rates are higher 
than the national average in LP, NC, MP, EC, and FS (SAHR 
2013/14). Rural provinces fare below the national TB cure 
rates and have highest TB defaulter rates. The lowest TB 
cure rate is found in EC. The highest treatment defaulter 
rate is found in Limpopo and Free State. (SAHR 13/14). 
Eight out of the 10 TB-HIV hot-spots in the country are 
rural and based in KZN, LP and MP. The poorest performing 
TB Districts include 3 metros. (SAHR 13/14)

• Early infant HIV diagnosis coverage is below the national 
average (73.9) in North West (61.1), EC (61.8), LP (63,8) 
and FS (67.2) and highest in Gauteng (86.7). (SAHR 13/14). 

• There is a rising burden of Non-Communicable Diseases 
(NDCs) in rural areas (Lancet, 2009). Rural communities 
are prone to social and economic disadvantages, which are 
risk factors for depression (Corrigall in SAHR 2012/2013).  
The burden of psychiatric disability in a context of chronic 
poverty illustrates how individuals and families are “locked 

into a marginalized state of existence” Duncan, 2011). 
Close to 25% of SA’s young children do not fare well, with 
rural children worse off. 

• Disability prevalence is the highest in NW, FS and NC and 
lowest in GP and WC. Disability is more prevalent among 
the poor and in rural areas (WHO, 2011). Many children 
with disabilities lack basic health care (Sherry, 2013). 

• Another area of scarcity is access to rehabilitation services 
in rural areas. Children with special needs in rural areas 
often remain un-assessed, unassisted, and unplaced in 
education facilities. Rehabilitation plans for the thousands 
of people with disabilities must be included in NHI (Sherry, 
2013). 

• The HRH shortages are highest in the rural areas. The 
public health sector is staffed by 30% of South Africa’s 
doctors providing health care for 84% (40 million uninsured 
people) of the population. The lowest medical practitioner/
population coverage rates are found in NW, LP and MP 
with highest coverage in WC, NC and KZN (SAHR 13/14). 
The lowest professional nurse/population coverage rates 
are found in WC, FS and LP and highest coverage in KZN, LP 
and EC (SAHR 13/14)

• Whilst Primary Health Care Expenditure overall increases 
in South Africa, significant inequities in per capita 
expenditure remain between urban and rural areas. 
Mpumalanga (R674), Limpopo (R676) and Eastern Cape 
(R790), which all have high levels of deprivation, have PHC 

INTRODUCTION This third Rural Health Factsheet by the Rural Health Advocacy Project (RHAP) provides a summary of information on 
the state of rural health. It serves as a central database of rural health facts which may inform and support the work 
of a variety of stakeholders including researchers, policymakers, the media and advocacy organisations. Information 
is grouped under various categories including: Demographics, health indicators and socio-economic determinants of 
health, health legislation, human resources for health, financing, health systems strengthening. This information is 
not exhaustive – please contact RHAP at info@rhap.org.za to suggest additional information. 
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expenditure (uninsured) that fall well below the national 
average. Provinces with large urban populations such as 
Gauteng and Western Cape have significantly higher per 
capita expenditure of R760 and R789 respectively. (DHB 
13/14, RHAP Rural Health Update #3, 2015)

The Inverse Care Law remains a stark reality in South Africa:  
People with the greatest share of need for health care have 
the least access while people with the smallest share of 
need tend to have greatest access. Inequities persist not only 
between private and public health care but also within public 
health care, notably between urban and rural health care. 

The interpretation of statistics requires great care and context. 
National and provincial averages, for instance, conceal inter 
and intra-provincial inequities. For instance, in the Eastern 
Cape, provincial PHC expenditure per capita (uninsured) in 
2012/13 was significantly higher in the two urban districts 
(metros) than in the rural districts; R1069 per capacity in 
Nelson Mandela Bay Metro versus R516 per capacity in Alfred 
Nzo District. Similarly, while the average number of child 
deaths from pneumonia for South Africa has almost halved 
since 2009-2010 (dropping from 6.6% to 3.5%), which is a 
noteworthy achievement. However, despite this national-level 
progress, there have only been marginal benefits in the most 
deprived (rural) districts: mortality rates in these districts 
(6.1%) are nearly double the national average and three times 
higher than the least deprived districts (2.6%) (Gaede and 
Eagar in DHB, 2013/14.) Caution is also needed when looking 
at HRH data; whilst there is ample evidence of the shortage of 
health care workers in rural areas, vacancy rates and individual 
health care worker /population coverage rates do not provide 
the full picture. Stuckler et al (2011) for instance found that 
provinces with lower doctor rates tend to have higher nursing 
rates. Yet, what is required are equitable numbers of health 
care teams of different professions across facilities, districts 
and provinces. The finalisation and implementation of staffing 
norms for PHC facilities and District Hospitals is therefore 
one of the greatest priorities to achieving equitable access to 
health care for rural communities. 

This factsheet focuses on rural health. By doing so we by no 
means imply that “all is well” in urban health. Understanding 
the state of rural health is however a first step towards finding 
solutions that can speak to the rural health context. RHAP 
therefore promotes the concept and application of rural-
proofing. Rural proofing may be defined as “a process which 
ensures that all relevant executive policies are examined 
carefully and objectively to determine whether or not they 
have a different impact in rural areas from that elsewhere, 
because of the particular characteristics of rural areas: and 
where necessary, policy adjustments might be made to 
reflect rural needs and in particular to ensure that as far as 
is possible public services are accessible on a fair basis to the 
rural community” (DEFRA, 2002: 2)

RHAP released a Guideline for Rural-Proofing in the Health 
Sector. Download the guideline and RHAP’s overview of 
“International Best Practice and the Rural-Proofing of 
Policy: Opportunities and the South African Context” from 
our website.

What is rural? A question that is often asked and has 
many answers. There is no single and universal definition 
of rural. Governments, departments within governments, 
research institutions and development agencies all approach 
the definition of rural in different ways. How they choose 
to define rural depends on what that purpose will serve. 
In its most basic form rural has been defined as everything 
that is not urban (also known as the “deficit model”). The 
problem with this approach is that it does not account for 
those contextual characteristics that make rural different from 
urban. When defining rural for a particular purpose, e.g. rural 
health, there are a number of factors that could be included in 
the definition: 
• Population density: rural populations tend to have lower 

population densities than urban populations and are often 
more dispersed

• Demographic factors: fertility, age, sex, morbidity and 
mortality profiles of communities often differ between 
rural and urban settings 

• Economic factors: rural populations tend to be poorer 
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and have less access to economic opportunities than 
their urban counterparts. Economic activity in rural areas 
is based around labour on farms and mines, subsistence 
farming and informal sectors 

• Settlement patterns: rural settlements tend to consist of 
small towns, villages and dispersed homesteads

• Land use: rural land tends to be used for agriculture, 
tourism and industry such as forestry and mining while 
urban land is used for manufacturing, commerce, and 
retail 

• Access to services: rural communities globally tend to have 
less access to basic services such as healthcare, education, 
water and sanitation

• Migration patterns and linkages: rural (and urban) 
populations are not static. People migrate from and 
to rural areas. These migration patterns are often 
circular with people leaving at particular times (e.g. for 
employment) and returning at others (e.g. to retire or 
when they become ill). 

It is necessary to consider health specific factors when 
defining rural for the purposes of health policy, planning and 
resourcing. The factors to be considered include (Penno et al, 
2013):
• Measures of health need: measures of need can include 

utilization, clinical, and epidemiological measures as well 
as demographic measures that act as proxies for need at 
the population level such as age, sex and socioeconomic 
status. 

• Measures of geographical remoteness: remoteness can 
include measures such as average distance and travel time 
to various levels of care for defined communities as well as 
average distance for inter-facility transfers  

• Population measures: these measures can include both the 
size of a designated population and the population density 
of a particular area

• Some measure of specific circumstances that affect 
particular communities: these measures are usually based 
on policy decisions to focus on historically neglected 
groups (based on race, ethnicity, gender) that may contain 
high levels of unmet need

See also: RHAP’s Discussion Document “Defining Rural within 
the context of Health Policy, Planning, Resourcing and 
Service Delivery”, www.rhap.org.za 

The Rural Health Advocacy Project (RHAP) advocates for 
quality comprehensive health care for rural communities, that 
is affordable, accessible and equitable. For more information 
on our work and various publications, visit www.rhap.org.za or 
call 011 8800995.  

For a commentary on RHAP’s 2013 rural health factsheet 
please visit: http://groundup.org.za/content/rural-health-
grossly-unequal-some-hope

“Rural communities globally tend to 
have less access to basic services, 

such as healthcare, education, 
water and sanitation.”
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National and provincial 

averages, for instance, conceal 
inter- and intraprovincial 

inequities.”
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ADHD attention deficit hyperactivity disorders
AIDS acquired immune deficiency syndrome
ANC antenatal care
ANC african national conference
AP antenatal prevalence
ART antiretroviral therapy
ARVs antiretroviral drugs
ASS actuarial society of south africa
BMI body mass index
BoD burden of disease
CA clinical associates
CANSA cancer association of SA
CARMMA campaign on accelerated reduction of maternal  
 and child mortality in africa
CCG community care giver
CCHIP community childhood hunger identification  
 project
CD4 cluster of differentiation 4
CHP centre for health policy
CHW community health worker
CoMMiC committee on morbidity and mortality in  
 children under 5
Comm Serve community service
CMSA college of medicine in SA
CP cerebral palsy
CRPD convention on the rights of persons with  
 disabilty
CS community survey (Stats SA)
COPD chronic obstructive airways disease
CSDA centre for social development in africa
CVA cerebral vascular accident
DALYs disability-adjusted life years

DCST district clinical specialist team
DG disability grant
DH district hospital
DHB district health barometer
DHIS district health information system
DHS district health services
DI deprivation index
DM district municipality
DMT district management team 
DoH department of health
DoL Department of Labour
DOT direct observed therapy
DPO disabled people’s organisation
DSD department of social development
DWPWD department of women and persons with  
 disability
EC eastern cape province
EID early infant diagnosis
EN enrolled nurse
EPI-SA expanded programme on immunisation in sa
EH environmental health
EHP environmental health practitioners
ENA enrolled nurse auxillairy
ENT ear, nose and throat
ESR economic and social rights in south africa
ETR.Net electronic tuberculosis register
FAS foetal alcohol syndrome
FASD foetal alcohol spectrum disorder
FS free state province
GDP gross domestic product
GHI global hunger index
GHS general household survey (Stats SA)

GP gauteng province
GPs general practitioners 
HAST HIV, AIDs, STIs and TB
HBCW home-based care worker
HDAC health data advisory and coordinating  
 committee
HH household head
HIV human immunodeficiency virus
HPV human papilloma virus
HR human resources
HRH human resources for health
HR4RH human resources for health
HRRC human science research council
HST health systems trust
HW health workers
ID iodine deficiency
IDA  Iodine deficiency anaemia
IMR infant mortality rate  
ISHP integrated school health programme
KZN kwazulu-natal
LG local government
LBW low birth weight
LP limpopo province 
LTHC long-term health condition
MDR-TB multi-drug resistant tuberculosis
MDG millennium development goal
MH mental health
MHPF mental health policy framework
MMR maternal mortality rate
MNCWH maternal, newborn, child and  women’s health
MP mpumalanga province
MPI multiple poverty index

ACRONYMS
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MRC  Medical Research Council
MTCT mother-to-child-transmission
MTT Ministerial Task Team
NA nursing assistant
NC northern cape province
NCCEMD national committee on confidential  
 enquiries into maternal deaths
NCDs non-communicable diseases
NDoH national department of health
NDP national development plan
NFCS national food consumption survey
NGO non-governmental organisation
NHLS national health laboratory service
NIDS national indicator data set
NMR neonatal mortality rate
NNDR neonatal death rate
NSP national strategic plan for HIV and AIDS, TB  
 and STIs
NTP national tuberculosis plan
NW north west province
OHSC office of health standards compliance
OPD  outpatient department
OSD occupation specific dispensation
OT occupational therapist / therapy
OTT occupational therapy technician
PCE per capita expenditure
PDO poverty, disability and occupation
PHANGO patient health alliance of NGOs
PHC primary health care
PHC-R primary health care re- engineering
PLHIV people living with HIV
PMTCT prevention of mother-to-child-transmission  
 of HIV
PN professional nurse
PT physiotherapist/ physiotherapy
PTB pulmonary tuberculosis
PTSD post traumatic stress disorder
RA rural allowance
RH rural health 
NHI national health insurance
RHAP rural health advocacy project

RN registered nurse
RuDASA rural doctors of south africa
RuReSA rural rehab south africa
SA South africa
SAFMH South African federation for mental health
SAHR South African health review
SAHRC South african human rights commission
SAIMD South African index of multiple deprivation
SAM severe acute malnutrition
SAMPI South African multiple poverty index
SANAC South African aids council
SANC South African Nursing
SANHANES  South African national health and nutrition 
 examination survey
SASH South African stress and health survey
SES socio-economic status
SHT speech and hearing therapist
SHTs school health teams
SLT speech language therapist
SSA scarce skills allowance
Stats SA statistics south Africa
STI sexually transmitted illness
TB tuberculosis
U-5MR under-5-mortality rate
UN united nations
UNAIDS joint united nations programme on HIV/AIDS
UNICEF united nations emergency children’s fund
UCT university of cape town
UKZN university of kwazulu-natal
UWC university of western cape
VAD vitamin A deficiency
VAS vitamin A supplementation
VMMC voluntary medical male circumcision
WBOT ward-based outreach team
WC western cape province
WHO world health organisation 
WSU walter sisulu university
WWDA women with disabilities australia
XDR-TB extensively drug-resistant tuberculosis



A. Demographics and Rural Poverty

9                 RURAL HEALTH FACT SHEET 2015

A. DEMOGRAPHICS AND POVERTY 

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
1.  
Population 

2011:
+/ 43.6 of SA population lives in 
rural areas

2013: 
36% of the SA population is rural, 
according to the World Bank. 

Stat SA Census 2011
Human resources for Health (HRH) 
2011pg. 30

Kok and Collison, 2006 pg. 20

World Bank http://data.worldbank.
org/indicator/SP.RUR.TOTL.ZS

Stats are based on Census 2001, which represent the latest official Stats SA statistics on rural population. 
Current definition used by Stats SA to refer to rural: “Proportion of population living in a non-urban environment” 

There are different figures on the % rural population in South Africa:
The statistic 43.6% rural was quoted in the Department of Health’s National HRH Strategy (2011) but  
Kok and Collinson (2006) give 42% rural and World Bank figures (2013) suggest South Africa is at 36% rural. These 
differences can be explained by different methodologies used to measure rural.

2. 
Total population

Population density 

Rate of 
unemployment

2011:
SA 51.7million 

2011:
SA 42.4 people per km2

2011: 
Rate of unemployment (29.8%)

Stats SA, 2012. Census  2011:  
Provinces at a glance pg. 3
SAHR 2012/2013 pg. 213

Stats SA, 2012. Census  2011:  
Provinces at a glance pg. 42

Population density, provincial percentage distribution, population density (Census 2011)

EC FS GP KZN LP MP NC NW WC SA

Population (million) 6.5 2.7 12.2 10.3 5.4 4.0 1.1 3.5 5.8 51.8

Population percentage 
distribution

12.7 5.3 23.7 19.8 10.4 7.8 2.2 6.8 11.2 100

Population density 38.8 21.1 675.1 108.8 43.0 52.8 3.1 33.5 45.0 42.4

Unemployment rates for labour force aged 15-64 (Census 2011) 

EC FS GP KZN LP MP NC NW WC SA

37.4 32.6 26.3 33.0 38.9 31.6 27.4 31.5 21.6 29.8

Highest unemployment rates in LP, EC, KZN, FS, MP

3. 
Rural population per 
province 

2006:
Provinces where more than half 
of the population is rural: LP, MP, 
EC, NW, KZN.

Kok and Collison 2006 urbanisation 
figures pg. 22

Stats from Kok and Collison (2006): Rural calculated as everything that is not urbanized: 

EC FS GP KZN LP MP NC NW WC SA

62 25 4 55 90 61 20 59 10 42

Provinces where more than half of the population is rural: LP, MP, EC, NW, KZN (used as rural provinces in this 
document

KEY: Green shading refers to provinces with over half rural population
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ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
4. 
Medical scheme 
coverage (%) 

2012:
Only 16.9% of SA popn. has  
medical insurance

All rural provinces are below 
the national average of 16.9% 
of population with medical 
insurance 

SAHR 2013/2014 Table 48 pg. 303 Percentage of population covered by medical schemes (2012)

EC FS GP KZN LP MP NC NW WC SA

10.8 14.8 24.3 13.2 8.3 15.2 17.2 15.0 22.8 16.6

Only GP, NC and WC have values above the SA average (16.6%)

5. 
Poverty in South 
Africa

2007:
Unpacked in sections 6 to 13

SAHRC. Public Inquiry: Access to 
health services- 2007
Shisana et al. 2007

Poverty has long been recognised as a major cause of ill health and as a barrier to accessing health care services, 
and the issue of poverty was raised repeatedly during the public hearings as an impediment to accessing health care 
services in South Africa. The most deprived districts in SA are rural.
Affordability of health care: 16.6% or 5.2 million people experienced difficulties in accessing health care. 

6. 
Poverty in rural areas 

2013: 
• 45.5% SA population poor 

20.2% extremely poor 
• 7 out of 10 in rural areas poor, 
• 6 out of 10 poor people are 

rural

Stats SA 2014 Poverty Trends Report 
pg. 12, 33

In 2011 45.5% of South Africa’s population (23 million people) were estimated by Stats SA to have been living below 
the upper bound poverty line (R620 per capita per month in 2011 prices), of these, 20,2% of South Africa’s population 
(10,2 million people) were living below the food poverty line (R320 per capita per month in 2011 prices). 

Almost 7 out of 10 people (68.8%) living in rural areas were living below the upper bound poverty line (R620 per 
capita per month in 2011 prices), compared to 3 out of 10 (30,9%) in urban areas. Of the 23 million people estimated 
to have been living below the upper bound poverty line (R620 per capita per month in 2011 prices) in 2011, almost 6 
in 10 (58,3%) were estimated to be living in rural areas.

7. 
Percentage poor per 
province 

2013:
Highest poverty levels in rural 
provinces (LP, EC, KZN, MP and 
NW) 

Stats SA 2014 Poverty Trends Report 
pg. 31

Percentage of population (2011) in each province living below upper-bound poverty line (R620 per capita per 
month in 2011 prices)

EC FS GP KZN LP MP NC NW WC

% 60.8 41.2 22.9 56.6 63.8 52.1 46.8 50.5 24.7

Ranking 2 7 9 3 1 4 6 5 8

8. 
Poverty share across 
provinces

2013:
• One quarter of SA poor in KZN 
•  one fifth of SA poor in EC 
•  one fifth of SA poor in LP 
•  poverty share increasing in 

these provinces along with NW 

Stats SA 2014 Poverty Trends Report 
pg. 32

Poverty share by province (2011) with increase/decrease (2006 – 2011)

EC FS GP KZN LP MP NC NW WC

% 18.3 4.9 11 26.3 16.1 7.7 1.8 8.1 5.7

Ranking 2 8 4 1 3 6 9 5 7

+/- + 4 % -15 % - 4 % + 4 % + 9 % - 10 % - 33 % + 11 % - 12 %

Note: Of the 23 million reported to be living in poverty in SA in 2011, over one quarter (6 million) were in KZN; almost 
one fifth were in EC (4,2 million) and almost one fifth were in LP (3,7 million). 
These three provinces, along with NW, have all experienced an increase in their share of South Africa’s total population 
classified as poor since 2006.
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9. 
New South African 
Multidimensional 
Poverty Index (SAMPI) 
measure: need for 
rural health advocacy

2014: 
South African Multidimensional 
Poverty Index’s ‘nutrition 
omission’:

SAMPI deviates from global 
standard by failing to include 
‘nutrition’ as key MPI indicator of 
poverty in SAMPI 2014

Context: 
2013:
26.4% SA children 0-3 yrs stunted 
in 2012 (SANHANES-1 2012 pg. 
207), 

2013:
26% SA households experienced 
hunger on CCHIP hunger scale 
in 2012 (SANHANES-1 2012 pg. 
144-146)

Note: SAMPI deprivation cut-off 
for ‘child mortality’: “If any child 
[in household] has died in the past 
12 months” 

Stats SA 2014 The South African 
MPI pg. 3-11

SANHANES-1 2012 pg. 144-146, 207

Stats SA 2014 The South African 
MPI pg. 7

Stats SA 2014 The South African 
MPI pg. 52

Training Material For Producing 
National Human Development 
Reports – Final Draft 
Santos and Alkire 2011 Pg. 7 

The SAMPI has been adapted from the global MPI (left) with intention of profiling poverty beyond the traditional 
money-metric method at a household level for policy decision-making and resource allocation.

NB: ‘Nutrition’ omitted as SAMPI poverty indicator due to 2001 and 2011 census constraints despite 2014 food 
insecurity context: 26.4% SA children 0-3 yrs stunted in 2012 (SANHANES-1 2012 pg. 207), 26% SA households 
experienced hunger on CCHIP hunger scale in 2012 (SANHANES-1 2012 pg. 144-146). Stats SA defends ‘nutrition 
omission’:
“In the health dimension, the censuses do not provide any information on nutrition, hunger or food security. As 
a result, the SAMPI only has one indicator in this dimension (mortality). This goes against the international MPI 
guidelines: 

Training material, from co-originator of global MPI Sabina Alkire, regarding MPI health indicators: ‘child mortality’ 
and ‘nutrition’: The MPI uses two health indicators that, although related, depart significantly from standard health 
indicators. The first indicator looks at nutrition of household members. For children, malnutrition can have life-long 
effects in terms of cognitive and physical development. Adults or children who are malnourished are also susceptible 
to other health disorders; they are less able to learn and to concentrate and may not perform as well at work. The 
second indicator uses data on child mortality. Most, although not all, child deaths are preventable, being caused by 
infectious disease or diarrhoea. Child malnutrition also contributes to child death. In the MPI each household member 
is considered to be deprived if there has been at least one observed child death (of any age) in the household. It is 
important to observe that this indicator differs from standard mortality statistics.”  Training Material For Producing 
National Human Development Reports – Final Draft Santos and Alkire 2011 Pg. 7.

Figure 3: Contribution of weighted indicators  
to SAMPI 2011 at national level

Child Mortality
1%

Years of Schooling 14%

School Attendance 2%

Lighting 5%

Heating 7%

Cooking 6%

Water 7%
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Unemployment
40%

Figure 1: Dimensions and indicators of the MPI
Source: http://www.ophi.org.uk/multidimensional-poverty-index/
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10. 
SA Index for Multiple 
Deprivation (SAIMD): 
Deprivation and 
poverty in former 
homelands and rural 
provinces 

2014:
SA Index of Multiple Deprivation 
(SAIMD) for 2011 is a weighted 
combination of 4 domains 
of deprivation: Material, 
Employment, Education, and 
Living Environment.  

SAIMD is similar to 
Multidimensional Poverty Index 
(MPI) however constructed and 
interpreted somewhat differently. 
(Finn)

An analysis using data from 
2011 Census shows that 
deprivation, measured in terms 
of a ‘multiple deprivation index’ 
is still concentrated in the former 
homelands (Noble)

Noble, Zembe, Wright Econ3x3 May 
2014. pg.. 1,2

Noble, Zembe, Wright Econ 3x3 May 
2014. Figure 1 pg. 3, Table 2 pg. 4

Finn et al. 2013

Multiple deprivation in former homelands according to current province: SAIMD (2011) (% of the relevant 
population)

Deprivation domains 
(%)

Material deprivation (%) Employment 
deprivation (%)

Education  
deprivation (%)

Living 
environment 
deprivation 

(%) Overall rank order of 
population weighted 
average rank of the wards 
(1=most deprived)

EC 52.0 47.3 28.5 59.6 1

Ciskei 41.5 56.2 24.3 50.5

Transkei 69.0 58.4 37.2 87.8

LP 40.2 46.4 24.3 71.9 2

Gazankulu 36.9 58.3 28.9 77.6

Lebowa 38.7 57.2 23.3 81.9

Venda 36.9 54.5 24.0 77.0

NW 41.7 37.9 28.7 55.4 3

Bophuthatswana 38.1 46.8 26.0 67.0

KZN 43.0 42.3 23.4 55.3 4

KwaZulu 48.7 54.5 27.0 67.4

NC 39.5 34.1 30.0 32.1 5

MP 34.9 38.2 24.4 54.5 6

KaNgwane 33.7 47.2 29.1 71.8

KwaNdebele 29.0 45.9 27.6 65.0

FS 33.3 38.9 23.4 32.9 7

Qwaqwa 36.8 56.0 22.8 61.4

GP 30.8 29.8 12.6 21.5 8

WC 24.8 25.1 16.8 19.1 9

All homelands 46.4 53.8 28.0 73.7

Rest of SA 33.0 30.1 17.9 27.6

All SA 37.1 36.0 20.9 43.8

Most deprived provinces: EC, LP, NW, KZN.
90% of most deprived 20% of wards (i.e. bottom quintile) are located within former homeland areas.
The areas with the highest levels of multiple deprivation are clearly concentrated in the former Transkei.
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11. 
Most deprived 
districts

2013:
EC: Alfred Nzo - Most deprived 
district (Monticelli):  

Monticelli DHB 2013/14. pg. 401 EC Alfred Nzo district: fewer than 6 out of 100 households have inside taps.

In 2007, the ten most deprived districts in South Africa were all rural and fell within three provinces: KZN , EC and LP 
Examples of indicators used: household heads who have no schooling, who are adults between 25 and 59 classified as 
unemployed; living in a traditional dwelling, informal shack or tent; no piped water in their house or on site; a pit or 
bucket toilet or no form of toilet; no access to electricity or solar power for lighting, heating or cooking.

12. 
Expenditure by rural 
households on health

2009:
Poor rural households in a MP 
district, spent up to 60% of 
monthly income on repeated 
consultations. Travel costs to 
health facility were a significant 
contributor

Goudge J et al. 2009 This paper describes the experience of poor households attempting to access chronic care in a rural area in SA. Based 
on research conducted in 2004-05 in the Medical Research Council/ Wits Agincourt Health and Socio-Demographic 
Surveillance site (21 communities with 70 000 people) in MP province.  

13. 
Children /

Distribution of 
children in the 
provinces /

Children living in 
poverty

2013:
More than half SA children live in 
rural areas: (64%)

Children living in income poverty 
(55.7%)

Children living far from their 
health facility: 25.1%

Stunting (low height-for-age) 
indicates an ongoing failure to 
thrive. It is the most common 
form of malnutrition in SA, affects 
25% of children under five. 
Young children are particularly 
vulnerable to prolonged lack of 
food, increasing risk of nutritional 
deficiencies. Inadequate food 
intake comprises children’s 
growth, health and development, 
increases their risk of infection, 
and contributes to malnutrition.

Children’s Gauge 2014 Table 1a 
pg. 90

Children’s Gauge 2014 Figure 2a 
pg. 94 

Children’s Gauge 2014 Figure 2b 
pg. 95
Children’s Gauge 2014 Figure 3b 
pg. 101

Children’s Gauge 2013/14
Figure 3c pg. 102.

Children’s Gauge 2014
Figure 3b pg. 101

EC Alfred Nzo district: fewer than 6 out of 100 households have inside taps.

In 2007, the ten most deprived districts in South Africa were all rural and fell within three provinces: KZN , EC and LP 
Examples of indicators used: household heads who have no schooling, who are adults between 25 and 59 classified as 
unemployed; living in a traditional dwelling, informal shack or tent; no piped water in their house or on site; a pit or 
bucket toilet or no form of toilet; no access to electricity or solar power for lighting, heating or cooking.

From analysis of General Household Survey (GHS) 2012

EC FS GP KZN LP MP NC NW WC SA

Distribution of 
children (under 
18) %

15 5 19 22 12 8 2 7 10 100

Children living in 
income poverty* 
(%)

72.4 55.2 33.9 65.0 70.8 62.4 53.4 59.4 27.4 55.7

Children living in 
HH without an 
employed adult 
(%)

49.6 31.4 13.8 40.6 45.4 28.8 33.8 35.5 10.0 32.4
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(*Income threshold is the lower bound “ultra” poverty line, set at R322 per month in 2000 prices. The poverty line 
increases with inflation and was equivalent to R635 in 2012. )

Children living in households where there is reported child hunger, by province 2012

EC FS GP KZN LP MP NC NW WC SA

Proportion of 
children (%)

20.1 10.1 12.4 16.4 3.5 11.2 18.1 16.7 13.3 13.7

Rural provinces most affected by child hunger: EC, NC, NW, and KZN. Surprisingly LP is the lowest.

Children living far from their health facility, by province 2012

EC FS GP KZN LP MP NC NW WC SA

Proportion of 
children (%)

37.1 21.4 11.3 33.2 26.8 29.2 22.5 28.9 10.5 25.1 

Rural provinces where children are most affected by distance from health facility: EC, KZN, MP, NW

“More than half of South Africa’s children live in rural areas.”
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1. 
The language barrier: 
the overlooked 
challenge to equitable 
health care

2012:
Case study in rural EC examined 
the effects of language barriers 
on access to quality health care

Hussey 2012 pg. 189 Findings:
Language barriers decrease work efficiency, make communication time consuming, increase frustration levels, 
decrease empathy, approachability and confidentiality.
Current methods for overcoming problems include the use of untrained and ineffective interpreters – usually 
overworked nurses; linguistic code switching and the use of a selection of key isiXhosa vocabulary – methods not 
suitable or sustainable.

Recommendation:
Overcoming language barrier should be prioritised.

2. 
 Rural food security as 
a rural health issue

2013:
National Income Dynamics Study 
(NIDS) reports on rural livelihoods 
in rural households

NIDS Discussion Paper 122, 2013/14 
Rural Livelihoods in South Africa. 
Daniels et al.  pg. 1-4

• Rural households (39% SA pop in 2008) moving away from agricultural household survival strategies due to: 
increasing dependence on government grants, preference for more secure cash earnings, difficulty accessing 
capital, regular water supply, labour or fencing

• National Development Plan (NDP, 2011: 197) envisions multiplicity of interventions that increase capabilities of 
rural communities with a strong focus on agricultural activities

• Land-based activities (livestock, cropping and natural resources) account for 57 per cent of total annual value per 
rural household (Lowveld) in 2001 study – showing overlooked and declining contribution of direct provisioning 
(subsistence livelihood strategies) to rural safety net

3.
 Rural urban migration 

2009:
GP and EC highest percentage of 
migrants, KZN and EC lowest

NIDS Discussion Paper 1 Migration: 
Analysis of the NIDS Wave 1 Dataset 
(Posel) 2009 pg. 15

SALDRU. NIDS 2013/14 Daniels et al. 
2013 pg. 1-2

Percentage of all adults who are migrants (2008)

EC FS GP KZN LP MP NC NW WC SA

% 6.93 12.40 27.51 9.77 10.62 13.54 10.17 15.07 18.06 13.7

Ranking 9 5 1 8 6 4 7 3 2

Rural poverty characterised by low returns to uneducated labour and often failed to effectively utilize the limited 
productive assets and land that they had. (Daniels et al. 2013). 
Rural migrants who moved to urban areas between 2008-2012 have higher probability of being employed than rural 
stayers

B. UNDERLYING RURAL HEALTH ISSUES
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4.
Nutrition 

2012:
Hunger (food insecurity) assessed 
by means of the Community 
Childhood Hunger Identification 
Project (CCHIP) 

45,6% SA pop food secure, 
28,3% at risk of hunger, 26,0% 
experienced hunger (food 
insecure)  

Food insecurity most prevalent in 
urban informal (32,4%) and rural 
formal (37%) localities 

Global Hunger Index (GHI) 
measures insufficient energy 
intake, child underweight and 
child morbidity – severity of 
hunger in SA described as 
moderate

‘Although SA has an adequate 
food supply at national level, this 
does not guarantee food security 
at household level.’ (Du Toit et 
al, 2011) 

2012 SANHANES-1 pg. 144

2012 SANHANES-1 pg. 145

2012 SANHANES-1 pg. 146
(Income and expenditure of 
households 2010/2011 Stats SA 
2012B) 

Percentage of households at risk of hunger using CCHIP hunger scale by province (2012) 

EC FS GP KZN LP MP NC NW WC SA

% 32.4 31.9 24.8 34.4 27.3 15.5 22.8 30.0 25.6 28.3

Percentage of households experience hunger (food insecure) using CCHIP hunger scale by province (2012)

EC FS GP KZN LP MP NC NW WC SA

% 36.2 28.8 19.2 28.3 30.8 29.5 20.7 29.5 16.4 26.0

Rate of hunger lowest in WP and GP, significantly lower than in EP and LP (only two provinces with hunger rate higher 
than 30%) EC and Limpopo have the highest consumption expenditure on food, beverages (alcohol)and tobacco

“36.2% of households in the Eastern Cape experience hunger (are food insecure).”
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5.
Child health: 
anthropometry

2012:
Under-nutrition responsible for 
45% of deaths globally of children 
younger than 5 years

Stunted growth from under- 
nutrition compromises cognitive 
development and physical 
capabilities 

Overweight/ obesity is an 
emerging burden affecting both 
rich and poor countries (Maternal 
and Child Nutrition Study Group 
2013)

Children 2-5 years in SANHANES-1 
2012 were compared to the 
National Food Consumption 
Survey (NFCS) -2005 groups 1-3 
yrs and 4-6 yrs for mean Body 
Mass Index (BMI), overweight and 
obesity prevalence). Prevalence 
of overweight showed decrease 
(18.1% compared with 10.6%) 
and obesity same between groups 
(4.6% compared with 4.5%)

The 2008 Youth Risk Behaviour 
Survey of SA school going children
Overweight: 
• Overall (19.2%); 
• 13 and 14 yr olds (16.8%)
• Obesity: Overall (3.5%); 
• 13 and 14 yr olds (5.5%)

2012 SANHANES-1 pg.  201

2012 SANHANES-1 pg.  207, Boys 
Table 3.7.1.5 pg. 208 
Girls Table 3.7.1.6 pg. 209

2012 SANHANES-1 pg.  210

Nutritional status: Stunting (%) of boys and girls 0-14 years of age by province (2012)
 

EC FS GP KZN LP MP NC NW WC SA

% Boys 21.6 19.4 11.9 13.5 13.7 23.1 22.8 23.7 17.5 16.7 

% Girls 15.6 22.1 10.0 14.4 9.4 13.0 15.0 17.8 13.9 13.7

Note:
• For all children 0-14 years prevalence of stunting (15.4%), severe stunting (3.8%), wasting (2.9%), severe wasting 

(0.8%), underweight (5.8%), severe underweight (1.1%) 
• Boys are more affected than girls by stunting. 
• Youngest boys (26.9%) and girls (25.9%) between 0-3 years of age had highest prevalence of stunting 

(significantly different from other age groups) with lowest prevalence in 7-9 year old age group: boys (10%) and 
girls (8.7%) 

Nutritional status: Wasting  (%) of boys and girls 0-14 years of age by province (2012) 

EC FS GP KZN LP MP NC NW WC SA

% Boys 1.6 1.7 3.6 2.4 6.5 2.8 18.5 8.5 2.0 3.8

% Girls 3.2 1.4 0.4 0.0 2.8 1.8 5.1 5.2 1.3 1.7

Nutritional status: Underweight (%) of boys and girls 0-14 years of age by province (2012) 

EC FS GP KZN LP MP NC NW WC SA

% Boys 1.9 2.2 8.7 3.4 9.1 10.4 23.8 15.3 7.2 7.4

% Girls 5.6 6.9 1.2 1.5 2.4 3.7 10.8 7.9 4.6 3.6

Nutritional status: Overweight (%) and Obesity (%) of boys and girls (2012)
Regional and international comparison show that SA preschool-age children have a major problem of overweight and 
obesity combined (22.7%) – double that of Morocco, Swaziland, Botswana and Nigeria (averaging 11%).  

Children aged 6-14 combined prevalence of overweight and obesity 13.5%. 
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6.
Anaemia and 
micronutrient status 
of children 

Vitamin A status of 
children under 5 yrs /  

Anaemia and iron 
status of children 
under 5 yrs 

2012:
Vitamin A deficiency (VAD) is 
an endemic nutritional disorder 
affecting the health and survival 
of infants, young children and 
pregnant and lactating women. 

SA has implemented a National 
Vitamin A supplementation (VAS) 
programme for children 6 months 
to five years of age and for 
females postpartum. 

In addition, a food fortification 
programme was enacted in 2003. 

Iron deficiency (ID) is a common 
form of nutritional deficiency 
during childhood. Iron deficiency 
anaemia (IDA) in children 
has been linked to increased 
childhood morbidity and impaired 
cognitive development and school 
performance. Evidence suggests 
that when this occurs at an early 
age the resulting impairments 
may be irreversible, even after 
repletion of iron stores, thus 
reinforcing the importance of 
preventing this condition. (Beard; 
Lozoff) 

2012 SANHANES-1 pg.  213-214

2012 SANHANES-1 pg.  215-217
(Beard 2011; Lozoff 2007)

According to the WHO criteria, the national prevalence of VAD of 43.6% places South Africa in the severe public health 
importance category for children. It is apparent that SA has some way to go in improving the vitamin A status of its 
children. Issues around the implementation and coverage of the VAS programme need to be urgently addressed.

Overall the prevalence of anaemia was 10.7%, mild anaemia 8.6% and moderate anaemia 2.1%. It was highest in the 
group 24-35 months of age (15.2%) and decreased to 3% in the 48-59 months age group. The presence of anaemia 
and mild anaemia was highest in the rural formal locality, while moderate anaemia was highest in the rural informal 
locality. 
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7.
Environmental Health 
(EH

2013:
WHO estimates one quarter of 
global burden of disease is due to 
environmental factors, in children 
and in developing areas this is 
even higher.

Following 5 environmental risk 
factors associated with 5% of all 
deaths in SA in 2000: 
unsafe water, sanitation and 
hygiene, indoor air pollution from 
household use of solid fuels; 
urban outdoor air pollution and 
lead exposure 

For children <5 yrs it was nearly 
11%.

SAHR 2013/14 
Mathee and Wright pg. 105110, 
113, 114

Environmental health has much 
to offer in terms of prevention of 
disease and health promotion, but 
its potential will not be reached 
until prevailing obstacles are 
addressed.

Staffing analysis by province of the current EHP population and the figures for SA and WHO targets (2013)

Environmental 
Health 
Practitioners 
(EHP)

EC FS GP KZN LP MP NC NW WC SA

Current EHP 
popn.

252 88 453 195 25 34 33 88 324 3.8

SA target: 1:15 
000

444 185 746 648 156 196 77 231 389 1.7

WHO target:
1:10 000

666 278 1 121 985 229 293 115 345 568

a) 
Water - Potable 
drinking water (Blue 
drop rating) 

2012: 
SA national average: 87.6

No updated reports on the 
quality of potable water supply 
management (Blue drop) 
or wastewater treatment (Green 
drop) since 2012

SAHR 2012/2013 pg. 214

SAHR 2013/14 pg. 212 

Blue drop rating by province (2012)

EC FS GP KZN LP MP NC NW WC SA SA

82.1 73.6 98.1 92.1 79.4 60.9 68.2 78.7 94.2 87.6 7.4

MP has the lowest Blue Drop rating followed by FS, NW and LP.

b) 
Sanitation - 
wastewater treatment 
(Green drop rating)

2013:
No updated reports on the 
quality of potable water supply 
management (Blue drop) 
or wastewater treatment (Green 
drop) since 2012

SAHR 2013/14 pg. 212 No Green drop rating by province given.
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a) 
Access to health

1994:
Every person has the right to 
access health services, including 
reproductive health care services

SA Constitution, section 27

b) 
Emergency treatment 

1994:
No person may be refused 
emergency treatment 

SA Constitution, section 27

C. HEALTH OVERALL

C.1 LEGAL
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c) 
Health policy and 
legislation

2013: 
• National Health 

Amendment Act passed 
fundamental to the creation 
of an independent Office 
of Health Standards 
Compliance (OHSC), a 
key building block for the 
eventual introduction of 
the NHI.

• Expected White Paper on 
NHI not published nor did 
National Treasury issue 
the expected discussion 
document on the financing 
options.

• Confusion surrounding 
the proposed Control 
of Marketing of Alcohol 
Beverages Bill.

• Draft Regulations on health 
research issued.

• Mental Health Amendment 
Bill (39 of 2012) has yet to 
be passed by Parliament.

National Health Council adopted 
the Mental Health Policy 
Framework (MHPF) for SA and 
the Strategic Plan 2013-2020 in 
July 2013.
March 2013: Minister issued a 
notice, in terms of the Nursing 
Act (33 of 2005) creating the 
category of Staff nurse. But no 
progress in creating the category 
of prescribed nurses envisaged by 
section 56 (1) of the Nursing Act.

SAHR 2013/14 Gray and Vawda 
pg. 1

SAHR 2013/14 Gray and Vawda 
pg. 3

SAHR 2013/14 Gray and Vawda 
pg. 4.
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i)
Key child mortality 
rates

2014:
Infant and child mortality rates 
have stagnated. Neonatal 
mortality rates have improved 
slightly since 2009

Child Gauge 2014 Table 3a, Pg. 99

Bradshaw et al. 2014. pg. i

Child mortality indicators, 2009 – 2012

Indicator Target 2014 2009 2010 2011 2012

Neonatal 
mortality rate 
(<28 days) per 
1000 births

12 (10% 
reduction)

14 14 13 12

Infant 
Mortality rate 
(IMR) per 
1,000 births

35 (10% 
reduction)

39 35 28 27

Under-five 
mortality rate 
(U-5MR) per 
1,000 live 
births

50 (10% 
reduction)

56 52 40 41

Source: Bradshaw D, Dorrington RE and Laubscher R. 2014. Rapid Mortality Surveillance Report 2012. Cape Town: 
Medical Research Council.

C.2  HEALTH INDICATORS

a) MDG 4: Reduce child deaths by two-thirds (2/3)

“Every person has the right to access health services and no person may be refused emergency 
treatment - as enshrined in the Constitution of the Republic of South Africa.”
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i) 
 Infant mortality rate 
(IMR)
(deaths under 1 year 
per 1000 live births)

There is no single figure for each 
indicator, hence the appointment 
by the Minister of Health of 
HDACC (Health Data Advisory 
and Coordinating Committee) to 
establish a single official figure for 
the country. 
HADCC relies primarily on the 
MEDICAL RESEARCH COUNCIL 
Rapid Mortality Surveillance 
report, which looks at the 
national level not provinces but 
uses vital registration as the 
primary data.
CoMMiC (Committee on 
Morbidity and Mortality in 
Children under 5) uses multiple 
data sources but the best picture 
comes from vital registration as it 
includes deaths in both public and 
private health sectors as well as 
those in the community.
The challenge with vital 
registration is the turnaround 
time – 2 years (which is 
comparable to international 
norms). 

CoMMiC (Neil H McKerrow – 
Personal Communication 2014) 

SAHR 2013/14 pg. 258

Infant Mortality rate (IMR) by province (CoMMiC data 2012) – per 1000 life-births

EC FS GP KZN LP MP NC NW WC SA

20.7 56.2 33.8 25.4 21.4 24.8 37.9 37.2 19.1 28.4

Infant Mortality Rate (IMR) by province (ASSA2008 estimates 2013) – per 1000 life-births

EC FS GP KZN LP MP NC NW WC SA

44.4 39.1 23.8 41.7 26.7 35.6 24.1 29.1 17.7 32.5

ii) 
Low birth weight 
(LBW) rate (% live 
births <250g)

2012: 
LBW rate: 13.5 
Low birth weight increases with 
decreasing socio-economic status.

SAHR 2013/14 Health and Related 
Indicators. pg. 258

   Low birth weight (LBW) rate by province (DHIS 2012)

EC FS GP KZN LP MP NC NW WC SA

13.8 13.5 15.3 12.5 10.7 11.8 18.1 13.4 15.7 13.5

iii) 
Neonatal death rate 
(NNDR) (deaths <28 
days old per 1000 live 
births)

2012: 
NDDR: 12.1 

SAHR 2013/14 Health and Related 
Indicators. pg. 258

  Neonatal death rate (NNDR) by province (DHIS 2012) - per 1000 life-births

EC FS GP KZN LP MP NC NW WC SA

18.2 13.0 12.2 10.4 12.8 10.3 13.5 11.9 7.1 12.1
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iv) 
Under 5 mortality 
rate (U-5MR) (deaths 
under 5 years per 
1000 live births)

2012: 
U-5MR: 46.7 
(See comment above)
 

CoMMiC (Neil H McKerrow – 
Personal Communication 2014)

SAHR 2013/14 Health and Related 
Indicators pg. 259 –260

  Under 5 mortality rate (U-5MR) by province (CoMMiC 2012) – per 1000 life-births 

EC FS GP KZN LP MP NC NW WC SA

30.8 71.2 42.9 34.9 33.5 35.5 49.7 51.0 24.1 38.5

Under 5 mortality rate (U-5MR) by province (ASSA2008 estimates 2013) - per 1000 life-births

EC FS GP KZN LP MP NC NW WC SA

62.0 55.4 35.3 60.0 38.2 51.4 34.1 42.6 24.7 46.7

v) Child deaths from 
pneumonia

2013:
The average number of child 
deaths from pneumonia for South 
Africa has almost halved since 
2009-2010 (dropping from 6.6% 
to 3.5%). There has, however, 
only been marginal benefit in the 
most deprived districts. Mortality 
rates in these districts (6.1%) 
are nearly double the national 
average and three times higher 
than the least deprived districts 
(2.6%) (Gaede and Eagar).

Gaede and Eagar Progress towards 
equity  DHB 2013/14 pg. 274
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i)
Key maternal 
indicators

Maternal Health: Proportion of 
births attended by skilled health 
personnel

Maternal mortality ratio per 100 
000 live births (MMR) can be 
calculated in various  ways:
Population based (vital 
registration) and facility based 
(DHIS and NCCEMD)

Institutional maternal mortality 
ratio per 100 000 live births 
(IMMR)

DHB 2013/14 pg. 100

ii) Maternal health 2012:
Deliveries occurring in facilities: 
SA average 89.7% (Bamford)

2013:
Emergency medical and rescue 
services: FS issued dedicated 
maternity care ambulances. 
Maternal mortality rates 
decreased from 279 to 152 per 
100 000 live births (2011-2012). 
Dispatch times decreased.

SAHR 2012/13 Bamford pg. 60

Schoon, 2013

Deliveries at facilities by province (2011)

EC FS GP KZN LP MP NC NW WC SA

81.8 79.1 97.3 83.3 113.1 89.3 83.9 89.4 84.8 89.7

FS has the lowest percentage of facility deliveries, followed by EC, KZN and NC
The rates are relatively high for LP, Gauteng

b) MDG 5: Reduce maternal deaths by three-quarters (¾) 
Target 5A: MMR 252 per 100 000 live births (reverse increasing trend and achieve 10% reduction) Bradshaw et al. 2014 pg. 15

“North West, Eastern Cape, Limpopo and Mpumalanga rank highest with regards to maternal mortality rates.”
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iii) Maternal deaths: 
Maternal mortality 
ratio  (MMR) per 100 
000 live births /

Institutional maternal 
mortality rate (IMMR) 

2013/14:
MMR 133.3 per 100 000 live 
births

IMMR 146.71 per 100 000 live 
births

DHB 2013/14 pg. 101

10th Interim report on confidential 
inquiries into maternal deaths in SA 
2011 and 2012 (DOH) Pattinson et 
al. pg. 4, 12

Maternal mortality in facility ratio (MMR) per 100 000 live births by province (2013/14)

EC FS GP KZN LP MP NC NW WC SA

156.2 143.4 104.5 148.4 152.0 149.1 118.19 184.9 68.6 133.3

Source: DHIS

Ranking highest MMR: NW,EC, LP, MP.
EC,FS, NW, WC showed increases in maternal deaths. Remaining provinces showed a decrease

Institutional maternal mortality rate (IMMR) by province (2012)

EC FS GP KZN LP MP NC NW WC SA

146.44 124.54 142.52 160.33 185.80 173.76 127.76 149.33 78.64 146.71

 
The IMMR decreased for district, regional and tertiary hospitals but rose for Community Health Centres for 2011 and 
2012 combined.
The decrease indicates the scale-up of ART to pregnant women is beginning to have effect. However, deaths due to 
bleeding during or after caesarean section (CS) are increasingly rapidly.

FS achieved a remarkable decline in maternal deaths from 2009 by changing the paradigm in which the emergency 
medical services (EMS) works by separating inter-facility transfers from pre-hospital cases. This coupled with acquiring 
30 ambulances just for inter-facility transfer and 18 dedicated obstetric ambulances (including ambulance staff) 
achieved the dramatic reduction.

LP, MP and NW have IMMRs for obstetric haemorrhage more than 15% above the national average. 
KZN has highest IMMR due to non-pregnancy related sepsis and 15% above the national average.
GP, KZN and LP have high IMMR due to miscarriage.

IMMR for anaesthetic related deaths are 15% above the national average for KZN, LP and MP. 
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i) 
Teenage pregnancy

2012:  
4.9% of females aged 13-19 
were pregnant during the year 
preceding the survey.

2011:
Cross-sectional population-based 
household survey in 4 provinces 
(3 123 participants aged 18 –24 
years) as part of evaluation of 
LoveLife

General Household Survey (GHS) 
2012 Stats SA 

SAHR 2013/14 Health and related 
Indicators: Reproductive Health 
pg. 244

Percentage of females aged 13-19 who were pregnant during the year preceding the survey (2012)

13y 14y 15y 16y 17y 18y 19y 13-19 years

0.3 0.4 1.9 4.5 6.8 9.9 10.2 4.9

Findings:
Among female respondents:
• 19.2% reported having had an adolescent pregnancy
• 16.2% reported an unwanted pregnancy
• 6.7% had terminated a pregnancy

ii) 
Voluntary medical 
male circumcision 
(VMMC) in SA 

2013/14: 
National VVMC target
1 000 000 per rural province:
• EC:      55 171
• KZN:  291 377
• LP:      37 142
• MP:     83 439
• NW:     84 557
(Govender)

SAHR 2013/14 Govender et al. pg.  
128 

SAHR 2013/14 Govender et al. pg.  
130 

SAHR 2013/14 Govender et al. pg.  
133 

The role of traditional male circumcision is discussed.
Majority of circumcisions are of a traditional nature (26.1%), medical (18.6%)   
Varies by ethnic group and province:
• Xhosa, Pedi and Venda (practiced widely)
• Sotho, Ndebele, Shangaan (practised moderately)
• Zulu, Tswana, Swazi (practised rarely)
EC associated with botched traditional circumcisions (853 boys died since 1995). 
As a result of high risk of complications, traditional practitioners now required to be registered with Provincial Dept. of 
Health.

Neonatal circumcision for HIV prevention: As it is simpler and safer than adult circumcision WHO/UNAIDS encourages 
countries to expand services among infants as a longer-term HIV prevention strategy.

c) MDG 6: Target 7, indicator 18: Halt and reverse the spread of HIV
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iii) 
HIV population 
prevalence rates

2012: 
National estimate HIV prevalence: 
12.2% (statistically significantly 
different from 2008 estimate of 
10.6%) with a total of 469 000 
new infections 

Increase of almost 1.2 million
6.4 million people living with HIV 
(PLHIV) (2012)

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012 Table 3.5 pg. 35

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012 Figure 3.1 pg. 37

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012 Table 3.7 pg. 39

Findings (significant differences) between: 
• Sex (gender): Females higher HIV prevalence at all of two of 5-yr age groups than males
• Locality types: Urban informal higher HIV prevalence (19%) than rural informal (13.4%), rural formal (10.4%) and 

urban formal (10.1%)

Females 14.4% vs. males 9.9%. This trend starts from 15-19 years

HIV prevalence by province (2012)

EC FS GP KZN LP MP NC NW WC SA

11.6 14.0 12.4 16.9 9.2 14.1 7.4 13.3 5.0 12.2

KZN highest (16.9%), followed by MP (14.1%), FS (14%), NW (13.3%), LP (9.2%). WC (5%) and NC (7.4%) lowest

HIV prevalence by province among respondents aged 2 years and older, SA 2102

EC FS GP KZN LP MP NC NW WC SA

12.2 14.7 12.8 17.4 9.4 14.5 7.8 13.9 5.1 12.6

iv)
Districts with highest 
HIV prevalence 

2012:
Estimates among women (above 
national estimate 29.5%)

The 2012 National Antenatal 
Sentinel HIV and Herpes Simplex-2 
Prevalence Survey, 2012, for the 
year 2011 Figure 9a pg. 23

Five districts with highest HIV prevalence in 2 rural provinces: one in MP and four in KZN
• MP: Gert Sibande 46.1% 
• KZN: 

• Ugu 41.7%
• uMkhanyakude 41.1% 
• Sisonke 39.9% 
• uMgungundlovu 39.8% 

v) 
Provinces with highest 
HIV prevalence 

KZN, MP and NW are the rural 
provinces with the highest HIV 
prevalence

The 2012 National Antenatal 
Sentinel HIV and Herpes Simplex 
Type-2 Prevalence Survey, 2012, for 
the year 2011 (pg. 19 -20

Provinces with highest HIV prevalence are:
• KZN: 37.4%
• MP:   35.6%
• FS:   32.0%
• NW:  29.7%
• GP:   29.9%
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vi) 
HIV antenatal 
prevalence (AP) 
women aged 15-49 yrs

2012: 
AP women aged 15-49 yrs:  
(29.5%) 

For the 1st time the 2012 survey 
reports on:

AP estimate of HSV-2 by 
province disaggregated 
by age, popn. group and 
genotype in 4 pilot provinces: 
KZN,WC.GP,NC

Association between HIV and 
HSV-2 prevalence in 4 pilot 
provinces.: KZN,WC.GP,NC

ANC surveillance report 2012  pg. 4

ANC surveillance report 2012 Table 
4: pg. 20

ANC surveillance report 2012 Table 
5 pg. 25

ANC surveillance report 2012 Pg. 
21, Figures 7, 8, 9a, 9b pg. 22

HIV antenatal prevalence (AP) estimates women aged 15-49 years by province, SA 2012. (Source: NDoH, 2013)

EC FS GP KZN LP MP NC NW WC SA

29.1 32.0 29.9 37.4 22.3 35.6 17.8 29.7 16.9 29.5

HIV prevalence among antenatal women by age group SA 2012. (Source: NDoH, 2013)

Increase in number of districts that recorded HIV prevalence rates between 2010 and 2012:
• 23 to 27 districts above national estimate (29.5%)  
• 19 to 23 districts between 30% and 40%  
• Decrease in number of districts that recorded HIV prevalence rates between 2010 and 2012:
• 5 to 2 districts above 40%  

Two districts with HIV prevalence >40% are in KZN: uMgungundlovu (40.7%) and one in MP: Gert Sibande (40.5%)

vii) 
HIV antenatal 
prevalence  (AP) 
women aged 15-24 yrs

2012: 
15–9 yrs ( 5.6%)
20-24 yrs (17.4%)

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012 Table 3.6 pg. 38

HIV prevalence of 5.6% in 15-19 year group suggests that young females are contracting HIV by having sex with older 
men (supported in Section 3.7.2 pg. 66)

ix) 
HIV prevalence in 
children aged 2–14 yrs 

2012: 
Children 2-14 yrs (2.4%)

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012, Table 3.10 pg. 41

Prevalence of HIV by province, in the 2 –14 age group, SA (2012)

EC FS GP KZN LP MP NC NW WC SA

1.3 1.7 2.1 4.4 2.8 1.7 1.2 2.2 0.7 2.4

Trend suggests that prevalence has declined since 2008 for all provinces, except KZN, where HIV prevalence has 
increased, and LP, where it has remained almost constant. Caution in interpreting these provincial estimates due to 
small sample sizes among children

x) 
HIV prevalence in 
children aged 5 – 14 
yrs 

2012: 
Children 5-14 yrs (2.7%) 

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012, pg. 38

No significant difference between males and females
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xi) 
HIV incidence

2012: 
National estimate HIV incidence: 
1.1% with a total of 469 000 new 
infections 

SA National HIV Prevalence, 
Incidence and Behaviour Survey, 
2012 Table 3.28, 3.29  pg. 57-60

Findings (significant differences) between: 
• New cases aged 2 years and older are at 1.1% with 469000 new infections in 2012. 
• The new infections amongst females 15-49  years of  2.2% is double that of the total incidence of 1.1% 
• Persons living in urban informal settlements had by far the highest incidence rates (2.5%) compared to those 

living in urban formal areas (1.1%), rural informal areas (0.9%), and rural formal areas (0.8%).

The number of recent infections at the provincial level was insufficient to provide reliable incidence estimates.

a. 
Patients receiving 
Antiretroviral 
treatment (ART)

2012: 
ART coverage 
children 0-14 years (67.0%)
pregnant women   (83.0%)
women (for PMTCT) (87.0%)

2012: 
ART coverage (numbers):
children: 148 342
adults: 2 161 170
Total: 2 309 519

2012: 
Provinces with highest number of 
people on ART: 
KZN, Gauteng, EC

2012: 
ART exposure 
• rural formal       (28.7%) 
• rural informal    (35.3%)
• urban formal     (28.3%)
• urban informal  (27.4%)

SAHR 2013/14 Table 14 pg. 241 

SAHR 2013/14 Table 14 pg. 242

Number of adults and children on ART (2013: March)

EC FS GP KZN LP MP NC NW WC SA

Adults 222 107 124 221 505 644 672 544 149 102 199 538 23 377 128 289 126 348 2 161 
170

Children 15 765 7 846 28 564 53 794 10 329 12 501 3 001 9 093 7 449 148 342

Total 237 872 132 067 534 208 726 338 159 431 212 039 26 378 147 382 133 797 2 309 
512

All rural provinces show high numbers of patients on ART
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b. 
PMTCT: Mother to 
child transmission 
(MTCT) children <2 
months of age

2012: 
MTCT: SA national average (2.4%) 

SAHR 2013/14 pg. 242 Mother-to-child transmission rate of HIV <2 months of age (2012 NHLS in DHB)

EC FS GP KZN LP MP NC NW WC SA

2.6 2.5 2.2 2.2 2.9 2.7 2.9 2.5 1.8 2.4

Rates are higher than the national average in LP, NC, MP, EC, and FS

c.
PMTCT: Mothers 
tested for HIV during 
pregnancy

2012: 
SA national average (98.2%)

SAHR 2013/14 Table 14 pg. 243 Proportion of ANC clients tested for HIV (2012 DHIS)

EC FS GP KZN LP MP NC NW WC SA

98.6 98.2 89.1 106.8 101.7 103.8 96.1 97.3 96.4 98.2

Four rural provinces above national average, only NW slightly below.

d. 
PMTCT: Eligible ANC 
clients who were 
initiated on HAART 
(%)

2011: 
HAART: SA national average 78.7%
(Bamford

SAHR 2012/13 pg. 60 Eligible ANC clients who were initiated on HAART (%) (2012 NDoH)

EC FS GP KZN LP MP NC NW WC SA

71.7 62.6 77.9 90.0 75.4 65.7 71.7 52.3 99.5 78.7

Not all women who should be on treatment are receiving treatment: with particularly low rates NW 
(rural), FS (less rural), and MP (rural)

“Not all women that should be on treatment are receiving treatment. Particularly low rates are found in 
North West, Free State and Mpumalanga.”
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e. 
PMTCT: Early infant 
HIV diagnosis 
coverage 

2012: 
Early infant HIV diagnosis 
coverage:
SA national average (73.9%) 

SAHR 2013/14 pg. 242
Reported from DHB 

SAHR 2013/14 pg. 242
Reported from DHB

Early infant diagnosis coverage (2011 NHLS in DHB)

EC FS GP KZN LP MP NC NW WC SA

60.0 63.4 80.9 72.5 52.4 54.9 65.1 57.0 71.6 66.9

All rural provinces (LP, MP, NW,EC) except KZN are below national average

Early infant diagnosis coverage (2012 NHLS in DHB) 

EC FS GP KZN LP MP NC NW WC SA

61.8 67.2 86.7 78.6 63.8 74.9 71.1 61.1 75.2 73.9

Noteworthy the remarkable improvement in MP.

d) Tuberculosis (TB)

i) 
Incidence of TB and 
Drug-resistant TB

2012:
TB incidence 1000 per 100 000 
(Loveday)

2012
An analysis of data from 
Electronic TB register examined 
the characteristics of childhood 
TB (0-9 years) in SA (2008 –2012)
Childhood cases 15.3% with 
majority in 0-4 years age group. 
(Smith)

SAHR 2013/14 Loveday et al. pg. 
140

Churchyard GJ et al. 2014
WHO. Global TB report. 2013. 
Geneva.

Ghandi et al. 2006.

SAHR 2013/14. Smith et al. pg. 155, 
159.

Although TB is a curable disease it remains a main cause of death in SA. HIV  is a key driver of the epidemic.
SA unlikely to reach TB targets set by the MDGs. 

The National TB Programme (NTP) is performing sub-optimally in some areas.

Since 2006 when a study described extensive drug-resistant (XDR) TB in rural SA, SA reports the most XDR
cases in the world.

High TB burden provinces: KZN, EC, WC.
WHO estimates in high burden settings, childhood TB cases comprise 10-20% of the total TB caseload.
• 0-4 years  7.1%
• 5-9 years     2.7%
• 10-14 years 1.6%
• 15-19 years 3.8%
Total 0-19 years 15.3%



C. Health Overall

33                 RURAL HEALTH FACT SHEET 2015

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT

ii) 
TB Cure rate /

TB  treatment success 
rate

2012: 
TB Cure rate SA: 74.2% 
 (2011 TB register and % of new 
Smear + cases)

2012: 
TB Defaulter rate: SA: 
6.1%  (2011 TB register)

2012:
In eight districts treatment 
success was lower than 60% - four 
rural districts: 
• NW (Waterberg) 
• LP (Capricorn)
• KZN (uMkhanyakude)
• EC (Buffalo City) 

2012:
All childhood age groups achieved 
cure or completion rate of 80%. 
Defaulters were in 15-19 age 
group. (Smith)

SAHR 2013/14 Health and Related 
Indicators. pg. 233

SAHR 2013/14 14 Health and 
Related Indicators. pg. 233

SAHR 2013/14. Smith et al. pg. 155.

TB Cure rate for provinces: (%): (2011 TB register)

EC FS GP KZN LP MP NC NW WC SA

67.7 72.4 81.1 74.1 75.3 69.9 68.3 68.9 81.4 74.2

Rural provinces with worst TB cure rates: EC, NW, MP

Defaulter/ interruption rates  for new smear positive (Sm+ cases) for provinces (%): (2011 TB register)

EC FS GP KZN LP MP NC NW WC SA

7.7 4.7 5.1 5.8 4.7 5.9 7.4 7.7 6.9 6.1

Rural provinces with worst defaulter rates: NW, EC, MP, KZN

EC districts with highest proportion of re-treatment patients are N Mandela Bay Metro (28.9%), Cacudu (28.8%) and 
Chris Hani (24.2%).

iii) 
TB hotspots: 
Districts with a high 
burden or caseload 
of TB. 

2012: 
The five districts with the highest 
incidence of TB per 100 000 
population, and the highest 
number of cases of TB, account 
for almost a third (30%) of TB 
burden in SA: 3 districts are 
in rural provinces: EC, KZN.  
(Loveday)

SAHR 2013/14 Loveday et al. pg. 
141 
ETR.Net and DHIS (population 
denominators)

TB hotspots: Districts with a high burden or caseload of TB  (rank)  (2012)

EC KZN NC WC

Cacudu (3) Ugu (1) Pixley ka Seme (9) West Coast  (4)

N Mandela Bay  (7) eThekwini (2) Cape Winelands (6)

OR Tambo  (10) Zululand  (5)

Harry Gwala (8)

TB hotspots, with a high burden or caseload of TB, occur in 7 rural districts in EC and KZN.
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iv) 
TB-HIV hotspots: 
Districts with 
highest proportion 
of TB patients co-
infected with HIV 
and districts with 
largest proportion 
of TB patients with 
unknown HIV status.

2012: 
KZN is the centre of the TB and 
HIV syndemic, 5 KZN  districts 
are amongst those with highest 
proportion of TB-HIV co-infected 
patients. The high proportion of 
TB patients with unknown HIV 
status is of concern. (Loveday)

SAHR 2013/14 Loveday et al. pg. 
141
ETR Net and DHIS (population 
denominators)

SAHR 2013/14 Loveday et al. pg. 
141

SAHR 2013/14 Loveday et al. pg. 
142

TB-HIV hotspots: Districts with high TB-HIV co-infection rate by province and district (rank) (2012)

GP KZN LP MP

Sedibeng (2) uThukela (1) Capricorn (8) G Sibande (5)

Johannesburg (7) Amajuba (3) Waterberg (9)

UMzinyathi (4)

Zululand (6)

uMgungundlovu (10)

TB-HIV hotspots, with high TB-HIV co-infection occur, in 8 rural districts in KZN, LP and MP

TB-HIV hotspots: Proportion of TB patient with unknown HIV status by province and district (rank) (2012)

GP KZN LP MP

Sedibeng (2) UThukela (1) Capricorn (8) G Sibande (5)

Johannesburg (7) Amajuba (3) Waterberg (9)

UMzinyathi (4)

Zululand (6)

UMgungundlovu (10)

TB-HIV hotspots, with high proportions of TB patients with unknown HIV status, occur 
in 8 rural districts in KZN, LP and MP.

v) 
TB drug stock-outs

2012: 
EC and LP recorded highest % 
drug stock-outs (DHIS 2012) 
(Loveday)

SAHR 2013/14 Loveday et al. pg. 
144

Stock–out rate for any TB drug: 
• LP:  Vhembe (32.8%), Greater Sekhukhune (18.8%), Mopani (18.1%).
• EC:  Joe Gqabi, OR Tambo, A. Nzo (>18%)
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vi) 
High risk populations 
for TB:
• Correctional 

services
• Mines
• Healthcare 

workers

Prisoners: 
TB prevalence estimated to 
be seven times higher than in 
general population.
Mine workers: 
HIV has led to increase in TB  
incidence, estimated to be 3 000 
per 100 000 miners. Increase in 
drug-resistant TB
Health workers: 
Increased incidence and 
prevalence of TB  and MDR-TB 
in health care workers in SA. 
(Loveday)

25 May in a public Health Forum 
in Cape Town, a Community Care 
Worker shared her story of how 
she contracted XDR TB while 
attending to a dying patient. 

SAHR 2013/14 Loveday et al. pg. 
144

People’s Health Movement 2013 Thousands of Community care workers (CCWs) work in the holes of the poorest of the poor are extremely vulnerable 
to TB, XDR-TB
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vii) 
Districts in greatest 
need of improved 
National TB 
Performance (NTP) 
performance

2012: 
16 districts where TB is the 
biggest problem: 
Three metros in top 6 poorly 
performing TB districts (all rural 
provinces):
• EC: N Mandela Bay Metro , 
• Buffalo City Metro (most in 

need)
• KZN: eThekweni Metro 

(most in need) (Loveday)

SAHR 2013/14 Loveday et al. pg. 
144

Identification of districts for NTP improvement using TB and TB-HIV  hotspots and areas of sub-optimal 
performance (2012)

EC FS KZN MP NC NW WC

N Mandela Bay Mangaung eThekweni G Sibande Pixley ka Sema Dr K Kaunda Cape 
Winelands

Buffalo City NM Molema

OR Tambo Bojanala

iLembe Mompati

Ugu

uMkhanyakude

Zululand

These districts must make a concerted effort to improve treatment success in patients who have had previous 
episodes of TB, as these areas may become hotspots for MDR-TB.

Prisoners: NTP not involved in management and monitoring of TB within prisons.
Mine workers: Little collaboration with NTP.
Healthcare workers: There may be a role for routine monitoring of TB and MDR-TB.

“TB-HIV hotspots with high proportions of TB patients with unknown HIV status occur in 8 rural 
districts in KZN, LP and MP.”



C. Health Overall

37                 RURAL HEALTH FACT SHEET 2015

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
i) 
Rising burden of NCDs 

2011:
Chronic NCDs are on the rise, all 
population groups are affected 
but the poor are at increased risk 
due to exposure to structural and 
environmental barriers beyond 
their control.

2014:
SA NCD Alliance held first meeting 
Feb. in Johannesburg: comprises 
Cancer Association of SA (CANSA), 
Diabetes SA, Heart and Stroke 
Foundation of SA, Patient Health 
Alliance of NGOs (PHANGO).

Puoane et al. 2011

NCDs stakeholders meeting report A 
call to action, 2014

Presentation by Deputy Minister of 
Health: G Ramakgopa (date?)

Bradshaw 2011 presentation 
(MEDICAL RESEARCH COUNCIL)

Househam, 2010

Risk factors for NCDs are either:
• modifiable (behavioural, social, structural) or 
• non-modifiable (individual characteristics i.e. age, gender, genetics).

Poverty is the most significant determinant of poor health outcomes – includes NCDs.
Unemployment rate 25% (youth 31.4%)

Nationally 22.3%of households receive their main source of income from grants.
Rural province: EC( 37.9%) compared with urban province: GP (10%).

Occupational hazards, esp. mining sector associated with Chronic Obstructive Airways Disease (COPD) and TB. Miners 
are usually from the rural provinces esp. EC.

SA Govt. has formulated and is implementing policies to address NCDs.

Causes of mortality in South Africa: 
• Infections, maternal, perinatal and national (51%)
• Injuries (9%)
NCDs:  Cardiovascular (18%), Cancer (7%), Respiratory (4%), diabetes (2%), other NCDs (9%)

National Burden of disease (BoD) study 2000 reports mortality due to: 
HIV (31%), Respiratory infections ( 3%), Infectious and parasitic excluding HIV/AIDS (9%), Perinatal, maternal and 
nutrition (10%) 

Other NCD s are: (10%) Neoplasms (3%), Respiratory disease  (5%), Cardiovascular and diabetes: (7%), 
neuropsychiatric (8%), Unintentional injuries (7%), Intentional injuries (7%)

Cardiovascular disease attributable tofollowing 8 risk factors: 
Tobacco smoking, alcohol use, low fruit and veg intake, physical inactivity, excess body weight, high cholesterol, high 
blood pressure, diabetes mellitus.

Poverty is the most obvious and significant determinant of poor health outcomes, which includes many NCDs (SAHR 
2012/2013 pg. 118)

• UCT has set up the sub-Saharan Africa Centre for Chronic Disease. 
• WHO estimated that the burden of NCDs is 2-3 times higher than in developed countries. 
• The burden of NCDs is rising in rural communities, and affects a disproportionate number of poor people in 

urban communities. 
• Consequences are far reaching: e.g. an estimated increase in annual national disability grants to R4.2 billon by 

2040, as a result of increases in cardiovascular diseases.

e)  Non-communicable diseases (NCDs)
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ii) 
NCDs in rural 
communities 

Rising burden of NCDs in rural 
communities

Lancet, 2009 Increasing number of deaths from diabetes, chronic kidney disease, cancer of the prostate and cervix. Increasing 
proportion of disability-adjusted life years (DALYs) attributed to neuropsychiatric disorders

iii)  
NCDs according to 
socio- economic 
groups

McIntyre and Ataguba 2012. Data 
from General Household survey 
2012. Fig 1, pg. 3.

Considerably higher levels of illness amongst lower than higher socio economic groups: In the SA context, the burden 
of some chronic conditions (e.g. diabetes) is evenly distributed across socio-economic groups, while other (high blood 
pressure/ hypertension, depression, STD, HIV, diarrhoea and TB) are impacting more on low than high income groups

iv) 
Long term health 
conditions (LTHCs) 
-  formally chronic 
conditions-  in 
children

2006
Many SA children suffer from a 
chronic condition that requires 
ongoing care: most prevalent 
being congenital heart disease, 
neurological problems and HIV. In 
urban areas asthma affects >10%.
Congenital conditions as well 
as diseases of lifestyle affect 
children: approx. 20% of urban 
children is overweight.

One in every 10 children has 
some form of chronic illness.

Robertson 2006 pg. 259, 264.

SAHR 2000. Shung-King pg. 372

Sentinel LTHCs in SA: 
Asthma, HIV, Congenital heart disease, Childhood cancer, Epilepsy, Spina bifida, Haemophilia, Diabetes mellitus type 1, 
Chronic renal failure, Rheumatic heart disease,

Health sector response to children with chronic conditions varies: academic hospitals respond to needs of urban 
children but rural children cannot access this care and services for LTHCs in rural areas are very limited. 
Inequitable care due to:
• Tertiary services inequitable distributed
• Many children referred too late for effective treatment
• Health care too centralised
• Dysfunctional specialist services
• Transport for many patients between hospitals is a problem
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v) 
Cervical cancer in SA

2013:
Cervical cancer is the 4th most 
common cancer affecting women 
worldwide, it is higher in low-to 
middle-income countries, due 
to poor access to screening and 
treatment services, competition 
with other health priorities, 
limited human and financial 
resources, and overburdened 
health systems.

2013: 
Target for Human Papillomavirus 
(HPV) vaccine administration 
to 500 000 girls in Grade 4 who 
are nine years or older in 18 000 
public schools in Quintiles 1 to 5. 
Part of 2014 Integrated School 
Health Programme.

SAHR 2013/14 Tathiah et al. 2013 
pg. 117, 118.

SAHR 2013/14 Tathiah et al. 2013 
pg. 118

SAHR 2013/14 Tathiah et al. 2013 
pg. 119
Tanser et al. 2013

Cervical cancer more common in black women. According to HPV Information Centre in Spain, 7 735 women are 
diagnosed with cervical cancer every year in SA. Annually 4 248 women die from cervical cancer. Nine out of 10 
cervical cancer (87%) deaths occur in regions with lower levels of development.

Population-based study conducted in KZN describes an association between HPV sero-positivity and the subsequent 
acquisition of HIV

f) 
3 tracer conditions: 
Obstetric care, TB 
and HIV

See results from paper by Cleary 
et al 2013 under section on 
affordability 2.a

g) 
Mental health (MH) /

Rural mental health

Rural mental health is neglected 
and invisible (Corrigall)

South African Stress and Health 
Survey (SASH) (2008), quoted in 
SAHR 2012/2013 Corrigall pg. 104

Kanda, M (2013)
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i) 
Prevalence of Mental 
health disorders in SA

South African Stress and Health 
Survey (SASH) first large-scale 
population-based study of 
common mental disorders. 
Findings have significant 
implications for planning mental 
health services. (Herman)

Lifetime prevalence of mental 
illness among adults: 30.3% 
(Corrigall)

Herman et al. 2009 pg. 339

South African Stress and Health 
Survey (SASH) (2008), quoted in 
SAHR 2012/2013 Corrigall pg. 104

• Lifetime prevalence for any mental disorder 30.3% 
• Anxiety disorders were most prevalent 12-month and lifetime disorders
• WC had highest 12-month and lifetime prevalence rates
• NC had lowest 12-month and lifetime prevalence rates

Rural communities have high rates of mental health disorders: Rural communities are prone to social and economic 
disadvantages, which are risk factors for depression. Also high rates of morbidity and mortality in poor rural 
communities could be risk factors for mental disorders such as depression and anxiety. 
Rural mental health is a handicap to rural development, as it places a socio economic burden on communities. 
3 factors which may explain the invisibility and neglect of mental health: 
• Difficulty in defining mental disorders (unlike physical conditions)
• Complex etiological factors and therapeutic interventions 
• Epidemiological focus on mortality and morbidity which does not include the burden of disease
Mental health care is currently mainly hospital based (hospicentric) with the focus on severe mental illnesses (e.g. 
schizophrenia and bipolar mood disorder), heavy reliance on psychopharmacology. Few psychosocial interventions.
To achieve quality mental health care for rural communities, we need: 
• Prominence for rural mental health meds in all health and community development agendas
• Rural mental health care needs to be holistic and comprehensive (individual and community prevention, 

psychopharmacological and psychosocial interventions
• Must be socio culturally adequate, need community participation

ii) 
Violence, alcohol and 
Mental health

2012:
There is an interrelationship 
between alcohol, violence, 
and mental ill-health – which 
are leading contributors to the 
burden of disease in SA (Corrigall)

SAHR 2012/2013 Corrigall pg. 103 
- 106.

SA homicide rates estimated to be more than eight times the global average among males and five times the global 
average among females.
SA drinkers’ ranks in top five riskiest drinkers in the world, approx. 33% - 40% of drinkers consume alcohol at risky 
levels.
• Alcohol misuse and mental health: alcohol and other drug use affects mental health a) use of addictive 

substances may lead to dependence (a mental health outcome); b) drug has direct action on body which may 
contribute to depression.

• Alcohol misuse as a risk factor for violence: between 27 % and 47 % of intentional injuries directly relate to the 
use of alcohol (parry et al. 2006).

• Violence as a risk factor for alcohol misuse and mental illness: All violence (partner, child abuse, interpersonal) 
associated with disorders that include depression, suicidal tendencies, substance abuse, Post traumatic stress 
disorder (PTSD) and other anxiety disorders.

Cape Town day hospital study: 94% of participants had experienced at least one traumatic event in their lifetimes, and 
19.9% had current PTSD with depression, panic disorder and somatisation disorder with frequent co-morbidities
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iii) 
Children’s Mental 
health

2015: Close to 25% of SA’s young 
children do not fare well.

2012:
“One in five school learners had 
considered suicide …
One in four learners felt so sad 
and hopeless they were unable 
to do regular activities for two or 
more weeks in a row
16.8% of learners had made plans 
to commit suicide 
21.4% of learners had actually 
attempted suicide on one or more 
occasions”

Khululeka, ICDI (2015)

SA Federation for Mental Health 
(SAFMH) 2011-2012 Youth and 
Mental Health surveys.
Mamas and Papas 2012 pg. 92 –93.

SAHR 2012/2013 Corrigall pg. 104

A call for more attention to the psycho-social needs of SA’s young children. The highest percentage of children where 
there was reason for concern was found in the Eastern Cape (37%). The study found that, in the main, children from 
urban and semi-urban regions seem to fare better than those living in rural areas.

Common mental health issues in children:
• Anxiety disorders
• Depression
• Attention Deficit Hyperactivity Disorders (ADHD)
• Bipolar disorders
• Schizophrenia

SA children are at risk of abuse and being the victims of violence in the home as well as being frequently exposed to 
violence to others in the home and to high levels of community violence: in the Lavender Hill and Steenberg areas in 
Cape Town 70% of a sample of primary school children had witnessed violence.

iv) 
Mental health of 
caregivers of rural pre-
school children

2010:
Burden of mental health 
problems described in caregivers 
of children 4-6 years in a rural 
environment of poverty and high 
HIV seroprevalence (KZN 39.5%). 
Asenze - ongoing longitudinal 
epidemiological study of health 
and psychosocial needs among 
preschool children and families in 
outer-west region of eThekwini. 
(Chhagan)

Chhagan et al. 2013 Findings:
• 31.3% of caregivers screened positive for at least one psychiatric disorder with PTSD being the most common.
• Data supported need for mental health treatment intervention in SA, esp. directed at PTSD and depression, 

taking into account high burden of poverty, HIV and childhood mortality.
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v) 
Poverty and 
psychiatric disability 
in urban and rural 
communities

2004:
A study undertaken in 2004 
is presented in two parts: it 
investigates the relationship 
between chronic poverty, 
disability and occupation (PDO) in 
peri urban informal settlements 
and remote rural areas and 
describes costs and coping 
mechanisms of households. 
(Duncan)

Duncan et al. 2011 Part 1: 
Cultural explanations for health conditions are given in isiXhosa with an approximate English translation.
Clusters of disadvantage, compromised resilience, multi-layered costs and hidden consequences are described,
The impact of de-instutionalisation and under developed primary public mental health services on poor households 
and on the fight against poverty cannot be underestimated. Impoverishment and asset depletion associated with 
mental illness in the context of chronic poverty, suggests that psychiatric disability is not an individual experience.” 
Support of households, caring for a mentally ill member, in order to regain or attain resilience – revitalising PHC 
principles and endorsement of Community-based approaches.

Part 2:
Burden of psychiatric disability in context of chronic poverty illustrates how individuals and families are  “locked into a 
marginalized state of existence”.
Self-action and interaction is strengthened by “occupation focussed practice” and disability inclusive development to 
alleviate “the alienation and marginalisation” of people in chronic poverty

vi) 
Human resources (HR) 
for Mental health 
services in rural areas 
in SA

2011
Mental health service delivery in 
SA 2000 to 2010: Some progress 
in decentralised care for severe 
mental disorders but insufficient 
resources to support community 
based services. (Petersen)

Petersen and Lund 2011 Substantial gaps in service delivery remain

“Substantial gaps in mental health service delivery remain.”
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vii) 
Access to Mental 
health treatment 
and substance abuse 
treatment services in 
urban 

MH and substance abuse services 
are lacking, evidence suggests 
poor rates of detection and 
major gap between demand and 
supply of treatment services, esp. 
substance misuse.

Inpatient staff/ bed ratios 0.20 
to 0.59 much lower than in high 
income countries. Linked to low 
priority given to mental health 
services and resultant minimal 
resource allocation

Corrigall pg. 103

SAHR 2012/2013 Corrigall pg. 103

For violence, only mortality data available which will underestimate violence against women and carries a significant 
time lag.

Intersectoral nature of many risk factors for violence, alcohol abuse and common mental health disorders policies, 
legislation and interventions rely on govt. depts. other than health resulting in opportunities but also challenges.

h) 
Disability / 

Rural Rehabilitation 

2013:
“[Disability] figures in poor 
communities will be higher, 
and in rural or peri-urban areas 
with poor infrastructure, more 
minor impairments will be more 
significantly disabling.” (Sherry)

Sherry 2013

Lorenzo et al. 2013 pg. 6

Philpott 2005  

WHO 2011 

Poverty is a major barrier for disabled youth in accessing livelihood assets - other barriers include insufficient financial 
resources,
An inaccessible transport system, poor education and training and inadequate family support.

Disability is one of the key determinants of poverty and persons with disabilities are one of the poorest groups in 
society” (Philpott)

Disability links to poverty: Households with a disabled person are more likely to be poor. Disabled people experience 
higher health care costs, and where transport is an issue, this will be more pronounced. Where rural areas lack access 
to services, the vicious cycle of disability and poverty will be more significant. Disability on the whole is higher in rural 
areas (WHO 2011). 
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i) 
Clarification of 
terminology 

2011:
“ Disability is one of those words 
whose definition tears apart 
scholars and policy makers” 
(Nkuepo)

Nkuepo 2011 pg. 6

CRPD Article 1

DSD, DWCPWD, UNICEF, 2011 

“Person with disability is one who has a long-term physical, mental, intellectual or sensory impairment which may 
hinder her/his full, effective and equal participation in social activities.”

Disability is defined as: 
Disadvantage or restriction of activity participation caused by way society is organised.
Arises from the interaction between a child or adult with impairment and the context in which they function. 
Numerous disabling barriers, compounded by high level of poverty, mean that disabled persons are not able to access 
basic services, their rights are denied and their marginalisation is entrenched.

Impairment is defined as: 
Part of the body impaired in some way and consequently limited in it’s functioning (e.g. physical –mobility,  sensory – 
communication: speech, hearing or visual, mental – cognitive, intellectual
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ii) 
Prevalence of 
disability in SA (adults 
and children))

2011:
“World Report on Disability 
estimates that at least 15% of 
[SA] population has a disability of 
some kind”. (Sherry)

2012:
SA: persons aged 5 years and 
older classified as disabled – 
overall rate (5.1%)

Disability prevalence:
• highest: FS, NW, NC 
• lowest: GP, WC
Appears to mirror socio-economic 
gradients:
Adults with disability:
• Highest: quintile 1 

(poorest) Lowest: quintile 5 
(wealthiest)

Measurement of childhood 
disability is difficult. UNICEF 
with Washington Group on 
Disability Statistics working on 
new methodologies suitable for 
children aged two to 17 yeas.

HIV related disability

One in every 10 children has 
some form of chronic illness 

SAHR 2003/04 McLaren et al. Chap 
12 pg. 163 

Sherry 2013

General Household Survey (GHS) 
2012 Stats SA (reported in SAHR 
2013/14 pg. 218)

Chagan and Kauchali  2011

Mlambo et al. 2011 

Abubakar, 2004

Sherry 2013

2004: 
Key messages: 
• Disability prevalence data needs to be interpreted with caution
• Construct, concept and definition of disability is complex
• Quantitative data on its own is insufficient to describe the experience of being disabled
• People with disabilities are not a homogenous group and inequities exist especially among those with “silent” 

disabilities (linked to cognitive and psychiatric impairments

Prevalence of disability (%) - persons aged 5 years and older (GHS 2012)

EC FS GP KZN LP MP NC NW WC SA

6.0 7.6 3.5 5.0 5.0 5.4 7.1 7.2 4.6 5.1

Prevalence of hearing disability (%) aged 15 years and older (GHS 2012)

EC FS GP KZN LP MP NC NW WC SA

10.8 14.3 7.0 13.6 10.5 10.3 4.0 7.2 9.0 9.5

A study in rural KZN (Valley of a thousand hills) using the Ten questions screen found a prevalence of children with 
developmental disability aged 2-9 years of 7%

As more people live with HIV as a result of ART, higher disability levels must be expected. Disability may be permanent 
or episodic, and may include physical, developmental and mental health issues.  Small study in Zimbabwe: 59 adults 
on ART: 61% had reduced their usual activities due to the illness, 36% had stopped certain activities completely. 
ARV naïve children 0-2 years: 77.6% motor delay, 63.5% cognitive delay, 49.2% language delay

“[Disability] figures in poor communities will be higher, and in rural or peri-urban areas with poor infrastructure, more 
minor impairments will be more significantly disabling.” (Sherry)
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iii)
 Risk factors for 
childhood disability 
in SA

2011:
A situation analysis of children 
with disabilities in SA, conducted 
by Philpott and McLaren for 
DSD, DWPWD and UNICEF was 
published in 2013. It aimed 
at addressing the national 
knowledge gap re: prevalence 
as well as identifying key factors 
contributing to child disability and 
inequalities faced by the children.

Sherry 2013

DSD, DWPWD, UNICEF 2011  

Many children with disabilities lack basic health care, mortality may be four times higher than children not living with 
disabilities
Disability- poverty relationship: Exacerbated by poor maternal and childcare. Malnutrition is responsible for the large 
burden of developmental impairment. 

Health-related risk factors: 
• Prematurity, Birth defects (genetic, hereditary factors), Congenital (non-genetic factors)  
• Sequelae of common childhood illnesses related to perinatal problems, problems during birth (HIE), Infectious 

diseases, LTHCs of multifactorial aetiology 
• Lack of early access to rehab intervention causing magnification of the extent and severity of disability resulting 

from a physical or sensory impairment

Environmental-related risk factors: 
• Nutrition: under-nutrition, anaemia (iron deficiency), micronutrient deficiencies (lack of Vit. A)A may result in 

corneal scarring)
• Foetal Alcohol Syndrome (FAS), Foetal Alcohol Spectrum Disorder (FASD 
• Water and sanitation
• Air and lead pollution 
• Violence, injury, neglect, child abuse

iv) 
Sexual abuse of 
children with 
disability (CWD)

2012
Endemic sexual abuse of children 
reported by Self Help Group in 
Orange Farm, GP.
Research on disability, sexuality 
and HIV in children (HEARD).

“ The incidence of child sexual 
abuse in southern Africa is high 
enough to be seen as an assault, 
a war upon our children” (Graca 
Machel).

Afrika Tikkun, Elphick 2012

HEARD Hannass-Hancock 2013

HSRC, 2004.

There is a high prevalence of sexual abuse and a low rate of reporting and conviction. SA has a good legal and policy 
framework but CWD have poor access to protection and justice. There are very few people who know how to provide 
services to children with disabilities who have been sexually abused. 

Disability Project, HEARD “Breaking the silence and closing the gap: Accommodating young people with disabilities in 
sexuality education through sensitising educators in southern Africa: Pilot Study.  
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v)
 Knowledge of HIV 
transmission by youth 
with disabilities

2009:
No data on prevalence of HIV 
among persons with disability. 
Study in KZN district found 
youth with disabilities aware 
of risk factors, however had 
misconceptions about modes of 
transmission (Chappell).

Chappell and Radebe 2009 Due to negative community beliefs surrounding disability and sexuality, youth with disabilities are more vulnerable to 
abusive and unhealthy relationships and more at risk for HIV.

vi) 
Women with 
impairment/ disability

Frohmader 2010

Mgwili et al.  2006 pg.. 273

Nkuepo 2011 pg. 7

Naidu et al. 2005 pg. 7

Dickman  et al. 2006 pg.  117

Medical needs of women with impairment are three times greater than those of other women.

Domain of sexuality and reproduction for women with impairment is a ‘site of oppression’ .  In EC  they were 
traumatised by poor attitudes of nurses and doctors, feeling oppressed and punished.

Rate of violence against women with impairments is higher than other women being extremely vulnerable to gender-
based violence with limited access to the criminal justice system and to support services.
Instances of sexual assault involving a complainant with intellectual disability are usually not reported, if they are the 
conviction rate is well below that of the general population.
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vii) 
Rehabilitation services 
in rural areas

2012: 
An example of Rural rehab at 
Zithulele hospital EC:
Serve population of 100 000 
people; 100 known children with 
Cerebral palsy (CP); Need for 
Rehab increases with more and 
more survivors of HIV;  
Of 138 people seen at rehab for 
treatment for Cerebral Vascular 
Accident (CVA) i.e. stroke, 22% 
were under 45 years old, meaning 
that they are “young strokes” 
often due to HIV.  Staffing in 
Eastern Region of EC:
Only 56% of district hospitals 
have a physiotherapist employed. 
Chances of having just one each 
of the full quota of an audiologist, 
SLT and or OT is tiny. Community 
Service (launched 2003) is an 
excellent way to get therapists to 
places which have none.
In the last 6 years 5 rehab 
community service therapists 
have chosen to stay on at 
Zithulele for longer than their one 
year placement. (Galloway)

Galloway 2012

Bateman 2012

Sherry 2013 

Sherry 2013 

• Rehabilitation services are scarce in rural areas.’ One size fits all’ policies starve the departments of staff, budgets 
and vehicles, thereby shortening patients’ lives and reducing their chances of lasting quality of life. 

• Problems include: bed occupancy duration, mismatched placement of professionals and community service 
therapists, and technical support staff and insufficient dedicated transport (transport allocated first to doctors 
and admin staff). 

• Challenges faced by rural therapists: constant staff turnover, insufficiently skilled or motivated HR departments, 
little support for staff retention, unclear operational mandates of DoH and DoE that prevent children with 
disabilities accessing their right to rehabilitation, no clarity regarding which department responsible for provision 
of assistive devices for school age children especially those already at special schools, significant educational, 
geographical and socio-economic barriers leading to delays in accessing care, poor return to function and sub- 
optimal rehabilitation outcomes, insufficient budget (e.g. no ring fencing for appropriate assistive devices). 

• Dearth of schools for children with special needs in rural areas, children remain un-assessed unassisted, and 
unplaced in education facilities.

Rural Rehab (RuReSA) is an opportunity to improve the outcomes of rural health care and is a crucial strategic 
intervention to reduce SA’s quadruple burden of disease. 
Rehab focuses on basic independence for rural people experiencing disabilities, affirming their right to dignity and 
enabling families to break out of associated poverty cycle.
Acknowledging that the invisible have a voice and that disabled people have a right to self-determination (CRPD 2006). 
• It is estimated that there are between 1.5-7.5 million people in South Africa experiencing disability.
• However due to barriers to access, people with disabilities are seldom seen in schools, at work or on the taxi. 
• Rural Rehab contributes to qualitative health outcomes, it is relationship-based and generates indirect socio-

economic by-products.  
• HIV and Rehab: HIV-positive infants have increased risk of cerebral palsy and developmental delay, while adults 

with HIV have increased risks of strokes, meningitis, spinal cord injuries and impairment of vision, hearing, 
mobility, movement and mental functioning. 

• National Strategic Plan (NSP) on HIV, sexually transmitted infections and TB includes rehabilitation as a service 
needed in South Africa for “sustaining health and wellness”. 

• NSP identifies disabled people as a vulnerable group requiring targeted attention.

“Rural disability obstructs livelihoods, incurs a wide range of costs and plunges entire households deeper into poverty” 
“Rehabilitation plans for the thousands of people with disabilities must be included in NHI” (Sherry)
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viii)
Rehab professionals 
employed in the 
public sector /

HR for rehabilitation 
services in rural areas

2013:
Categories of Rehab 
professionals: 
• Occupational therapist (OT):
• Physiotherapist (PT):
• Speech language-therapist 

(SLT)
• Audiologist (Audio)

SAHR 2013/14 pg. 293 No of rehabilitation personnel in the public health service per 100 000 population (2013)

Rehab 
professions

EC FS GP KZN LP MP NC NW WC SA

Occupational 
Therapy (OT)

1.9 3.2 2.8 1.9 3.9 2.2 4.7 1.4 3.1 2.6

Physiotherapy 
(PT)

2.6 3.64 2.28 3.01 3.13 2.15 6.15 2.49 3.24 2.80

No data for Speech language therapists and Audiologists in SAHR.

OT:
Lowest: NW, EC, KZN
Highest: NC, LP, FS

PT:
Lowest: MP, GP, EC
Highest: NC, FS, WC

x) 
Attitudes to disability: 
implications for health 
professionals

2005:
Negative attitudes to children and 
adults with disability impact on 
their participation in medical and 
rehabilitation services. (Masasa)

Masasa et al. 2005 pg.  40, 43 Rehabilitation professionals should be trained to be ‘culture sensitive’ and to respect value systems and beliefs of 
their clients. Some beliefs may delay early identification and intervention. Interaction with traditional healers is 
recommended. Barriers such as public transport (poor attitudes of taxi drivers) in accessing hospital rehabilitation 
programmes should be recognised.
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I) 
National HR data for 
health professionals – 
Medical practitioners, 
Nurses, Pharmacists 
(vacancy rates for 
2008  – 2013)

2008: 
Vacancy positions in public  health 
sector: 
• 34.9% Medical practitioners  
• 40.3% Professional nurses 
• 50.0% Pharmacists in some 

provinces

2010: 
Ageing population of nurses: 
• 40% of registered nurses 

may retire in the next 5 to 
10 years 

• almost 1/3rd) of all 
categories of nurses may 
retire in the next 5 – 10 
years (Lloyd))

2013:
Data on healthcare personnel 
numbers obtainable from various 
sources (mostly inaccessible).
Data held by statutory health 
councils generally overestimate 
number of professionals available, 
and cannot accurately show  
where they are practicing (WHO).

SAHR 2008:Health and Related 
Indicators Health personnel

HSRC report 2008 Wildschut and 
Mqolozana

NHI Proposal 2011

Lloyd, Sanders, Lehmann In Ch.17 
SAHR 2010 . 

SAHR 2013/14: Health and Related 
Indicators pg. 286

Global Health Workforce Alliance, 
WHO. 2013.

• Professional nurses and senior doctors account for most of the shortages in expertise 
• Vacancy rates in some hospitals more than 40% 
• Some clinics have no access to doctors at all 
• Psychiatric personnel shortages especially in rural areas 
• Reasons for vacancy of nurses:: 
• not a well-paying job, low recognition, low promotion potential, long unsociable hours of work, risk of HIV 

infection, migration (HSRC report). 
• cuts in provincial budgets, closing down of nursing colleges, migration out of SA (NHI proposal) 

Since 1994, there has been a dramatic decrease in the ratio of nurses to population in South Africa: 
• 1994: 251 nurses per 100 000 population
• 2007: 110.4 nurses per 100 000 population

WHO Third Global Forum on Human Resources for Health highlighted the lack of accurate data on the health 
workforce in SA

ii) 
Provincial HR data for 
health professionals – 
Medical practitioners 
(vacancy rates for 
2010)

2010:
Medical practitioners – includes 
Generalist doctors and Medical 
specialists

Econex Health Reform Note no. 4, 
2010
Doctors: No figures, only a graph

010: 
Highest vacancy rates:
• All health care professionals: LP, EC, FS, NC
• Medical officers (Generalist doctors): LP, NC, FS, MP 
• Medical specialists: LP, KZN , EC

C.3 HUMAN RESOURCES FOR RURAL HEALTH (HR4RH)

The RHAP has undertaken a stock-take of the implementation of the rural chapter in the national HRH Strategy. For more information visit the RHAP website. Chapter 8 that sets 
goals for the recruitment and retention of health professionals to rural areas and can be found on RHAP’s website: http://www.rhap.org.za/ndoh-hrh-strategy-rural-health-chapter/

a)  General human resources for health
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iii) 
Provincial HR data 
for all  health 
professionals in public 
and private health 
facilities (2013)

2013:
Dental practitioners

SAHR 2013/14: Health and Related 
Indicators: 293

Dental practitioners (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

1.93 3.28 2.59 1.34 3.07 3.40 2.86 1.88 2.89 2.38

Lowest:   KZN, NW, EC
Highest:   MP, FS,  LP  

2013: 
Dental specialists

SAHR 2013/14: Health and Related 
Indicators: 293

Dental  specialists (public and private sector) per 100 000  population per province 2013 

EC FS GP KZN LP MP NC NW WC SA

- 0.04 1.13 0.01 0.08 0.03 0.11 - 0.73 0.33

Lowest:    EC,  NW,  MP
Highest:   GP,  WC, NC

2013: 
Dental therapists

SAHR 2013/14: Health and Related 
Indicators: 293

Dental therapists (public and private  sector) per 100 000  population per province 2013 

EC FS GP KZN LP MP NC NW WC SA

0.17 0.09 0.43 1.13 1.50 0.65 0.85 0.52 0.04 0.64

Lowest:   WC, FS, EC 
Highest:   LP, KZN, MP

“Limpopo has the second highest professional nurses / population ratio in the 
country but the second lowest doctor/population ratio.”



C. Health Overall

RURAL HEALTH FACT SHEET 2015                   52                 

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
2013:
Enrolled nurses (ENs) 

SAHR 2013/14: Health and Related 
Indicators: 293

Enrolled nurses (public and private  sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

54.1 36.3 64.1 120.1 84.8 44.8 22.6 24.7 53.5 69.5

Lowest:   NC, NW, ES
Highest:   KZN, LP,GP

2013:
Environmental health 
practitioners (EHPs): 
Ratio of EHPs to population 
falls well below international 
guidelines (Wright)

SAHR 2013/14: Health and Related 
Indicators: pg. 287, 293

Wright et al. 2013.

SAHR 2013/14 
Mathee and Wright: 110, 113

Environmental health practitioners (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

1.29 4.04 1.35 2.89 3.03 4.79 3.39 1.39 0.11 2.21

Lowest:   WC, EC, GP
Highest:   MP, FS, NC

There is inequity in environmental health provision, well below the SA target of one EHP per 15 000 population.
This has implications for PHC re-engineering as EHPs are part of the district team. 
The most affected rural provinces i.e. low numbers of EHP’s are:  
• LP:     25
• MP:    34
• NW:    88
• KZN: 195
• EC:   252

2013: 
Medical practitioners (includes 
GPs)

SAHR 2013/14: Health and Related 
Indicators: 293

Medical practitioners (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

25.7 32.1 33.5 39.5 23.8 25.5 43.8 20.9 34.2 31.3

Lowest:   NW, LP, MP
Highest:   NC, KZN, WC
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2013:
Medical researchers

SAHR 2013/14: Health and Related 
Indicators: 293

Medical researchers (public and private) sector per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

- 0.27 0.23 0.31 0.18 - 0.11 - 0.69 0.30

Lowest:  EC, MP, NC
Highest:  WC, FS, GP

2013:
Medical specialists

SAHR 2013/14: Health and Related 
Indicators: 293

Medical specialists (public and private  sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

3.3 15.9 20.1 8.9 1.9 2.1 2.1 3.6 32.2 11.4

Lowest:   LP, MP,  NC
Highest:   WC, GP, FS

2013: 
Nursing assistants (NAs) 

SAHR 2013/14: Health and Related 
Indicators: 293

Nursing assistants (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

96.9 94.6 73.3 71.3 111.7 48.8 98.2 91.6 91.6 83.4

Lowest:   MP, KZN, GP
Highest:   LP, NC, EC

2013: 
Occupational therapists (OTs) 

SAHR 2013/14: Health and Related 
Indicators: 293

Occupational therapists (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

1.9 3.2 2.8 1.9 3.9 2.2 4.7 1.4 3.1 2.6

Lowest:   NW, EC, KZN
Highest:   NC, LP, FS 
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2013:
Pharmacists

2014:
Study shows even larger 
differences among districts than 
among provinces and that least 
deprived districts have highest 
community pharmacies (Ward)

SAHR 2013/14: Health and Related 
Indicators: 293

Ward et al. 2014

Eagar D. 2014 Opinion piece Mail 
and Guardian 25 July.

Pharmacists (public and private) sector per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

6.5 12.1 11.2 7.4 8.3 6.3 12.6 6.3 18.8 9.7

Lowest:   NW, MP, EC, KZN
Highest:   WC, NC, GP 
  
 
There is an oversupply of pharmacies, at proximity of one another, in urban areas and a lack of pharmacies in rural 
areas. 

Although “… the state’s proposed “certificate of need” will not address inequities in rural healthcare. …There are, 
however, still some opportunities for the private sector to contribute in rural areas. Most small rural towns have 
private pharmacies that have … well-functioning supply chain systems that could, if managed appropriately, help to 
relieve the burden on public sector pharmacies or get medicines where they are needed most”.

2013:
Physiotherapists (PTs)

SAHR 2013/14: Health and Related 
Indicators: 293

Physiotherapists (public and private  sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

2.36 3.64 2.28 3.01 3.13 2.15 6.15 2.49 3.24 2.80

Lowest:   MP, GP, EC
Highest:   NC, FS, WC 

2013:
Professional nurses (PNs) 

SAHR 2013/14: Health and Related 
Indicators: 293

Professional nurses (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

163.7 107.8 131.0 171.1 168.5 127.1 140.6 128.3 111.1 146.8

Lowest:   WC, FS,  MP
Highest:   KZN, LP, EC   
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2013: 
Psychologists

SAHR 2013/14: Health and Related 
Indicators: 293

Psychologists (public and private sector) per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

1.05 1.64 2.35 1.19 1.79 0.54 1.17 1.20 1.89 2.60

Lowest:   MP, EC, NC, 
Highest:   GP, WC, LP   

2013:
Radiographers

SAHR 2013/14: Health and Related 
Indicators: 293

Radiographers (public and private) sector per 100 000  population per province 2013

EC FS GP KZN LP MP NC NW WC SA

6.1 8.3 7.1 6.2 3.1 2.7 10.0 3.3 9.9 6.1

Lowest:   MP, LP, NW
Highest:   NC, WC, FS    
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2008 – 2013:
Comparison for Professional 
nurse (PN), Enrolled nurse and 
Nursing assistant (NA) per 100 
000 population per province 

2013: PNs 
Lowest: WC, FS
Highest: LP,EC

2013: ENs:
Lowest: NC,NW,ES
Highest: KZN,LP,GP,EC

Government PERSAL system as 
reported in SAHR 2008 – 2013 by 
Health Systems Trust (HST)

Professional Nurse (PN) per 100 000 population

Year 2008 2009 2010 2011 2012 2013

EC 114.2 131.7 140.5 153.5 160.1 163.7

KZN 136.3 132.6 135.1 149.4 154.8 171.1

LP 127.5 143.4 151.1 163.5 172.1 168.5

MP 102.9 112.1 118.5 130.9 132 127.1

NW 81.1 105.5 110.8 116.6 122.1 128.3

NC 155 125.4 129 133.2 130.1 140.6

FS 94.5 79.6 78.1 81.3 91.2 107.8

GP 111.7 109.5 119.3 129 132.3 131

WC 123.4 110 108.2 109.7 114.4 111.1

SA 116.6 120.4 125.6 135.4 140.8 146.8

Enrolled nurse (EN) per 100 000 population

Year 2008 2009 2010 2011 2012 2013

EC 3.18 37.1 40.3 47.8 54.4 54.1

KZN 52.2 102.3 100.1 107.6 115 120.1

LP 53.8 57.7 57 80.3 88.6 84.8

MP 38.3 43 44.9 49.8 51.7 48.4

NW 21.9 26.9 25.8 24.8 24.5 24.7

NC 27 18.4 19.3 21.6 21.7 22.6

FS 16.2 18.2 18.2 26.8 30.9 36.3

GP 52.2 50 63.2 68.9 67.2 64.1

WC 54.4 53.1 53.8 54 55.2 53.5

SA 54.4 56.2 58.8 65.8 69.9 69.5



C. Health Overall

57                 RURAL HEALTH FACT SHEET 2015

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT

2013: NAs
Lowest: MP, KZN,GP
Highest: LP,NC,EC

Nursing assistant (NA) per 100 000 population

Year 2008 2009 2010 2011 2012 2013

EC 76.2 87.6 91 96.5 100.6 96.9

KZN 77.1 70.9 66.4 68.6 68.6 71.3

LP 94.7 98.3 94.4 119.2 119.3 111.7

MP 68.7 70.3 66.8 63.3 59.3 48.8

NW 77.3 91.9 91.1 92 89.5 91.6

NC 98.5 79.5 77.8 90.2 91.5 98.2

FS 91.9 97.7 93.2 85.2 84.1 94.6

GP 79.8 72.7 87.3 87.8 80.9 73.3

WC 107.4 98.3 101.9 96.1 97.4 91.6

SA 83 82.8 84.2 87.7 86.4 83.4

Lowest:   MP, KZN, GP
Highest:   LP, NC, EC
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2009:
This chapter aims to identify and 
quantify nursing skills shortages 
in SA.

2013:
The more generous the Nurses 
(measured in the dictator game) 
the more likely they were to 
have chosen a rural job. The 
role of pro-social values as an 
intrinsic motivational factor in 
employment decision has policy 
implications for rural health care.

Wildschut and Mgqolozana 2009 
pg. 132, 133, 146, 147

DoH 2007

WHO 2006

New Zealand DoL

Lagarde and Blaauw 2013 g 5, 25.

Registrar of South African National Council (SANC) states that it is difficult to quantify if there is a shortage of Nurses or 
not. There have been many conflicting estimates and the National Human Resources for Health Planning Framework 
(NHR Plan) (DoH 2006) has not provided clarity.

Existing initiatives to address shortages of Nurses are:
• Short-term:

• Importing skills; Using retired Nurses
• Medium-term:

• Repatriation, recruitment and retention; Emphasis on critical thinking; Rural and Scarce skills Allowances; 
Remunerative structures (OSD for Nurses which increased salaries by 88% 

• Long-term:
• Increased training and focus on PHC; Public-private partnerships; Bursaries; Increasing training capacity.

The government and industry have identified relative scarcity (in terms of recruitment and retention strategies, and 
increasing pay scales), as well as absolute scarcity(as seen in increasing education and training levels, and adjustment 
to migration policy)

The nature of nursing shortages in SA has been established:
• Desired level of health worker coverage 80% - no critical shortage in SA according to WHO 2006
• 80% fill rate – fill rate of 56.43% for midwifery and nursing professionals – definite shortage of nurses in SA (New 

Zealand DoL study 2005)
• Aging workforce; 32.8% of nurses in age group 40-49 years, ,25 only comprise 1.3%. Indicates low number 

entering the profession
• WHO minimum norm: in 2005 SA had 336 Nurses per 100 000 population but there is maldistribution between 

provinces, across rural and urban areas and the public and private sectors.

This paper ”using data from a longitudinal study of Nurses in SA tests the hypothesis by linking experimental measure 
of pro-social preferences and revealed preferences outcomes”. Job choices were observed three years later for more 
than 97% of the sample.

Findings:
• Nurses who self-select into rural employment are more likely to display higher levels of dedication towards 

patients 
• The presence of a Professional Nurse in rural hospitals makes a significant difference to the life of their patients
• Assuming that personal dedication can be nurtured the health workers’ curricula and experience during their 

studies could be used to cultivate positive attitudes towards patients.
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2014:
Rural or Urban? The role of 
nurses dedication in their choice 
of job

2014:
Moonlighting, agency nursing and 
overtime among SA nurses

2014:
What influences job satisfaction 
of PHC Clinic Nursing managers ?: 
Findings from two SA provinces

CHP Policy brief May 2014 

CHP Policy brief June  2014  

CHP Policy brief July  2014  

This relates to research by Lagarde and Blaauw (above)
Evidence suggests that nurses exposed to rural life, as part of their upbringing or training, are more likely to work in 
rural posts

There is concern that in this study, 69% of nurses had done overtime, moonlighting or agency nursing in the previous 
year implying that they are working excessive hours that impacts negatively on patient care. Geographically area was 
statistically significant, moonlighting may contribute to maldistribution as rural or poor areas offer little opportunity for 
moonlighting and agency nursing.

This study focused on 108 professional nurses working as managers in PHC clinics either in urban GP or rural areas of 
FS.
Findings:
• Over 75% had formal PHC qualifications, and 30% were unaware of PHC re-engineering reforms in SA – 

sentiments of a lack of consultation around current reforms and top-down information
• They had moderate levels of job satisfaction, decreasing as they got older
• Highest scores: personal satisfaction, professional support, training, prospects and standards of care
• Lowest scores: workload and pay
Job satisfaction predictors (ability to choose the clinic to work in, feeling too tired to work while at work, experiencing 
verbal abuse) have not been high on the agenda during workforce discussions.

b) Human Resources for Health (HRH) - needs in  rural areas

i) 
HRH needs for next 5 
years (2006 – 2011)

2006: 
225 000. +/64 000-80 000 needed 
over next 5 yrs 

SAHRC 2007 
Health Sector Roadmap 

Econex Health Reform Note 7 
October 2010
Updated GP and Specialist numbers 
for SA pg. 4

Medical practitioners have increased but not proportionally to the increased burden of disease and not clear where 
the increases are placed; 9.7 to 12 billion needed. 

There is a decline in the absolute number of doctors in SA. If resources for health improve, there will be an increase in 
demand, and SA does not have enough doctors to deal with current demand, (see vacancy rates) let alone increased 
demand. 
Assumptions: 
• Training: max training capacity for GPs is 1 400 graduates per year 
• Potential net addition of 1400 doctors added each year: GPs 790 and specialists 610
• Assumption age: 41.7% of all specialists working in SA are older than 50, 33.5% of all GPs are older than 50
• Retirement: 398 GPs and 268 specialists retire each year
• Exiting: 1.4% of specialists exit due to illness and death, 1.4% of GPs exit each year due to illness and death, 1% 

of all doctors exit due to reasons other than retirement or illness and death
• Emigration: 25% of those GPs and specialists added to the stock each year would emigrate. 

Conclusion: large increases in the stock of doctors will be required: there will be a supply constraint
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ii) 
HRH shortages in rural 
areas

2014:
The HRH shortages are highest in 
the rural areas

Public health sector staffed 
by 30% of doctors providing 
health care for 84% (40 million 
uninsured people) of the popn. 

Especially in EC, state hospitals 
are in a state of crisis, 
infrastructure is run down 
and dysfunctional due to 
underfunding, mismanagement 
and neglect. (Mayosi 2014). 

Other provinces are also affected 
(Coovadia, Mayosi 2009)

2013
A study used the Delphi technique 
to identify major challenges 
and priority interventions for 
rural health care provision in SA 
(Versteeg)

Mayosi and Benatar 2014 pg. 371.

Death and dying in the EC,TAC 
and Section 27 Catalysts for Social 
Justice. 2013.

Coovadia et al. 2009. pg.. 817-34

Versteeg, Du Toit and Couper 2013 
pg. 119

Specific policies and strategies required to address rural health challenges and to ensure improved access to quality 
health care in rural South Africa. In addition, a change in organisational climate and a concerted effort make a career in 
rural health appealing and adequate funding for rural health care provision are essential.

iii)
Factors affecting 
lack of health 
professionals working 
in rural areas

HRH 2011 pg. 31 • Funding
• Historical deficiencies in infrastructure
• No additional benefits for working in more inhospitable settings or policy priority settings
• Fear for safety
• Lack of opportunities for schooling children
• Lack of work opportunities for spouses of health workers
• Poor social infrastructure
• Lack of strategies for recognising and compensating for these negative factors
For patients: 
• Access to health care is generally more difficult
• Rural communities face additional economic costs in accessing the health care system
• Indirect costs including transport are higher for the rural poor
• The consequences for individuals of a failing in a poorly resourced health system are more costly to rectify than 

among the urban poor
• How the HR are used to achieve desired outcomes are different due to the different circumstances and may 

require higher staffing ratios with special skills
• People living in rural areas are often poor and the health status of rural communities is generally poorer than 

communities in urban areas.
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iv) 
Salaries / financial 
incentive strategy: 
Occupation Specific 
Dispensation (OSD)

2013:
In 2007 a financial incentive 
strategy - OSD was introduced  to 
attract, motivate and retain health 
professionals in public sector. 
Implementation commenced with 
the nursing sector. 

Ditlopo et al. 2013 Study to examine implementation of OSD for nurses found a number of implementation weaknesses:
• Only a few pre-conditions were met and these undermined the process e.g. the public sector human resource 

database and SA Nursing Council (SANC) register of specialised nurses were incomplete and inaccurate
• Not enough time had been given to consider time and resources, dependency relationships, task specification, 

communication and co-ordination.

Conclusion: implementation of financial incentives requires careful planning and management to prevent loss of 
morale and staff.

v) Educational 
facilities

Lacking in rural areas SAHRC 2007 Lack of educational facilities act as a barrier in attracting health professionals staff to rural areas
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c) 
Clinical Associates 
(CAs)

2011:
New mid-level medical worker 
called Clinical Associates (CAs) 

Doherty et al. 2013

Couper 2014 pg. 1

RHAP Rural Health Update (No. 1) 
2014 pg. 1, 2

SAHR 2013/14 Health and Related 
Indicators pg. 287

Purpose of CAs: to strengthen health care at district hospitals (revitalising primary health care). 
CAs must work under the supervision of doctors; skills are generalist rather than specialist. 
Bachelor’s degree course currently at 3 of SA’s 8 medical schools. Challenges: 
CAs must be produced in greater numbers, and the required funding, training capacity, public sector posts and 
supervision must be available. Retaining them will depend on the public system becoming an employer of choice. 

Decision to develop CAs made in 2002. Scope of practice was aligned with the needs of the health service esp. in 
rural district hospitals. National curriculum developed with implementation in three faculties (University of Pretoria, 
University of Witwatersrand, Walter Sisulu University). First graduates started in 2011 making important contribution 
to rural health care. The profession needs to adapt itself to the changing realities of the SA context.

The role of the CAs are described in this Rural Health Update in terms of improving access to quality health care for all 
rural communities. 
Gives Quick Facts include:
The national strategies for improved access to Human Resources for Health, the history of the CAs as well as the role 
and place of CAs, decentralised training, the challenges impeding short and long term impact of the CA Programme, 
labour related problems, undefined career pathways, supervision and the low priority by policy makers and lack of 
cost-effectiveness / impact studies.

The number of CAs registered with HPCSA remains low: only 130 of 220 on register are employed in the public sector 
(according to PERSAL data). A minimum target of 1 350 CAs (the equivalent to 5 per district hospital).
The resources for an increase in production of CAs “have not been identified or mobilised to date”.

d) 
Medical students

i) 
Rural origin health 
science students 

2003:
Study investigating career choices 
of medical graduates of rural 
origin and determining the 
proportion practicing in a rural 
area.

2009:
Study on undergraduate students 
admitted from 1999-2002 to 9 
health science faculties: 59% 
were from cities, 15% from towns, 
26% from rural areas.

e Vries and Reid 2003

Tumbo et al. 2009

Findings:
Medical graduates were more likely to choose rural careers as well as general practice than urban-origin students. 
Recommended that selection criteria of medical faculties be reviewed with regard to rural origin and that career 
aspirations of applicants to medical schools be taken into account in selection.

Sample: 
The proportions of rural – origin students were: 
Medicine: 27.4%, Physiotherapy: 22.4%, Occupational therapy: 26.7%, and dentistry: 24.8%. 
Thus the proportion of rural – origin students was considerably lower than the national rural population ratio. 
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“The three big inequities” (SEE BELOW)
SA health care system categorised as high income, low performance, due to relatively high per capita income, large health expenditure, and high under 5 mortality rates. Econex, 
quoting an article from 2000

1. Public private, urban rural care, hospital community care inequities

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
a) 
Distribution of 
Medical practitioners 
and Nurses in public 
sector

2011:
40% of the Medical practitioners  
and 60% of the nurses and serve 
the 85% of the population using 
the public health sector 

NHI proposal 2011 See 1.d) below for % of Medical practitioners working in public sector

b) 
Ratio of Medical 
practitioners per  
1 000 population in 
private and public 
sectors 

2009:
Private sector: 
• 3.34 Medical practitioners  

per 1 000 people/ one 
Medical practitioner for 299 
people. 

Public sector:
• 0.34 Medical practitioners  

per 1 000 people/ one 
Medical practitioner for 
2941 people. 

Couper and Hugo 2009 

NHI proposal 2011

See 1.d) below for % of Medical practitioners working in private and public sector

c) 
Ratio of  Medical 
practitioners per  
100 000 population  

2010:
Medical practitioners: (GPs and 
Medical specialists)  55.3
per 100 000 population: 
• GPs 35.9 per 100 000 popn.
• Medical specialists: 19.4 per 

100 000 popn.

Econex Health Reform Note 8: Nov 
2010. The Human resource supply 
constraint: the case of Doctors: 
2010 pg. 8

Update for HRH figures

C.4 INEQUITIES
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d) 
Distribution of 
Medical practitioners 
(GP and Medical 
Specialist)  in private 
and public sectors

2010:
Almost equal distribution of GPs 
in private and public sectors:  
• 2.723 people per private GP
• 2.861 people per public GP

Large difference in distribution of 
Medical specialists in private and 
public sector:
• 1.767 people per private 

medical specialist
• 9.581 people per public 

medical specialist

Econex Health Reform Note 7: 
Updated GP and specialist numbers 
for SA Oct. 2010 pg. 4, 5

SAHR 2008, 2009, 2010, 2012, 
2013/14 Health and Related 
Indicators Health Personnel 290

These figures do not use HPCSA data: HPCSA does not distinguish between doctors working in SA and those not 
practising here, or not practising as doctors. Econex researchers used PERSAL for General Practitioners (GPs) and 
Medical specialists in public sector, and medical scheme industry estimates for private sector. They emphasise the 
danger of using the HPCSA figures from ANC NHI proposal (September 2010) and Health Systems Trust.

In the updated estimates of active doctors based on 3 scenarios Using the updated numbers from scenario 3  the 
public private split (Table 1). looks substantially different from the estimates by Wadee and Kahn (2008) reported in 
the media. 

The revised distribution (Table 2) looks similar to the most recent estimates of the College of Medicines in SA (CMSA):
Total number of Doctors : 27 432 [12 186 in private sector and 15 246 in public sector]

GPs Private: 
42.1% (CMSA)
38.1% (Econex) 

GPs Public:
57.9% (CMSA)
61.9% (Econex)

Medical specialists Private: 
55.6% (CMSA)
56.2%  (Econex)

Medical specialists Public
44.4% (CMSA)
43.8% (Econex)

Growth in numbers of medical practitioners (including specialists) registered with HPCSA, 2008-2013)

Year 2008 2009 2010 2011 2012 2013

Medical Practitioners includes 
Medical specialists

33.259 35.707 36.912 37.583 38.444 39.847

Medical Interns 3.643 3.006 3.619 3.862 3.338 ?
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e) 
Estimates of total 
number of Nurses 
actively working in SA

2010:
Nurses trained in 2009: 15 910
Average attrition rate for last 5 
years us 42.9% (i.e. trained but 
not registered)

Total actively working in SA:  
Nurses :189 718
RNs:        92 563

Private vs. public: 
• Private: 41.4% private 
• Public:  58.6%

There has been a decline in RNs 
as a % of total nurses registered 
from 42.1% (2000) to 16.6% 
(2009)

Nurses over 50 years of age:  
• RNs    43.7% 
• ENs    24.5%
• ENAs 25.3% 

7.3% of all nurses registered 
with SANC in 2004 were 
working in 7 OECD countries (an 
underestimate)

Econex Health Reform Note 9: 
Nov 2010. The human resource 
constraint: the case of Nurses 2010, 
pg. 1-5

Problems with data source i.e. SA Nursing Council (SANC) registry includes all nurses registered in SA not only those 
actively working in the country. Nurses working abroad and in other occupations as well as those in private work in 
pharmacies, clinics, mining hospital and NPOs also registered.

The mix of types of nurse (RNs ENs ENAs) has changed: there are fewer RNs. This is important in the light of e.g. task 
shifting. 

There is a great need for more and better qualified nurses in the public sector.

f) 
Urban-rural health 
care for uninsured 
population (i.e. not 
covered by Medical 
Aid)

2009:
Urban province:
Average of 30 Medical generalists 
and 30 Medical specialists per 
100 000 population not covered 
by Medical aid. 

Rural province:
Average of 13 generalists and 
2 Medical specialists per 100 
000 population not covered by 
Medical aid.

Couper and Hugo 2009 See 1.b) rural section above
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g) 
Hospital-community 
care in private and 
public sectors

2008:
A SA study, using an adaptation 
of the WHO workload indicator 
of staff needs tool, investigating 
HR requirements for PHC in South 
Africa (focussing on six of the 
poorest districts (Daviaud and 
Chopra)

Daviaud and Chopra 2008 Findings: 
• only 7% of the required doctors were present at clinics and community health centres
• although overall 94% of the required number of Professional nurses were present there was wide variation 

between districts (some districts having excesses, some having shortages)
• the number of enrolled nurses was 60% (as it should be)
• there were 17% too few enrolled nurses
• the wide variation in staffing levels between facilities lead to inefficient use of professional staff.

Private sector:
For every R100 spent on health care -  R36 is spent on hospitals, R27.70 on Medical specialists and only R7.70 is spent 
in Medical general practice. 

Public sector: 
95% of doctor time is spent in hospital; for every 50 000 people dependent on the public service :16 doctors in the 
hospital and 1 doctor in the community 

h) 
Factors influencing 
health worker (HW) 
employment decisions 
in SA (public, private, 
NGO)

2013:
Lack of information about the 
non-financial factors influencing 
health workers (HWs) choice 
of employer (public, private or 
NGO) or their choice of work 
location (urban, rural or overseas) 
(George).

George et al. 2013 pg. 15 and 16. Study took place among professional nurses, staff nurses and nursing assistants in urban and peri-urban KZN (3 public, 
2 private hospitals and one NGO).

HWs in public sector reported the poorest working conditions (participants’ self-reports on stress, workloads, levels of 
remuneration, standard of work, premises, level of HR and frequency of in-service training.
To minimise attrition from overburdened public-sector workforce and negative effects of overall shortage of HWs, 
innovative efforts are required to address the causes of dissatisfaction and to further identify the non-financial factors 
that influence work choices of HWs.
“There I much more to motivation and retention than remuneration” pg. 16.

“A study in the 6 poorest districts found that 94% of the required number of professional nurses were present, yet 
there was wide variation between districts; with some having excesses and others shortages.”
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i) 
Affordability of health 
care 

2007:
16.6% or 5.2 million people 
experienced difficulties in 
accessing health care (Shishana).

2010:
Basic primary care services 
became more affordable to lower 
income groups (Econex

Shisana et al. 2007 

Econex  Health Reform Note 1 
March 2010. The Role of PHC in 
health reform pg. 2, 3

ii) 
Affordability of key 
health services: 
3 tracer conditions: 
• Obstetric care, 
• TB treatment 

and 
• ART

2013:
Research conducted at 2 urban 
sites in GP and WC and at 2 
rural sites in MP and KZN on 
affordability of health services: 
the degree of fit between the 
costs of seeking health care and a 
Homestead head’s (HH) ability to 
pay (Cleary)

Cleary et al. 2013 Factors associated with indicators of affordability: Differences in affordability between  rural and urban:
 In rural areas: 
• Costs were higher (particularly transport costs)
• Ability to pay was lower
• Greater proportion of HHs selling assets or borrowing money 
E.g.: 40% of TB and ART service users in a rural site (Hlabisa) had to borrow or sell assets to cope with health care costs
Also: costs for transport for TB patients higher in Mitchell’s Plan (urban WC): because of the daily trips for DOT (policy 
needs revision)
Differences among tracers: 
• higher percentage of HH receiving TB/ HIV treatment borrowing or selling assets than obstetric care
• TB and HIV require expenses to be incurred on an ongoing basis: therefore how will coping strategies be 

sustainable?
Conclusion: affordability needs to be considered in relation to dynamic costs of treating different conditions, and 
timing of treatment in relation to diagnosis. The frequently high transport costs associated with treatments involving 
multiple consultations can be addressed by initiatives that provide close to client services and subsidised patient 
transport for referrals
This study: costs of transport to a health facility higher for obstetric care than TB and ART services: far fewer facilities 
provide CEOC
They found that the ‘free care policy’ is not being fully implemented in some areas (Obstetric services at one of the 
rural sites)

2. Affordability /accessibility inequities

a) Affordability
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i) Equity in access 2013:

Relative deprivation provides 
an aggregated measure of the 
social determinants of health 
such as access to basic services 
(water, sanitation and electricity) 
and socioeconomic status 
(employment, education and 
levels of poverty) in a district 
(Eagar).

Eagar on District Health Barometer 
(DHB) 2013/14 07 November 2014. 
Comment: Care is cast aside beyond 
the city limits pg.3

Equity in access is a function of how and where the government invests in the health system. This does not necessarily 
mean privileging rural over urban, but rather involves proper planning and investment in health systems that work in 
context. At present this does not happen and apartheid era structural inequities are allowed to persist in healthcare

ii) 
Accessibility to health 
care and facilities

2010:
People that consulted a health 
workers across income groups 
(quintiles): 
74.9% in quintile 1 to 83.1% in 
quintile 5

Econex  Health Reform Note 1 
March 2010. The Role of PHC in 
health reform.
(data from General Household 
Survey)

The likelihood of consulting a health worker when ill is relatively high and reasonably constant across income groups
There is also a decrease in travel times. 
However, 15% of the poorest quintile still lives more than 1 hour away from nearest clinic and 20% live more than 1 
hour away from nearest hospital. 

iii) 
Access to medicines 

2014:
Shortages of medicines at public 
facilities, unaffordable medicines 
in public sector, lack/shortage 
of pharmacies in rural areas vs. 
oversupply of pharmacies at 
proximity of one another in urban 
areas (Ward).

Ward et al. 2014

Laing 2014 Annual David Saunders 
Lecture UWC

Several future hopes and challenges for SA:
• Still to be unveiled NHI which will hopefully include access to essential medicines in its package
• Reform of the Medicines Control Council to speed up drug registrations
• Reform of patent legislation resulting in faster access to generics.

iv) 
Access to hospital 
beds 

2011:
More than twice as many hospital 
beds per private vs. public 
beneficiary. 
Number of beds in private sector 
has increased (bed occupancy 
65%, 10 000 oversupply) vs. 
decrease in public sector.

NHI proposal 2011

CMS Annual Report 06/07

b) Accessibility
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v) 
Health service 
utilization 

2011: Study of inequities in 
access to health care in South 
Africa.

Harris et al 2011 Rural Informal - urban Formal -urban

Outpatient visits per person / year

Clinic / CHC 2.8 2.2 1.6

Public hospital 1.0 0.9 0.8

Private 0.7 0.9 1.7

Total outpatient 4.6 4.0 4.1

Inpatient admissions per 1000 people / year

Public 58.3 100.1 93.9

Private 4.0 3.5 33.6  
 
Other results: 
• The poorest quintiles mainly visited PHC facilities, while the richest were thrice as likely to use tertiary hospitals 

(pg. /s111)
• For rural dwellers and those living in informal urban areas, total utilization of in-patient private facilities was a 

tenth of urban formal residents
• Large differentials in private admissions between those in poorer more rural provinces of LP (2.3 admissions), MP 

(6.7 admissions) and EC (6.9 admissions) versus urban better resourced provinces of Gauteng (32.5 admissions) 
and WC (32.8 admissions)

• Availability: Distances and travel mode to facilities: the majority used public transport (45.2%) or walked to 
outpatients (37.0%) although two thirds of the richest used private means

• Average travel time was 30.7%, for the poorest 38.2 minutes, richest 20.2 minutes, rural 38.2%( pg./ s112)
• Delayed care seeking: reason given as unaffordable transport costs: 21.1% of the poorest, and 1.1% of the richest 

said this. Transport costs were problem for 42.5% in EC and 19.5% in Limpopo
• Financially catastrophic transport costs occurred in 15.3% of rural, 14.7% of unemployed and 12.0% of uninsured 

population 
• Financial catastrophe was experienced by 43.0% of uninsured, vs. 4.0% of insured using private outpatients
• Delayed care seeking also due to acceptability factors: 8.5% said long queues, 6.1% said perceived ineffective 

care, and 2.9% said disrespectful treatment. 
• Inverse –care law: availability of good medical care varied inversely with population health needs. Many poor or 

disadvantaged social groups are denied equal access to good quality services despite their greater need. 
• A perception that illness was not serious enough to warrant medical attention was the commonest reason for 

delayed treatment (especially amongst rich and insured) pg./S 117
• Amongst the poor and uninsured, unaffordable transport, anticipation of disrespectful providers and a belief that 

care would be ineffective were more prominent barriers (pg./ S117)
• Costs of accessing services can be crippling for poor households: the poor bear disproportionate cost burdens
• A considerable portion of groups exempted from user fees still pay for services (pg./ S118)
• Overall findings: poor uninsured black Africans and rural groups have inequitable access (pg. /S119



C. Health Overall

RURAL HEALTH FACT SHEET 2015                   70                 

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
vi) 
Health care provision 
and quality of care

2012:
Type of health care facility 
consulted first: 
• 69.6% public clinics and 

hospitals
• 29.0% private doctor/ clinic/ 

hospital
• 0.2% traditional healers 

(GHS 2012)

2010:
Comparison of satisfaction levels 
in 1998 and 2003 (from the DHS) 
showed increased  dissatisfaction 
with public health services from 
7.0% to 11.6%. (Econex 2010)

General Household Survey (GHS) 
2012 Stats SA

Econex Health Reform Note 1 March 
2010. The Role of PHC in health 
reform pg. 3, 4

Type of health care facility consulted first by Homestead head (HH )when members fall ill or get injured (%)

Public 
hospital

Pubic clinic Private 
hospital

Private clinic Private 
doctor

Traditional 
healer

Pharmacy

10.0 59.6 2.7 2.4 23.9 0.2 0.5  

91.1% of all households use the nearest facility of its kind.
Reasons for not using nearest facility of its kind: 
• Prefer private health institutions (41.5%)
• Waiting period too long (16.7%)
• Drugs needed not available (7.8%)
• Staff rude/ uncaring/ turned patient away (4.8%)

Level of satisfaction with public health care facilities (2012)

(Percentage) EC FS GP KZN LP MP NC NW WC SA

Public facility, 
very satisfied

64.6 61.4 52.3 51.6 67.5 59.2 61.7 50.7 57.8 57.3

Public facility, 
very dissatisfied

3.9 9.2 8.9 5.0 6.1 7.3 7.4 15.6 10.3 7.7

Percentage of individuals who are members of medical aid schemes (2012)

EC FS GP KZN LP MP NC NW WC SA

10.9 18.1 29.0 12.3 8.0 14.5 18.9 14.1 25.2 17.9

All the rural provinces are below the national average. 

Reasons for dissatisfaction:
• Long waiting lines
• Unavailable medicines
• Staff who were rude
• Facilities that were not clean
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a) Expenditure 
on District Health 
Services (DHS) 

2012:
Provincial health expenditure on 
DHS (43.4%)

DHS spend on:
• District hospitals  (37.4%)
• District management(5.5%)

DHS spend on PHC (57.1%)

Provincial and Local Government 
(LG) expenditure on DHS per 
capita uninsured: 13.74.7

Provincial expenditure per PHC 
head count: 276.2

Provincial PHC expenditure per 
capita uninsured: 813.6

DHB 2013/14 pg. 1

Compiled from
DHB 2013/14 provincial

% of DHS spend on District hospitals (2013) 

EC FS GP KZN LP MP NC NW WC SA

40.4 35.4 20.7 41.3 49.2 44.4 26.5 25.8 37.6 37.4

% of DHS spend on District management (2013)

EC FS GP KZN LP MP NC NW WC SA

7.5 3.1 5.0 1.7 7.9 7.6 8.4 9.4 4.7 5.5

% of DHS spend on PHC (2013) 

EC FS GP KZN LP MP NC NW WC SA

52.1 61.5 74.3 57.0 43.0 48.0 65.1 64.9 57.8 57.1

Provincial and LG expenditure on DHS per capita uninsured (2013) 

EC FS GP KZN LP MP NC NW WC SA

1493.0 1366.0 1074.0 1478.0 1567.0 1390.0 1538.0 1335.0 1403.0 1374.7

Provincial Expenditure per PHC headcount (2013)

EC FS GP KZN LP MP NC NW WC SA

266.3 275.5 335.0 246.1 238.9 263.2 290.3 338.4 265.8 276.2

 
Provincial PHC expenditure per capita uninsured (2013) 

EC FS GP KZN LP MP NC NW WC SA

790.0 842.0 848.0 859.0 676.0 674.0 1011.0 871.0 849.0 813.6

3.  Finance/ funding - Total public sector spending (expenditure) provincial and local government on health inequities
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b) 
Expenditure on non- 
hospital Primary 
Health Care (PHC)

2012:
Total district spending 56.6%

DHB 2013/14 pg. 1

c) 
Provincial PHC 
expenditure per capita 
(uninsured) 

2012:
Total spent for SA (Rand million):  
814

DHB 2013/2014 pg. 352, provincial 
pages 361 -370

Provincial PHC expenditure per capita uninsured (2013/14)

EC FS GP KZN LP MP NC NW WC SA

790 842 848 859 676 674 1 011 871 849 813.6

LP and MP have the lowest average PHC per capita expenditure. EC is below the national average. While NC and NW 
score higher on per capita expenditure, they have smaller populations and low population density, which inflates the 
per capita expenditure. For equity in expenditure to be achieved it is important that rural provinces, which also tend 
to have the highest levels of relative deprivation, spend more on a per capita basis than urban provinces. This is for a 
number of reasons, including but not limited to:
• Rural provinces have higher levels of relative deprivation and greater need for health care in the public sector 
• Smaller populations result in dis-economies of scale due to lower levels of utilization but high fixed overhead 

costs. This makes services more expensive on a per capita basis. 
• Longer distances between administrative centers and facilities makes supply chain processes (medicines and 

medical supplies), administration and the referral of patients to higher levels of care more expensive 

d) 
Provincial Health 
expenditure

2012:
Total for provinces (Rand million):  
111 642

SAHR 2013/14 pg. 302 Provincial health expenditure on all programmes (Rand million) (2013/14)

EC FS GP KZN LP MP NC NW WC SA

15 606 7 621 26 838 27 423 12 835 7 501 3 174 7 021 14 604 122 624

Provincial health expenditure on district health services (Rand million) (2013/14)

EC FS GP KZN LP MP NC NW WC SA

7 954 2 959 8 556 11 993 7 194 4 446 1 328 3 648 5 513 53 592

These are absolute, not per capita, amounts

e) 
Trend in spending

Public sector spending

Expenditure on district hospitals

SAHR 2012/13 pg. 273

SAHR 2013/14 pg. 301

Overall, public sector expenditure on health increased strongly in real terms, with an annual growth of 8.5% from 
2007/2008 to 2011/2012
Expenditure on district hospitals increased by 37% in real terms since 2005/06, accounting for about 37% of district 
health services in 2012/13. 
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f) 
Equitable allocation of 
health care resources 
in SA

Whilst Primary Health Care 
Expenditure overall increases in 
South Africa, significant inequities 
in per capita expenditure remain 
between urban and rural areas.

DHB 13/14. RHAP Rural Health 
Update #3 (2015)

D McIntyre 2012

Mpumalanga (R674), Limpopo (R676) and Eastern Cape (R790), which all have high levels of deprivation, have PHC 
expenditure (uninsured) that fall well below the national average. Provinces with large urban populations such as 
Gauteng and Western Cape have significantly higher per capita expenditure of R760 and R789 respectively. 

In 2009/10: most provinces were close to the national average of per capita health care spending, due to: 
• Changed design of the formula for allocation by national treasury
• Establishment of norms and standards for the delivery of health services that provinces are expected to 

strive towards (this allows provincial health departments to secure a fair share of provincial resources in their 
negotiations with provincial treasuries)

• Conditional grants for specific health services (e.g. HIV /AIDS conditional grant)
HOWEVER: substantial disparities in spending on PHC services among health districts: Provincial health dept must pay 
more attention to this.  E.g. Non-hospital PHC spending per capita in districts ranges fromR324 in uThukela district 
(KZN) to R1095 in Namakwa (NC) 

g) 
Per capita health 
expenditure 

2012:
Private: / med schemes: 12 008
Public (provincial): 2 827

SAHR 2013/14 pg. 303

h) 
Unequal spending 
private/ public 

State: 33,2 billion health care for 
38 million people. 
Private sector 43 billion for +/ 7 
million people 

SAHRC 2007 8.7% GDP spent in healthcare, of which the public portion is an equivalent of 3.2% of GDP (SAMA in SAHRC Public 
Inquiry: access to health care services

i) 
Richest 40% receive 
60% of health care 
benefits 

Ataguba and McIntyre, 2009 in ANC 
NHI proposal

Health care benefits not distributed in line with health needs. Richest 20% have a “health need share” of less than 
10%, but receive 36% of total benefits. Poorest 20% have a “health need share” of more than 25% but receive only 
12.5% of benefits.

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT

j) 
Distribution of 
benefits of using 
health services

McIntyre and Ataguba 2012 The distribution of benefits from using the health services is not in line with the distribution of ill health (see above: 
The poor bear by far the greatest burden of most major causes of ill health). We would expect to see a pro- poor 
distribution of use and benefits from health services across all levels of public health services. However, the magnitude 
of funding for private sector services relative to the size of the population able to use these services impacts on the 
public sector: e.g. influences the distribution of health professionals between the two sectors)
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a) 
Establishment of 
ward- based outreach 
teams (WBOTs

2013
Guideline for WBOTs recommends 
team: 6 CHWs, a professional 
Nurse (as team leader) and one 
environmental health and health 
promotion practitioner, all linked 
to PHC clinic (Padayachee) 

Sedibeng District in GP pioneered 
a complimentary ‘health post’ 
approach in Emfuleni sub-district. 
(Centre for Health Policy) 

Padayachee SAHR 2013/14 pg. 73

CHP policy brief Sept 2014 

Findings from the rapid assessment in NW related to resources (financial and human) as key constraints to 
implementation on one hand and a high level of knowledge and ownership facilitating implementation on the other.

Lessons learned: Physical structure of health post provides a base for CHWs and reduces long distances to be travelled 
by patient and CHW; community-based nurse provides support to CHW; consultation is key; Local government can 
be involved but policy changes need to be communicated effectively to avoid resistance and confusion; difficulties 
of ensuring collaboration; mentorship by retired nurses of each team built capacity of CHWs; context matters – by 
responding to community needs, Sedibeng’s managers have implemented an important innovation in the provision of 
PHC. National policy needs to be flexible and adaptable to suit the intended community

C.5  HEALTH SYSTEM STRENGTHENING AND PHC RE-ENGINEERING (PHC-R), NATIONAL HEALTH INSURANCE (NHI)
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b) 
Establishment of 
District Clinical 
Specialist Teams 
(DCSTs)

2012:
PHC re- engineering (Bamford)

2013:
Initial focus of DCST is on 
reducing maternal, newborn and 
child mortality
Major barriers hindering DHS:
• Poor supervision and weak 

management
• Inadequate co-ordination 
• Insufficient clinical oversight 

and weak governance 
(Voce) 

2013:
Challenges and constraints faced 
by District Management Teams 
(DMTs) were identified in 9 
urban and rural districts through 
interviews with managers as 
well as other data collection 
(Wolvaardt).

Bamford SAHR 2012/13 pg. 58

Voce et al. SAHR 2013/14 Voce et al. 
pg. 45, 46,47

SAHR 2013/14 Voce et al. pg. 50

SAHR 2013/14 pg. 81

Wolvaardt et al. SAHR 2013/14 pg. 
81

• DCST to be made up of obstetrician and Gynaecologist, Advanced Midwife, Paediatrician, Paediatric nurse 
specialist, Family physician, PHC nurse specialist, Anaesthetist, 

• Teams to improve clinical governance in districts
• Therefore play a key role in provision of quality MNCWH and  plan at all levels in the district
• DCSTs have been established in all 11 NHI pilot districts, but only 2 have full complement of specialists

The Ministerial Task Team (MTT) provided recommendations for a minimum DCST composition in the short term:
Provinces with adapted approaches: 
• GP: in districts with higher workloads, the obstetrics and paediatric dyads have been augmented with additional 

members to meet the demands 
• NW: Family physicians had been appointed to all districts prior to the launch of the DCST stream of PHC-R. They 

have taken on the role of DCST team leader. Additional family physicians have been appointed to the DCST to 
form a dyad with PHC nurse specialist.

• WC: DCST component of PHC-R within the provincial clinical governance strategy of 2011. Specialists (initially 
medical but more recently nurses) are appointed to regional hospitals and provide regular outreach to district 
hospitals, with primary role of supporting clinical governance.

April 2014: Of 49 districts who have appointed DCST members:
• 5 (10%) have complete dyads across 3 areas of speciality [family physician and PHC nurse; obstetrician and 

gynaecologist and advanced midwife; paediatrician and Paediatric nurse]
• 17 (35%) have one dyad
• 15 (31%) have no dyads
Rural districts face greatest challenges in recruitment and appointment of DCST members 

Problems were related to inadequate delegation of authority to District management Teams (DMTs), defective 
budgeting processes, staffing issues, lack of managerial skills and vacancies in key managerial positions, and ineffective 
use or absence of quality information systems to support decision making.

Most of the problems were related to barriers preventing effective implementation of various steps in the 
management model including:
• inadequate delegation of authority to DMTs
• defective budgeting processes
• staffing issues
• lack of managerial skills and vacancies in key managerial positions
• ineffective use or absence of quality management information systems to support decision making

However DMTs take on ambitious national programmes with positive attitudes and there are promising indications 
that the barriers identified are being successfully addressed through policy reforms.
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c) 
Expansion and 
strengthening of 
School Health Team

2012:
PHC re- engineering (Bamford)

2013
Elevated status of school health 
marked by launch of a new 
Integrated Health Policy (ISHP) 
October 2012. (Shung-King

SAHR 2012/13 pg. 58

SAHR 2013/14 pg. 59

PHC re-engineering will contribute to improving health and learning outcomes for children and youth and the 
Integrated School Health Programme will build on existing school health services

School health is a complex programme addressing multiple health needs of school-aged children encompassing many 
different kinds of interventions. Successful implementation is dependent on intersectoral collaboration and different 
levels of the health system – which will require skilful management and leadership.

d) 
Public health facility 
audit NHI pilot sites

2012:
• An audit of 3880 health 

facilities was completed
• Facility improvement teams 

have covered approx.. 1000 
facilities

• Inspection of facilities in 
process

• Inspection of NHI districts 
done

• (Matsoso and Fryatt)

Rapid appraisal of NHI pilot districts -  12 month progress: 
• Only 77% of conditional grant spent: Lack of clear guidance on what it could be spent on: equipment, 

refurbishment, training
• All districts have nationally appointed full time NHI project managers (none have had training), 
• Task teams established: but lack involvement of clinic committees and hospital boards. No community 

consultations
• QI: Assessments; 
• Availability of medicines, Cleanliness, Patients safety and security, IPC, Attitudes, Waiting times
• Hospitals: 19 hospitals: Overall scores: 71.8% at baseline, 65.5% at follow up ( i.e. worse)
• PHC facilities: 122 facilities: 59.2% at baseline, 54.2% at follow up  (i.e. worse)
• Declines 

e) 
Health system  
reforms

McIntyre and Ataguba 2012 Why are health reforms proposed and necessary? 
• International consensus that it is only possible to achieve universal coverage through mandatory pre- payment 

funding, and possibly mandatory insurance coverage
• SA has the highest % share of total health care expenditure through voluntary private health insurance schemes 

in the world, but only 16% benefits from the schemes
• SA must therefore increase its relative share of health care expenditure arising from mandatory prepayment 

funding
• Pooling of funds allows for both income cross subsidies (from rich to poor) and risk cross subsidies (from 

healthy to ill): The larger the pool, the greater the potential for cross subsidies and the lower the risks related to 
sustainability

• Will these reforms improve equity in financing and benefits of using the health services and will they be 
affordable?

• Evidence from Thailand: universal coverage : health system equity and financial protection has improved 
dramatically, as has overall health status and equity in health outcomes

• Some policy implications of this research: emphasis should be on progressive, mandatory pre- payment financing 
mechanisms

• Quality of public sector primary care services and district hospital: which are the only services which are pro-
poor: should be improved

• Primary care services should include direct delivery to households e.g. through CHWs to reduce costs of 
transport to PHC facilities
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f) 
Facilities ready 
to provide 
comprehensive 
package of care

2013:
% of PHC clinics ready: 33% in NHI 
pilot districts

Presentation D Eagar 2013

g) 
Human resources 
(HR): Disparities 
between districts in 
NHI pilots

2013:
Disparities :
 WC (Eden) and KZN: 
(uMgungundlovu: posts 90% full 
LP: (Vhembe) posts 29% full

Presentation D Eagar 2013

h) 
Problems with NHI

2013: Presentation D Eagar 2013 Lack of priority given to outreach, little provision for transport equipment and support, no assessment of what is 
needed to scale up reforms e.g. urban and rural setting, is budget sufficient? No community consultations

i) 
Refurbishment of 
nursing colleges

70 nursing colleges being 
refurbished
(Matsoso and Fryatt)

SAHR 2012/13 pg. 26-27 EC: 11, FS: 4, Gauteng: 15, KZN: 12, LP: 6, MP: 4, NC: 1, NW: 8, WC: 11
There are a number of nursing colleges in the rural provinces which have been refurbished. 

j) 
Building of flagship 
hospitals and medical 
facilities 

Feasibility studies in an advanced 
stage in 5 places
(Matsoso and Fryatt)

SAHR 2012/13 pg. 27 LP, Gauteng (2), EC, KZN
These are in a mix of rural and urban provinces



C. Health Overall

RURAL HEALTH FACT SHEET 2015                   78                 

ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
a)
Location: Locate 
health professional 
schools campuses 
and family medicine 
programmes outside 
cities

2013:
Students from Medical schools 
located in rural areas are more 
likely to practice in a rural setting.

Wilson et al. 2009 pg. 7 Medical schools such as Walter Sisulu University (WSU) Ukwanda the rural clinical medical school of Stellenbosch 
University), Wits model: Wits - North West Family Medicine registrar training. 

There seems to be sufficient evidence that rural medical schools do produce more rural doctors.

b) 
Rural exposure: 
Expose students 
(various disciplines) 
to community 
experiences and 
clinical rotations

2011:
Urban vs. rural doctor study: 
Questionnaire responses of 
174 medical practitioners in rural 
public practice and 142 urban 
public hospital doctors were 
analysed regarding educational 
factors that influence their urban-
rural distribution

Reid et al.  2011 Evidence that rural exposure influences choice of practice site (urban or rural) by health professionals in a developing 
country context, but further research required to determine precise curricular elements.

2. Increasing access to health workers in rural areas: Regulatory recommendations

Enhanced scopes of practice in rural and remote areas to increase the potential for job satisfaction
Skills mix, task sharing, PHC teams

a) 
Different types of 
health workers with 
appropriate training 
and regulation for 
rural practice

2013:
Mid-level medical workers play an 
important role in addressing the 
human resource shortage.

Doherty et al. 2013 Lessons learnt from the CA programme:
• Taking account of contextual issues
• Managing actor concerns
• Building a strong process of policy formulation and implementation
• Designing an appropriate policy
Generalism is NB: 
First graduate Clinical associates (CA’a) in 2011 from 3 medical schools (Wits University of Pretoria, Walter Sisulu 
University) Need resources for scale up.

1. Increasing access to health workers in rural areas: Education

Use targeted admissions policy to enrol students with a rural background

C.6 INCREASING ACCESS: A CRITICAL REVIEW: Wilson et al. 2009
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ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
b) 
Compulsory 
community service 
(CS) in rural areas, 
with support and 
incentives

1999: Doctors
Less than 25% of CS doctors 
were placed in rural hospitals 
(as designated by the rural 
allowance) while 55% were 
working in regional, tertiary and 
specialised hospitals (Reid and 
Conco).

2002: Doctors, Dentists, 
Pharmacists)
One-year CS year for health 
professionals implemented in 
1998 for doctors, dentists and 
pharmacists (Reid).

2009: Doctors
CS is an effective recruitment 
strategy for underserved areas 
but it is not a retention strategy. 
A study at district hospitals 
(DHs) in EC, KZN and LP aimed at 
understanding the major factors 
that encouraged CS officers  to 
remain at the same DH for a 
subsequent year. 

Reid and Conco 1999 pg. 233

Reid  2002 pg. 135

Ross and Reid pg. 249

Hatcher et al. 2014

Findings Doctors (1999):
• A comprehensive policy on human resources for medically under-served areas in SA needed
• Initial feedback and willingness of those involved in first round shows there is a solid basis to work from
• Experiences and lessons of first year of implementation should be taken account of as basis for ongoing planning
• Need for Universities to supply graduates with appropriate knowledge, skills and attitudes
• Need for Provincial health departments to manage health resources in an equitable manner

Recommendations Doctors, Dentists, Pharmacists( (2002):
• Need for comprehensive national plan for recruitment and retention of health professionals in rural and under-

served areas
• Health science faculties need to address gaps between skills and attitudes of graduates and the realities of SA 

public as experienced by CS professionals
• Supervision of CS professionals in rural need to be improved through direct support by health managers and 

senior clinicians, through appropriate promotions and acknowledgements
• CS strategy should be reviewed after 5 years

Results Doctors (2009):
8% of the 2002 cohort of CS officers remained at the same DH in the year following their CS: 
Reasons given in decreasing priority:
• Were close to home
• Had been allocated as part of CS
• Had been personally recruited
• Had bursary commitments
• Had heard about the hospital from friends
• Had visited the hospital prior to starting CS
• Had visited as a medical student
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ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
2014 (Doctors and Dentists):
Sample population 685 doctors 
and dentists (response rate 44%)

2009: (Rehab therapists):
Study assessed rehab therapists’ 
perception and attitude at 
beginning and end of CS 
programme in KZN 2005.

2014 (OTs):
o Study to determine 
factors that influence choice 
of placement for CS among 
occupational therapists in SA 
(Maseko)

Khan et al. 2009

Maseko et al. 2014.

Results Doctors and Dentists (2014):
• Rural placement among unmarried, male and black practitioners
• Rates of self-reported professional development was high (87%)
• Only 25% preferred to continue work in rural, underserved communities
• Those serving in a rural facility during CS year more likely to continue in rural work
• Those reporting professional development during CS year were twice as likely to intend remaining in rural, 

underserved communities.

Findings Rehab therapists (2009)
• Proportion of therapists who would work in the public sector declined from 50% (commencement) to 35% (exit) 

and 25% said would work in rural area
• Collecting a rural allowance was not associated with expressed interest to work in a rural area or remain at the 

same institution
• There were significant differences in support and supervision between the professional groups
• Concerns included limited infrastructural support, supervision, training, resources available and language 

barriers in delivering a better rehab service
• Despite challenges CS therapists felt they had made a difference and that their experience had been rewarding – 

personally and professionally.

Findings OTs  (2014)  
Majority of CS participants agreed that family contact, proximity to home and exposure/ experience gained during 
undergraduate studies influenced their choice of placement
• urban placements were preferred to rural placements
• financial incentives had a minimal influence on selection of rural placements
• experiences during undergraduate studies, perceptions and opinions of students towards clinical and university 

supervisors significantly influenced placement 
The National Dept of Health could potentially use this information to review the level of success gained in achieving 
initial goals of CS. 

c)
Scholarships 
and bursaries, 
with enforceable 
agreements of return 
of service in rural 
areas

2009:
Focus on the provision of financial 
incentives or bursary schemes 
that are linked to rural service 
agreements

Wilson et al. 2009 pg. 7 Providing scholarships with an enforceable rural service agreement encourages rural practice.
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ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
a) 
Fiscally sustainable 
incentives / financial 
compensation

2009:
Providing direct financial 
incentives encourages rural 
practice

Wilson et al. 2009 pg. 7 Multidimensional programs appeared to be more successful than those relying on financial incentives alone.

b) Rural allowance in 
hospitals

2004:
• 1994 a rural recruitment 

allowance only to Doctors 
and Dentists was instituted 
in SA

• May 2003 a new rural 
allowance announced and 
instituted in March 2004 

A study to evaluate the effect 
of the new Rural Allowance on 
the short-term choices of health 
professionals in rural areas was 
undertaken.

Reid 2004 pg. 3. New rural allowance intensely debated between May 2003 and March 2004 by Public Service Council Bargaining 
Chamber (PSCBC): eventual agreement on two separate allowances:
1.  Scarce Skills Allowance (SSA) – benefits:
•  Medical and Dental Specialists, Dentists, Medical doctors, Pharmacists, Pharmacologists (15% of basic salary)
• Dental technicians, Psychologists, Dieticians and Nutritionists, Occupational therapists, Physiotherapists, 

Radiographers, Speech therapists, Professional Nurses with qualifications in: Operating theatre technique, Critical 
care (intensive care), Oncology (10% of basic salary)

2.  Rural Allowance (RA) – 
• ISRDS  Nodes: Doctors and Dentists (22%), Therapists, Pharmacists, Dental Technicians (17%), Professional 

Nurses (12%)
• PSCBC designated rural areas: Doctors and Dentists (18%), Therapists, Pharmacists, Dental Technicians (12%), 

Professional Nurses (8%),
• Other inhospitable areas: to be determined by Provincial Head of Health, depending on availability of funds from 

within provincial budgets (Note: Community service professionals and interns included).

Findings: 2004
• Study was limited by a number of factors, which made analysis of the new RA difficult to isolate from the original 

RA and SSA.
• One third of rural health professionals were influenced to remain in the rural area by the former RA
• Between 28% and 35% of rural health professionals (mainly Nurses) changed short-term career plans because of 

the new RA
• Financial considerations are only one of factors that influence short-term career plans: others are career 

development, job satisfaction, post-grad educational opportunities (esp. for younger professionals)
• Financial incentives should be prioritised to retain more experienced professionals in rural areas.

c)
Financial incentives 
(OSD) for nurses (not 
specifically rural)

2013:
Weaknesses in the 
implementation of OSD for nurses

Ditlopo et al. 2013 Financial incentives are used to improve health worker motivation and retention, however, schemes have to be well 
designed. In South Africa there is often a disjuncture between policies and plans, and implementation. 
Implementation weaknesses for OSD: 
Information systems for successful policy implementation incomplete and inaccurate, thus undermining the process
Insufficient attention paid to time and resources, dependency relationships, task specification, and communication 
and coordination.

3.  Increasing access to health workers in rural areas: Financial incentives
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ISSUE KEY FACTS SOURCE DETAIL OR COMMENT
a)
Improved living 
conditions for health 
workers and their 
families

2009:
Questionnaire-based surveys 
show that adequate support 
is valued by rural health 
professionals (Wilson). 

Wilson et al. 2009 pg. 10 Family and lifestyle concerns included:
• access to good schools for children
• good recreation infrastructure
• adequate accommodation facilities
• employment opportunities for the spouse

b)
Safe working 
environment

2009:
Focus on different ways to 
support the health professional 
while practicing in rural locations

Wilson et al. 2009 pg. 3 This is a particular South African issue that needs to be explored

c)
Provide effective 
management

2011:
A consultative process 
commenced in April 2010 
with a panel of 53 rural health 
care experts from different 
backgrounds to determine key 
challenges and priorities for rural 
health care using the Delphi 
Methodology (Versteeg).

Versteeg and Couper 2011 pg. 14 The 5 top challenges in rural health were identified as:
1. Governance and leadership: People are appointed to senior posts without the requisite knowledge, skills and 

experience
2. HR for health: Maldistribution of health workers between urban and rural, private and public sectors, and at 

different levels (tertiary hospital to PHC clinic)
3. HR for health: Provincial HR departments are often weak
4. Finance: Budget cuts and frozen medical positions
5. Governance and leadership: Lack of work ethic  and value systems among health care workers and management

d)
Continuing 
Professional 
Development (CPD) 
as well as outreach 
activities, 
Development of 
networks, Public 
recognition days

2009: Wilson et al. 2009 pg. 10 Summary: 
• Pipeline: Student selection: choose the RIGHT people
• Undergraduate training: getting the RIGHT context
• Community service: giving the RIGHT support
• Post grad training: Create the RIGHT opportunities
• Support of rural doctors: nurturing the RIGHT environment

4. Increasing access to health workers in rural areas: Personal and professional support
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Patterns, drivers and 
consequences of using 
multiple health care 
sources

2012:
A study in 2 rural sub-districts  
(MP, KZN) and 2 urban sub 
districts (WC, GP) to assess 
patients taking Anteretroviral 
treatment (ART)

Moshabela et al 2012 Results 2012:
• 19% of respondents used additional health care providers above regular ART visits
• 15% reported additional spending on self care e.g. special foods
• Access to health insurance and Disability Grants (DGs) increased plural health care
• Plural health care users more likely to borrow money to finance health care, and incur catastrophic levels of 

health care expenditure than non-plural users. 34.8% of plural health care users showed catastrophic levels as 
opposed to 6.9% not using additional health care. Catastrophic levels of expenditure were identified among 
77.2% of plural users with rural origin, compared with 22.8% for urban residents.

• Quality factors: perceived disrespect by staff, lack of privacy, increased plural health care utilization. 
• Plural health care associated with rural residence (of the sample, 61% of the plural users were rural, and of the 

non plural users, 42% were rural)
• Types of provider: Urban residents made greater use of private chemists, rural areas more likely to use traditional 

healers
• Plural health care was not associated with missed visits or biological outcomes (biological markers of ART 

success, CD4 count, VL, scheduled visits)
• Poor ART related knowledge was associated with rural context and low Socio economic status (SES) associated 

with self care behaviours
• Increased plural health care utilization, which is inequitably distributed between rural and urban areas, is largely 

a function of higher SES, better ability to finance health care, and factors related to poor quality of care in ART 
clinics.

6. Job satisfaction

Job satisfaction and 
“intention to leave” of 
different categories of 
health workers

2013:
Comparison between health 
workers in Tanzania, Malawi and 
South Africa

Blaauw et al. 2013 Job satisfaction is an important determinant of health worker motivation, retention and performance, all of which are 
critical to improving the functioning of health systems in low and middle-income countries. 
Study on enrolled nurses, registered nurses, medical assistants, medical officer/ specialist and allied health workers. 
Findings: Statistically significant differences in job satisfaction and intention to leave between Tanzania, Malawi, and 
South Africa. 

(Percentage) South Africa Tanzania Malawi

Satisfied with jobs 52.1 82.6 71.0

Actively seeking employment elsewhere 41.4 18.8 26.5

South African health workers are comparatively less satisfied with their jobs, and more inclined to be seeking work 
elsewhere.

5. Plural health care utilization
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