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In 2006, the Fort Hare Institute of Social and Economic Research was 
commissioned by the Office of the Premier in the Eastern Cape, in 
association with the Eastern Cape Socio-economic Consultative Council 
(ECSEC), to undertake a comprehensive review of basic service delivery 
in the province. The research project involved a detailed qualitative and 
quantitative review of service delivery across eight sectors in the Eastern 
Cape (viz. Education, Health, Water and Sanitation, Energy, Transport, 
Safety and Security, Social Development and Housing). The research brief 
also required FHISER to reflect on current socio-economic trends in the 
province, including poverty, local government performance and migration. 
The research process involved the administration of a comprehensive 
questionnaire to 12500 households in the Eastern Cape as well as a 
qualitative assessment of the supply and demand blockages and challenges 
in each sector. The individual sector reports assessed issues of policy 
formulation and implementation, household and individual access to services, 
the quality of services received and the sustainability of the service delivery 
systems in each sector. The results of this research were embargoed by 
the Office of the Premier until May 2008. The survey results are now in 
the public domain and the Fort Hare Institute of Social and Economic 
Research would like to encourage debate around service delivery in the 
Eastern Cape by releasing this study in a new series of papers on basic 
service delivery and socio-economic trends in the Eastern Cape.
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PRIMARY HEALTH CARE AND EMERGENCY SERVICES 
 

SECTION ONE 
 

1.1 Introduction 
 

This report discusses a selection of basic health services in the Eastern Cape from 
1994 to the present. It is based, to a large extent, on a desktop survey of reports, 
research data and articles relevant to the provision of basic health services. It 
includes, in addition, material collected from a review of local media reports on 
basic health services, as well as material collected from a survey of selected health 
care service providers and Department of Health officials in the Eastern Cape 
between February and March 2006. Further data gathered through a household 
survey is also discussed and a separate report on these findings is attached to this 
chapter1. 

The brief for the report suggested a number of guidelines for the 
investigation and structuring of the material to be incorporated. These included a 
clear definition of basic health services; issues relating to eligibility (policy); 
changing institutional frameworks with reference to programmes and projects; 
delivery dynamics; service quality (standards); and diagnostics (solutions). 

As far as possible, the report has attempted to follow this format. It does so 
by looking firstly at a definition of ‘basic health services’ and the ‘primary health 
care approach’ that such services entail. Discussion of ‘eligibility’ includes a brief 
overview of the Eastern Cape Province, one of the poorest provinces in South 
Africa, which provides the context for discussion of the decentralized health system 
the government is currently instituting. An overview of a select number of 
programmes and projects included in the provision of basic health services follows 
in Sections 5 and 6. In these, the focus is largely on primary health care services 
and emergency medical services, although an overview of the HIV/AIDS pandemic 
is included as one cannot venture into any discussion of health care services 
without reference to it. Following these sections, the report highlights a number of 
factors that impact on the provision of basic health services before turning to the 
section on diagnostics. 

 
1.2 Basic Health Services: Definition 
 

What follows in this section is a fairly lengthy discussion surrounding the definition 
of ‘basic health services’. The reason for the length of the section relates to the lack 
of a precise definition. For although a great deal is, and has been, written about 
‘basic health services’ in South Africa it is not something which, as far as can be 
established, is clearly defined. This lack of precision generates problems, some of 
which are highlighted below. 

                                                             
1  The report would have benefited from greater access to information, particularly that generated by the 
Department of Health Information System (DHIS), but efforts to gain access to this and other information 
were unsuccessful. The Eastern Cape Department of Health (ECDoH) was contacted on numerous occasions 
between and including February and May 2006 in an attempt to obtain information. Where the relevant 
officials were available, information was willingly supplied, but in those cases where the relevant official 
could not be contacted, information was unobtainable. As such, data contained herein may be seen to be 
lacking or in need of updating. 
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The National Health Act (No.61, 2003), which was proclaimed by the President on 
the 19th April 2005 (Hall et al., 2005: 46), makes provision for, amongst other 
things, the health care of all persons. In so doing, it is guided by the South African 
Constitution (Act No. 108 of 1996) which stipulates that; 

 Everyone has the right to have access to (a) health care services, including 
reproductive health care… (Section 27, 1) 

 No one may be refused emergency medical treatment (Section 27, 3) 
 Every child has the right (c) to basic nutrition, shelter, basic health care services 

and social services… (Section 28, 1). 
The Constitution, then, renders health care services, inclusive of 

reproductive health care and emergency medical treatment, a basic right, but 
beyond this, does not give a precise definition of ‘basic health care services’. The 
National Health Act does indicate that it is the duty of the Health Minister to 
provide “essential health services” to the South African population and stipulates 
that these “…must at least include primary health care services” (Section 3, 1d). 

Based on this, it can be assumed that primary health care services are an 
important part of essential health services, but the term ‘primary health care’ is a 
controversial one in itself. The Minister of Health, Dr Manto Tshabalala-Msimang, 
indeed suggests this in a speech made at the National Summit on Nursing in August 
1999. As she puts it: “I know that there is confusion on what Primary Health Care 
is about. Some think it is clinic care. Others think it is cheap medical care for 
Africans living in rural and remote areas” (Tshabalala-Msimang, 1999). 

As will be shown in a section below, ‘primary health care’ (PHC) is more 
about an approach to, or ideology about, health care, rather than the ‘clinic care’ or 
‘cheap medical care’ referred to by the Minister. But to get back to the problem of 
definition and to add to the confusion, the National Health Act does not provide a 
conclusive statement on ‘primary health services’ (PHS) either. In fact, these are 
defined, rather ambiguously as “…such health services as may be prescribed by the 
Minister to be primary health care services” (National Health Act, 2003). This lack 
of clarity in the National Health Act can be overcome by reference to definitions of 
‘primary health care’ that have been formulated elsewhere. And in attempting to 
overcome the problem of definition for the purposes of this report, will be taken to 
mean “accessible first level health services included as part of the package of basic 
essential health services” (KwaZulu-Natal Health Act, 2000). 

However, this definition of primary health care brings us back to the 
problem of defining ‘basic health services’. And what is understood by this term is 
not easily resolved. It could be argued, for example, that reaching agreement on the 
meaning of ‘basic health services’ depends to some extent on what diseases or 
illnesses are prevalent in a given area or at a given time. By way of illustration, the 
prevention and treatment of malaria may be identified as a ‘basic’ health service in 
those areas where the disease is endemic, but quite unnecessary in those where it is 
not. It could be argued, further, that perceptions of what different groups see as 
valuable interventions to support the ill, disabled and vulnerable members of their 
communities, also feeds in to a definition of ‘basic health services’ (Bloom, 1998: 
16). Given these arguments, it appears that ‘basic health services’ is open to some 
interpretation and negotiation and for this reason does not lend itself well to a 
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precise definition. 
This lack of exact meaning is considered problematic because in its absence 

it is not clear what constitutes ‘basic’ and what constitutes ‘above basic’. Legal 
questions surrounding the provision and availability of renal dialysis, offers a case 
in point (Health Financial Planning and Economics Directorate, No date: 11). The 
lack of clear meaning also encourages a quantitative and minimalist approach in 
which the provision of health services becomes defined by a list of norms and 
standards (See Annexure 1 for an example of such norms and standards). The 
financing of health care is, in turn, determined by meeting the criteria on a list of 
norms and standards. One of the implications of this is that wealthier provinces and 
areas in the country, that are able to provide services over and above those listed, 
generate inter and intra-provincial inequalities (Health Financial Planning and 
Economic Directorate, 2005). 

Given the problems associated with defining ‘basic health services’ a 
working definition of the term, for the purposes of this report, will include the 
following: 

• Emergency medical services 
• Reproductive health services 

• Basic package of primary health care services which include: 
o Immunization 

o Ante-natal Care (ANC) 
o Family Planning (FP) 

o Nutrition 
o Sexually Transmitted Infection (STI) 

o Child curative 
o Adult chronic 

o Minor ailments 
o Tuberculosis treatment (including diagnosis or referral for diagnosis) (Mahlalela et al., 

No date: 54; Equity Project, No date[b]: 16). 

The Government places enormous priority on providing these services 
throughout the country and while problems associated with the Eastern Cape 
Department of Health (ECDoH) are discussed in this report, credit must be given to 
the Department for its endeavour to deliver the services listed above. It is not only 
the Government, however, that places priority on these health services. Findings 
from the Eastern Cape household survey (appended to this report) indicate that they 
are equally important to the population of the Eastern Cape. 91.8% of households, 
for example, regard the health services offered at clinics as ‘essential’ (see Table 
7.7.1 in the Household survey findings). Ambulance services are also considered 
essential by 91.5% of households and, although not discussed in this report, 
hospital services are rated essential by 93.2% of households. 

 



 

 

   
 
 
 

 
 

13 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

1.2.1 Focus on the Public, rather than Private Health Sector 
Since the National Health Act is based on the premise of universal access to health 
care services by all persons and aims to rectify the injustices of the pre-1994 health 
care system, it places deliberate emphasis on vulnerable, underprivileged and 
disadvantaged groups. Within the South African context, these groups can be 
understood to mean those unable to access or afford the costs of private health care 
or health care insurance and are subsequently dependent on the health care facilities 
provided by the state. As such, this report will focus on services provided in the 
public, rather than private health care sector. It is also a stated aim of the National 
Department of Health to provide a comprehensive package of PHC services at 
every public PHC facility within a 5 kilometer radius (as a recommended distance) 
of the service user. This serves as one of the main reasons why basic health services 
offered at district, sub-district and local municipal clinics, rather than hospital-
based services, formed the central point of interest in this research, but other 
constraints limited the extent to which all PHC service providers, as well as 
services themselves, could be included in the review. 

 
1.2.2 The Primary Health Care Approach 

Despite the problematic nature of defining the terms to be used, the Act is based on 
a primary health care approach, which is a significant departure from the curative, 
hospital-based approach that dominated the South African health care system in the 
period prior to 1994. It has long been argued that the latter approach to the 
provision of health and medical care, and the associated training of health and 
medical professionals, has been more suited to the needs of Europe, than to South 
Africa. A major recommendation, for example, made by the Committee on Medical 
Training to the South African medical profession, as early as 1939, accentuated the 
urgency in adapting medical training to meet the health needs that exist in South 
Africa. This could be done, it was recommended, by emphasizing the 
“preventative, as contrasted with the curative, aspects of medicine in our medical 
training” (Committee on Medical Training, 1939: 13). Similar recommendations 
were made by the South African Association for Medical Education (SAAME) in 
1985 (Philpott, 1988: 4). 

So the primary health care approach underpinning the National Health Act, 
as well as the preceding 1994 National Health Plan for South Africa, and the 1997 
White Paper for the Transformation of Health Services in South Africa, is seen to 
go a long way in meeting the health needs of all persons. This approach, described 
in the Declaration of Alma Ata and adopted by the World Health Organisation 
(WHO) in 1978, contains the following features: 

• An emphasis on preventative health measures (such as immunization and 
family planning) rather than on curative measures 

• The importance of participation of individuals and groups in the planning and 
implementation of health care 

• An emphasis on maternal and child health care 
• The importance of education on health problems 



 

 

   
 
 
 

 
 

14 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

• Giving high priority to the provision of health care to vulnerable and high risk 
groups, such as women, children and underprivileged elements of society; and 

• Equal access of individuals and families to health care at a cost the community 
can afford. (Pillay, 1998: 2) 

So the concern of this approach, which emphasizes the promotion of health, 
education, affordability, equality, community participation and the prevention of 
ill-health, directs the discussion of basic health care services in this report. The 
additional emphasis placed on disadvantaged and vulnerable groups is given 
consideration and raises the issue of eligibility and access. 

 
1.2.3 Eligibility and Access 

The primary health care approach was introduced in South Africa in 1994 with the 
implementation of two policies, namely Free Health for pregnant mother and 
children under the age of six years and the Universal Access to Primary Health 
Care for All South Africans (Department of Health, 2002: 3). The National Health 
Act of 2003 builds on this foundation and lays down the guiding principles and 
procedures for the complete restructuring and development of the public health 
sector in South Africa, devoid of the division, inequity and racism that 
characterized the pre-1994 Apartheid health system. As such, it makes provision 
for the ‘essential health services’ referred to above, but also reiterates that free 
health services shall be provided to qualifying groups. These qualifying groups and 
the services to which they are entitled are listed below: 

 all persons, other than ‘…members of medical aid schemes and their 
dependants and persons receiving compensation for compensable occupational 
diseases…’ are eligible to receive free primary health care services (Section 4, 
3b)  

 all children under the age of six and pregnant and lactating women, ‘…who are 
not members or beneficiaries of medical aid schemes…’ are eligible to receive 
free health services (Section 4, 3a) 

 all pregnant women, who qualify under the Choice of Termination of 
Pregnancy Act (Act No. 92 of 1996), are entitled to ‘free termination of 
pregnancy services’ (Section 4, 3c) 

Through these provisions, the Act attempts to meet the health needs of the 
majority of the population, particularly amongst those who bore the brunt of the 
inequitable and discriminatory Apartheid health system, namely black women, 
children and the poor in rural areas (Mahlalela et al., No date: 5). The relevance of 
these provisions for the Eastern Cape is without question as it is identified as one of 
the poorest, if not the poorest province in South Africa (Eastern Cape State of the 
Environment Report, 2004). As such it is associated with some of the worst health 
and socio-economic indicators, and most pronounced inequalities, in the country 
(Mahlalela et al., No date). 

It is estimated, for example, that more than two thirds of Eastern Cape 
households live in conditions of poverty and that 32% of the population is 
unemployed (Statistics South Africa cited in the Eastern Cape State of the 
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Environment Report, 2004: 126). A per capita expenditure of less than R250 per 
month applies to 68% of the population (Hendricks, 2003 cited in the Eastern Cape 
State of the Environment Report, 2004: 126). These figures suggest that a large 
proportion of the Eastern Cape population is unable to afford private health care 
and is, therefore, eligible to access services provided by the State. 

Although widespread, poverty is not evenly spread which means that 
eligibility will vary geographically. Figure 1, for example, shows the annual 
household income in Eastern Cape Municipal Districts in 2003 (Eastern Cape 
Social Economic Consultancy (ECSECC) cited in the Eastern Cape State of the 
Environment Report, 2004: 120). Household income is only one factor determining 
and measuring poverty, but it is relevant in shedding light on inequities. In this 
figure, huge disparities in income are evident between the more urbanized District 
Municipalities, such as Nelson Mandela Metropolitan Municipality, and the more 
rural Municipalities such as Alfred Nzo, Ukhahlamba and OR Tambo (ibid). 

 
Figure 1.1: Annual household income in the Eastern Cape Province (ECSECC, 2003 cited 
in the Eastern Cape State of the Environment Report, 2004: 120) 

 
 

The income disparities shown in Figure 7.1 have also been described in a 
qualitative participatory survey conducted in the Intsika Yethu Municipal area in 
the Eastern Cape in 2003. These findings aptly illustrate some of the conditions 
endured by the many living in the conditions of poverty referred to in Figure 1. An 
extract from this research is contained in Case Study 7.1 below. 
 
Case Study 1.1: Qualitative Participatory Survey: Intsika Yethu Municipality 

 
 In a qualitative participatory survey conducted in Intsika Yethu municipal area in the Eastern 

Cape Province, respondents reported that 50% of the households were ‘poor’. This was 
defined as having only one all purpose living space, whose structure was considered a health 
hazard. In terms of nutrition, the household does not know where the next meal is coming 
from and is dependent on hand-outs. They have no access to health services and their children 
are frequently sick and perform poorly at school. The category ‘better-off’, constituting 20% 
of the population, enjoyed marginally better living conditions. In contrast, the 10% of ‘very 
rich’ households had secure and insured buildings and were the targets of crime. They bought 
food in bulk and could afford domestic workers. In terms of health, they had access to 
specialist care in the big towns and could afford to keep stocks of liquor for themselves and 
their friends. In neighboring Amahlati, the list was similar, but expanded to include suffering 
from diabetes, gout and high blood pressure (Eastern Cape Office of the Premier, 2003) 
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Findings from a qualitative participatory survey in the Intsika Yethu Municipal District, Eastern 
Cape, 2003 (Eastern Cape State of the Environment Report, 2004: 118) 

 
The implications of poverty for health and health care services are immense. 

Insufficient and inadequate levels of nutrition as well as unsanitary living 
conditions are the breeding grounds for infectious and communicable diseases and 
diseases associated with malnutrition. Collectively, these are often referred to as 
“diseases of poverty” (Annandale, 1998: 93). However, people living in poverty 
also suffer from those diseases commonly associated with a more affluent lifestyle, 
such as cancer, heart disease, and arthritis amongst others, which are collectively 
referred to as “diseases of affluence” (du Toit and van Staden, 2005: 231). In short, 
poverty has grave “health penalties” (ibid: 231) and is also considered to be the 
“world’s biggest killer” (Mihill, 1996: 90). As Mihill puts it: 

The world’s biggest killer, the greatest cause of ill-health and suffering across the 
globe, is listed almost at the end of the International Classification of Disease, the 
giant tome which records all ailments known to medical science. It is given the 
code Z59.5. It doesn’t stand for cancer, heart disease, HIV or even malnutrition. It 
stands for extreme poverty…Hundreds of millions of people are dying or left 
disabled, not for want of technology or knowledge but because they are poor. 
(Mihill, 1996: 90) 

Although Mihill is referring to a global scenario, it is equally applicable to 
the Eastern Cape. Poverty is the unfavourable health and life-threatening condition 
that dominates the context in which health care services are supplied in the 
Province and is the defining characteristic of the objectionably large population 
eligible to access these services. 

‘Eligibility’ and ‘access’ are not mutually inclusive, however, and although 
a large percentage of the Eastern Cape population qualify for government-funded 
and subsidized health services, many will have limited, if any, access to them. In 
short, ‘access’ is a concept in need of definition and clarification, and requires 
consideration from both a provider’s and a user’s point of view. Although beyond 
the scope of this report, it must be acknowledged that barriers to access such as 
geographical location, economic resources, physical ability, age, know-how, 
language, and sex and gender differences, are a reality for many deemed to be 
eligible. While the position of women in society and as it relates to HIV/AIDS in 
particular, is given some attention in this report, all factors impacting on access to 
basic health services demand active engagement in research, policy and practice. 
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Before turning to a discussion of the basic health services supplied by the 
ECDoH, a brief overview of the decentralization of the health system is provided in 
the section below. 

 
1.2.4 Decentralisation of the Health System 

The implementation of basic health services, provided for in the National Health 
Act, is envisaged to take place “…through a decentralized, municipal-based, 
district health system (DHS)” (The Local Government and Health Consortium, 
2004: 8). The World Health Organization’s Global Programme Committee defined 
a district health system in 1986 as follows: 

A district health system based on primary health care is a more or less self-
contained segment of the national health system. It comprises first and foremost a 
well-defined population, living within a clearly delineated administrative and 
geographic area, whether urban or rural. It includes all institutions and individuals 
providing health care in the district, whether governmental, private, or traditional. 
A district health system therefore consists of a large variety of interrelated 
elements that contribute to health in homes, schools, work places, and 
communities. It includes self-care and all health workers and faculties up to and 
including the hospital at first referral level and appropriate laboratory, other 
diagnostic and logistic support services (Hall et al., 2005: 45) 

Progress towards the development of such a system includes 
decentralization, which may be broadly understood as “…a shifting of power 
between central and peripheral levels” (Blaauw et al., 2004:31). It may also take 
different forms as describe below: 

• Deconcentration which is the shifting of power from the centre to the periphery of 
the same administration (e.g., establishment of health regions and districts that are 
governed and managed by the provincial department of health) 

• Devolution which is the transfer of functions and decision-making power to 
political structures such as municipalities; and 

• Delegation which refers to the shift or responsibility to semi-autonomous agencies 
like parastatals (and could be municipalities) (Ntsaluba, 2002:3). 

Although there is some debate regarding the inclusion of ‘privatization’ as a 
form of decentralization, it has been identified as such in two examples, namely, 
the provision of specialized hospital care and the appointment of district surgeons 
(Bossert and Collins and Green cited in the Department of Health, 2001). Despite 
the debate, a combination of all these forms has characterized the process of 
decentralization in South Africa (Hall et al., 2005). 

The process of health system decentralization, which has undergone several 
adaptations (ibid), has also taken place at the same time that government has 
restructured itself into the national, provincial and local spheres. The local 
government elections, held in 2000, completed the process of demarcating 
municipalities nationally and established the local sphere of government, which 
consists of metropolitan, district and local municipalities (ibid.). So following the 
establishment of a unified Department of Health, the Ministry proceeded, during 
the transitional period of 1994 to 2000, to decentralize responsibility and resources 
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to nine newly established provincial departments (Harrison, 1998; Mahlalela et al., 
No date), which gained political and fiscal viability in 1994 and 1997/98, 
respectively (National Treasury, 2005: 130). 

In the Eastern Cape, this involved integrating the three existing Apartheid 
administrative authorities, namely the so-called independent Transkei and Ciskei 
homelands and the Cape Provincial Administration (CPA) (Mahlalela et al., No 
date: 5), into a single provincial authority made up of 5 regions, namely Regions A, 
B, C, D and E. The municipal demarcation process, which culminated in 2000, 
dissolved the 5 interim regions and established 7 new district municipalities, 
namely Nelson Mandela Metropolitan Municipality, Western District Municipality, 
Amathole District Municipality, Chris Hani District Municipality, Ukhahlamba 
District Municipality, Oliver Tambo District Municipality and Alfred Nzo District 
Municipality (Mahlalela et al., No date: 12). 

The dual process of decentralization (that is, in governmental spheres and in 
the district health system) has had implications for the provision of basic health 
services (The Local Government and Health Consortium, 2004: 8). To ensure a 
smooth process of decentralization for example, clear definitions regarding roles 
and responsibilities are essential, as are coordinated mechanisms of re-alignment. 
Based on some of the problems experienced internationally Blaauw et al. explain 
how decentralization reform may be hampered: 

…within a decentralized system the central level should retain functions related to 
setting national frameworks but give up responsibility for translating these policies 
into service delivery. The central level also needs to change from a command style 
of management to a more facilitatory approach. However, the central level often 
fails to adapt to these new roles. By retaining too much authority the central level 
can undermine the attainment of decentralization reform objectives…On the other 
hand, if too much authority is transferred to the periphery, national goals of equity 
and coherence may be undermined (Blaauw et al.,2004: 31). 

As this quote suggests, decentralization is an easily disturbed process of 
shifting and balancing power and responsibility between the different spheres of 
government. A model depicting these responsibilities is provided below in Table 
7.2. 
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Table 1.2: Responsibilities of different spheres of government 
Responsibilities of different spheres of government 

National Provincial Local 
Determining health policies Implementation of national 

policies 
PHC – shared with 
provincial government 

Legislation Provision of services 
including Primary Health 
Care (PHC) – shared with 
local government 

 

Monitoring implementation   
Evaluating impact of 
delivery on health status 

  

Source: Eastern Cape Health Budget 2002/03 – 2004/05 
 

One of the main problems associated with the process of decentralization in 
the health sector in South Africa has been “…the absence of a legislative 
framework within which to implement the DHS decentralization activities…” (The 
Local Government and Health Consortium, 2004: 8). This has resulted in health 
service delivery uncertainties. The implications of these uncertainties were 
highlighted by The Local Government and Health Consortium’s 2004 publication 
on the decentralization of health services in South Africa: 

Constitutionally municipal health services (MHS) are a local government 
responsibility, but the term was not defined. Early expectations were that MHS 
include all of PHC services – firstly with and then later without Level 1 hospitals. 
Personnel at district level put great effort into implementing this concept. Recent 
developments however, pointed towards MHS being limited to a list of 
environmental health services only. Results on the ground were a feeling of futile 
endeavour and demoralized staff. The pending National Health Act ostensibly 
returns to provincial control ‘the rest of PHC’, with the option to delegate or assign 
PHC functions to local government – now the only way of achieving the stated aim 
of a municipal-based district health system (The Local Government and Health 
Consortium, 2004: 8). 

This process of decentralization is clearly a lengthy and complicated one. 
The former-MEC for Health in the Eastern Cape, Dr Bevan Goqwana2 indicates, 
for example, in his 2006/2007 Policy Speech that: 

We are hopeful that over the next decade we would be ready to implement the 
devolution of primary health care to local government as envisaged in both the 
ANC Health Plan and the White Paper on the Transformation of Health Services in the 
country. (ECDoH, 2006: 1) 

This protracted schedule, envisaged for the decentralization of PHC, was a 
matter referred to during the course of our interviews with various health care 
providers. Mention was made, for example, of the decision taken by the National 
Health Council to ‘provincialise’ all Primary Health Care services for a period of 
10 years. This, we were told, would be necessary because of the great 
fragmentation that remains in the health system which produces health care 
services of varying quality in the range of local municipality, metro and provincial 

                                                             
2 Dr Bevan Goqwana was fired from his position as MEC for Health on the 10th April 2006 and was replaced 
by Ms Nomsa Jajula, who assumed the portfolio in May 2006. As the research for this report was conducted 
prior to the departure of Dr Goqwana, reference is made to him as MEC, rather than the current MEC, Ms 
Jajula. 
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clinics. It was explained that this fragmentation in the Eastern Cape is the result of 
the homeland system in existence during the apartheid era, mentioned above, and 
although great strides have been taken to unify these systems, differences still exist. 

It was explained, for example, and confirmed by our visits to clinics, that 
the larger urban-based Municipalities are able to deliver a significantly better 
service than clinics in the rural former Transkei. Further, the delivery of PHC by 
different authorities has resulted in the situation where health sector staff work 
under varying conditions of service both within and between Municipalities and the 
Province. This has resulted, again as confirmed by our interviews, in great levels of 
discontent and difficulty in retaining staff who tend to move from municipality to 
municipality or else provincial services to municipality services, or vice versa, in 
search of perceived ‘greener pastures’. 

However, the vision of making PHC a local government function remains. 
The 10-year interim period is seen as necessary to standardise conditions of service 
for staff as well as services delivered. As such, it is envisaged that all municipal 
health staff and functions will revert to the Province until the 10 year period elapses 
after which time the province will once again delegate the PHC function to local 
government. A number of respondents in our survey expressed concern about this 
strategy indicating that the 10 year period was too long and that when services were 
returned to local government, it would mean going through “a learning period for 
administrators all over again”. As one nurse argued: “We did not give chronic 
medicine in the municipalities before. We are just getting used to it then it is being 
taken away. When it returns in 10 years the councils will have forgotten how to 
deal with health matters”. 

In addition to the problems associated with decentralization referred to 
above, is the absence of a mechanism safeguarding the funding of PHC activities 
(Thomas et al., 2004: 12). This is of particular concern given the restriction placed 
on municipal health services (MHS) to provide environmental health services only. 
In short, this means that PHC, with the exception of environmental health services 
will be funded by provincial departments of health rather than district 
municipalities, with a subsequent ‘…loss of (local government-own revenue) 
funding for PHC of about R1.0 billion’ and no clear indication of who will take 
responsibility for the shortfall (Thomas et al., 2004: 16). This, in turn, has 
implications for questions of sustainability and equity, particularly in those districts 
where local government-own revenue funding provides a significant share of the 
total PHC expenditure. 

A study on resource allocation at municipal level undertaken by Thomas et 
al. (Ibid.) with reference to Gilson, suggests that there are, indeed, inequitable 
budgetary allocations with the implication that: 

…those with least funding have greatest needs (as measured by populations 
weighted by deprivation) and those with most funding have the least needs. The 
five best-funded health districts claim 43% of national funding for primary health 
care activities which are provided outside of hospitals, although they are home to 
only 28% of the population. (Gilson, 2004: 64/65) 



 

 

   
 
 
 

 
 

22 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  



 

 

   
 
 
 

 
 

23 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

Apart from the disparity in budgetary allocations, concern also exists around the 
dual budgetary processes that surround the allocation of provincial department of 
health resources, on the one hand, and the allocation of local government resources 
through the integrated development plans (IDP), on the other (Thomas et al., 2004: 
17). The former budgetary process is “…steered by provincial authorities, relates to 
health operation/recurrent funding and is quite top-down” whereas the latter is 
“…directed by politicians, makes decisions primarily on capital funding, is multi-
sectoral and is bottom-up…” (ibid.). Furthermore, the budgetary cycles of these 
two sectors are not synchronized, despite the fact that decisions taken in each will 
have implications for the other. Thomas et al. explain a possible consequence of the 
separate budgetary processes: 

New capital projects will have recurrent cost implications. If these are not factored 
in to future budgets, then facilities risk being under-maintained and inappropriately 
staffed. A lack of interaction between the two budgeting systems may produce 
inefficiencies and result in a squandering of scarce resources (Thomas et al., 2004: 
18). 

A rapid appraisal of the health content of selected municipal integrated 
development plans, published in March 2004 (Moodaley, 2004; also reported in 
Haynes, 2004: 51-54) state that “…budgeted amounts for health-related 
development projects as a percentage of the total IDP budget varied considerably 
(from 47% to below 1%)” (ibid: 2). Such findings fuel some of the concerns 
mentioned above as does the finding that; 

…health is not viewed as a significant priority issue throughout the municipalities. 
It is generally viewed in isolation – neither related to nor integrated into the other 
developmental issues. It appears that local governments still perceive their role to 
be concerned only with the delivery of services such as water and electricity 
((Moodaley, 2004; also reported in Haynes, 2004: 11). 

The implications of this finding for health service provision are enormous 
and suggest that in the process of decentralizing health services, far greater 
attention needs to be paid to budgetary processes and priorities that offer protection 
to health budget allocations. 

 
1.2.5 Changing Institutional Framework (Programmes and Projects) 

In accordance with the National Health Act, the provincial Departments of Health 
are accountable for the implementation of a national health policy, which is 
directed by the Health Sector Strategic Framework (also known as the Ten Point 
Plan) (DoH, No date: vii). The Ten Point Plan for 1999-2004 and 2004-2009 (DoH, 
2004) sets strategic priorities for the national health system, which are implemented 
through the following programmes, namely: 
1. Health administration 

2. District health services 
3. Emergency medical services 

4. Provincial hospital services 
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5. Central hospital services 
6. Health services and training 

7. Health care support services 
8. Health facilities development and maintenance 

9. Special Functions 
The Eastern Cape Department of Health (ECDoH) has elected to implement 

national policy through 7 of the 9 programmes by incorporating programmes 5 
(central hospital services and 9 (special functions) into programme 1 (health 
administration) (PSMA, 2005: 5)3.  

Programmes 2 (district health services) and 4 (provincial hospital services) 
constitute the central functions of the ECDoH, which are supported by the 
remaining programmes (ibid; ECDoH, No date[b]: 5). The activities of the seven 
programmes are allocated to three main branches, namely Health Services, 
Corporate Services and Financial Services (ECDoH, No date[b]: 5). The focus of 
this report on the provision of basic health services confines discussion to 
programmes 2 (district health services) and 3 (emergency medical services). 

The district health services programme is responsible for the provision of 
primary health care services through district hospitals, community health centres 
and clinics, as well as through district management and HIV/AIDS programmes. In 
addition to primary health care, the district health services programme is also 
responsible for providing level one hospital services “…which play a vital role in 
rendering comprehensive health services. For example, these Hospitals provide 
pediatric, obstetric and gynaecological services, and surgery, as well as outreach, 
administrative support, education and training for primary health care staff at PHC 
facilities” (PSMA, 2005: 7). 

 
1.2.6 Integrated Primary Health Care Services 

Earlier models of primary health care provided a fairly narrow range of health care 
services and some would only be offered on specific days or at specific times (for 
example ante-natal care on a Tuesday and immunization on a Wednesday) (Equity 
Project, No date[b]: 16). Funded by less than 20% of health departments’ budgets 
(Equity Project, No date[b]: 16), this approach tended to emphasise the ‘promotive 
/ preventive-curative’ divide that existed ‘…between former provincial services and 
local government services’ (Mahlalela et al., No date: 53). A more efficient and 
equitable trend, however, has been to offer comprehensive primary health care 
services in a more integrated fashion. This approach, sometimes referred to as a 
‘supermarket’ or ‘one-stop’ approach allows users to present themselves at one 
facility and receive several services in one visit (Health Systems Trust, 2004: 18; 
Department of Health, 2000: 9). 

In keeping with this more integrated approach, nine services were identified 
in the late 1990s for inclusion in a ‘basic package’ of primary health care services. 
As mentioned above, these include immunization, ante-natal care, family planning, 

                                                             
3 The ECDoH’s ‘Information Booklet’ which acts as a ‘Summarised Version of the 2005/06 Operational 
Plan’ (and which readers are urged to adopt as their ‘work bible’ – page 3) indicates that the Department 
operates through 8 programmes (ECDoH, No date[b]: 5). The Budget Allocation on page 12, however, lists 7 
rather than 8 programmes and the ECDoH’s Annual Report 2003 / 04 indicates that the “…Eastern Cape 
Department of Health…operates through 7 programmes, the exclusion being Programme 5” (ECDoH: No 
date[a]: 159). 
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nutrition, sexually transmitted infections, child curative, adult chronic, minor 
ailments and tuberculosis. Additional to this ‘basic package’ are a range of services 
which include primary dental and mental health services, termination of pregnancy 
and associated counseling, post exposure (to HIV) prophylaxis (PEP) services, 
voluntary counseling and testing (VCT) for HIV, on- and off-site laboratory 
services, delivery services and school health promotion services (Health Systems 
Trust, 2004: 8). However, the ‘basic package’ services are expected to be available 
at all primary health care facilities. 

Although the DoH prescribes what services are to be provided it does not 
prescribe how they are to be provided; this is a decision left to provincial and local 
governments. These services are, however, evaluated using the National Primary 
Health Care Facilities Survey (Health Systems Trust, 2004: 8). This survey, 
undertaken in 1997, 1998, 2000 and 2003, has been a collaborative venture 
between the Health Systems Trust, the Department of Health and the Equity 
Project4. Some of the survey findings, as they relate to the Eastern Cape 
specifically, will be discussed briefly in the section below. 

Data from this survey indicate that 29% of primary health delivery facilities 
were established between 1994 and 2004. 97% of these offer services for five or 
more days per week and all are managed by a professional nurse (Health Systems 
Trust, 2004: 8). Although few offer a 24-hour emergency service, more than 85% 
of the facilities surveyed offer the following services: 
• Immunization (in comparison to 51% prior to 1994) (The Equity Project, No 

date [b]: 16) 
• Contraception 

• Emergency contraception 
• Sexually transmitted infections 

• Tuberculosis (TB) 
• Directly observed treatment short course services (DOTS) for TB (ibid: 8) 

Furthermore, 70% of the facilities offer ante-natal services and 74%, trauma 
care (ibid: 8). More than half offer voluntary counseling and testing (VCT) for 
HIV, delivery services and school health promotion services, but the provision of 
termination of pregnancy counseling (TOP), Prevention of Mother-to-Child 
Transmission of HIV (PMTCT), post-exposure prophylaxis (PEP) services and 
primary dental services “…was poor, and below the national average” (ibid: 8). 

It would appear from these data, that certain integrated PHC services are 
well provided for and others not. In the section that follows, more specific details 
concerning selected services are discussed in more depth. Before focusing on the 
services themselves, however, a brief overview of PHC infrastructure, equipment 
and staffing is provided as these are integral to service delivery. 

 
1.2.7 Primary Health Care Infrastructure 

The primary health care approach, by necessity, requires the provision of 
geographically accessible services and one of the first priorities of the new ANC-

                                                             
4 The Equity Project which operated in the Eastern Cape between 1997 and 2003 was a United States Agency 
for International Development (USAID)/South Africa funded project through Management Sciences for 
Health (MSH). 
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lead Government was to increase the number of clinics and health care facilities 
available on a national level. This project, which commenced in the 1994/1995 
financial year as a Presidential Lead Project5, was largely financed through the 
Reconstruction and Development Programme (RDP) funding and witnessed, by 
1999, the building and commissioning of 506 and 481 new clinics respectively; the 
establishment of 113 visiting points, with a further 113 commissioned; and the 
upgrading of 252 existing facilities and a further 250 commissioned for upgrading 
(Department of Health, 2002: 7). In the Eastern Cape, a total of 780 clinics, 
community health centres, mobile clinics and visiting points had been established 
in 1999. Table 7.3 provides a summary of health facilities that were constructed 
and rehabilitated in the period between 1994 and 2003/04. 

 
Table 1.3: Health facilities that were constructed and rehabilitated between 1994 and 2003/04 

FACILITY NUMBER 
Hospital new 1 (Nelson Mandela Academic Hospital) 
Clinics & Community Health Centres 157 
Hospital OPDs / Casualty 17 
Academic Health Resource Centres 4 
Doctor’s Houses 19 
Students’ Accommodation units 115 
District Offices 8 
Security fencing to clinics 120 
Security fencing to hospitals 32 
Electrical upgrade to hospitals 23 
Electrical upgrade to clinics 89 + 104 alternative energy 
Equipment procured & delivered 49 hospitals 
Equipment procured & delivered 120 clinics 
Source: ECDoH. Annual Report 2003-04 (page 91) 
 

Table 7.3 indicates that the ECDoH is committed to upgrading and 
increasing the number of health care facilities offering services. Reports in the 
media confirm this commitment. A number of the ECDoH’s activities have been 
reported on over the past few years as the following newspaper extracts and 
headlines indicate: 

2001: It was reported that the construction of a R2 million PHC clinic and nurses 
home was planned for the Qaukeni village near Lusikisiki (Daily Dispatch, 
2001) 

2003: It was reported that the ECDoH had set aside R538 million to build 24 
clinics and three new hospitals, namely Holy Cross Hospital in Flagstaff, St 
Lucy’s Hospital near Tsolo and Mary Teressa Hospital in Mount Frere. 
Renovations of existing hospitals in Mqanduli, Peddie and Umzimkulu were 
also anticipated (The Herald, 2003). 

2004: Department builds new clinics for community (Daily Dispatch, March 4, 
2004) 
Health aims to build clinic for every 17 000 people (Daily Dispatch, March 
29, 2004) 

 R2.5m clinic, toilets for Hobeni (Daily Dispatch, April 1, 2004) 
                                                             
5 Former President Mandela identified a number of priority projects in an attempt to address the health needs 
of groups disadvantaged and under-served by the Apartheid health system. In his inaugural address, Mandela 
named the ‘Reconstruction and Development Project Presidential lead Projects’ which included health 
priority projects in ‘Clinic Upgrading and Building Programme’, ‘Free Health Care’ ‘HIV/AIDS’ and the 
Integrated Nutrition Programme (INP) / Primary School Nutrition Programme (PSNP). 
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 Clinics worth R10m for Mqanduli (Daily Dispatch, April 9, 2004) 
2005 New R3m clinic for Khothani (Daily Dispatch, March 9, 2005) 
 
Case Study 1.2 Health aims to build clinic for every 17 000 people (full article) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Source: Daily Dispatch, Monday 29th March 2004 

The ECDoH clearly met and surpassed its 2004 target of one clinic for 
every 17 000 people, because in his policy speech 2006/07 the former-MEC, Dr 
Bevan Goqwana indicates that “(t)he department has exceeded the World Health 
Organisation (WHO) norm of providing 1 fixed PHC facility to every 10 000 
population, by providing 1 fixed health facility per 8000 population on average in 
the province” (ibid: 2). This statement serves to suggest that the Eastern Cape is 
well served with PHC facilities. 
Despite this, however, it was reported in the Daily Dispatch on the 6th January 2006 
that the ECDoH had not made full use of its hospital6 revitalization budget. As the 
article, quoting the Finance MEC, Mr Billy Nel, explains: 

We have already seen the Department of Health losing R10 million this year 
because of underspending on the hospital revitalization programme. National 
government does not give grants if they are not spent.’ Nel said Health would next 
year probably receive R10m less as a grant for the revitalization programme, he 
said provinces receive various grants from the national government and if they 
were not spent they would be given to other provinces. ‘and that is bad for the 
Eastern Cape…Departments need a wake-up call that the public is watching them. 
(Daily Dispatch, 6 January 2006). 

                                                             
6 Although clinics and community health centres are considered to be the principal sites for the provision of 
primary health care, certain hospitals do provide primary health care services (Human Rights Commission, 
2003). 

Health aims to build clinic for every 17 000 people 
By Ncumisa Sikunyana 
QUEENSTOWN – The provincial Department of Health aims to build a clinic for every 
community of 17 000 people, to promote primary healthcare in the Eastern Cape. Department 
spokesperson Sizwe Kupelo said R147 million was set aside in the 2004/05 financial year to 
intensify the programme, which has already begun. “In the 2003/4 financial year we set aside 
R16m for the building of clinics and we built 24 clinics around the province … As the 
department we say people should not wait for an outbreak of diseases to realize that they need 
healthcare centres, they should submit their applications to the department”. 

Health MEC Bevan Goqwana opened a clinic in Lusikisiki and two in Engcobo 
recently. Goqwana opened a clinic at Mabele village in Sterkspruit on Thursday and was 
expected to attend a sod-turning event for a R3m clinic at Winterberg, also in Sterkspruit, on 
Friday. He was also expected to attend the opening of the recently renovated Lady Grey 
Hospital in Lady Grey on Friday. 

A health centre was opened in Willowvale a week ago and a sod-turning ceremony for 
a clinic was planned for yesterday in Sakhele Village in Mthatha (sic). “By doing all this we 
want to strengthen primary health in the province, and we are quite confident that in the next 
two years we would have achieved this goal.” He said in the next three years an amount of 
R1,9m would be spent in payment of health professionals and their rural incentives. 

Kupelo said nurses’ home were being built at clinics as a recruitment strategy to 
attract health professionals to rural areas. 
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Further bad publicity was received in The Herald on the 11th June 2005 concerning 
mobile clinics. In addition to the fixed clinics that are built and renovated, the 
ECDoH also provides mobile clinics used to assist with health facilities in those 
areas that experience a shortage of clinics or in cases where there are outbreaks of 
disease such as cholera. This report appearing in the Herald indicates that eight 
mobile clinics had been left to rust on the roof of the premises of Fleet Africa 
(please see section below on Emergency Medical Services [EMS] for discussion on 
Fleet Africa) in East London, for more than a year. According to the article, these 
mobile clinics cost about R4 million and they had never been used. Four of them 
had the names of their destinations apparent on the sides of the vehicles, namely, 
Emalahleni, Engcobo, Senqu and Qaukeni. All these areas are in the former 
Transkei, where cholera outbreaks have been experienced. When asked, the 
director of Fleet Africa had refused to give the reason for the mobile clinics being 
parked at the premises and the former-Health MEC, Dr Bevan Goqwana stated that 
he was not aware that the mobile clinics were parked at Fleet Africa. 

Despite the bad publicity surrounding budgetary under-spending and the 
mobile clinics, the ECDoH appears to take seriously the provision of primary 
health care as witnessed by the construction and rehabilitation of facilities. The 
household survey undertaken as part of this research appears to corroborate this. A 
relatively pleasing 70% of households in the Eastern Cape, for example, report 
having access to a clinic. This accessibility is, however, unevenly distributed as 
only 35.3% of households, or one third of the population in Alfred Nzo report 
having access to primary health care services. This is in comparison to the highest 
levels of access to health care facilities located in Cacadu (94.8%) and the more 
urbanized Nelson Mandela Metro (88.7%) (see Table 7.7.4 in the appended 
‘Household Survey’). So these findings, although indicating a relatively high level 
of access to clinic facilities provincially, reflect the geography of poverty referred 
to in Figure 7.1 wherein benefit to PHC facilities is derived from one’s location in a 
wealthier, urban environment. 

But apart from providing clinics and services in sufficient quantity, the 
ECDoH also has to provide services of quality, which is a slightly more difficult 
attribute to measure. In the household survey (attached to this report), respondents 
who used government-funded clinics were asked to compare the quality of the 
clinic in their area with those in other areas. Almost half the respondents (45.5%) 
rated the quality of the clinic in their area at a lower level than clinics in 
surrounding areas. 38.8% of respondents rated the quality of their clinic at the same 
level found in other areas and only 15.6% thought the quality of their clinic was 
higher than the quality of clinics in other areas (please see Table 9 in the attached 
Household Survey report). As shown in this Table, respondents from households in 
O R Tambo and Alfred Nzo were more likely to rate the quality of their clinic as 
higher than that in other areas, while respondents from households in Amathole and 
ECDMA107 tended to rate the quality of their clinic as lower than that found in 
other areas. Factors attempting to explain the differences in perceived quality of 
services were not built into this particular survey, but they should be of interest to 
the ECDoH and indicate the need for further research. 

 

                                                             
7 ECDMA10 is the local municipality code for Aberdeen Plain which is in the Cacadu district municipality. 
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1.2.8 Clinic Equipment, Drugs and Pharmaceuticals 
The DoH identifies twelve items of essential equipment for the effective 
functioning of primary health care facilities, namely adult and infant scales, 
stethoscopes, blood pressure apparatus, refrigerators, thermometers, an otoscope, a 
glucometer, vaginal speculum, oxygen cylinder, delivery kit and fire extinguisher 
(Health Systems Trust, 2004: 33). According to the National Primary Health Care 
Facilities Survey, only half of these twelve items, were available and in working 
condition in 90% of Eastern Cape facilities in 2003. Furthermore, the availability of 
most essential equipment in the Eastern Cape was reported to be below that 
available nationally (ibid: 33). Of concern was the ‘poor’ availability of four 
essential items of equipment (namely, thermometer, stethoscope, blood pressure 
apparatus and otoscope) considered necessary for professional nursing staff to carry 
out their work effectively. As reported, only 1% of professional nurses “…were 
equipped with all four of these items in the Eastern Cape” in comparison to 7% 
nationally in 2003 (Health Systems Trust, 2004: 34).  

Like equipment, all drug and pharmaceutical supplies deemed necessary to 
the provision of primary health care services are listed in a uniform ‘Essential Drug 
List’ (EDL) (Health Systems Trust, 2004: 41). Drugs such as commonly used 
antibiotics, injectable contraceptives vaccines and those associated with the 
treatment of HIV/AIDS and tuberculosis are examples of those included on the list. 
In the National Primary Health Care Facilities Survey for 2003, it was reported that 
only 5% of primary health care facilities in the Eastern Cape had stocks of all EDL 
drugs (ibid.: 41). 

The surveys, undertaken as part of this research, tend to reflect 
contradictory evidence concerning clinic equipment and drug and pharmaceutical 
availability. Findings from the household survey suggest that clinic users have 
experienced problems (as mentioned below), but our survey of selected clinics 
indicates that the availability of equipment, drug and pharmaceutical has improved 
since the findings of the 2003 National Primary Health Care Facilities Survey were 
published. Equipment was, for example, only identified as a major problem in 
rurally-based Provincial clinics. Municipality clinics, particularly those in urban 
areas, appeared to be relatively well equipped and it was indeed reported that some 
clinics had a separate budget item from which drugs and equipment could be 
purchased when they were not readily available from the Provincial Depot. Our 
survey, then, suggests that the situation regarding equipment is not as dire as that 
reported in the Primary Health Care Facilities Survey. 

Drug and pharmaceutical supply and availability were also reported to be 
satisfactory in the clinics we visited. Although problems were experienced 
periodically, respondents indicated that since the supply of drugs had been 
centralised provincially, the situation had improved greatly. One respondent 
speaking of the situation at an Mdantsane clinic said, for example, “We have been 
seeing fewer patients from the Transkei since we all started getting our medication 
from the Depot. They used to have no medicine and very poor equipment. Things 
have improved for them now and some patients we used to see have stopped 
coming. She did add that “our clinics are still better run though and patients still 
come”. 
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The municipality clinics also reported a favourable situation regarding the 
availability and supply of drugs. We were told, for example, that shortages do 
occur, but these are usually because the Depot had run out and the problem would 
be experienced provincially. In such situations, the Municipality officials ensured 
that what was available was well distributed by apportioning drugs according to 
need. 

One of the recurrent findings of our survey of selected clinics was the 
extreme frustration found on the issue of staffing and staff overloads, which tended 
to eclipse all other issues. It was found, for example, that most questions on drug 
and equipment availability were quickly brushed aside with statements such as 
“equipment needs nurses. The government is more concerned with giving us new 
equipment but they do not care if there is a nurse”. One nurse, when questioned 
about possible drug shortages, responded by saying that “even if there are no drugs 
sometimes they soon come. Patients do not die because they have no drugs. They 
die because the nurse is too tired to do a proper examination or they have waited 
too long on the queue and have gone home or to the sangoma”. 

The long waiting time was indeed confirmed by the Rapid Eastern Cape 
Provincial Assessment of Service Delivery and Socio-Economic Survey component 
of this report, which indicated that this was a problem experienced by more than 
80% of clinic-users and those in Alfred Nzo (94.7%) and Ukhahlamba (90.2%) 
particularly (please see Figure 7.7.2 and Table 7.7.13). But in contrast to the clinic 
survey, the Household Survey indicated that one of the major problems experienced 
by users at a local clinic or hospital, was a lack of medicine or other supply. In fact, 
a total of 77% of respondents listed this as a problem they had experienced in the 
past 12 months. Once again, it was most commonly experienced by respondents in 
Alfred Nzo (90.6%) and Ukhahlamba (85.5%). Interestingly, just over one fifth 
(22.4%) of respondents in Alfred Nzo rated the quality of the service received at 
their clinic as higher than that received in other areas, despite the long waiting time 
and lack of medicines reported. The findings from the two surveys undertaken for 
this report, point to the need for more focused research, particularly as it relates to 
the availability of services and staff, and perceptions of service quality. Research 
eliciting in-depth perceptions of both users and providers might provide the 
ECDoH with useful insights for future health care delivery.  

 
1.2.9 Primary Health Care Clinic Staff 

Primary Health Care services are currently provided by both Provincial and 
Municipal clinics. From the findings of our survey of selected clinics, it is evident 
that all clinics have a clear reporting structure. The Municipality Clinics, for 
example, report to the Municipality Health Department which, in turn, reports to 
the Provincial Health Department. The Municipality clinics operate under a 
Performance and Service Level Agreement, entered into with the Provincial 
Department of Health. This Agreement ‘formalises the relationship between the 
Department of Health and the Municipality and sets out the terms and conditions 
whereby the Municipality will render primary health care services to the 
community in the geographical area’. The Provincial clinics are administered 
directly by the Department of Health.  
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The operations and standards maintained by both Provincial and Municipal clinics 
appeared to be similar in the clinics we visited. In addition, monthly routine data is 
generated by the clinics and submitted to the Head Office which, in turn, provides 
feedback to the clinics. 

The mainstay of a primary health care service is undoubtedly the 
professional nurse and it is evident that the DoH places priority on the appropriate 
training of nurses working in this field. In 2002, for example, 74% of the Eastern 
Cape clinics had at least one nurse trained in primary care in comparison to 45% in 
1998 (Equity Project, No date[b]: 16). Our survey also revealed that all the clinics 
visited undertook training updates in which all members of staff, given the 
capacity, attended rotationally. These were said to be extremely helpful in keeping 
staff up-dated with new information and skills, and popular to the point that nurses 
sometimes jostled for attendance. We were also told that the updates ensure that the 
municipality and provincial clinic staff interacted with one another to engender a 
sense of being part of one large health care system, despite being administered 
separately. 

However, responses from our clinic survey indicated that although training 
updates had generally improved, many clinics could not afford to send nurses for 
the vital training updates because of shortages of staff. This was of particular 
concern in the Municipality clinics that are in the process of providing chronic 
medication for the first time. A municipality official told us that the offering of the 
chronic medication was being greatly delayed because the staff could not find time 
for training. Frustration was reported because all the clinics in the municipality had 
already received the medication and equipment needed to offer chronic medication, 
but could not do so because of the shortage of staff. As explained by one nurse: 
“Nurses need critical in-service training before they can begin to administer chronic 
medication. But how can we send the only nurse in the clinic for training? We 
would have to close the clinic”. 

Shortage of staff, trained in PHC or not, is indeed a regularly cited concern 
of the ECDoH itself, particularly in the rural areas of the Province. Incentives to 
attract and retain staff, such as a rural allowance and nurses’ homes attached to 
clinics, have been introduced to address the shortage. This ‘official’ 
acknowledgement of staff shortages was affirmed by the responses we received in 
our survey of primary health care clinics. Although the Province-run clinics 
appeared to have more professional nurses than those run by the Municipalities, all 
clinics visited had at least three full-time professional nurses. Irrespective of this, 
every facility visited elicited complaints that the number of professional nurses 
available fell far below that required for a healthy patient to professional nurse 
ratio, resulting in work-overload. In one case, we found a clinic running with only 
one nurse in attendance, with no assistance in the form of a clerk or cleaner despite 
seeing over 80 patients per day.  

Some clinics reported that the shortage of staff was so severe that patients 
were having to wait unacceptably long periods of time and had resorted to coming 
to the clinic at 04h00 in order to ‘beat the queue’. By the time the clinic opened, the 
patients who had been waiting outside were frustrated and abusive. This was the 
case at one Municipal clinic, which serves over 100 patients a day. On the day of 
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the interview, there was only one nurse in attendance who was in tears because she 
had been abused by patients who felt they had waited too long.  She said she had a 
sick child at home, but could not leave the clinic as she would have to close it and 
face censure from her supervisors. 

The nurse complained that the frustration among patients, who she felt 
showed no understanding for her situation, was so bad that she feared for her 
security. She said that even if she tried to take five minutes to make a cup of coffee 
the patients would start to murmur. As a result, she would have to ‘fax’ them. 
Although used on two previous occasions, this term was unfamiliar to us in the 
context it was being used and when probed, the meaning was explained as treating 
patients in the shortest possible time without a ‘serious examination’. It was further 
explained, “…is the only way to keep the patients happy and to cope”. 

Rather than improving, the perception also exists that the situation 
regarding primary health care staffing was deteriorating. All the respondents in our 
survey indicated that the situation regarding human resources had worsened in the 
past five years. As reported, a crisis faced clinics whenever a member of staff had 
to take leave or sick-leave, which was furthermore perceived to be on the increase. 
Posts vacated as a result of resignations were also not being filled. The result was 
that remaining staff were placed under increasing levels of stress and frustration. 
Indeed, responses to the question: “What do you have to say about the perception 
that health care personnel have a poor attitude to patients and to their work in 
general?” indicated that nurses are sometimes unfriendly but with good reason. It 
was explained that nurses are overwhelmed and generally failing to cope with work 
loads which created, in turn, increased levels of stress and the perceived ‘bad 
attitude’. Across the board, officials and nurses said no amount of improvement in 
the infrastructure, drug or equipment situation, we were probing, would improve 
heath care delivery if the staff crisis was not dealt with. 

Despite the ‘official’ and ‘unofficial’ reference to staff shortages, however, 
the Province displays a ‘nurse clinical workload’, which is below the national 
average. The ‘nurse clinical workload’ is an indicator which measures the 
“…average daily number of patients attended to by a professional nurse at a PHC 
facility” (Barron et al., 2005: 9). Although the value and workload target of around 
35 patients per nurse per day is open to some debate, the indicator does give insight 
into the regional distribution of workload and raises questions concerning 
“inequalities in staff distribution” and “differences in efficiency” (ibid: 9). The 
national average professional nurse clinical workload in 2004 was, for example, 
approximately 41.5 patients per professional nurse per day. Findings from the 
Eastern Cape indicated that “…five of the seven districts had workloads below the 
national target…” and the Chris Hani district “had the lowest national workload of 
21 patients per nurse” (ibid: 9). 

These data suggest the need for further investigation. One might, for 
example, assume that in the poorer areas of the Eastern Cape, health care facilities 
would be well utilized and nurses would show above average workloads. From the 
figures provided above, however, this does not appear to be the case. Some light is 
shed on this situation in a Comprehensive Health Report to the Sakhisizwe 
Municipality Council from the Elliot Health Unit (Mayekiso, 2006). In this report, 
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mention is made of the poor conditions of roads in the areas which “…influences 
people’s ability to seek health care…” (ibid: 2). It also suggests that clients migrate 
“…from other areas to the Elliot Health Unit due to good service” (ibid: 4). These, 
and other reasons, are possible factors which might explain discrepancies in the 
nurse clinical workload across the Province despite the shortage of staff reported 
both ‘officially’ and ‘unofficially’. 

 
1.2.10 Primary Health Care Utilization Rate 

In terms of primary health care facility usage, a PHC utilization rate is reported in 
the District Health Barometer (Barron et al., 2005: 42). This rate refers to “…the 
average number of visits per person per year to a public PHC facility” (ibid: 42). As 
Barron et al. indicate, the rate; 

…is based on the total population and not the uninsured section of the population 
who are dependent on the public sector and is thus an underestimate of the real 
utilization. In the metro and urban districts, where a larger proportion of the 
population have medical aid cover than in non-urban districts, the utilization rates 
will be even more of an underestimate (Barron et al., 2005:42). 

Irrespective of these underestimates, the national target is set at 3.5 and the 
national average in 2003 and 2004 was 2.1 (ibid: 42). The Eastern Cape’s 
utilization rate increased slightly from 2.33 in 2004 to 2.38 in 2005, as reported by 
Dr Bevan Goqwana in his 2006/07 Policy Speech (ECDoH, 2006: 2). The District 
Health Barometer specifies that this rate ranges from 3.1 in the Cacadu district and 
1.5 in the Alfred Nzo district (Barron et al., 2005: 43, 44), while the Nelson 
Mandela Metropolitan district has an average utilization rate of just over 3 (ibid: 
45).  

A similar pattern of utilization was reported in the findings of the household 
survey; 68.8% of the Province’s households reported having used a government-
funded clinic in the past 12 months and of these, 79.9% and 80% were in Cacadu 
and ECDMA10, respectively. Lower utilization rates were reported in the Chris 
Hani (63%) and Alfred Nzo (63.7%) districts and in contrast to the District Health 
Barometer’s report, our household survey found the lowest utilization rate to be in 
the Nelson Mandela Metro (60.5%) (see Table 7.7.9). Nearly half (46.9%) of 
households in this district reported using private health facilities which may explain 
why our survey found a relatively low percentage of households members visiting 
government-funded clinics. 

The reasons for not using government-funded clinics were reported on in 
the same survey (see Table 7.7.10). As indicated in this table, 33.6% of respondents 
listed the use of private health care facilities as the reason for not using 
government-funded facilities, while a further third (33.4%) listed ‘no health 
problems’ as a reason. Of the remaining third, 24.6% indicated that the clinic was 
too far away to use and 5.4% indicated that they took care of themselves. The 
highest percentage of those reporting the clinic was too far away to use, was 42.6% 
in O R Tambo district, followed by the Amathole (27%) and Chris Hani (26.9%) 
districts. Distance to a clinic did not appear to be a prohibitive factor amongst 
households in the Alfred Nzo (10.1%), Cacadu (9.2%), Ukhahlamba (8.8%) and 
Nelson Mandela Metro (6.7%) districts. This is an encouraging finding, particularly 
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as it relates to rural areas of the Province. 
With regard to the affordability of clinic visits. Only 1.1% of households 

listed inability to afford clinic visits as the main reason why utilization was 
avoided, which is encouraging to say the least (Table 7.7.10). The majority of these 
households (5.6%) were from Alfred Nzo, which as one of the poorer, rural 
districts, one might expect. Alfred Nzo also had the highest number of people who 
said they had not experienced health problems (Table 7.7.8) and a possible 
explanation for the seemingly contradictory findings presented in Table 7.7.11, 
where a high percentage of people from Alfred Nzo indicated they were always 
able to afford health care, is because the people who say they can afford health care 
are the same people who have not needed to access it.  

 
1.2.11 Expanded Programme on Immunization 

Children in South Africa are immunized against a number of infectious diseases, 
such as measles, pertussis (whooping cough), diphtheria, tetanus, Hepatitis B, 
Haemophilus influenzae and tuberculosis, through the Expanded Programme on 
Immunisation (EPI) (DoH, 2002: 21). Immunization is seen to be an important 
means of decreasing death and illness in infants and children by preventing and 
controlling these infectious diseases. 

The effectiveness of immunization programmes is measured using two 
indicators, namely immunization coverage rate, which is one of the main indicators 
used to predict infant mortality rate, and immunization drop out rate (Barron et al., 
2005: 68). The immunization drop out rate measures the number of children who 
drop out of the immunization programme between the first and third doses of the 
DTP-Hib vaccine (combined diphtheria, tetanus toxoids, pertussis and 
Haemophilus b conjugate) (Barron et al., 2005: 20). The immunization drop out 
rate, for which the national target is less than 10%, remains relatively high in some 
Eastern Cape districts, such as the O R Tambo District which presented a drop out 
rate of over 11% in 2004 (ibid: 20, 21). The provincial average drop out rate 
remains less than the national average, at just over 7%, but the Eastern Cape’s drop 
out rate is the third highest after Limpopo and KwaZulu-Natal (ibid: 23). The 
immunization coverage rate has, according to an Equity Project report (No date[b]: 
16) improved from 58% in 1998 to 69% in 2004. However, the ECDoH Annual 
Report 2003/04 (ECDoH[a]: 14) identifies as one of the challenges faced during the 
period under review, a “low immunization coverage” rate. It cites a coverage rate 
of only 61.2% and “…aspires to increase coverage to 85% by the year 2008” (ibid: 
14). 
 

1.2.12 Ante-Natal Care (ANC) 
The 1997 Eastern Cape Baseline Facility Survey indicated that only half the 
Province’s clinics were offering ante-natal services on all days of the week (The 
Equity Project, No date[a]: 63). By 1999, this figure had increased to 80%, which 
was seen as a significant factor in integrating the four maternal, child and women’s 
health (MCWH) services (namely, ante-natal care, family planning, immunization 
and treatment of childhood illnesses) (ibid: 63). More recent figures indicate, 
however, that the number of clinics offering ANC services every weekday had 
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declined from 78 in 2000 to 70 in 2003 (Health Systems Trust, No date[a]. 
http://www.hst.org.za/healthstats/60/data). 

Antenatal services are seen to be particularly relevant in the Eastern Cape as 
a high proportion of the population consists of women and children (ibid). 
Satisfactory antenatal care is considered, furthermore, to be crucial “…in reducing 
unnecessary maternal and neonatal deaths and morbidity” (Health Systems Trust, 
2004: 19). The ANC target, nationally, is “…that ALL pregnant women should 
have at least 3 antenatal visits per pregnancy” (Health Systems Trust, No date[b]. 
http://www.hst.org.za/healthstats/113/data). 

In the Eastern Cape, the number of antenatal visits per client is slightly 
lower than the national average, but is higher than the target of 3, as reflected in the 
2000 figure of 3.4 and the 2001 and 2002 figure of 3.3. 

The figures reported on above are of concern, particularly the decline in the 
number of clinics offering ANC services on all days of the week. Because such 
services impact on the health of both women and infants, the ECDoH would be 
well advised to investigate these findings and institute appropriate interventions. 
Family planning services are also in need of investigation. It was reported in the 
household survey, that family planning services were only available to 43% of 
households in the Eastern Cape (see Table 7.7.4). This access is, furthermore, 
spread unevenly with the highest reported access in Nelson Mandela Metro (76.4%) 
and the lowest in Alfred Nzo (19%). 

 
1.2.13 Integrated Nutrition Programme (INP) / Primary School Nutrition 
 Programme (PSNP) 

The Primary School Nutrition Programme was launched on the 1st September 1994 
as a Presidential Lead Project and aimed to provide primary school children in the 
poorest areas of the country with a meal at school as well as “…nutrition education 
and health promotion” (Department of Health, 2002: 10). The rationale for such a 
programme is developmental in that it endeavors to improve malnutrition “…and 
by so doing health status, and also the quality of education” (Barron, 1998: 48). 
The programme is also seen to be beneficial in creating local employment through 
enterprises supplying meals and encouraging community participation. During the 
period between 1994 and 1999, it was also considered to be relatively successful in 
that a large number of schools participated in the programme. In 1999 for example, 
the 1571 Eastern Cape schools targeted (out of a total 1963 schools) were all 
reached implying that 380 185 primary school learners were fed during the school-
year (Department of Health, 2002: 11). 

As a Presidential Lead Project, this programme was funded through the 
Reconstruction and Development Programme (RDP), but with the termination of 
the RDP Office in 1996, it was handed over to the Department of Health from 
1998/99 to 2003/04 (Wilderman and Mbebetho, 2005: 2). Although during its 
initial RDP period, it was deemed to be relatively successful, it was also regarded 
as a costly project in that approximately 3% of total government spending on health 
was allocated to it. This amounted to nearly half a billion rand per year (Barron, 
1998: 48). And although successful in providing hungry primary school children 
with a meal, it drew criticism for not decreasing malnutrition more broadly (ibid). 
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During its administration and funding by the DoH, fault was also found with its 
lack of integration into comprehensive primary health care delivery and the district 
health system (ibid). As such, it remained a ‘vertical’ programme, which 
contravenes the primary health care ideology. A further area of concern during this 
period related to the relative costs associated with servicing both rural and urban 
schools. In rural areas, for example, costs are generally higher due to “…economies 
of scale and transportation” (ibid). Despite this, the allowance per child per meal 
remained the same in all areas. In addition, health care professional staff were 
being used in the programme, thus removing them from their ‘line functions’ (ibid). 

The period during which the ECDoH administered and funded the PSNP 
elicited a great deal of negative publicity in the media (Public Service 
Accountability Monitor (PSAM), 2003a; PSAM, 2003b). In an attempt to improve 
service delivery (ECDoH, No date[a]: 164), a National Government decision was 
taken to transfer the PSNP from the DoH to the DoE and this took place in 2003/04 
(Wildeman and Mbebetho, 2005: 18). Indeed, the ECDoH lists, as an achievement, 
in its 2003 – 2004 Annual Report that it “…has successfully handed over the 
Primary School Nutrition Programme to the Department of Education” (ECDoH, 
No date[a]: 17). In its place, the ECDoH states that “… (f)ood gardens will be 
established in our clinics for mothers to mitigate against hunger and poverty. This 
will benefit 4000 clients” (ibid). The ECDoH’s 2005/06 Operational Plan, 
therefore, makes a R26 316 000 budgetary provision (ECDoH, No date[a]: 19) for 
the ‘Integrated Nutrion (sic) Programme’, which it states will: 

…contribute (sic) to food security by establishing functional 30 Clinic gardens 
(sic) in the Province which will result and contribute to (sic) the growth and 
development of under fives. In addition to the above activities, there are planned 
activities to eliminate micronutrient deficiency among population (sic) by focusing 
on the provision of Vitamin A and thereby reducing case fatality due to 
malnutrition.’ (ECDoH, No date[a]: 21). 

Out of the 23 items listed on the 2005 / 06 Budget allocation, the INP 
receives the fourth smallest allocation after a R1 000 000 allocation to the EMS 
Training College, a R4 362 000 allocation to the Office of the MEC and an R8 464 
000 allocation to Other Community Services. This would suggest that the INP is 
not given particularly high priority, despite the fact that a significant proportion of 
the health related problems dealt with by the ECDoH will be associated, in one way 
or another, to poor levels of nutrition. 

Please refer to Chapter 8 of this report on ‘Providing Basic Education’ for 
further discussion on the PSNP.  

 
1.2.14 HIV and AIDS 

Every year, AIDS makes new inroads. South Africa, relatively untouched only a 
decade ago, now has amongst the fastest growing epidemics in the world. In the 
Eastern Cape Province, HIV prevalence continues to increase, despite the 
country’s less accelerated rate of increase over the last two years… (Equity 
Project, No date[a]: 86) 

HIV prevalence8 in South Africa is largely measured and predicted using the 

                                                             
8 Prevalence refers to the absolute number of people infected at a given time (UKZN 2005: 1) and is distinct 
from incidence which refers to the number of new cases of HIV infection per year (CADRE/ECSECC, 2005: 
34). Although it is acknowledged that the incidence of HIV has decreased slowly since peaking in the late 
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Survey on the Prevalence of HIV and Syphilis amongst Women Attending Public 
Health Sector Antenatal Clinics9. This survey, which has been conducted in 
October of each year since 1990 by the National Department of Health (UKZN, 
2005: 2), provides regular data from which projections to the general public are 
made. However, the estimates provided by the survey are considered 
unrepresentative in that they are based on data received from public antenatal 
clinics. The survey population, therefore, consists of “… pregnant women who 
recently became sexually active, are younger than average, are mainly African, and 
are visiting public clinics” (HSRC, 2002: 1).  

In an attempt to extract more representative data, the Nelson Mandela 
Foundation and the Nelson Mandela Children’s Fund sponsored a household survey 
of South African National HIV Prevalence, Behavioural Risks and Mass Media 
which was conducted by the Human Sciences Research Council of South Africa 
(HSRC) in 2002 (HSRC, 2002: 1; UKZN, 2005: 2). Although limited to those 
willing to participate in the HIV testing process, this survey was seen to produce 
data from a relatively representative sample of households throughout South 
Africa. It indicated that approximately 5.2 million, or 11.4% of South Africans over 
the age of 2 are living with HIV/AIDS (HSRC, 2002: 1; Shisana, 2006: 7). Of 
these, 12.8% are female and 9.5% are male (HSRC, 2002: 1). A follow-up survey 
conducted by the HSRC in 2005, found that the percentage of South Africans over 
the age of 2 years living with HIV had reduced slightly to 10.8% (Shisana, 2006: 
7). Of these 13.3% are females and 8.2% are males (ibid.: 7). Accepting a number 
of assumptions and using data produced by these surveys, the Centre for Actuarial 
Research has developed an ASSA (Actuarial Society of South Africa) model to 
project prevalence, deaths and other statistics in the future (ibid: 7). Figure 7.2 
provides one of these projections which indicates the national HIV prevalence rate, 
the number of people living with AIDS and accumulated AIDS deaths for the 
period between 1985 and 2019. 

                                                                                                                                                                                         
1990s, it is a difficult rate to measure. As it decreases, however, a decline in the prevalence rate can also be 
expected (ibid. 34). 
9 Other sources of data include the Nelson Mandela/HSRC national HIV prevalence household survey, 
workplace HIV prevalence studies and the loveLife national survey of HIV and sexual behaviour amongst 
South Africans between the ages of 15 and 24 (CADRE/ECSECC, 2005). 
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Figure 1.2: National HIV/AIDS Projections 1985 - 2020 

 
Source: Red Ribbon (http://www.redribbon.co.za/images_v2/Postivie_Money/assa_aids_proj.gif. 
Downloaded on the 21/03/06) 
Figure 1.3: HIV & AIDS prevalence forecasts for the Eastern Cape up until 2015 

 
 Source: CADRE/ECSECC Report, 2005: 29 

 
The graph shown in Figure 7.3 provides prevalence estimates for the 

Eastern Cape population collectively (0-90 years), as well as for the population 
aged between 15 and 49 years. As it shows, prevalence is anticipated to be higher 
in the younger age group between 2000 and 2015, but is expected to level-off in 
about 2010. Rates thereafter are expected to decrease (CADRE/ECSECC Report, 
2005: 30). 

The death rate from AIDS in the Eastern Cape is, like that nationally, 
expected to increase over the next few years. But unlike the continued increase 
shown in Figure 7.2, the death rate in the Eastern Cape is expected to start leveling-
off from about 2013 (ibid.:30). The two graphs below (Figures 7.4 and 7.5) 
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illustrate this estimate in the Eastern Cape population as a whole as well as in the 
population between the ages of 16 and 49 years. They also show the non-AIDS 
related death rate which remains stable throughout the period between 2000 and 
2015. In addition, the HIV incidence rate is shown. This rate refers to the number 
of new HIV infections per year and although difficult to measure is believed to 
have peaked during the late 1990s. The reasons cited for the decline are the gradual 
saturation of the at-risk population over time, as well as anticipated behaviour 
changes (Ibid.: 30). 
 
Figures 1.4 and 1.5: Estimated AIDS-related death rate, non-AIDS-related death rate 
and HIV incidence rates in the Eastern Cape between 2000 and 2005 for the age 
group 0-90 years and the age group 15-49 years. 

 
Figure 1.5 

 
Source: CADRE/ECSECC, 2005: 30 

Unlike HIV, AIDS prevalence is not routinely measured as it is not a notifiable 
disease. Statistics on AIDS are therefore established by means of estimates and 
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models (UKZN, 2005: 2). A report by Stats SA in 2005 confirms findings produced 
by the Medical Research Council (MRC) that many deaths in South Africa are due 
to HIV and AIDS. Between 1997 and 2002, for example, the total number of deaths 
in South Africa increased by 57% and in those aged 15 or above, by 62% (Shisana, 
2006: 7). Deaths from AIDS-related illnesses, such as tuberculosis, immune 
disorders, intestinal infections, influenza and pneumonia, had also increased by 
244% (from 45 978 to 170 532) in 2002 alone (ibid: 7). As suggested by the 
estimates in the graphs above, then, a sharp increase in AIDS-related deaths is to be 
expected over the next five to ten years. 

 
1.3    Government’s Response to HIV/AIDS 
 
1.3.1 National AIDS Coordinating Committee 

The national government and the national DoH have come under severe criticism 
for what is perceived to be a slow and inappropriate response to the HIV epidemic 
in South Africa. President Mbeki and Minister of Health Dr Manto Tshabalala-
Msimang have taken the brunt of the criticism from local and international media 
and various interests groups. Discussion and debates surrounding the controversial 
position adopted by the government are beyond the scope of this report, suffice it to 
say that a great deal has concerned the cost and perceived benefits of introducing 
anti-retroviral therapy (ART) (discussed below). In a deliberate attempt to avoid 
opening this can of worms, a brief overview of the government’s response to 
HIV/AIDS is provided below. 

The establishment of the National AIDS Coordinating Committee of South 
Africa (NACOSA) in 1992 marks the first formal government response to 
HIV/AIDS in South Africa (DoH, 2006: 3, DoH, 2003a: 1). The aim behind the 
formation of NACOSA was to raise awareness of HIV/AIDS nationally and to 
coordinate responses to it. Following a review of NACOSA in 1997, which brought 
to the fore a lack of multi-sectoral involvement, the government instituted the 
National Strategic Framework for HIV and AIDS and STIs (sexually transmitted 
infections) 2000-2005 (DoH, 2006: 3) This framework is guided by four priority 
areas namely, (1) prevention; (2) treatment, care and support; (3) research, 
monitoring and surveillance; and (4) legal and human rights (DoH, 2006: 3; DoH, 
2003a: 1). 

The strategic framework formed the basis for the development of the 
Operational Plan for Comprehensive HIV and AIDS Care, Management and 
Treatment for South Africa, which was formally accepted by Cabinet on the 19th 
November 2003 (DoH, 2003b: 1). This Plan, which directs the development and 
implementation of HIV/AIDS interventions, re-emphasises the government’s 
commitment to prevention through programmes urging the population to reduce 
their involvement in risky lifestyles and behaviour (DoH, 2003: 3). In addition, it 
aims to “…provide comprehensive care and treatment for people living with HIV 
and AIDS; and…facilitate the strengthening of the national health system in South 
Africa” (DoH, 2003a: 13). With reference to the care and treatment of people living 
with HIV and AIDS, the Plan provides for the introduction of antiretroviral therapy 
(ART), which is considered important in slowing down the progression of HIV and 
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enhancing the quality of life lived by those infected with HIV. The government 
undertook to provide equitable access to ART, or antiretrovirals (ARVs), by 
establishing a minimum of one accredited service point in every health district 
(municipal district or metropolitan district) within one year of implementation and 
within five years, a minimum of one accredited service point in every local 
municipal area (DoH, 2003a: 13-14). 

In addition to the provision of ART and as stated above, the aim of the Plan 
is to ensure a comprehensive and integrated response to HIV/AIDS. As such, the 
prevention of further spread of the HI virus and effective care and management of 
those living with HIV and AIDS includes an extensive range of interventions. 
These are listed by the DoH (2003a: 20), under the adapted headings ‘components 
of care’ and ‘key prevention strategies’ as follows: 

• Components of care: 
o Prevention strategies 
o Voluntary counseling and HIV testing 
o Medical care and treatment by a dedicated, trained medical team 
o Psychosocial support 
o Nutritional assistance 
o Social support; and 
o Home- and community-based services. 

• Key prevention strategies: 
o Voluntary counseling and testing 
o Prevention of mother-to-child transmission 
o Information, education, and communication (IEC) 
o Management of sexually transmitted infections 
o Supply of barrier methods such as condoms 
o Life skills and HIV and AIDS education 

The treatment and prophylaxis of ‘opportunistic’ infections, such as 
tuberculosis is also seen to be an important provision of the Plan, as is the 
establishment of ‘partnerships’ between government and various interest groups. In 
pursuit of this latter aim, the government established the South African National 
AIDS Council (SANAC) in 2000. The Council is comprised of 16 government 
representatives and 16 representatives from various civil interest groups, such as 
religious groups, traditional leaders and healers, people living with HIV and AIDS, 
and non-governmental organizations amongst others. It also includes cabinet 
committee sector representation and is chaired by the Deputy President and co-
chaired by the Minister of Health (DoH, 2006: 11). In addition to the national 
council, provincial HIV/AIDS councils have been advocated and established in an 
attempt to “…strengthen and co-ordinate multi sectoral action at all levels with the 
provinces and ensure greater alignment and coherent action” (ibid: 12). In the 
Eastern Cape, the Provincial AIDS Council is currently headed by Reverend 
Lulama Ntshingwa. 
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SANAC is responsible for advising government on HIV, AIDS and sexually 
transmitted infection (STI) policy as well as various functions relating to the review 
and coordination of sectoral responses to HIV/AIDS, the expansion of the national 
response to HIV/AIDS and the review of national HIV/AIDS programme and 
policy implementation. (ibid: 11). SANAC also officiates as the country’s co-
ordinating mechanism (CCM) for the Global Fund to fight AIDS, TB and Malaria. 
A review of SANAC by Equal Treatment, a TAC publication (2006: 27) indicates 
that it has not performed well in its role as CCM, which involves receiving, 
developing and submitting proposals for funding and managing resources received 
from the Fund. In support of its claim, the TAC cites poor management as a reason 
for lost opportunities to receive funding, failure to spend “…most of the R30 
million used to establish SANAC…” and the issuing of two qualified audits from 
the Auditor-General (ibid: 27). Irrespective of these criticisms, SANAC is taken by 
government to be an important structure in strengthening ‘partnerships’ and 
providing opportunity for ‘extensive consultation’ in its HIV/AIDS interventions 
(DoH, 2006: 11). 

 
1.3.2 HIV/AIDS Treatment and Care Funding 

In responding to the HIV epidemic, the government rely upon patient access to 
treatment through various entry points, which include primary health care and 
hospital services, voluntary counseling and testing (VCT), PMTCT programmes, 
TB clinics and reproductive health and STI services, amongst others (DoH, 2003a: 
20). Once identified as HIV-positive, an individual can have the stage of infection 
assessed (through clinical assessment and a CD4 count)10 and be referred for 
treatment and / or monitoring of his / her HIV and ‘opportunistic’ infections (ibid: 
20). The commencement of ART is based upon a CD4 count below 200 or a 
clinical assessment of symptoms indicating an AIDS-defining illness. Figure 6 
provides estimates for the various stages identified in the progression of HIV 
infection11.  
 

                                                             
10 CD4 is identified as the immune system cell affected by the HI virus 
11 4 stages of HIV infection are generally identified. In stage 1, a person will display relatively few symptoms 
(the swelling of neck and groin glands are common, however) and will generally feel and look well. In stage 
2, the CD4 count is lower and a person may develop minor illnesses such as skin rashes, diarrhoea and may 
lose weight. In stage 3, more weight loss and diarrhoea may be experienced together with infections such as 
pneumonia or tuberculosis. In stage 4, the CD4 count is less than 200 cells per mm3 and the person is 
vulnerable to developing ‘opportunistic’ infections. It is in this stage that a person is said to have AIDS 
(Capegateway, No date). 
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Figure 1.6: Estimated number of HIV positive adults divided into disease stages 

 
Source: Red Ribbon  
(http://www.reribbon.co.za/home/user_page.asp?page_number-5656%prev_page=5641. 
Downloaded on the 21/03/06)  
 

Government funding of the Plan is considered central to the sustainability of 
a cost-effective and efficient service of quality. As such, donor funding is only used 
to supplement the bulk of the budget which is provided for by the fiscus (DoH, 
1993a: 10). The estimated costs of implementing the Plan, nationally, are listed in 
Table 7.7. 
 
Table 1.7: Budget Estimates for the implementation of the ‘Operational Plan for 
Comprehensive HIV and AIDS Care, Management and Treatment for South Africa’ 

   2003/04 2005/06 2004/05 2006/07 2007/08 
New Healthcare Staff 21 322 432 662 1027 
Laboratory Testing 20* 152 311 520 806 
Antiretroviral Drugs 42 369 725 1118 1650 
Nutrition 63 343 421 532 656 
Other Health System Upgrades 70 171 184 160 160 
Programme Management (National & 
Provincial) 

16 103 128 128 128 

Capital Investment 30 75 100 100 0 
Research 34 55 55 48 48 
Total 296 1590 2358 3268 4474 

Source: DoH, 2003: 37 *Note: Includes R20 Million advance payment to NHLS through March '04. 
 

This national budget is made available to provincial governments through 
national transfers comprising the equitable share and conditional grants (National 
Treasury, 2005: 130). The equitable share (ES) is, traditionally, the largest portion 
of the budget allocated to provincial government and the share over which the 
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province has decision making powers (Institute for Democracy in South Africa 
(IDASA), 2003: 8). Conditional grants are non-discretionary national transfers that 
are ear-marked for spending on nationally defined priorities (Ndlovu, 2005: 4). 
Between the years 2001/02 and 2007/08 the equitable share portion of the 
provincial budget decreased from 72.2% in 2001/02 to 65.4% in 2004/05 (National 
Treasury, 2005: 131). At the same time, the conditional grant allocation from the 
national transfer has increased proportionately (ibid: 132). The reason for the shift 
in national transfer allocations is explained by the National Treasury as follows: 

Rather than reflecting an intention to increase the conditional portion of national 
transfers to provinces, the rise in conditional grants is related mainly to the two 
social security grants: the social assistance administration and social assistance 
transfers grants. These are two transitional conditional grants that are expected to 
be phased out once the South African Security Agency becomes fully operational 
(National Treasury, 2005:132). 

A third source of revenue for provincial governments is own revenue 
collected through various means (such as motor vehicle licences, liquor licenses, 
casino taxes, sale of capital assets, amongst others) (ibid: 132). This portion of the 
total provincial revenue remains relatively small at less than 5% nationally.  

 
1.4 HIV/AIDS in the Eastern Cape 
 

Conflicting data exist for the Eastern Cape regarding prevalence rates. Data from 
the yearly antenatal clinic survey indicates, for example, that the prevalence rate in 
2002 was 23.6, whereas the Nelson Mandela / HSRC Study (HIV/AIDS South 
African National HIV Prevalence, Behavioural Risks and Mass media Household 
Survey 2002), indicates a prevalence rate of 6.6, the lowest in the country (UKZN, 
2005: 7). A recent CADRE/ECSECC report (2005) suggests that a more accurate 
estimate would be between 8% and 11% of the population (CADRE/ECSECC, 
2005: 19). Despite the discrepancies, all data point to an increase in the Province’s 
prevalence rate. This increase is illustrated in Figure 7.7 below, which also shows 
an increase in the prevalence rate nationally.  
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Figure 1.7: National and Eastern Cape HIV prevalence rate 

 
Sources: Health Systems Trust. No date(c). http://www.hst.org.za/heatlhstats/13/data; Equity 
Project.  

A more detailed picture of the position in the Eastern Cape, between the 
periods between 1997 and 2000, was documented by the Equity Project as follows: 

Although generally rural areas have lower prevalence rates than urban areas, the 
rural north-eastern magisterial districts of the Eastern Cape Province, bordering 
KwaZulu-Natal, have amongst the highest infection rates, estimated at over 
25%...Similar rates amongst the adult population were recorded in the more urban 
areas of Mthatha (sic), Mdantsane outside East London, and the Port Elizabeth 
metropolis. Prevalence rates are highest amongst the economically active 
population between the ages of 20 and 35 years, with rates of above 20% (Equity 
Project (No date [a]: 87). 

In addition to urban and rural differences reported above, the distribution of 
the Province’s HIV-positive population also varies according to sex and age. In the 
graph below, for example, the age and sex distribution of the Eastern Cape’s HIV-
positive population indicates a marked difference between males and females. 
Females have a far higher rate of prevalence than males between the ages of 15 and 
29, but males in the age group 30 to 34, have a far higher rate than females. This 
pattern of prevalence is similar to that found nationally where it is reported that the 
peak HIV prevalence for males is approximately ten years later than that for 
females and, in addition, that prevalence is higher in younger population age groups 
than older (CADRE/ECSECC, 2005: 20). 
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Figure 1.8: HIV Prevalence in the Eastern Cape according to sex and 5-year age 
bands from the 2002 Nelson Mandela/HSRC research data 

 

 

 

 

 

 

 

Source: CADRE/ECSECC Report, 2005: 20 

‘Race’ is also a variable that has supposed significance in explaining the 
prevalence of HIV. Although a scientifically meaningless, socially constructed 
concept from which the authors of this report distance themselves unreservedly, it 
is pointed out by “all reputable studies” that the national HIV prevalence rate is 
“…significantly higher among Black Africans than other race groups…” 
(CADRE/ECSECC, 2005: 19). Estimates from workplace studies suggest that the 
Eastern Cape’s pattern of distribution follows the national trend, but ‘race’ groups 
have not been sufficiently represented in samples drawn for the ante-natal and 
Nelson Mandela / HSRC household surveys to make reliable estimates for the 
Province (ibid.: 19). Reasons for the apparent differences are not easily identified, 
as explained in a recent CADRE/ECSECC report: 

…differences in prevalence by population group cannot be accounted for by 
simple differences in level of poverty or education. Even when measures of 
poverty and education are taken into account, the prevalence of HIV is always 
higher among Black Africans. The challenge to researchers is to determine what is 
driving the epidemic in the different population groups so that the key underlying 
risk factors may be identified and addressed (CADRE/ECSECC, 2005: 19/20). 

Exchanging the terms ‘race’ and ‘population group’ as done in the quote 
above, is problematic, but such debate is beyond the scope of this report. Any 
move, however, to ‘de-racialise’ discussion of the condition is given our full 
support and if this involves gaining a more insightful understanding of the 
dynamics involved in the spread of the virus, then the sooner such research is done, 
the better. 

Irrespective of variations in group-specific prevalence, the Province’s 
prevalence rate is regarded as high and although not specific to the Eastern Cape, 
an Equity Project report points out some of the implications of this high prevalence 
rates: 

… (The) statistics do not adequately convey the magnitude of the HIV/AIDS crisis 
facing communities and the health care system. The majority of beds (60% to 
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80%) in some hospitals are occupied by HIV/AIDS patients, both adults and 
children. Paediatricians estimate that over half the children with severe Protein 
Energy Malnutrition (PEM) have AIDS and therefore do not improve even with 
feeding. The recent review of maternal deaths identified that AIDS is the most 
common cause of maternal deaths at all levels of care in South Africa (Equity 
Project report (no date[a]:87). 

In responding to the growing HIV/AIDS needs of South Africans, the 
ECDoH have implemented interventions in accordance with the Government’s 
Operational Plan for Comprehensive HIV and AIDS Care, Management and 
Treatment. Importantly, the national conditional grant allocation for HIV/AIDS has 
increased significantly. This is illustrated in Figure 7.9. 
 
Figure 1.9: Provincial conditional grants for HIV/AIDS for 2003/04 – 2007/08 

Source: Ndlovu, 2005: 7 
 

In addition to the conditional grant, the ECDoH adds a portion of its 
equitable share budget, albeit a relatively small portion, to the conditional grant. 
This share is illustrated in Figure 7.10, which shows provincial equitable share and 
conditional grant allocations (as a percentage of the total HIV/AIDS allocations) 
for 2005/06. 
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Figure 1.10: Equitable Share and Conditional Grant HIV/AIDS allocations for 
2005/06 per province 

Source: Ndlovu, 2005: 9 
 
The actual allocation for HIV and AIDS in 2005/06, per province, is shown 

in Figure 1.11. 
 
Figure 1.11: Actual Equitable Share and Conditional Grant HIV/AIDS allocations for 
2005/06 per province 

Source: Ndlovu, 2005: 9, 10 
 

The adequacy of these budgetary allocations in meeting the growing need 
for support and medical intervention is debatable and will, without doubt, be keenly 
monitored by all interest groups. One of the areas seen to be key in meeting the 
needs of the HIV-positive population, is in the provision of anti-retroviral treatment 
(ART), discussed in the section below. 

1.4.1 Anti-Retroviral Treatment (ART) 
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Based upon the rapid increase in the rate of infection between 1993 and 1998 and 
the expectation that it takes between 8 and 10 year for the HIV virus to progress to 
‘full-blown’ AIDS, the DoH provided targets for the commencement and 
maintenance of ART in South Africa. It projected that the number of new patients 
commencing ART would increase from 53 000 at the end of March 2004 to 1 470 
510 in 2009/09. However, the March 2004 deadline was shifted to March 2005 by 
the President in May 2004, pointing to a year long delay in meeting these initial 
patient targets (Numsa, 2004).Table 7.8 provides a summary of the projected 
targets at a national level. 
 
Table 1.8: Projected targets for new cases starting on ART in the years 2003/04 to 
2008/09 

New Cases Starting 
Year ARVs Total Cases on ARVs 

2003/04 53,000 53,000 
2004/05 138,315 118,665 
2005/06 215,689 381,177 
2006/07 299,516 645,740 
2007/08 411,889 1,001,534 
2008/09 51,089 1,470,510 
Source: DoH, 2003a: 42 
 

Projected targets for the Eastern Cape are presented in Tables 7.9 and 7.10. 
In Table 7.9, a 10 year estimate is provided, based on the assumption that no 
successful preventative interventions will be realized during the period. In this 
scenario, a projected prevalence rate of 15.6% peaks in 2009 and 2010. Based on 
an estimate of 10% of the HIV positive population needing ARVs, a build-up to 
and decline from a peak of 119 830 is predicted for 2010. By changing the 
assumption from 10% to 20%, a peak of 239 660 is also reached in 2010 
(CADRE/ECSECC, 2005: 33). A similar estimate is provided in Table 7.10, but in 
this scenario it is assumed that successful preventative interventions will be 
realized during the period. The difference in the highest estimates for both 
scenarios is 21330, assuming 10% of the HIV-positive population is in need of 
ARVs and 42561, assuming 20% of the HIV-positive population is in need of 
ARVs.  
Table 1.9: 10-year projection of population, HIV prevalence and people requiring 
ARVs in the Eastern Cape assuming no successful preventative intervention is 
realized in the period between 2005 and 2015 ( Source: CADRE/ECSECC, 2005: 33) 
T
a
b
l
e
 
7
.
1
0
:

Year Population HIV prev. (%) ARV need (10% of 
HIV+) 

ARV need (20% of 
HIV+) 

2005 7 431 072 14.1 104 778 209 556 
2006 7 506 125 14.7 110 340 220 680 
2007 7 568 045 15.2 115 034 230 068 
2008 7 617 156 15.4 117 304 234 608 
2009 7 654 440 15.6 119 409 238 818 
2010 7 681 437 15.6 119 830 239 660 
2011 7 700 135 15.5 119 352 238 704 
2012 7 712 518 15.4 118 772 237 545 
2013 7 720 816 15.3 118 128 236 256 
2014 7 726 719 15.1 116 673 233 346 
2015 7 731 578 14.9 115 200 230 401 
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 10-year projection of population, HIV prevalence and people requiring ARVs in the 
Eastern Cape assuming successful preventative interventions are realized in the 
period between 2005 and 2015 

Year Population 
HIV 

prevalence 
(%) 

ARV-need (10% of  
HIV+) 

ARV-need  (20% of 
HIV+) 

2005 7 436 164 12.9 95 926 191 853 
2006 7 514 449 13 97 687 195 375 
2007 7 580 734 13 98 549 197 099 
2008 7 635 685 12.9 98 500 197 000 
2009 7 680 697 12.7 97 544 195 089 
2010 7 717 789 12.5 96 472 192 944 
2011 7 749 445 12.2 94 543 189 086 
2012 7 778 094 11.9 92 559 185 118 
2013 7 806 339 11.7 91 334 182 668 
2014 7 835 996 11.4 89 330 178 660 
2015 7 868 235 11.2 88 124 176 248 
Source: CADRE/ECSECC, 2005: 33 
 

While the estimates provided in the tables above are extremely informative, 
articles reflecting the actual number of patients on ART in the Eastern Cape are 
confusing and information from the Department of Health could not be obtained to 
verify reports12…. Data from an ECDoH report in 2004, for example, indicate an 
increase in the number of people in the Eastern Cape on ARVs, from 618 in July 
2004 to 3163 in December 2004 (ECDoH, December 2004 cited in Treatment 
Action Campaign, No date: 1) A media report appearing in the Daily Dispatch on 
the 22nd November 2004 indicates, however, that the number of people receiving 
anti-retroviral treatment in the Eastern Cape was 10 524, more than three times the 
number indicated by the ECDoH.  

Media reports on the roll-out of ART suggest that the basic needs of the 
uninsured population are not being met in the Eastern Cape. A case in point 
concerns the provision of ART drugs. In contrast to a report appearing in the 
Herald on the 7th June 2004, stating that sufficient stocks of anti-retroviral drugs 
had arrived in the Eastern Cape, a report appearing in the Daily Dispatch on the 
22nd November 2004 revealed that more than a year after the South African roll-out 
of ART, an Addo township clinic, serving 12 000 people, still lacked the vital drug 
needed to administer ART. The nearest point of access to the drug was a 25-minute 
drive away. Apart from problems associated with the supply of ART drugs, another 
commonly cited problem in the roll-out of ART is a lack of staff. A recently 
published article (‘Patients die while on Mthatha waiting list for ARVs’), for 
example, identifies the lack of staff as one of the reasons why patients are dying in 
the wait for ART (see Case Study 7.3 for extracts of this report). In another article 
entitled Lack of staff threatens ARV plan, it is also suggested that “(t)he biggest 
obstacle to getting more HIV positive people on antiretroviral treatment is the lack 
of health staff” (Cullinan, 2005: 1). 
 

                                                             
12 The ECDoH was contacted on numerous occasions between and including February and May 2006 in an 
attempt to obtain information. Where the relevant officials were available, information was willingly 
supplied, but in those cases where the relevant official could not be contacted, information was unobtainable. 



 

 

   
 
 
 

 
 

55 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  



 

 

   
 
 
 

 
 

56 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

Case Study 1.3: Patients die while on Mthatha waiting list for ARVs 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Njamela, Y. 2006. ‘Patients die while on Mthatha waiting list for ARVs’, Health-e  
 

Some of the problems experienced in the delivery of basic health services, 
(discussed below in the section on ‘Factors Impacting on the Delivery of Basic 
Health Services) are bound to impact on the delivery of services associated with 
HIV/AIDS and the delay in ART roll–out should not, therefore, be altogether 
surprising. AIDS and ART, in turn, add to the existing challenges faced by an 
already ‘fragile public health system’, which does not augur well for the future as 
outlined by Chopra in the extract below: 

Unless there is an explicit recognition of the perilous nature of public health 
systems and the push to expand access to ART is not placed within the context of a 
comprehensive response to health systems development there is a danger that 
inequities between different parts of the country and different health programmes 
will be worsened. There is already evidence that the implementation of ARV 

Using their last Rands, patients keep returning to the hospital in the hope that it will be 
their turn to get medication, but the pharmacist in only dispensing for 10 patients a week. 

Antiretroviral drugs are being dispensed so slowly at Mthatha Hospital that patients on the 
waiting list are dying long before they get the medication. 

There’s a huge backlog. We prescribe for patients day in, day out, but our pharmacist 
can only dispense for 10 new patients per week. Now if I prescribe for 120 patients in 
January, the pharmacist will only be able to dispense to 40 patients of that 120,” says Dr 
Anele Mani, a sessional doctor at this hospital. “There are a lot of patients who have 
died,” he adds. “You can go to the clinic and look at the cards of people who have died 
while waiting for ARVs. 

Cindi (not her real name) said she had been waiting for ARVs since last October, and 
was getting weaker and weaker. “I’ve been told to keep coming back. We were first told to come 
back last December but when we got here we were told the nurses are toyi toying so we must 
come back in March,” Cindi said faintly, while struggling to hold her tears back. Now she has 
been told to come back next week as provincial pharmacists are on strike. “I’m not okay, I can 
feel it. Even my weight keeps going down. This is too much on me. I wish there was someone 
who could help me and keep coming here for me.” But Cindi lives with her elderly mother who 
insisted that she used their last R14 on taxi fare to the hospital. It will be another three weeks 
before Cindi gets her grant again. 

The hospital’s superintendent, Dr Linda Mafanya, blames staff shortages for the long 
waiting list.  “We don’t have enough people to dispense these drugs. There is a backlog in terms 
of the patients who are ready to start the drugs but are not yet on drugs. It does not make us feel 
good when a patient dies before he or she gets the ARV’s,” says Mafanya. Each week, patients 
keep coming back in the hope that they will be put on treatment. They squeeze into a garage 
storeroom as there is no other space for them. This month, a pharmacist was finally appointed to 
dispense ARVs, but he has a huge task.  

There was one pharmacist for 39 patients in 2004. There is still one pharmacist but now 
for 2000-plus patients in 2006, says Mani. How do you expect a pharmacist to see 80 to 
90 patients in one day and give them each ARVs? When you give ARVs, it’s not like 
Panado. The hospital superintendent says there is a ‘master plan’ to address Mthatha’s 
problems, but it is likely to be too late for Cindi… – Health-e News Service. 

Yolisa Njamela 8.03.2006 
(http://www.health-e.org.za/news/article.php?uid=20031378 
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treatment programmes is widening geographical inequities with regard to the 
availability and types of HIV care being offered. So for example, whilst in the 
urban areas many thousands of HIV clients are being placed upon treatment, many 
in rural areas still do not have access to basic voluntary counselling and testing. 
There is only a limited amount of scarce health resources such as doctors, 
laboratory services, etc. If the extra resources for ARV treatment are focused in the 
large urban settings (as is the case presently) then, unless there is special attention 
paid, these scarce resources will be soaked up and the 'roll-out' of ARV treatment 
will never reach the rural areas. The poor access to, and quality of, health care in 
low-income communities leads to poor households taking on larger burdens of care 
for people dying of AIDS. This further worsens the economic and health status of 
these households (Chopra, 2005: 1). 

An additional concern for the Eastern Cape relates to a finding of the 
household survey component of this report (see Table 7.7.15), which indicates that 
only half (50.3%) the respondents know what ART is. The greatest awareness is 
amongst household members in the Nelson Mandela metro (64.3%) and lowest in 
ECDMA10 (23.6%) and Cacadu (40.9%). If this finding is an accurate reflection of 
awareness, then half the Eastern Cape population, whether HIV positive or not, do 
not know that treatment is available. And those that are HIV positive and unaware 
of ART will not be attempting to access it. Apart from attending to the issues raised 
by Chopra in the extract above, this finding suggests an urgent need for 
interventions aimed at increasing ART awareness. 

The household survey does indicate, however, that the majority of 
respondents (79.1%) who know what ART is, also know where to get it (see Table 
7.7.16). This knowledge was also fairly evenly distributed across the Province, with 
the highest level of awareness reported in Cacadu (89.3%) and the lowest in 
Amathole (69.9%). 92.1% of this population, furthermore, believe that ART can 
help people with HIV/AIDS and lead to a longer, and better quality of life (see 
Table 7.7.14 in the appended Household Survey). 

A further complicating issue related to HIV/AIDS, and one not discussed in 
this report, is the very close link between HIV/AIDS and the incidence and 
prevalence of tuberculosis (TB). It is estimated, for example, that of the 600 and 
above deaths from AIDS-related illnesses in South Africa every day, half of these 
are from TB (Equity Project, No date[b]: 37). Despite the lack of attention given to 
TB in this research, it must be acknowledged that predictions of increasing HIV 
prevalence mean at the same time, increasing prevalence of TB. 

In addition to the health services offered by clinics, the working definition 
of basic health services provided in this report includes emergency medical 
services. As such, a brief discussion of these services is presented below. 

 
1.5 Emergency Health Care Services 
 

The National Health Act makes provision, under provincial health services, for 
emergency medical services (Section 25m). The Act states that “(a) health care 
provider, health worker or health establishment may not refuse a person emergency 
medical treatment” (Chapter 2, 5), but does not actually define the term ‘emergency 
medical treatment’. 
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Emergency medical services are, nonetheless, the exclusive focus of 
Programme 3, which offers “…emergency medical services through specialized 
transport and paramedic personnel for victims of trauma, maternity, motor vehicle 
and other accidents and…non-emergency transport for inter-hospital transfers and 
referrals for indigent patients” (ECDoH, No date[a]: 61). The two pillars of 
emergency medical services are, thus, transport services, which include specialized 
vehicles such as ambulances, and specially trained paramedic staff. 

In providing transport services, the ECDoH is subject to the policy and 
control of the national and provincial departments of transport (Hall, 2004: 23). In 
other words, the ECDoH is dependent on the Provincial Department of Transport 
(PDoT) for the supply of vehicles it uses for service delivery (ibid: 25). It is also 
dependent on the PDoT for the coordination of licensing, repair and maintenance of 
these vehicles. In addition to the inter-governmental relationship that exists 
between the provincial department of health and transport, endorsement from the 
Provincial Department of Finance (PDoF) is required before vehicles can be 
purchased, maintained and / or repaired (ibid: 25). Although this complicated 
arrangement determines the provision of transport services at the provincial level, it 
does not apply to the provision of transport services at a local government level. At 
the metropolitan, district and local municipal levels, the supply of transport, and the 
policy surrounding that supply, is at the discretion of the presiding metro, district or 
local municipal council (ibid: 25). 

However, the provincial department of health is responsible for the majority 
of primary health care services and thus has greater need of vehicles to transfer 
patients between referral points and deal with emergencies effectively (Hall, 2004: 
25). Transport is also required for clinic supplies, vaccines and medicines as well as 
for health worker assistance and supervision (ibid. 26). 

Although the ECDoH 2003/04 Annual Report points to a dramatic 
improvement in vehicle status as a result of the ‘provincialisation’ of vehicles 
(ECDoH, No date[a]: 63), the ECDoH 2005 / 2006 ‘Policy Speech’ (ECDoH, No 
date[b]: 9) indicates a need to “…put together a turnaround strategy to reposition 
the unit (emergency services), confront its challenges and tangibly make 
improvements in its operation”. The need arises in response to “…severe criticism 
from the Eastern Cape Legislature, the media and civil society groups” (PSAM, 
2005: 9). These criticisms relate to service delivery, staff shortages and budgetary 
under-spending (ibid: 8, 9). In the 2003/04 financial year, for example, EMS under 
spent its budget by 7.9%, translating to R16.82 million. Although R194.48 million 
was spent by EMS in 2003/04, the budget was reduced from R211.30 million to 
R126.89 million in 2004/05. Nonetheless, EMS continued to under spend its budget 
by R1.66 million or 1.3% in the 2004/05 financial year (ibid: 8). The allocated 
budget for EMS in the 2005/06 financial year is R186 846 million (ECDoH, No 
date[b]: 12, 22). 

In addition to criticisms relating to under-spending, EMS has also been 
criticized for not reducing chronic staff shortages, which have impacted on service 
delivery. In the 2004/05 Annual Report, the ECDoH reported that it had managed 
to fill 10% of its 49% vacancy rate, comprising 1055 positions (ECDoH, No 
date[a]: 62) but then contradicts this by stating that “… the programme ended the 
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2004/05 financial year with a 49.3 percent vacancy rate” (PSAM, 2005: 9). The 
chronic staff shortage has also meant that staff have had to operate without 
supervision and that 30 percent of ‘call outs’, in 2003/04 and 20% in 2004/05, have 
been serviced by a single person crew (ECDoH, No date[a]: 62, 66; PSAM, 2005: 
9). In order to ensure that employees rendering EMS are adequately trained, the 
ECDoH sets targets for the training of staff in basic, intermediate and advanced life 
support. In reporting on staff training, the Annual Report of 2003/04 indicates that 
the percentage of staff trained in basic and intermediate life support remained 
slightly less than the strategic plan target for 2003/04. Indeed, out of the targeted 
44% for basic life support, 43% of staff were trained and out of the targeted 52% 
for intermediate life support, 47% of staff were trained (ibid: 64). The percentage 
of staff trained in advanced life support was, however, only 3%, falling 
significantly short of the 30% target (ibid: 65). 

Furthermore, the Auditor General’s report of the ECDoH for 2004/05 
financial year indicates that some of the ambulance staff, which include paramedics 
and rescue medics “…had not met the basic training requirements of the Health 
Professions Council of South Africa (HPCSA), because they did not have valid 
Public Drivers Permits (PDP)…(and) were not legally authorized to carry 
passengers and patients” (PSAM, 2005: 18). Furthermore, many of the ambulances 
and vehicles were found to be ill-equipped regarding necessary stock and 
apparatus, which undoubtedly has an impact on the quality of service being offered 
by EMS (ibid: 18). 

EMS has also come under criticism for the poor levels of service it has been 
delivering. In an attempt, for example, to improve accessibility to EMS services, 
the ECDoH sets targets for the number of vehicles it offers per 1000 members of 
the population. The 2003/04 strategic plan sets the target at 1 vehicle per 1000 of 
the population and meets this target in 2001/02 and 2002/03. However, in 2003/04 
it reports that only 0.02 vehicles per 1000 inhabitants were provided and explains 
this significant decline by reference to ‘shortage of staff and budget’ (ibid: 65).The 
2005/06 strategic plan reports that 114 new ambulances, 20 response vehicles and 
16 rescue vehicles were added to the fleet of vehicles offering EMS and a 
helicopter service with satellites in Mthatha, East London and Port Elizabeth had, 
furthermore, been contracted to improve accessibility in remote areas (ECDoH, No 
date[c]: 9, 10). 

Despite these improvements in vehicle provision, the ECDoH was unable to 
meet EMS ‘call out’ commitment targets of 20 minutes in urban areas and 45 
minutes in rural areas. In the 2004/05 Annual Report, it is indicated, for example, 
that the call out time for urban areas was 40 minutes and for rural areas, 60 minutes 
(PSAM, 2005: 9). Delays in ‘call out’ time have been widely published in the 
media and are often associated with the loss of life. A number of headlines taken 
from Eastern Cape Newspapers13 illustrate this point: 
• No ambulance for seriously ill patient (The Herald, 17th May 2001) 
• Ambulance delay cost man’s life, say family (The Herald, 20th May 2003) 
• Baby stillborn after 40 hour wait for help (Daily Dispatch, 28th August 2003) 
• Call for probe into 6-hour wait for ambulance (Daily Dispatch, 17th February 

2004) 

                                                             
13 Accessed through the PSAM website: 
http://case.psam.ru.ac.za/cmwsresolvedcases.asp#Health on the 22/03/06 
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• Granny dies waiting for ambulance (The Herald, 10th March 2004) 
• Ambulance wait blamed for baby’s death (Daily Dispatch, 6th May 2004) 
• Deaths follow ambulance service hitches (The Herald, 6th May 2004) 

The ever-present problems that plague the EMS have been responded to, in 
part, by establishing a Private Public Partnership between the provincial department 
of Transport and a private fleet management servicing company called Fleet Africa 
(Nursing Today, 2004: 2). This partnership, which was established in August 2003, 
contracted Fleet Africa to manage, maintain, service, repair and replace emergency 
service vehicles. However, the partnership, from the onset, gave rise to further 
service delivery problems to the point that the director of EMS advised the 
department, at a standing committee meeting held on the 11th November 2003, to 
“get out of the contract” (Nursing Today, 2004: 4). In any event, the problems 
experienced with Fleet Africa deflect attention away from a number of pervasive 
issues that require more sustained interventions by the ECDoH. The following 
quote summarises these issues as follows: 

When an examination is made of the state of the EMS within the Eastern Cape it is 
unclear how privatizing the management of the fleet is intended to alleviate the 
systematic problems experienced. Currently, there are 337 vehicles within the 
service, including both rescue and patient-transfer vehicles. Of these, the 
department itself acknowledges that 90 percent are ‘old and un-roadworthy’. The 
costs associated with maintaining these failing vehicles, is exorbitant. Nationally, it 
costs R15 per kilometre to keep an ambulance on the road; in the Eastern Cape it 
costs R45 per kilometre. The department argues that this is the case because of 
poor roads in the province, excessive staff overtime payments (due to staff short-
ages [sic]), misuse and abuse of vehicles, a lack of referral hospitals and the age 
and condition of the vehicles…In addition to these problems associated with the 
ambulance vehicles themselves is the chronic short-age (sic) of staff within the 
EMS. Currently there is a 29 percent vacancy rate within the service. However, as 
the department admits, an additional 288 staff are also needed to end the practice 
of sending out ‘one-man’ ambulances. Given these continuing long-term systemic 
issues, it is not clear how the privatization of the management of the EMS fleet 
will serve to address its ongoing service delivery failures. It will not improve the 
department’s ability to recruit and retain staff, nor will it enable the department to 
spend its money effectively. It will not serve to reduce the costs associated with the 
service in the province. These are vital questions that have simply not been 
addressed by SCOPA (Standing Committee on Public Accounts), which has not 
publicly raised any concerns regarding the management of the EMS fleet by Fleet 
Africa. In the absence of effective oversight it is inconceivable as to how this 
situation is to be resolved. (Nursing Today, 2004: 3-4) 

Findings from the Rapid Assessment of Basic Service Delivery and Socio-
economic Survey (the Household survey) (Section Two of this report) tend to 
reflect some of the problems mentioned above. Limited accessibility and 
imbalances in distribution of services were, in particular, highlighted by 
respondents. Only 44.3% of the Province’s households, for example, report access 
to an ambulance service and of these, 78.4% are in the Nelson Mandela Metro 
while 23.4% are in Alfred Nzo and 20.2% are in ECDMA10 (see Table 7.7.6). The 
differences in response suggest that households in poorer, rural areas of the Eastern 
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Cape enjoy less access to basic health services than those in the relatively wealthier 
areas. They also point to the need for continued efforts to increase accessibility 

Perhaps in response to the problems cited above, the ECDoH indicates in its 
Summarised Version of the 2005/06 Operational Plan Information Booklet (No 
date[b]: 23) that it “…is in the process of formulating a 10 Year Strategy for EMRS 
(Emergency Medical and Rescue Services) in the Eastern Cape that seeks to 
position the department as the best provider of emergency and rescue services in 
the country”. This commitment to improving the service is welcome and to be 
highly praised. 

 
1.6 Factors Impacting on the Delivery of Basic Health Services 
 

A number of factors impact on the delivery of basic health services. Those that 
assist in explaining the poor delivery of services will be discussed below. These 
include staffing issues, leadership/management, differential access and financial 
resources. 

 
1.6.1 Staff Shortages 

One of the most serious problems facing the ECDoH is a chronic shortage of 
essential staff to deliver basic health services. In its Monitoring Brief of the 
ECDoH for the 2004/05 financial year, for example, the Public Service 
Accountability Monitor (PSAM) makes the following observations: 

The department was able to recruit 4883 staff during the financial year, however, 
2984 staff left in the same year. At senior management level, the Department 
recruited 25 permanent senior managers, but during the same period lost 13 
permanent senior mangers. Despite recommendations made by the Standing 
Committee for Health, the Interim Management Team Report and the PSAM, the 
Department has failed to implement a recruitment and retention strategy that 
expedites the filling of critical posts and the retention of senior personnel. The 
Auditor-General’s report for 2004/05 financial year states that the Department’s 
vacancy rate of 32.8 percent ‘may result in current staff being overworked and 
effective service being hampered’. (PSAM, 2005: 10/11). 

Without doubt, the inability of the Department to adequately recruit and 
retain staff has an impact on the capacity to deliver basic health services. Dr 
Goqwana, indeed, admitted that the shortage of some 2500 nurses and 1004 doctors 
was hindering effective provision of primary health services to the rural population 
(Daily Dispatch, 2005b). 

These staff shortages were confirmed by our survey of selected primary 
health clinics. It was reported for example that the range of staff available at clinics 
was declining progressively. Clinics, where a doctor had been available on all days 
of the week, for example, were now only being visited by a doctor twice a week 
and specialised staff, were not available when they had been before. A few clinics 
reported that they had no access to a doctor and none of the clinics visited had a 
pharmacist, radiographer, physiotherapist, occupational therapist or social worker. 
Two clinics indicated that a dentist’s services were available twice a month, but 
referrals to district hospitals had to be made for all other professional services not 
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available at the clinic. 
The critical issue for clinics, however, relates to the shortage of professional 

nurses. Responses to our interview questions provide insight into the extreme levels 
of frustration experienced by professional nurses at both provincially and 
municipality-run clinics, and serve as possible explanations for the chronic shortage 
of staff. The perception exists, firstly, that the nurse to patient ratio is increasing 
progressively, which has several implications including the impact on the 
relationship between nurse and patient. It was reported by nurses that patients do 
not understand that one nurse can only see a certain number of patients. As one 
nurse explained: “We are not machines. These machines have to be operated by a 
person with flesh and blood”. 

The issue of patient rudeness was a concern reported by nurses and it was 
almost a unanimous view that provincial officials ‘encourage’ patients to ‘abuse 
staff’ by asking them to complain. A ‘complaints hot-line’ had been opened and 
one nurse elaborated on this saying: “You hear politicians making speeches and 
saying my office is always open. Come and tell me if nurses are rude”. Another 
nurse said: “The statement I hate is ‘heads will roll’. To every little complaint 
politicians say ‘heads will roll, heads will roll’. Nobody ever checks whether the 
stories are true. They read them in the paper and answer in the paper”. The 
perception, indeed, exists that since 1994, life for nurses has become very difficult 
because patients are being encouraged to believe that democracy upholds their 
rights, but the same rights are not being extended to nurses. “Democracy has 
brought abuse”, said one nurse, explaining that: “patients will insult you then say: 
‘I will report you’ and ‘You will be fired’, even when it is they that are wrong”. 
Nurses complained further that they received no commendation for good work 
done and while politicians did not comment on exemplary work, they never missed 
the opportunity to criticise nurses in the press. 

The lack of appreciation for nurses by political figures was compounded by 
unrealistic expectations and demands. Municipality officials, for example, reported 
that politicians had a tendency to put pressure on nurses to deliver services that 
were impossible to meet. As explained in one interview: “Councillors and people 
from Bhisho can be impossible especially just before elections. They phone and 
ask: ‘Why is there no nurse at this clinic in my ward?’ when they know that we do 
not have the authority to replace nurses who have left”. It was also explained that, 
at times, mobile clinics were expected to change their routes or be used at 
functions, which completely disrupted the schedule and inconvenienced patients. 

Perceived differences in conditions of services between and within 
municipalities and government was also mentioned as a point of contention. It was 
said that nurses keep moving from province to municipality and back in search of 
better conditions because these have not been standardised. One nurse said: “We in 
the Municipality think those in government are better paid…Those in government 
resign and come and join us here. Why can’t it all be equal? It means that some 
people in government are better paid and some people in municipalities are better 
paid. This leads to frustration”. 

The municipalities, in particular, expressed concern that they were finding it 
difficult to retain staff especially at the level of professional nurse. This we were 
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told was because of the ‘glass ceiling’, which exists and means there is no upward 
mobility for a well-skilled level of personnel. The result is that professional nurses 
are leaving the municipalities to take up positions in either the provincial 
administration or in the non-governmental organisation (NGO) sector. Further to 
this, was the issue of perceived inertia and red tape on the part of provincial 
department officials in dealing with staff issues. One nurse said: “As nurses we can 
never get anything unless we ‘toyi toyi’. Even when we are offered an increase and 
it is there on paper it will not be released unless we ‘toyi toyi’”. Another nurse said: 
“Funds for health care personnel are always diverted to something else of 
importance. The people at Bhisho do not think nurses are important”. This 
sentiment was also evident in responses concerning remuneration. Nearly all 
respondents expressed the view that health care personnel were not adequately 
remunerated by the Government. One nurse said: “We slave; we are insulted by 
patients; we do our best and get peanuts for it”. 

A further concern raised by nurses was that of security. A perception 
seemed to exist among nurses interviewed that their personal safety was not a DoH 
priority. In two clinics, for example, we were told the hours of operation had to be 
reduced due to a lack of security. The clinics were unable to operate after dark or 
open at weekends because it was too unsafe for the staff. We found that very few 
facilities had security personnel who, arguably, act as a deterrent even if unarmed. 
As one nurse asked: “How can you treat patients when you are scared?” One 
facility reported that the lack of security was so bad that every so often staff would 
arrive at work and find that the veranda had been used as a toilet for the weekend. 
Nurses at another clinic reported that the clinic had been broken into and the inside 
completely ‘trashed’ so that it had to close down for a couple of days for cleaning. 

Some nurses went so far as to suggest that consideration be given to the 
payment of a ‘risk allowance’ to those working in ‘townships’ and ‘other high risk’ 
areas as a means of motivating and retaining existing staff. In much the same way 
as nurses are paid an incentive to work in rural areas, those based in ‘high risk 
areas’ see the need to be paid an incentive to motivate them to continue working in 
an environment they experience as threatening, unsafe and stressful. 

One nurse felt that the stress experienced at work was so severe that nurses 
should only spend one year working there. Any period longer than that would lead 
to nervous breakdowns as the work load was excessive. It was reported that the 
area had difficult patients who were largely unemployed and abused alcohol. She 
feared that the situation was becoming worse with an ever-increasing load of 
patients and absenteeism on the part of stressed staff. 

In addition to the issues relating to the conditions of service, lack of 
promotional opportunities and appreciation from employers, one nurse complained 
of the unstimulating environment as a factor leading to her resignation. As she 
indicated, she was tired of spending her life saying ‘next’ and never having a 
change to ‘engage’ her ‘brain’. 

In an attempt to overcome the severe shortage of nursing staff and in the 
rural areas of the Eastern Cape, in particular, community health workers (CHWs) 
have become increasingly necessary to assist with the demanding workload. One 
newspaper report, for example, quotes the case of increasing numbers of patients in 
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the Lusikisiki area. In 2004, the number of patients treated for all conditions was 16 
000 and by April 2005, this number had increased to 26 000 (Daily Dispatch, 
2005a). The community health workers assist nurses with a variety of tasks 
including the TB Dots strategy and follow-up on defaulting chronic medication 
patients, although others assist with clerical and other work in the clinics. Initially, 
CHWs were voluntary workers, but they are now paid a stipend from the 
Government. It was reported that the introduction of the stipend had led to clinics 
being overwhelmed with people wanting to be CHWs, but the clinics we surveyed 
employed about five CMHs.  

However, the recent non-payment of the stipend to the CHWs in rural areas 
of the Province has gained some media attention. A report in the Daily Dispatch in 
May 2005 highlighted the problem faced by CHWs: 

Community health worker Nomampondomise Shushu has not been paid her R1000 
stipend for almost two years and now depends on her father’s meager security 
guard’s salary…Shushu is among 60 community health workers who are assisting 
in the 12 short-staffed clinics in the Lusikisiki area. These community workers and 
others from various local service areas in the OR Tambo region last received their 
stipends, as promised by the government, in August 2003 (Daily Dispatch, 23 May 
2005) 

This problem regarding payment of the CHW stipend was confirmed in our 
survey of selected clinics where reports of delays in payment generated frustration. 
Dr Bevan Goqwana is reported to have explained, in response to these problems, 
that the province pays money to the municipalities, which would, in turn, pay the 
community health workers. But this arrangement appears to be flawed as reported 
above. It is clearly in the interests of the ECDoH to address shortcomings in the 
system and ensure the smooth flow of stipend payment to CHWs as they appear to 
render an invaluable service and alleviate the impact of the chronic staff shortage. 

The conditions under which CHWs ‘work’ is not always ideal either. 
During the course of the clinic survey, it was revealed that a lack of security 
prevented CHWs from rendering services at times. Certain areas were, for example, 
identified as ‘no go’ areas at month-end and in December when drunken behaviour 
put CHW at risk. As one nurse explained: “Community health workers fear for 
their lives during certain periods and so we suffer increased default in medication 
among patients at these times”. 

In summary, addressing the problems relating to clinic staff appears to be of 
vital importance if health care service delivery is to be improved. It is certainly the 
single most important factor identified by those working in the clinics. Across the 
board, officials and nurses told us in our survey that no amount of improvement in 
the infrastructure, drug or equipment supply would enhance health services 
delivery if the staff crisis was not being dealt with. The section above highlights 
some of the issues brought to our attention by provincial and municipal clinic staff 
and in so doing provides some insight into the frustration felt by nurses employed 
to provide primary health care. 

 
1.6.2  Leadership / Management 

Although the ECDoH has enjoyed a relatively stable leadership structure with the 
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appointment of the former MEC, Dr Bevan Goqwana in 1999, the department has 
drawn constant criticism for the poor quality, and lack, of basic health services, 
staff shortages and mismanagement of resources, amongst other things. Such 
matters inevitably point, directly or indirectly, to problems in senior management. 
Of particular concern, are numerous accounts of budgetary under-spending. As the 
MEC for Finance, Mr Billy Nel, puts it in his 2006/07 Budget Speech and Policy 
Statement: 

a shortage of money is one thing, but an inability to spend the already inadequate 
allocation is unacceptable. (Nel, 2006)                                                                                                                                                                                                                                                                                                                                                                                                                                  
PSAM, in its Monitoring Brief of the ECDoH’s 2004/05 financial year, 

highlights a number of alarming matters that implicate senior ECDoH management. 
These matters, quoted directly from the Monitoring Brief, are listed below: Case 
Study 7.4 also contains extracts of a report that highlight the ECDoH’s lack of 
expenditure on vital health care services. 
• MEC Goqwana stated in his policy speech for the 2004/05 financial year that the 

impact of HIV/AIDS ‘continues to torment our communities’… and yet Departmental 
spending on HIV/AIDS continues to be poor. In 2003/04 the Department failed to 
spend R4.6 million or 11.8 percent, of its HIV/AIDS Health grant…In the 2004/05 
financial year, the Department recorded a small improvement in spending, under 
spending by R8.43 million, or 8.5 percent. (PSAM, 2005: 12) 

• In light of the scarcity of skills and personnel in the health sector… it is of concern that 
the Department failed to spend R20.50 million, or 21.03 percent, of the Health 
professionals Training and Development Grant (HPTD) in the financial year under 
review. The Department stated that under spending occurred within this grant because 
‘a payment of R16 thousand instead of R16 million [was] discovered too late to rectify. 
(PSAM, 2005: 12) 

• It is deeply worrying that…the Department…could not accurately differentiate 
between conditional grant and equitable share funds. The Auditor-General reported 
that this resulted in unauthorized expenditure of R57.48 million. (PSAM, 2005: 15) 

 
Case Study 1.4: Extract from an article reporting on the ECDoH’s failure to spend 
R172-million  Source: Thom, A. 2005. http://www.health-e.org.za/news/article.php?uid=20031346 

 
 
 
 
 
 
 
 

In addition to under and unauthorized expenditure, the ECDoH has also been 
identified as one of four departments owning a total of R41,6 million rand to the 
Mandela Metropolitan Municipality (Nel, 2006: 11) during the 2005/06 financial 
year. These and other aspects of poor financial mismanagement have led to audit 
disclaimers by the Auditor General for the financial years 2001/02, 2003/04 and 
2004/05 (PSAM, 2005: 13). As explained by PSAM (ibid) “(a)n audit disclaimer is 
the most severe opinion the Auditor-General can issue, and is issued where a 

Eastern Cape struggling to cope with Aids 

There was little to celebrate in South Africa and more specifically in the Eastern Cape 
on World Aids Day. 
There will be little to celebrate in South Africa and more specifically in the Eastern Cape this 
World Aids Day. The Eastern Cape health department has over four years failed to spend a 
staggering R172-million dedicated for HIV/AIDS treatment, training, development of health 
care professionals and the provision of nutrition. 
This was recently revealed at a meeting of the Joint Civil Society Monitoring Forum (JCSMF) 
in East London. The forum, a group of organizations including the Aids Law Project, the 
Health Systems Trust and the Institute for Democracy in South Africa, meets regularly to 
assess the progress of Government’s treatment plan… 
(Thom, 2005: 1) 
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department’s records and supporting documentation are either unavailable for audit 
purposes, or are of such poor quality that no reasonable determination of the 
validity of financial transactions can be made”. 

The audit disclaimers would suggest poor management and control of senior 
administrative functions, which is cause for concern as it does not engender 
confidence in the Department’s ability to serve its population in an effective, 
efficient and professional manner. While the commitment of the provincial 
government to provide basic health services is without question and advances in so 
doing are clearly evident, leadership and management-related problems appear to 
be in need of far more attention. The recent appointment of Ms Nomsa Jajula, as 
the new Health MEC, holds the promise of rejuvenation, but if problems are of a 
systemic, deep-rooted nature, they will be difficult to solve with the mere 
replacement of individuals. Any attempts to address some of the recurrent 
criticisms directed at the Department should, however, be embraced.  

 
1.6.3 Differential Access 
 

Case Study 7.5: Box 4: Extracts from a newspaper article (Source: Daily Dispatch, 25th 
October 2004).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
The newspaper extract contained in Case Study 7.5 above highlights one of the 
major problems associated with health care provision and utilization. As indicated, 
many of the burdens associated with disease, and AIDS particularly, are felt in the 
extreme by poor black women (Thomas, 2004). As Thomas argues, with reference 
to AIDS: 

Poor women are often hungry and also especially defenseless against coercive sex 
so their immune systems are debilitated and their genitalia damaged. The health 
and welfare services are often too full of holes to catch them. There are therefore 

‘AIDS – Where is the woman’s voice?’ 

Mrs Malusi lives in a hovel so cramped that the only bed stops the door from opening fully. 
When I visited her there I was given the best seat, a rickety little bench which wobbled on the 
bare mud floor. She sat on a box beside a table which was a plank balanced on another box. 
According to her ID book, Mrs Malusi was 68, she looked 80 and her eyes held a thousand years 
of travail. Her daughter-in-law, whom she had nursed through her illness, had recently died from 
Aids. Her disability grant as well as the child support grant of her six-year-old son, Temba had, 
of course, terminated with her. The only remaining income in the house, therefore, was Mrs 
Malusi’s old age pension which she was sharing with Temba as well as her son, Mandla. (Let’s 
hope her ID has 13 digits). Mandla was propped up on the bed in the last stages of Aids, 
malodorous from his persistent diarrhea and the lack of a toilet. He was also constantly coughing 
and spitting into an old rag. Their problem was that he was too weak to reach a doctor to apply 
for a disability grant and there was no money for transport. The funeral had used it all up and 
except for a packet of porridge from the clinic there was no food in the house. Suddenly, in the 
hopelessness of the telling tears came to Mrs Mlusi’s eyes. Seeing them, Temba started crying 
too, clinging to his grandmother to give and receive comfort. Mandla’s pension came through in 
the month he died. Now there are just the old woman and the little boy whose name, in English, 
means hope. He also has the virus. Last week the woman who introduced me to Mrs Malusi 
phoned to say that she was considering turning her back on the distress all around her to retain 
her own sanity. Five women with variants of Mrs Malusi’s story in her close neighbourhood had 
died during the week leaving destitution, young children and unheeded tears. Simply witnessing 
this despair and impotence drains and paralyses. Mrs Malusi and Temba and millions more must 
endure it without respite (Thomas cited in the Daily Dispatch, 2004). 
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more likely to encounter the virus, be invaded by it and to suffer its worst ravages. 
Poor women, infected or not, are also the main caregivers of babies ailing and 
dying of Aids, orphaned children, of the teens and twenties whose faces stare out 
of the obituary columns which laconically announce “born 1976, died 2004”. Poor 
women cradling babies dying of hunger and Aids – take your pick, neither is being 
effectively addressed… (Thomas, 2004). 

Data specific to women’s access to health care facilities was not retrieved 
for the purposes of this report, but media and other reports highlight the difficulties 
faced by poor women. And although referring to AIDS, the scenario depicted above 
applies equally to many diseases in the Eastern Cape. Poor women are often the 
most powerless in society and the ones in greatest need of state assistance for their 
existence, which suggests that unless their needs are adequately met, the state will 
be failing in its endeavour to provide all people with health care as a basic human 
right. 

Differential access is not, however, limited to poor women. The household 
and clinic surveys indicate that rural areas in the Eastern Cape are underserved by 
basic health care facilities, particularly emergency medical services, which serve 
the eligible population at large. Knowledge about services acts as a further barrier 
to access, which was an issue highlighted by the household survey. In this case, 
50.3% of the population does not know what anti-retroviral treatment is. Although 
not all in this population will need ART, the lack of awareness in those that do, will 
impede access to the treatment. Additional factors affecting access such as physical 
ability, age, know-how, language, and transport are equally important in 
understanding and overcoming barriers to access, but have not been dealt with in 
this report. 

 
1.6.4 Financial Resources 

In 1997, less that 20% of provincial resources were allocated to primary health 
care. In 2003, this figure had increased to over 50% (The Equity Project, No 
date[b]: 17). Although this appears to be a significant and positive increase, a closer 
inspection of the financing of public health indicates that when the effects of 
general inflation and population growth are taken into account, health care 
spending has been, since 1995/96, stagnant (Health Financial Planning and 
Economics Directorate, No date: 3). When measured against the positive growth in 
Gross Domestic Product (GDP), it also becomes apparent that “…public health 
spending has been slowly but steadily declining as a percentage of GDP” (ibid: 3). 
Figure 7.12 indicates this trend: 
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Figure 1.12: Health Care Expenditure by National and Provincial Government as a 
percentage of GDP in South Africa between 1992/93 and 
2004/05

 
Source: Health Financial Planning and Economics Directorate, 2005: 4. 

 
In addition to the general trend in public health sector spending, per capita 

public health care expenditure (in the period between 1995 and 2003) remained 
below the national average in the Eastern Cape (ibid: 8, 9). Several reasons are 
cited for the inequities apparent between provincial per capita health care 
expenditure and one of the most important relates to the system of fiscal federalism. 
Prior to the introduction of fiscal federalism in 1997/1998, health care expenditure 
was budgeted for using a Resource Allocation Formula (ibid: 1). This was one of 
the main strategies used in the post-1994 period to increase equity in health care 
delivery. In short, it “…aimed at getting an equal allocation per capita based on the 
population of the provinces weighted by a poverty factor, after taking off a 
proportion for supra regional services…” (Barron, 1998: 46). This budgetary 
system was controlled through a function (health) committee that was responsible 
for allocating the national health budget to the provinces and to the NDoH (Health 
Financial Planning and Economics Directorate, No date: 1). It was anticipated that 
over a five-year period this system would ensure an equitable distribution of 
funding across all provinces (Barron, 1998: 46). 

However, following the implementation of the new Constitution, 
considerable autonomy was imparted to provinces, which meant that provincial 
legislatures assumed responsibility for the allocation of functional / sectoral (for 
example, health) budgets (Health Financial Planning and Economics Directorate, 
2005: 1). A new system of budgetary allocation, known as fiscal federalism, was 
therefore introduced, replacing the functions committee in the allocation of health 
care expenditure (ibid; 1). The implications of this switch in budgetary system are 
significant for health care expenditure. For example, rather than being assigned to 
specific sectors (such as health), financial resources are allocated to provinces. 
Provincial legislatures, in turn, allocate resources to social sectors where the 
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assignment of more resources to one sector negatively impacts on another (ibid: 
10). So together, fiscal federalism and the new-liberal economic policy trend to 
reduce state spending in areas such as health, weaken the ability to protect and 
sustain a health budget allocation that meets the needs of the estimated two thirds 
of the provincial population living in poverty. 

A further problem identified with the allocation of resources to the health 
sector is determining a desirable level of per capita spending (ibid: 10). In the 
absence of “…a robust assessment of need for public health services’ as well as a 
‘(d)efinition of a basic package of health care…” (ibid: 10), there is little by which 
levels of appropriate spending and service delivery can be established and 
measured. Such problems, if not urgently addressed, will continue to impact 
negatively on the already inequitable and insufficient resource allocation for health 
care expenditure. 
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PRIMARY HEALTH CARE ANDEMERGENCY SERVICES 
 

SECTION TWO: 
 
1.7 Results from the Rapid Eastern Cape Provincial Assessment of 

Service Delivery and Socio-Economic Survey: Primary Health 
Care and Emergency Services  

 
1.7.1 Health Care Services Priority Ratings 

In the province, 93.2% of households say that hospitals are essential services. 
Clinics are seen as essential services by 91.8% of the population, and ambulance 
services are essential to 91.5% of the population. Nearly nine out of ten 
respondents say that fire departments are essential services (89.8%) (see Table 
7.7.1). 

Hospitals are seen as an important service for the household by 7.8% of the 
respondents. It is mentioned more by residents of Nelson Mandela Metro (14.6%), 
and ECDMA10 (18.7%), in contrast to respondents in OR Tambo, only 1.9% of 
whom had mentioned this as one of the three most important services for their 
household (see Table 7.7.2 below). 

Clinics are found to be important services for the household by 14% of the 
respondents. In this case, more residents of Cacadu had mentioned these as one of 
the most important services, and it was found important by a lower percentage of 
people in ECDMA10 (8.2%). 

Ambulance services are only mentioned by 4.2% as one of the most 
important services for their household. It is mentioned more in Nelson Mandela 
Metro (7.9%) and less in OR Tambo and Alfred Nzo (1.2% and 1% respectively). 

 
Table 1.7.1: Perceived essential services by district (q3.1 by A1) (District level weights) 
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SERVICE REGARDED AS 
ESSENTIAL 

% 
YES 

% 
YES 

% 
YES 

% 
YES 

% 
YES 

% 
YES 

% 
YES 

% 
YES 

% 
YES 

Public telephones 89.3 90.1 87.4 97.2 92.0 95.4 86.4 84.5 91.1 
Postal deliveries  92.9 94.6 87.3 96.1 78.6 85.9 61.3 73.9 86.9 
Post office 92.9 94.6 87.3 96.1 78.6 85.9 61.3 73.9 86.9 
Police services 96.4 96.1 88.5 98.3 95.4 92.5 79.5 93.6 92.1 

Hospital 94.1 92.8 92.9 97.5 94.6 94.1 82.1 95.9 93.2 
Clinic 95.1 98.2 90.8 97.6 88.4 90.3 80.4 93.6 91.8 
Ambulance 92.5 93.0 90.8 97.2 90.8 92.6 79.0 95.9 91.5 
Fire Department 90.4 91.7 86.9 95.4 85.0 94.7 78.1 83.1 89.8 

Low Cost Housing / RDP  82.9 83.3 83.7 94.6 81.1 96.7 89.3 71.6 88.1 
Pension payout points  86.0 94.0 80.3 95.0 81.3 87.5 79.6 78.0 85.6 
Water supply  99.0 99.8 90.7 97.7 90.6 92.9 81.8 93.6 93.3 
Electricity supply  98.7 98.3 87.8 97.6 88.0 80.3 75.4 100.0 88.9 

Street lighting  96.7 98.2 93.1 98.4 94.1 96.5 83.1 71.6 94.7 
Good road surface  96.3 94.2 94.0 98.6 94.4 97.8 90.5 93.1 95.6 
Enough roads  90.4 95.0 94.5 98.3 92.5 96.2 88.4 87.1 94.1 
Storm water drains 89.7 94.8 87.0 96.2 84.3 87.2 81.7 83.1 88.6 

Sign posting of roads 92.2 94.8 85.2 96.4 83.7 85.3 74.1 94.5 87.5 
Pavements  93.7 93.7 85.9 96.4 83.0 85.1 72.7 73.9 87.6 
Parks/ recreational open space  92.2 87.8 83.3 93.1 83.4 82.8 71.8 72.5 85.3 
Sports facilities 90.2 93.4 91.8 93.4 87.4 90.5 78.1 79.3 90.2 

Libraries  92.8 95.9 88.6 94.9 85.6 92.0 79.6 87.1 90.4 
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Table 1.7.2: Three most important services to your household by district – Percentage of 
cases (Q3.2 by A1) (District Level Weights)  
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% % % % % % % % % 

Public telephones 8.6 5.8 10.9 7.5 9.5 3.9 9.0 15.5 8.0 
Postal deliveries 13.1 4.4 3.4 2.1 5.7 2.0 3.2 15.0 4.8 
A Post office 4.8 6.4 1.9 1.5 1.1 0.6 1.6 1.4 2.3 
Police services 13.5 5.0 12.6 7.4 7.4 3.2 2.2 0.0 8.4 

Hospitals 14.6 12.6 9.3 7.8 4.6 1.9 3.3 18.7 7.8 
Clinics 10.2 18.9 16.0 17.3 13.6 11.5 13.8 8.2 14.0 
Ambulance services 7.9 7.1 5.0 2.9 5.2 1.2 1.0 8.2 4.2 
A Fire department 3.4 3.2 4.7 1.6 1.7 1.4 0.2 6.4 2.7 
New low cost/RDP 
housing 15.1 14.2 33.2 24.0 24.9 55.0 38.0 1.4 32.5 

Pension payout 
points 4.5 6.4 3.8 5.7 2.2 4.5 3.3 12.3 4.4 

Water supply 64.4 70.4 52.5 59.2 69.8 76.6 68.8 60.7 64.2 
Electricity supply 61.0 62.5 37.7 38.4 57.5 43.8 59.2 66.2 47.7 

Street lighting 4.7 8.0 9.5 15.2 5.7 6.3 3.9 13.3 7.9 
Good road surface 6.5 13.1 22.1 30.6 20.0 14.6 15.7 24.7 17.6 
Enough roads 1.8 3.1 3.6 4.0 3.0 5.1 2.9 4.1 3.6 
Storm water drains 3.5 5.3 2.1 3.5 1.6 0.2 0.4 1.4 2.1 

Sign posting of roads 1.5 1.4 0.7 1.2 0.5 0.2 0.0 0.0 0.7 
Pavements 3.1 1.1 1.2 2.4 2.2 0.8 0.1 0.0 1.6 
Parks or recreat. open 
spaces 4.5 1.9 2.6 3.3 1.4 0.5 0.1 4.6 2.2 

Sports facilities 1.6 0.7 2.2 3.1 0.7 1.3 0.4 0.0 1.7 
Libraries 4.2 0.8 4.4 2.1 1.4 1.1 2.7 0.0 2.8 
Public schools 4.6 2.6 6.6 4.6 3.5 1.9 3.1 1.4 4.2 
Community halls 1.0 0.2 4.0 2.2 1.2 1.3 0.6 1.4 2.0 

Bus transport 1.8 2.9 2.4 1.6 2.0 0.8 1.0 4.6 1.8 
Mini bus taxis 1.6 7.0 1.6 3.1 1.1 0.3 0.2 2.7 1.7 
Refuse removal 15.2 12.4 3.5 8.6 5.3 2.6 1.6 0.0 6.5 
Sanitation or 
sewerage service 11.2 14.4 33.1 27.0 36.0 51.1 49.3 4.1 32.8 

Crèches .6 0.1 2.4 1.2 0.6 1.0 1.6 0.0 1.3 
Connectivity to 
internet 2.4 2.2 1.4 1.8 3.6 0.5 3.5 0.0 1.7 

Government 
information .9 0.4 1.1 3.3 0.4 1.9 0.5 0.0 1.4 

Cellular phone 
coverage 2.7 2.1 0.8 1.8 4.6 0.5 5.9 23.8 1.9 

Cemeteries .5 0.1 0.1 0.8 0.5 0.1 0.1 0.0 0.3 
Tertiary education 
facilities 4.5 2.5 2.6 2.3 1.3 1.7 2.4 0.0 2.6 
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Total amount of 
people 263793 100366 423474 189487 85331 342736 124087 2014 1531289 

 
As a community service, hospitals are mentioned by a total of 11.4% of the people 
as an important service for the community, clinics are mentioned by 23.3% of the 
people, and ambulance services are mentioned by 5.7% of the respondents (see 
Table 7.7.3). Clearly, clinics are rated higher as an important service to 
communities, with higher ratings recorded for this service in many municipalities 
than even water, sanitation or housing. 

 
Table 1.7.3 : Three most important services to your community by district – 
Percentage of cases (Q3.3 by A1) (District Level Weights)  
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% % % % % % % % % 
Public 
telephones 12.5 10.7 9.8 7.7 6.0 1.9 6.7 22.4 7.8 

Postal 
deliveries 4.6 6.5 2.2 4.6 3.8 .8 3.0 4.1 3.0 

A Post office 9.9 9.5 2.7 2.2 2.7 .9 2.3 16.4 3.9 

Police services 35.9 19.7 14.7 19.7 22.6 5.9 10.5 19.6 17.5 

Hospitals 23.9 20.3 9.2 10.6 8.8 3.3 9.7 38.3 11.4 

Clinics 12.9 23.6 22.9 22.3 35.3 23.3 39.6 21.5 23.3 
Ambulance 
services 13.9 10.8 3.7 3.6 4.3 2.6 3.2 18.7 5.7 

Fire department 8.4 5.9 4.1 1.8 2.3 1.5 1.3 9.6 3.8 
New low cost 
/RDP housing 13.1 18.0 19.3 24.3 19.0 40.9 28.4 4.1 24.3 

Pension payout 
points 4.3 7.1 5.2 5.2 4.0 3.6 5.4 .0 4.7 

Water supply 18.2 18.4 18.0 20.7 16.1 50.0 21.8 15.0 25.7 
Electricity 
supply 17.7 15.0 14.4 11.9 14.4 28.4 22.9 12.3 18.5 

Street lighting 16.3 20.0 13.4 14.3 14.1 11.3 7.7 2.7 13.5 
Good road 
surface 11.4 20.3 36.6 40.0 39.1 31.1 33.8 30.7 30.3 

Enough roads 4.3 7.8 7.5 6.5 14.3 8.8 14.9 2.7 8.1 
Storm water 
drains 9.8 6.6 4.8 4.7 5.0 .7 .9 1.4 4.5 

Sign posting of 
roads 2.5 4.8 1.4 1.5 1.0 .8 .3 1.4 1.6 

Pavements 3.4 2.3 3.3 3.2 2.4 .5 .3 4.1 2.3 
Parks or recreat 
open spaces 6.7 7.3 5.8 3.4 2.1 .6 .6 2.7 4.0 

Sports facilities 4.0 2.5 5.2 7.1 3.8 2.4 2.3 1.4 4.1 

Libraries 6.4 2.2 10.3 3.5 3.8 1.7 4.9 1.4 5.5 

Public schools 7.0 5.5 14.2 16.8 15.3 8.8 13.6 7.8 11.5 
Community 
halls 3.9 5.7 13.2 6.4 11.9 9.4 10.8 5.9 9.1 



 

 

   
 
 
 

 
 

77 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

Bus transport 4.7 4.4 8.9 5.4 11.8 3.5 8.0 25.1 6.4 

Mini bus taxis 3.3 8.2 5.6 7.0 3.3 1.7 2.2 8.7 4.3 

Refuse removal 11.3 14.8 5.3 4.8 3.2 2.1 1.7 2.7 5.8 
Sanitation or 
sewerage 
service 

10.5 8.5 22.3 19.2 11.6 40.9 24.1 2.7 22.6 

Crèches 2.0 .7 4.5 3.1 8.1 5.1 9.5 1.4 4.4 
Connectivity to 
internet 3.2 2.6 1.1 1.5 2.0 .2 .5 .0 1.4 

Government 
information 8.4 2.0 1.4 8.6 2.0 1.3 .9 2.7 3.5 

Cellular phone 
coverage .5 .6 .8 2.0 1.9 .4 3.0 11.0 1.0 

Cemeteries .9 .6 .6 .9 .4 .5 .7 .0 0.6 
Tertiary 
education 
facilities 

3.7 6.8 6.4 5.3 2.7 4.6 4.2 1.4 5.1 

Total amount of 
people 263137 100366 421744 189197 85231 341650 124087 2014 1527426 

 
 
1.7.2 Access 

In the province, only 45.4% of households have access to hospitals. Access to 
hospitals is highest in Nelson Mandela Metro (79.5% of the households have 
access) and lowest in Alfred Nzo (20.8%) and ECDMA10 (6.4%) (Table 7.7.5). 
This critical situation of low access to hospitals in further compounded by the low 
quality of service ratings recorded for households within most of the municipalities 
in the central and eastern regions of the Province (see Table 7.7.6). For example, in 
Engobo municipality (within the Chris Hani District) 78.5% of households do not 
have access to hospitals; further, of the 21.5% who manage to access hospital 
services, 57.8% rate the quality of services as Bad or Very Bad. 

While the figures (Table 7.7.4) show that Clinics are accessible to 70% of 
the households in the Eastern Cape this total percentage is again distorted to a 
certain extent by the high levels of access in the western regions of the Province, 
mainly Cacadu and Nelson Mandela Metro, with levels of access at 94.8% and 
88.7% respectively. Again, the situation is similar to Access to Hospitals, with 
lower access and quality figures presented for the central and eastern regions of the 
Province. The lowest level of Access to Clinics is reported in Alfred Nzo where 
only 35.3% of households have access to clinics, which in effect, this means that 
two-thirds of the population in that district does not have access to primary health 
care facilities. This situation is further compounded when one considers that of the 
only 35.3% of households who report to have access to Clinics in this municipality, 
16.2% of those who have access to Clinic services report the quality of service 
provided to be Bad or Very Bad (Table 7.7.5). A similar situation is presented in 
this Table for municipalities within the OR Tambo, Amathole, Ukhahlamba, OR 
Tambo, and Chris Hani districts with low access ratings to Clinics and also poor 
quality ratings.  

A similar situation is presented when looking at Access to Emergency 
services and Family Planning services across the Province.  Access to Ambulance 
Services are available to only 44.3% of the population, with Alfred Nzo and 
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ECDMA10 reporting the lowest level of access (23.4% and 20.2% respectively), in 
contrast to Nelson Mandela Metro, where 78.4% of households have access to 
ambulance services (Tables 7.7.7 and 7.7.4). 

Family planning services are available to 43% of the households in the 
Eastern Cape. The highest level of access is in Nelson Mandela Metro (76.4%) and 
the lowest level of access is in Alfred Nzo (19%) (Table 7.7.4). 

Fire Departments are available to 24% of the population. In Ukhahlamba, 
OR Tambo, Alfred Nzo and ECDMA10, less than 10% of the households have 
access to a fire department. In Nelson Mandela Metro, 74.3% of households have 
access (Table 7.7.4). 

 
Table 1.7.4 : Access to services by district (Q3.4A by A1) (District level weights) 
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ACTUAL ACCESS TO SERVICES % 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

% 
‘YES’ 

 Easy access to Police services 86.7 78.0 54.0 51.2 43.5 51.2 30.5 35.1 57.7 

Access road in good condition  77.5 40.5 36.3 27.5 20.5 28.0 14.3 6.9 38.0 

Hospital  79.5 48.0 40.5 39.9 32.2 39.9 20.8 6.4 45.4 

Clinic  88.7 94.8 70.8 77.7 46.5 61.4 35.3 62.1 70.0 

Ambulance  78.4 55.2 32.7 47.1 30.1 38.9 23.4 20.2 44.3 

Family planning services  76.4 66.5 36.3 55.1 24.8 25.2 19.0 21.9 43.0 

Fire Department  74.3 41.4 14.2 19.1 6.0 6.4 5.1 1.4 24.0 

Housing subsidy  35.7 32.2 9.4 13.9 11.2 1.4 .7 10.9 13.6 

New Low Cost Housing / RDP   44.7 54.2 12.6 23.4 18.7 3.1 3.0 27.8 19.7 

Free Basic Water  57.0 46.4 50.8 53.3 49.9 20.8 39.3 58.4 44.2 

Storm water drains  45.0 38.3 21.4 11.3 16.4 11.4 16.1 26.5 22.4 

Basic on-site sanitation  78.0 58.6 20.4 24.9 28.7 9.3 4.8 57.6 30.1 

On-site refuse removal  88.9 86.0 30.4 30.2 29.4 5.9 3.4 52.5 36.4 

Free Basic Electricity  48.5 31.8 46.6 55.4 31.9 33.9 24.9 4.1 41.6 

Parks or recreational open space 59.8 21.2 7.5 12.0 8.8 2.0 1.3  16.3 

Sports facilities  59.4 43.7 15.7 20.7 12.4 3.7 2.5 9.6 21.7 

Libraries  66.7 62.4 12.8 25.6 10.9 2.5 3.5 29.2 23.8 

Public schools – Primary  schools  94.3 88.2 83.9 96.3 76.2 85.4 83.2 69.9 87.3 

Public schools – Junior Secondary  81.5 54.7 72.5 94.5 73.1 83.6 73.7 22.3 78.2 

Public schools – Senior Secondary  81.9 66.5 68.3 63.5 36.8 55.8 42.9 12.3 63.2 

Crèches  84.1 73.3 50.9 63.4 46.7 57.7 45.7 36.0 60.5 

Bus transport  85.1 14.3 13.5 24.7 11.9 16.4 41.2  30.0 

Mini bus taxis  90.1 83.6 59.6 61.4 51.0 52.5 42.1  63.1 

Telephone lines/Cellular coverage  81.7 77.5 59.2 59.3 41.7 53.6 34.9 75.8 60.1 

Government information  43.3 43.6 13.9 18.0 12.3 2.8 17.9 20.5 19.2 

Connectivity to internet  21.2 13.8 5.6 9.3 1.6 .5 .7 7.8 7.5 
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Table 1.7.5 Access and Quality of clinics by local  

Access Quality*  

 % Yes % No % 
Reasonabl
e or good 

% Bad or 
very bad 

Camdeboo Local Municipality 99.3 .7 98.5 1.5 
Blue Crane Route Local Municipality 100.0   95.9 4.1 
Ikwezi Local Municipality 95.5 4.5 96.3 3.7 
Makana Local Municipality 89.5 10.5 84.4 15.6 
Ndlambe Local Municipality 90.2 9.8 90.4 9.6 
Sunday's River Valley Local 
Municipality 100.0   88.7 11.3 

Baviaans Local Municipality 86.7 13.3 93.5 6.5 
Kouga Local Municipality 96.5 3.5 82.0 18.0 

D
C

10
: C

ac
ad

u 

Kou-Kamma Local Municipality 96.0 4.0 80.7 19.3 
Mbhashe Local Municipality 79.1 20.9 78.1 21.9 
Mnquma Local Municipality 53.2 46.8 85.3 14.7 
Great Kei Local Municipality 65.0 35.0 90.8 9.2 
Amahlati Local Municipality 84.2 15.8 76.2 23.8 
Buffalo City Local Municipality 80.3 19.7 82.6 17.4 
Ngqushwa Local Municipality 43.6 56.4 88.4 11.6 
Nkonkobe Local Municipality 65.0 35.0 86.1 13.9 

D
C

12
: A

m
at

ho
le

 

Nxuba Local Municipality 99.1 .9 80.1 19.9 
Inxuba Yethemba Local Municipality 95.0 5.0 94.3 5.7 
Tsolwana Local Municipality 96.1 3.9 98.8 1.2 
Inkwanca Local Municipality 100.0   69.9 30.1 
Lukhanji Local Municipality 88.2 11.8 83.6 16.4 
Intsika Yethu Local Municipality 72.3 27.7 78.4 21.6 
Emalahleni (EC)  Local Municipality 44.9 55.1 100.0   
Engcobo Local Municipality 81.6 18.4 63.5 36.5 

D
C

13
: C

hr
is

 H
an

i 

Sakhisizwe Local Municipality 71.6 28.4 70.4 29.6 
Elundini Local Municipality 24.4 75.6 67.1 32.9 
Senqu Local Municipality 45.1 54.9 75.2 24.8 
Maletswai Local Municipality 89.9 10.1 96.1 3.9 

D
C

14
: 

U
kh

ah
la

m
ba

 

Gariep Local Municipality 70.1 29.9 90.2 9.8 
Mbizana Local Municipality 54.0 46.0 56.1 43.9 
Ntabankulu Local Municipality 36.7 63.3 94.6 5.4 
Qaukeni Local Municipality 69.1 30.9 78.0 22.0 
Port St Johns Local Municipality 38.8 61.2 63.3 36.7 
Nyandeni Local Municipality 62.2 37.8 90.0 10.0 
Mhlontlo Local Municipality 44.4 55.6 91.5 8.5 

D
C

15
: O

R
 T

am
bo

 

King Sabata Dalindyebo 86.6 13.4 82.7 17.3 
Umzimkhulu Local Municipality 40.7 59.3 63.7 36.3 

D
C

44
 

A
lf

re
d 

N
z

o Umzimvubu Local Municipality 32.4 67.6 83.8 16.2 
 ECDMA10 62.1 37.9 91.8 8.2 
 Nelson Mandela Municipality 88.7 11.3 89.0 10.8 
 Total 70.0 30.0 83.1 16.9 
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Table 1.7.6 Access and quality of hospitals by local municipality  

Access Quality*  

 % Yes % No % 
Reasonabl
e or good 

% Bad or 
very bad 

Camdeboo Local Municipality 77.1 22.9 98.9 1.1 
Blue Crane Route Local Municipality 72.2 27.8 89.2 10.8 
Ikwezi Local Municipality 49.1 50.9 96.2 3.8 
Makana Local Municipality 65.1 34.9 71.9 28.1 
Ndlambe Local Municipality 39.2 60.8 84.2 15.8 
Sunday's River Valley Local 
Municipality 36.7 63.3 94.7 5.3 

Baviaans Local Municipality 19.3 80.7 85.8 14.2 
Kouga Local Municipality 23.5 76.5 96.9 3.1 

D
C

10
: C

ac
ad

u 

Kou-Kamma Local Municipality 42.6 57.4 96.1 3.9 
Mbhashe Local Municipality 49.2 50.8 66.1 33.9 
Mnquma Local Municipality 40.2 59.8 63.2 36.8 
Great Kei Local Municipality 33.2 66.8 81.2 18.8 
Amahlati Local Municipality 33.2 66.8 63.8 36.2 
Buffalo City Local Municipality 55.8 44.2 85.9 14.1 
Ngqushwa Local Municipality 6.8 93.2 100.0   
Nkonkobe Local Municipality 12.9 87.1 60.0 40.0 

D
C

12
: A

m
at

ho
le

 

Nxuba Local Municipality 97.2 2.8 77.1 22.9 
Inxuba Yethemba Local Municipality 78.0 22.0 97.6 2.4 
Tsolwana Local Municipality 32.1 67.9 100.0   
Inkwanca Local Municipality 91.4 8.6 94.9 5.1 
Lukhanji Local Municipality 67.1 32.9 82.2 17.8 
Intsika Yethu Local Municipality 15.0 85.0 58.2 41.8 
Emalahleni (EC) Local Municipality 16.1 83.9 100.0   
Engcobo Local Municipality 21.5 78.5 42.2 57.8 

D
C

13
: C

hr
is

 H
an

i 

Sakhisizwe Local Municipality 54.9 45.1 60.1 39.9 
Elundini Local Municipality 6.2 93.8 100.0   
Senqu Local Municipality 35.6 64.4 60.5 39.5 
Maletswai Local Municipality 74.0 26.0 97.7 2.3 

D
C

14
: 

U
kh

ah
la

m
ba

 

Gariep Local Municipality 54.6 45.4 97.8 2.2 
Mbizana Local Municipality 29.8 70.2 23.8 76.2 
Ntabankulu Local Municipality 6.7 93.3 84.6 15.4 
Qaukeni Local Municipality 59.3 40.7 74.9 25.1 
Port St Johns Local Municipality 27.3 72.7 51.7 48.3 
Nyandeni Local Municipality 38.1 61.9 87.4 12.6 
Mhlontlo Local Municipality 14.7 85.3 85.7 14.3 

D
C

15
: O

R
 T

am
bo

 

King Sabata Dalindyebo 62.7 37.3 79.8 20.2 
Umzimkhulu Local Municipality 28.7 71.3 71.4 28.6 

D
C

44
 

Umzimvubu Local Municipality 16.6 83.4 77.8 22.2 

 ECDMA10 6.4 93.6 100.0   
 Nelson Mandela Municipality 79.5 20.5 89.2 10.8 
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 Total 45.4 54.6 80.1 19.9 
* Quality rating only given by those households who had made use of the service 

 
Table 1.7.7: Access and quality of ambulance service by local municipality 

Access Quality*  

 % Yes % No % 
Reasonable 

or good 

% Bad or 
very bad 

Camdeboo Local Municipality 68.3 31.7 94.5 5.5 
Blue Crane Route Local Municipality 75.9 24.1 86.8 13.2 
Ikwezi Local Municipality 64.1 35.9 81.1 18.9 
Makana Local Municipality 56.3 43.7 41.2 58.8 
Ndlambe Local Municipality 38.4 61.6 19.4 80.6 
Sunday's River Valley Local 
Municipality 69.7 30.3 87.4 12.6 

Baviaans Local Municipality 59.9 40.1 72.2 27.8 
Kouga Local Municipality 38.7 61.3 100.0   

D
C

10
: C

ac
ad

u 

Kou-Kamma Local Municipality 59.6 40.4 96.0 4.0 
Mbhashe Local Municipality 20.9 79.1 81.5 18.5 
Mnquma Local Municipality 39.9 60.1 100.0   
Great Kei Local Municipality 12.4 87.6 61.9 38.1 
Amahlati Local Municipality 31.8 68.2 69.4 30.6 
Buffalo City Local Municipality 45.1 54.9 86.6 13.4 
Ngqushwa Local Municipality 5.4 94.6 100.0   
Nkonkobe Local Municipality 21.3 78.7 84.7 15.3 

D
C

12
: A

m
at

ho
le

 

Nxuba Local Municipality 82.0 18.0 51.7 48.3 
Inxuba Yethemba Local Municipality 68.1 31.9 98.2 1.8 
Tsolwana Local Municipality 57.0 43.0 91.9 8.1 
Inkwanca Local Municipality 82.4 17.6 58.0 42.0 
Lukhanji Local Municipality 80.3 19.7 92.9 7.1 
Intsika Yethu Local Municipality 11.9 88.1 100.0   
Emalahleni (EC) Local Municipality 17.9 82.1 100.0   
Engcobo Local Municipality 44.6 55.4 42.6 57.4 

D
C

13
: C

hr
is

 H
an

i 

Sakhisizwe Local Municipality 61.6 38.4 30.2 69.8 
Elundini Local Municipality 13.6 86.4 38.3 61.7 
Senqu Local Municipality 35.3 64.7 42.6 57.4 
Maletswai Local Municipality 49.0 51.0 78.7 21.3 

D
C

14
: 

U
kh

ah
la

m
ba

 

Gariep Local Municipality 38.7 61.3 62.5 37.5 
Mbizana Local Municipality 26.8 73.2 42.9 57.1 
Ntabankulu Local Municipality 32.0 68.0 100.0   
Qaukeni Local Municipality 31.4 68.6 77.2 22.8 
Port St Johns Local Municipality 22.7 77.3 45.1 54.9 
Nyandeni Local Municipality 39.0 61.0 79.4 20.6 
Mhlontlo Local Municipality 32.0 68.0 100.0   

D
C

15
: O

R
 T

am
bo

 

King Sabata Dalindyebo 62.1 37.9 75.3 24.7 

D C 4 4 Umzimkhulu Local Municipality 16.0 84.0 100.0   
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 Umzimvubu Local Municipality 26.0 74.0 81.8 18.2 

 ECDMA10 8.8 91.2 76.5 23.5 
 Nelson Mandela Municipality 78.9 21.1 68.7 31.0 
 Total 41.3 58.7 73.5 26.4 

* Quality rating only given by those households who had made use of the service 
 
In two-thirds of all the interviewed households, someone required medical attention 
in the last 12 months, 58.1% sometimes, and 8.6% often. The percentage of 
households where people required medical attention is higher in ECDMA10 
(85.5%) and Amathole (70.7%). (see Table 7.7.8 and Figure 7.7.1).   

 
Table 1.7.8: Frequency of respondent or family member requiring medical attention 
in the past 12 months by district (Q8.1.1 by A1) 
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% % % % % % % % % 
Never 33.5 44.5 29.3 34.4 34.0 31.1 37.0 14.5 33.2 

Sometimes 52.9 42.8 60.5 61.2 61.7 60.6 57.8 60.0 58.1 

Often 13.7 12.7 10.2 4.4 4.3 8.3 5.2 25.5 8.6 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
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Figure 1.7.1: Frequency of respondent or family member requiring medical attention in the 
past 12 months (Q8.1.1 by 

 
 
Of all the respondents, 68.8% had used a government health clinic in the past 12 
months. Cacadu and ECDMA10 had the highest percentages of respondents who 
had visited government health clinics (79.9% and 80% respectively, while people 
in Nelson Mandela Metro, Chris Hani and Alfred Nzo were least likely to visit a 
government clinic (60.5%, 63% and 63.7%) (see Table 7.7.9).  
 

Table 1.7.9: Respondent has used health clinic in area in the past 12 months (Q8.2 by A1) 
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% % % % % % % % % 
Yes 60.5 79.7 71.6 63.0 71.9 68.8 63.9 80.0 68.8 

No 38.6 20.0 28.3 36.6 27.4 31.0 35.2 18.2 30.8 

Do not know .8 .3 .1 .5 .7 .2 .9 1.8 .4 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
 
For approximately one third of respondents, the main reasons given for not visiting 
government health clinics were (i) that the clinics were too far away (24.6%), (ii) 
that the person takes care of him/herself (5.4%), (iii) that people cannot afford 
health services, (iv) that they go to a traditional healer, or (v) that there was a 
shortage of medicine/poor service (Table 7.7.10). A third of people had not 



 

 

   
 
 
 

 
 

87 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

experienced health problems (33.4%), and another third use private facilities 
(33.6%).  

If one looks only at the service-related reasons, the distance to the clinic is 
the main reason that people don’t use clinics in OR Tambo (42.6%). Self-care is 
most prevalent in Cacadu, where 9.6% of the respondents say they take care of 
themselves. Traditional healers are also more popular in Cacadu (3.1%), and the 
inability to afford health services is more prevalent in Alfred Nzo, where 5.6% of 
the population cite this as the main reason for not using government health services. 

 
Table 1.7.10: Main reason for not using government clinics in the area (Q8.3 by A1) 

N
el

so
n 

M
an

de
la

 
M

un
ic

ip
al

ity
 

C
ac

ad
u 

D
C

 

A
m

at
ho

le
 D

C
 

C
hr

is
 H

an
i 

U
kh

ah
la

m
ba

 

O
.R

 T
am

bo
 

A
lfr

ed
 N

zo
 

EC
D

M
A

10
 

To
ta

l 

 

% % % % % % % % % 
No health problems 42.8 38.4 26.3 26.5 40.1 28.9 58.6 50.0 33.4 

Clinics too far away 6.7 9.2 27.0 26.9 8.8 42.6 10.1 20.0 24.6 

Cannot afford health 
services  .9 .8 .4  1.1 5.6  1.1 

Goes to a traditional 
healer .2 3.1 .7 1.8 1.3 .9 1.2  1.1 

Takes care of him or 
herself 2.6 9.6 5.4 6.0 5.3 6.4 2.7  5.4 

Uses private health 
care facilities 46.9 38.0 38.5 38.2 44.1 19.7 21.0 30.0 33.6 

Shortage of 
medicine / poor 
service 

.7 .9 1.4 .1 .4 .3 .9  .7 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

 
1.7.3 Affordability 

If one looks at the question about the ability of the household to always pay for 
health care, it becomes clear that the affordability of healthcare is more of an issue 
in Amathole, Cacadu, and ECDMA10, where less than half the households had 
always been able to pay for health care in the past 12 months (Table 7.7.11).  

Alfred Nzo has the highest number of people who said that they had not 
experienced health problems – perhaps the 81% that say they have always been 
able to afford health care are just people who do not use any facilities, and the 5% 
of people who say that they can’t afford it are those who have a lot of medical 
problems. 
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Table 1.7.11: In the last 12 months, has this household ALWAYS been able to pay for 
HEALTH CARE by district (2.8.5 by A1) 

  Yes % No % 
 

Total % 
 

ECDMA10 47.7 52.3 100 
Alfred Nzo 81.9 18.1 100 
O.R Tambo 70.1 29.9 100 
Ukhahlamba 72.8 27.2 100 
Chris Hani 56.4 43.6 100 
Amathole DC 47.8 52.2 100 
Cacadu DC 45.9 54.1 100 
Nelson Mandela Municipality 57.3 42.7 100 
TOTAL 59.6 40.4 100 
 
1.7.4 Quality 

Those who had used government health clinics were asked to compare the quality 
of the clinics in their area with other areas. Nearly half of the respondents (45.5%) 
said that they think the quality of the clinics in their area is lower than in other 
areas. Only 15.6% said they thought the quality of the clinics was higher than in 
other areas, and 38.8% said they thought it was the same as most other areas (Table 
7.7.12). 

People in Amathole and ECDMA10 were more inclined to say that the 
quality of the clinics in their area was lower than other areas, and people in OR 
Tambo and Alfred Nzo were most likely to say that their clinics were of higher 
quality than in most areas. 
 

Table 1.7.12: Quality of clinics and services in the area (Q8.4 by A1) 
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% % % % % % % % % 

Do not know .3  .1  .2    .1 

Of higher quality 
than most other 
areas 

17.4 13.5 10.4 6.4 21.6 24.4 22.4 6.8 15.6 

Of lower quality than 
most other areas 32.7 35.5 57.7 44.2 37.9 44.7 38.7 59.1 45.5 

Of the same quality 
as most other areas 49.6 51.0 31.8 49.4 40.3 30.9 38.9 34.1 38.8 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

 
Amongst the users of local health care facilities, the long waiting times seemed to 
be the most commonly experienced problem (more than 80%), followed by lack of 
medicines (77%) and the absence of doctors (74%) (Figure 7.7.2). 

 
Figure 7.7.2: Problems experienced with local health clinic or hospital in the past 12 
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months (Q8.5) 

 
 

If one looks at the problems that people experience by district, it seems that the 
long waiting time is most prominent in Alfred Nzo (94.7%) and Ukhahlamba 
(90.2%), and least prominent in Cacadu (69.4% had experienced this problem) 
(Table 7.7.13). Lack of medicine is most common in 90.6% of the population of 
Alfred Nzo, and in 85.5% of the respondents in Ukhahlamba. Absent doctors seem 
to be more of a problem in Ukhahlamba (88.9%) and less in Cacadu (48.5%) and 
ECDMA10 (43.2%). Dirty facilities are experienced more in Nelson Mandela 
Metro (33.4%) and less in Cacadu (5.6%). The people in Alfred Nzo are most 
likely to experience the problems of expensive services or being unable to pay 
(24.2% have experienced this), in contrast to Cacadu, where only 5% reported this 
problem. Demands for illegal payments are more common in Chris Hani and OR 
Tambo, and less common in Nelson Mandela Metro, Cacadu and ECDMA10, 
where less than 5% of the respondents experienced this problem. 
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Table 1.7.13: Problems experienced (combined sometimes and often) at local clinic or hospital 
in the past 12 months by district (Q8.5 by A1) 
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% % % % % % % % % 

Long waiting time 84 69.4 83.8 78.4 90.2 85.1 94.7 81.9 83 
Lack of medicine or 
other supplies 65.6 60.7 82.6 81.3 85.5 72.6 90.6 50 77 

Absent doctors 66.7 48.5 77.7 80.6 88.9 73.9 83.3 43.2 74.2 
Lack of attention or 
respect from staff 58.3 43.4 56.8 43.9 53.3 42.7 53.7 52.2 49.8 

Dirty facilities 33.4 5.6 21.1 12.9 17.7 18.4 19.9 22.7 18.2 
Services too 
expensive/unable to pay 7.6 5 16 10.5 11.2 19.5 24.2 4.6 14.4 
Demands for illegal 
payments 4.4 4 10.8 13.8 10.1 11.9 5.5 4.5 9.8 

 
Most of the people who used government clinics say that they trust health workers 
(doctors and nurses) enough to tell them about their health problems (84.9%) 
(Table 1.7.14). The remaining 15.1% of respondents say they don’t trust the health 
workers enough to tell them about their health problems. This could obviously have 
serious effects on the correct treatment of these patients, especially in the case of 
HIV/Aids, TB and other life-threatening conditions. The level of trust seems to be 
highest in OR Tambo (91.2%) and lowest in Nelson Mandela Metro (78.1%). 
 

Table 1.7.14:  Respondents trust in health workers (nurses and doctors) enough to tell them 
about health problems, by district level weights.  
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% % % % % % % % % 
Do not know .2  .0      .0 

Yes 78.1 86.5 82.9 83.4 82.2 91.2 82.5 86.4 84.9 

No 21.7 13.5 17.0 16.6 17.8 8.8 17.5 13.6 15.1 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
 
Only about half of the respondents know what anti-retroviral treatment for 
HIV/AIDS is (50.3%) (Table 7.7.15). The awareness of anti-retroviral treatment is 
highest in Nelson Mandela Metro (64.3%) and lowest in ECDMA10 (23.6%) and 
Cacadu (40.9%). 

 
Table 1.7.15:  Knowledge of anti-retroviral treatment for HIV / AIDS is by district 
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% % % % % % % % % 
Yes 64.3 40.9 44.7 52.1 51.6 54.1 50.3 23.6 50.3 

No 35.7 59.1 55.3 47.9 48.4 45.9 49.7 76.4 49.7 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
 
Of those who know what anti-retroviral treatment is, most people (79.1%) know 
where to get the treatment (Table 7.7.16). 

 
Table 1.7.16:  Knowledge of where to get anti-retroviral treatment for HIV / 
AIDS in your area district level weights. 
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% % % % % % % % % 
Yes 73.5 89.3 69.9 81.4 76.5 86.4 79.6 76.9 79.1 

No 26.5 10.7 30.1 18.6 23.5 13.6 20.4 23.1 20.9 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

 
Of the people who know what anti-retroviral treatment is, 92.1% think it can help 
people with HIV/AIDS to have a longer and better quality of life (Table 7.7.17).  

 
Table 1.7.17: Respondent thinks anti-retroviral treatment can help people with 
HIV/Aids to have a longer and better quality life by district (Q9.4.3 by A1) 
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% % % % % % % % % 
Don’t know 1.6 1.1 1.2  1.1 0.5   0.9 

Yes 91.0 95.7 90.1 94.0 93.4 92.8 92.6 100.0 92.1 

No 7.4 3.2 8.7 6.0 5.5 6.7 7.4  7.0 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 
 
According to the respondents, the best strategy for fighting HIV/Aids in the 
community is to use condoms (38.7%), followed by promotion of abstinence 
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(22.2%). Two other important strategies are community awareness campaigns 
(16.1%) and the establishment of HIV/Aids centres (Table 7.7.18).  

Community awareness campaigns are found very important by people in 
Cacadu (29.7%) and less important by people in Alfred Nzo and OR Tambo (8.2% 
and 9.6% respectively. Condoms are said to be more important by people of OR 
Tambo (51.7%), when comparing them to other districts, and least important by 
people in Nelson Mandela Metro (27.8%). 

 
Table 1.7.18: Best strategy to fight HIV/Aids in this community by district (Q9.4.1 by A1) 
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% % % % % % % % % 

Other 0.1  0.3  0.4 0.1 0.1  0.1 

Do not know 0.5  0.2 0.3 0.4 0.1   0.2 
Establish community 
awareness campaigns 20.9 29.7 18.5 15.0 12.9 9.6 8.2 22.4 16.1 
Establish HIV/AIDS centres for 
support & counselling 18.0 22.5 13.5 22.7 17.2 12.0 7.5 4.1 15.4 
Volunteer to care for people 
with HIV/AIDS 6.5 7.4 5.5 6.5 11.7 4.3 13.9 5.5 6.7 

Use condoms 27.8 30.1 37.5 41.8 28.3 51.7 39.5 40.2 38.7 
Promote abstinence or delay 
sex 25.6 9.9 23.4 13.6 28.9 21.9 30.5 27.8 22.2 

Turn to religion 0.2  0.1   0.2   0.1 

Healthy lifestyle/ awareness 0.3 0.4 1.0 0.1 0.4 0.1 0.3  0.4 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

 
When asked what the most urgent or important thing is in the government’s 
approach to fight HIV/Aids, most people said that prevention and education should 
be improved and explained (39.9%) (Table 7.7.19). Another 29.1% said that the 
government should provide the infected population with medication and support. 
Furthermore, the government should provide social and economical support to 
families who are affected by AIDS (15.6%) and healthcare infrastructure should be 
drastically increased (14.9%). 

When comparing the districts, the provision of medication is most important 
in Chris Hani, where 43.5% had mentioned this as the most urgent thing the 
government should do to reduce the impact of HIV/Aids. It was less important in 
Cacadu (13.4%) and ECDMA10 (10%). People in Cacadu were the most interested 
in the increase of healthcare infrastructure (27.1%). 
 



 

 

   
 
 
 

 
 

95 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  



 

 

   
 
 
 

 
 

96 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

Table 1.7.19: Most urgent or important thing government must do to reduce the 
impact of HIV/Aids by district (Q9.4.1 by A1) 
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% % % % % % % % % 

Other 0.2 0.1 0.4  0.1 0.1 0.1  0.2 

Do not know 0.2  0.1 0.3 0.2 0.2  4.6 0.2 
Healthcare infrastructure needs to be 
drastically increased 17.3 27.1 11.7 14.7 12.2 13.9 14.7 22.8 14.9 
Prevention and education should be 
improved and explained 44.5 42.1 35.3 33.6 40.3 45.2 38.2 55.7 39.9 
Provide infected population with 
medication & support 25.4 13.4 33.2 43.5 27.9 25.4 24.9 10.0 29.1 
Provide social & econ support to 
families affected by AIDS 11.8 17.4 19.0 7.8 19.0 15.0 21.6 6.9 15.6 

Religion 0.2  0.1   0.1 0.1  0.1 

Traditional healers   0.1 0.0  0.1 0.3  0.1 

Employment 0.3  0.2 0.1 0.1 0.0   0.1 

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

 



 

 

   
 
 
 

 
 

97 
 

RAPID ASSESSMENT OF SERVICE DELIVERY AND SOCIO-ECONOMIC SURVEY IN THE EASTERN CAPE 
 

  

1.8 Executive Summary: Rapid Assessment of Service Delivery 
 Survey: Primary Health Care and Emergency Services 

1.8.1 Access to Primary Health Care and Emergency Services 
• 93.2% of households in the Eastern Cape say that Hospitals are essential 

services; 91.8% say Clinics are essential services; 91.5% say Ambulance 
Services are essential and nearly nine out of ten respondents say that Fire 
Departments are essential services (89.8%). 

• As a community service, hospitals are mentioned by a total of 11.4% of the 
people as an important service for the community; clinics are mentioned by 
23.3% of the people; and ambulance services are mentioned by 5.7% of the 
respondents. Clearly, clinics are rated higher as an important service to 
communities, with higher ratings recorded for this service in many 
municipalities than even water, sanitation or housing. 

• In the province, only 45.4% of households have access to hospitals. Access is 
highest in Nelson Mandela Metro (79.5%) and lowest in Alfred Nzo (20.8%) 
and ECDMA10 (6.4%). This critical situation of low access to hospitals is 
further compounded by the low quality of service ratings recorded for 
households within a large number of the municipalities in the central and 
eastern regions of the Province. 

• While the figures show that Clinics are accessible to 70% of the households in 
the Eastern Cape, this total percentage is, to a certain extent, distorted by the 
high levels of access in the western regions of the Province, mainly Cacadu and 
Nelson Mandela Metro, with levels of access at 94.8% and 88.7% respectively.  

• A similar pattern emerges with regard to access to Hospitals, with lower access 
and quality figures presented for the central and eastern regions of the Province. 
The lowest level of access to Clinics is reported in Alfred Nzo where only 
35.3% of households have access to clinics, which in effect, means that two-
thirds of the population in that district do not have access to primary health care 
facilities.  

• A similar situation is presented when looking at Access to Emergency services 
and Family Planning services across the Province.  Access to Ambulance 
Services is available to only 44.3% of the population, with Alfred Nzo and 
ECDMA10 reporting the lowest level of access (23.4% and 20.2% 
respectively), in contrast to Nelson Mandela Metro, where 78.4% of households 
have access to ambulance services. 

• Family planning services are available to 43% of the households in the Eastern 
Cape. The highest level of access is in Nelson Mandela Metro (76.4%) and the 
lowest level of access is in Alfred Nzo (19%) (Table 7.7.3). 

• Fire Departments are available to 24% of the population. In Ukhahlamba, OR 
Tambo, Alfred Nzo and ECDMA10, less than 10% of the households have 
access to a fire department. In Nelson Mandela Metro, 74.3% of households 
have access to this service. 

• In two-thirds of all the interviewed households, someone required medical 
attention in the last 12 months, 58.1% sometimes, and 8.6% often. The 
percentage of households where people required medical attention was reported 
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to be higher in ECDMA10 (85.5%) and Amathole (70.7%).    
• Of all the respondents, 68.8% had used a government health clinic in the past 

12 months. Cacadu and ECDMA10 had the highest percentages of respondents 
who had visited government health clinics (79.9% and 80% respectively, and 
people in Nelson Mandela Metro, Chris Hani and Alfred Nzo were least likely 
to have visited a government clinic (60.5%, 63% and 63.7%). 

• For approximately one third of respondents, the main reasons given for not 
visiting government health clinics were (i) that the clinics were too far away 
(24.6%), (ii) that the person takes care of him/herself (5.4%), (iii) that people 
cannot afford health services, (iv) that they go to a traditional healer, or (v) that 
there was a shortage of medicine/poor service. A third of people had not 
experienced health problems (33.4%), and another third use private facilities 
(33.6%).  

• If one looks only at the service-related reasons, the distance to the clinic is the 
main reason that people don’t use clinics in OR Tambo (42.6%). Self-care is 
most prevalent in Cacadu, where 9.6% of the respondents say they take care of 
themselves. Traditional healers are also more popular in Cacadu (3.1%), and the 
inability to afford health services is more prevalent in Alfred Nzo, where 5.6% 
of the population cite this as the main reason for not using government health 
services. 

 
1.8.2 Affordability 

• The affordability of healthcare appears to be more of an issue in Amathole. 
Cacadu, and ECDMA10, where less than half the households had always been 
able to pay for health care in the past 12 months. 

 
1.8.3 Quality 

• Those who had used government health clinics were asked to compare the 
quality of the clinics in their area with other areas. Nearly half of the 
respondents (45.5%) said that they think the quality of the clinics in their area is 
lower than in other areas. Only 15.6% said they thought the quality of the 
clinics was higher than in other areas, and 38.8% said they thought it was the 
same as most other areas (Table 7.7.11). 

• People in Amathole and ECDMA10 were more inclined to say that the quality 
of the clinics in their area was lower than other areas, and people in OR Tambo 
and Alfred Nzo were most likely to say that their clinics were of higher quality 
than in most areas. 

• Amongst the users of local health care facilities, the long waiting times seemed 
to be the most commonly experienced problem (more than 80%), followed by 
lack of medicines (77%) and the absence of doctors (74%). 

• If one looks at the problems that people experience by district, it seems that the 
long waiting time is most prominent in Alfred Nzo (94.7%) and Ukhahlamba 
(90.2%), and least prominent in Cacadu (69.4%). Lack of medicine is most 
common in 90.6% of the population of Alfred Nzo, and 85.5% of the 
respondents in Ukhahlamba had experienced this problem. Absent doctors seem 
to be more of a problem in Ukhahlamba (88.9%) and less in Cacadu (48.5%) 
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and ECDMA10 (43.2%). Dirty facilities are experienced more in Nelson 
Mandela Metro (33.4%) and less in Cacadu (5.6%). The people in Alfred Nzo 
are most likely to experience the problems of expensive services or being 
unable to pay (24.2% have experienced this), in contrast to Cacadu, where only 
5% reported this problem. Demands for illegal payments are more common in 
Chris Hani and OR Tambo, and less common in Nelson Mandela Metro, 
Cacadu and ECDMA10, where less than 5% of the respondents experienced 
this problem. 

• Most of the people, who used government clinics, say that they trust health 
workers (doctors and nurses) enough to tell them about their health problems 
(84.9%). The remaining 15.1% of respondents say they don’t trust the health 
workers enough to tell them about their health problems. This could obviously 
have implications for the correct treatment of these patients, especially in the 
case of HIV/Aids, TB and other life-threatening conditions. The level of trust 
seems to be highest in OR Tambo (91.2%) and lowest in Nelson Mandela 
Metro (78.1%). 

• Only about half of the respondents appear to know what anti-retroviral 
treatment for HIV/AIDS is (50.3%): the awareness of anti-retroviral treatment 
is highest in Nelson Mandela Metro (64.3%) and lowest in ECDMA10 (23.6%) 
and Cacadu (40.9%). 

• Of those who know what anti-retroviral treatment is, most people (79.1%) 
know where to get the treatment. 

• Of the people who know what anti-retroviral treatment is, 92.1% think it can 
help people with HIV/AIDS to have a longer and better quality of life.  

• According to the respondents, the best strategy for fighting HIV/Aids in the 
community is to use condoms (38.7%), followed by promotion of abstinence 
(22.2%). Two other important strategies reported were community awareness 
campaigns (16.1%) and the establishment of HIV/Aids centres.  

• Community awareness campaigns are found to be very important by people in 
Cacadu (29.7%) and less important by people in Alfred Nzo and OR Tambo 
(8.2% and 9.6% respectively. Condoms are said to be more important by people 
in OR Tambo (51.7%), when compared to other districts, and least important by 
people in Nelson Mandela Metro (27.8%). 

• When asked what the most urgent or important thing is in the government’s 
approach to fight HIV/Aids, most people said that prevention and education 
should be improved and explained (39.9%). Another 29.1% said that the 
government should provide the infected population with medication and 
support. Furthermore, the government should provide social and economical 
support to families who are affected by AIDS (15.6%) and healthcare 
infrastructure should be drastically increased (14.9%). 

• When comparing the districts, the provision of medication is most important in 
Chris Hani, where 43.5% had mentioned this as the most urgent thing the 
government should do to reduce the impact of HIV/Aids. It was less important 
in Cacadu (13.4%) and ECDMA10 (10%). People in Cacadu were the most 
interested in the increase of healthcare infrastructure (27.1%). 
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PRIMARY HEALTH CARE AND EMERGENCY SERVICES 
 

SECTION THREE 
 
 
1.9 Diagnostics (Solutions): Health Sector 
 

The scant overview of basic health services provided above does not lend itself 
well to a comprehensive set of solutions. As it stands, many ‘basic’ services have 
not even received mention and a far more thorough report would be required before 
substantial recommendations can be made. It is also extremely difficult to suggest 
changes to a system in isolation from other governmental and societal structures 
and functions. Overcoming challenges in one area requires a multi-sectoral 
approach, as identified by the DoH itself. This said, a number of issues have been 
discussed in the report that warrant attention and will be mentioned below. 

 
1.9.1 Poverty Reduction 

Firstly, the ANC-lead government should be applauded for the emphasis it places 
on eradicating poverty in various policies and practices. This is, as mentioned 
elsewhere in the report, primary in easing the disease burden felt at its most 
extreme by those living in conditions of poverty. At the same time, ECDoH 
programmes place emphasis on the provision of health care services through 
clinics, hospitals, EMS and other medical, educational and professional 
interventions. The framework that underpins this provision does to a large extent 
have reference to scientific medicine. Within this framework, the success of one’s 
interventions is often measured by the number of clinics, hospitals and professional 
staff services one is able to provide and the utilization rate of these services. The 
assumption, then, is that the more medical services made available, the better the 
level of health one can achieve. 

While it is not being suggested that this assumption be abandoned in 
directing the provision of health care services, it does no harm to view it in a 
slightly more critical light. In a study by Winter (cited in Hart, 1996: 21), for 
example, it was shown that the infant and maternal mortality rates (which are 
important indicators of the general state of health in a population) fell most sharply 
in Britain during the First World War (1914 – 1918). The reasons for this fall are 
explained by Hart (ibid: 21): 

The most important reason was rising living standards in the poorest section of the 
community during the war, brought about by direct government intervention to 
ration food and control its price, to set minimum wage levels and to offer 
employment either in uniform or out of it. The most interesting of Winter’s 
conclusions…is that medical treatment could not have made any positive 
contribution to the decline. This is because over 60% of the profession were in 
uniform. Some have inferred from this wartime shortage of medical care that the 
decline may have reflected a reduction in the use of instruments like forceps which 
often led to birth damage. Whatever the truth of this, one thing is quite clear. In the 
first thirty years of the twentieth century, infant and maternal mortality rates fell 
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most sharply at the time when the British population was starved of medical 
services because the majority of doctors had been drafted (Hart, 1996:21). 

As Hart explains in the quote above, medical intervention played very little 
part in reducing the infant and maternal death rates at that particular time in Britain. 

It could be argued that medical science has progressed a great deal since the 
First World War and what applied then may not apply today. However, valuable 
insights can be gained from historical evidence and one such insight relates to the 
decline in deaths from infectious diseases in America and England. In the latter, the 
decline in deaths from fatal infectious diseases like tuberculosis started around 
1830 (Hart, 1996: 20). As Hart (ibid) explains, “(f)rom an annual level of more 
than 4000 per million population in the second half or the nineteenth century, the 
incidence of TB had fallen to less than 500 by the time drugs became available for 
its treatment in 1947”. As Hart (ibid) explains: 

All of the other major diseases that declined, measles, scarlet fever, pneumonia, 
bronchitis and whooping cough, tell the same story – a steady decline beginning 
well before the introduction of effective treatment leaving only a relatively small 
residue of cases by the time vaccination or effective drugs become available. From 
then on it is difficult to separate the impact of medical treatment from the 
continuing influence of the factors which began the decline in the first place. It all 
suggests that the threat of infective micro-organisms (viruses) to human health was 
being systematically swept away not by improvements in medical science but by 
other events and processes which are new to the nineteenth and twentieth centuries 
(Hart, 1996: 20). 

The most important of these processes have been identified as improved 
living conditions and improved hygiene, which together reduced exposure and 
induced stronger responses to infection (Sanders, 1985: 34 – 36). 

What these historical trends suggest is that improved socio-economic 
conditions are more important in influencing the decline in infectious disease 
mortality and morbidity rates than are medical interventions. As many similarities 
in socio-economic and living conditions exist between nineteenth-century England 
and poverty-stricken parts of the world today (ibid: 36) these insights have 
relevance for us. If they can be applied to poverty stricken areas such as the Eastern 
Cape, for example, they suggest the need to focus more attention on interventions 
aimed at improving socio-economic conditions of people living in grinding 
poverty, at the same time that medical interventions are provided. While the latter 
may be easier and cheaper to effect, the desired outcome of reducing rates of 
infection and death, over the long term, may be difficult to achieve. This view may 
not be popular, but the evidence provided above does suggest that it is worthy of 
attention. 

This is not to say that medical services and interventions are unnecessary or 
not of vital importance. As long as the underlying cause of illness and disease relate 
in one way or another to the socio-economic conditions of poverty in which the 
majority live, however, then this cause must be addressed if health is to be 
improved. In short, increasing the provision of medical and professional services 
will not do as much for the general health of the population as will uplifting the 
socio-economic position of people, as long as poverty is one of the main underlying 
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causes of ill-health. Any efforts aimed at eradicating poverty should therefore be 
encouraged. 

Such efforts require national priority and co-ordination, but provincial 
initiatives can further the cause and provide localized ‘safety-nets’. One that should 
receive higher priority is the Integrated Nutrition Programme (INP), or any 
interventions aimed at increasing levels of nutrition, particularly amongst pregnant 
women and infants. A significant proportion of health-related issues are associated, 
directly or indirectly, to levels of nutrition and for this reason the INP should 
receive far greater priority and the allocation of far more resources. Ultimately, 
though, the health status of the Province’s population will only improve with the 
reduction and eradication of poverty. The provision of health and medical services 
should, therefore, be seen within the context of poverty reduction and not isolated 
from it. 

 
1.9.2 Basic Health Care Services Provision 

Sight should not be lost of this broader context when addressing some of the 
problems associated with the delivery of ‘basic health services’. In this regard, the 
ECDoH displays an admirable track record in building new, and upgrading 
existing, facilities. It appears, too, to have placed priority on ensuring an improved 
service in terms of equipment, drug and pharmaceutical supply (although the 
household survey findings are not as positive as the findings from our clinic 
survey). An appreciable effort is also being put into the upgrading and training of 
clinic staff. 

At the same time, one of the most pressing problems that emerged from the 
clinic survey appears to be the need for more staff and the motivation of existing 
staff. Despite the District Health Barometer’s report of a provincial ‘nurse clinical 
workload’ indicator being below the national average (Barron et al., 2005: 9), 
‘official’ reports and those gained through our survey indicate a chronic shortage of 
health care professionals in the Eastern Cape. It is strongly recommended that these 
seemingly conflicting reports be investigated more thoroughly. Irrespective of 
findings from such an investigation, however, our clinic survey suggests that 
professional nurses will be lured away from primary health care unless it becomes a 
far more attractive environment in which to work. Responses indicate that a range 
of issues are in need of attention. These include, but are not limited to, the 
following: 
• The high and increasing nurse to patient ratio 

• The chronic shortage of staff and filling of vacant posts 
• Equality in conditions of service (particularly between municipality and 

provincial clinic staff) 
• Low levels of remuneration 

• Lack of promotion opportunities 
• Lack of security at places of work 

• Lack of incentives to work in areas perceived to threaten safety 
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• Lack of value placed on nurses and recognition of commitment and excellence 
If the Department is serious about health care delivery, it has no choice but 

to address the wide-spread despondency and frustration evident amongst nurses 
employed at municipal and provincial clinics. 

As an interim measure, the ECDoH may consider soliciting the services of 
more CHWs to relieve some of the frustrations experienced by professional nurses, 
but the long term solution lies in securing the services of qualified, committed and 
motivated staff. The clinic survey, for example, revealed that when asked what 
government needs to do about staff, the response was invariably “employ more and 
motivate those that exist”. More focussed research on, and action aimed at, 
attracting and retaining staff is strongly recommended, as is the investigation and 
implementation of performance based incentive- and reward- schemes (monetary or 
otherwise). Examples of such schemes abound in the private sector and exploring 
their applicability to nurses employed in the public sector is to be encouraged. 
Likewise, if a ‘complaints hot-line’ is deemed necessary, it should at least be re-
conceptualised to incorporate ‘compliments’ (for example, a ‘compliments and 
complaints hot-line’). Recognition of service, good or bad, deserves user comment. 

 
1.9.3 Access to Basic Health Services 

The issue of access to basic health services has been discussed to some extent in 
this report. A thorough and comprehensive evaluation of access to all service 
delivery sites has not been possible, however, and the focus was limited to a 
number of basic health services offered at clinics and the provision of EMS. As 
reported above, EMS has received extended criticism related to limited access, poor 
quality of service and the under-spending of budgetary allocations. Limited access 
to these services was indeed confirmed in the household survey. The ECDoH 
clearly recognizes these problems and has committed itself to not only rectifying 
them but to turning them around. As such, it aims to “…position the department as 
the best provider of emergency and rescue services in the country” (ECDoH, No 
date[b]: 23). This commitment to improve delivery is supported and applauded. 

In terms of clinic access, 70% of households in the Eastern Cape report that 
clinic services are accessible to them, according to the household survey. This 
reflects the priority given to improving access by the ECDoH and if maintained, 
this percentage is certain to increase steadily over the next few years. In addition to 
increasing ‘access’, however, the ECDoH also needs to focus on the issue of 
quality of service. Findings from the household survey indicate, for example, that 
only 15.6% of respondents across the Province rate the quality of the service 
provided at their clinic as higher than that in other areas. 45.5% rated the quality of 
service at their clinic as lower than that in other areas. Such perceptions are worthy 
of further investigation. 

In improving access, attention needs to be paid to the uneven geographic 
distribution of basic health care facilities. Our findings suggest that basic health 
services are not as accessible in poorer rural households as they are in wealthier 
urban households and if access is to be improved, then this disparity will need to be 
addressed. 

It is recommended, too, that access to certain services be investigated more 
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fully. These include the ANC and family planning services that are reportedly not 
offered at some facilities every day of the week. The immunization coverage rate is 
also low and appears to be declining, but this trend has been identified by the 
ECDoH as a ‘challenge’ and a target of 85% coverage rate has been set for the year 
2008. Services provided for the diagnosis, treatment and prevention of TB have not 
been addressed by this report, but are certainly worthy of research attention and 
evaluation. 

Access based on other factors such as economic resources, physical ability, 
age, know-how and language have not received as much attention as they are due 
and further research and action concerning these factors is recommended. Access 
based on sex has been addressed, but discussion has been based on data from the 
desktop survey rather than from the findings of the household or clinic surveys. It 
has, furthermore, been limited to HIV and AIDS related issues. In this regard, the 
national surveys from which data are projected, consistently point towards a higher 
HIV prevalence rate amongst women and those living in conditions of poverty are 
at particularly high risk of being infected with the HI virus. 

In considering the risk of HIV infection, the ECDoH would be prudent to 
consider, once again, the broader social context in which HIV patterns of spread are 
evident. In this case, structural inequalities based on sex and gender and issues of 
power are as, if not more, important than the behaviour, educational levels or 
psychological and cultural traits of women (Farmer, 1999). Women living in 
poverty, for example, are overwhelmingly dependent on men for their existence 
and this impacts, directly and/or indirectly, on their health. Paul Farmer (1999: 84), 
who is critical of the ‘dominant myths and mystifications’ surrounding 
understandings of women and HIV/AIDS, illustrates this position. He suggests that 
these myths are unyielding in their ‘exaggeration of personal agency’ (ibid: 84) and 
uses evidence from research on condom use in America to illustrate this: 

Most U.S. women at high risk of HIV infection are already aware that condoms 
can prevent transmission, but many of these women are unable to insist that 
condoms be used because their precarious situations often force poor women to 
rely on men. For example, a study conducted among African American women in 
Los Angeles showed that couples in which the woman depended on her male 
partner for rent money were less likely to use condoms than couples in which the 
woman had no such dependence (Farmer, 199:84). 

Although this study makes reference to women living in poverty in the 
United States, it is equally applicable to women living in poverty in the Eastern 
Cape. The economic dependence on men, often curtails the ability of women to act 
in their best interests. In a caring system, this dependency would be reduced by 
ensuring that basic and daily living needs (such as food for women and their 
children) are provided for by the state. Too often the focus of attention and 
intervention is on the individual’s “…shortcomings (failure to drink pure water, 
failure to use condoms, ignorance about public health and hygiene)” rather than 
“…on the conditions that structure people’s risk (lack of access to potable water, 
lack of economic opportunities for women, unfair distribution of the world’s 
resources)” (Farmer, 1999: 87). Acknowledging the importance played by 
structural inequalities is seen as fundamental in addressing the HIV/AIDS 
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pandemic. As Farmer concludes: 
If indeed inequality is an important co-factor in this pandemic, then stopping AIDS 
will require a more ambitious agenda, one that calls for the fundamental 
transformation of our world. What is at stake in these tasks is well expressed by 
anthropologist and activist Brooke Schoeph: “Unless the underlying struggles of 
millions to survive in the midst of poverty, powerlessness, and hopelessness are 
addressed, and the meanings of AIDS understood in the context of gender 
relations, HIV will continue to spread (Farmer 1999:93). 

While not a task to be performed by the ECDoH alone, the message that 
emerges from Farmer’s conclusion above, does suggest the need to adopt ‘a more 
ambitious agenda’ in addressing HIV/AIDS. This starts by recognizing the 
distinction made between ‘individual agency’ and ‘institutional powerlessness’ in 
the spread of HIV (Farmer, 1999). For the ECDoH, it suggests the need to focus on 
preventative measures (such as the provision of ‘education’ and condoms) in a 
critical light, which recognizes the position of relative power and powerlessness in 
which men and women find themselves. In a dominant culture, for example, which 
defines women as sexually passive and links masculine power and status with 
heterosexual intercourse, it is unlikely that women will be in an equal position with 
men to negotiate ‘safe sex’ practices... The ‘educational’ messages encouraging 
both men and women to engage in ‘safe sex’ practices need, therefore, urgent 
review as do definitions of ‘normal’ or ‘natural’ sexuality and the constructions of 
masculinity and femininity surrounding these definitions (Richardson cited in 
Jackson et al., 1993: 232). Without a more critical focus, the spread of HIV/AIDS 
will not reduce significantly despite the best efforts at ‘educating’ people about 
HIV/AIDS and instituting interventions and strategies targeting individual agency. 

One area linked to HIV that does appear to need more awareness-raising 
activity, concerns ART. As a relatively recent intervention, the low awareness rate 
(only 50.3% of the Eastern Cape population are aware of ART) is not altogether 
surprising, but if the HIV-positive population is to benefit from its provision, then 
awareness of its existence and availability are key issues. Efforts by the ECDoH to 
raise ART awareness should, therefore, be encouraged. But the ability to ensure 
access to treatment will need simultaneous attention, as well as careful planning 
and monitoring. The extract below highlights a number of problems associated with 
the provision of ART within an already ‘fragile public health system’ (Chopra, 
2005: 1). It also points to the potential to lose sight of the broader socio-economic 
context in which HIV/AIDS occurs, by focusing on the cure- or treatment-
orientated approach advocated by scientific medicine as mentioned above.  

The extra resources being made available for the ARV programme may also 
increase inequities between health programmes. The demands for scarce resources 
from an already under-resourced health care system to be redeployed to the ARV 
programme are considerable. Most importantly it may attract senior and mid-level 
managers as well as doctors (who presently are central to the ARV protocols) away 
from other health priority programmes. There is also a danger that the wider 
availability of ARVs will focus too much attention on those with HIV who are sick 
enough to qualify for these drugs at the expense of providing services and 
interventions to the many other HIV-infected people who are either asymptomatic 
or not sick enough to require ARVs. There are many cost-effective interventions 
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that enable many of these people to prolong the time before they become sick 
enough to require ARV treatment. Finally, the current focus on antiretroviral 
therapy could also over-medicalise the response to HIV/ AIDS and divert attention 
and funds away from the more fundamental political, social and economic 
determinants of poverty and the AIDS pandemic. While the attraction towards a 
'magic bullet', or technological solution, is understandable, the goal of addressing 
AIDS and improving health will require a broad, multisectoral response to the 
disease and its underlying social and economic causes. (Chopra, 2005: 2)  

Given these concerns, the ECDoH would be well advised to adopt a 
position of continuous surveillance over the ART roll-out process and take 
whatever steps are necessary to avoid a negative impact on the provision of basic 
health services as a result of the roll-out. 

 
1.9.4 Financial Resources and Budgetary Processes 

A fair amount of discussion has focused on financial resources. It has been reported 
that, when measured against the growth in GDP, national financing of public health 
has declined since 1995/96. Per capita sending on public health in the Eastern Cape 
remained below the national average in the period between 1995 and 2003. One of 
the most important reasons for this is seen to be the introduction of a system of 
fiscal federalism which has translated into provincially determined and controlled 
functional/sectoral budgetary allocations. A review of this policy is advocated, as is 
a system ensuring a protected per capita public health care budget equivalent to, if 
not greater than, the national average (at the very least). Such a system is, however, 
dependent on a clearly defined and measurable ‘basic health care’ package linked, 
in turn, to a thorough and on-going assessment of public health care service needs.  

The process of decentralization provides additional challenges for the 
ECDoH, particularly as they relate to budgetary allocation. The reported inequities 
in municipal budgetary allocations are significant for the provision of primary 
health care services (please see Thomas et al., 2004), as is the dual budgetary 
process occurring at the provincial and local government levels. The co-ordination 
of these two processes is clearly in the long term interests of basic health services 
provision within the Province and efforts to ensure their continued co-ordination 
are strongly supported. 

 
1.9.5 ECDoH Leadership and Management 

This report has suggested that a number of problems arise from the reported mis-
management of various ECDoH functions, such as budgetary under-spending, 
service delivery and chronic staff shortages. Many of these criticisms relate to the 
provision of EMS specifically, but others apply to programmes across the board. 
Solutions to such problems are often difficult to identify without an intimate 
understanding of formal and informal power relations, individual personalities and 
organizational processes and flows. As this was not the mandate of the report, we 
are not in a position to comment on such problems, but suffice it to say that they 
warrant attention and monitoring. The recent appointment of a new MEC for 
Health, indicates recognition of problems in the ECDoH by the Premier’s Office 
and any attempts to address them are worthy of recognition. 
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ANNEXURE 1 
 
In order to be seen to be offering a quality service, health clinics need to comply with a set 
of pre-determined norms and standards which have been derived nationally from national 
policy documents, authoritative sources, for example the World Health Organisation 
(WHO) or from research (Department of Health, 2000: 3). The DoH (2000: 4 italics and 
bold not reflected) defines a norm ‘…as a statistical normative rate of provision or 
measurable target outcome over a specified period of time’ and a standard “…as a 
statement about a desired and acceptable level of health care’. The core norms for health 
clinics include the following:  
 

1. The clinic renders comprehensive integrated PHC services using a one-stop approach for at 
least 8 hours a day, five days a week. 

2. Access, as measured by the proportion of people living within 5km of a clinic, is improved. 
3. The clinic receives a supportive monitoring visit at least once a month to support 

personnel, monitor the quality of service and identify needs and priorities. 
4. The clinic has at least one member of staff who has completed a recognized PHC course. 
5. Doctors and other specialized professionals are accessible for consultation, support and 

referral and provide periodic visits. 
6. Clinic managers receive training in facilitation skills and primary health care management. 
7. There is an annual evaluation of the provision of the PHC services to reduce the gap 

between needs and service provision using a situation analysis of the community’s health 
needs and the regular health information data collected at the clinic. 

8. There is annual plan (sic) based on this evaluation. 
9. The clinic has a mechanism for monitoring services and quality assurance and at least one 

annual service / audit. 
10. Community perception of services is tested at least twice a year through patient interviews 

or anonymous patient questionnaires (Department of Health, 2000: 9 / 10). 
 
The core standards for health clinics include the following: 
1. References, prints and educational materials 

1.1 Standard treatment guidelines and the essential drug list (EDL) manual. 
1.2 A library of useful health, medical and nursing reference books kept up to date. 
1.3 All relevant national and provincial health related circulars, policy documents, acts 

and protocols that impact on service delivery. 
1.4 Copies of the Patients Charter and Batho pele documents available. 
1.5 Supplies of appropriate health learning materials in local languages. 

 
2. Equipment 

2.1 A diagnostic set. 
2.2 A blood pressure machines (sic) with appropriate cuffs and stethoscope. 
2.3 Scales for adults and young children and measuring tapes for height and 

circumference. 
2.4 Heamoglobinometer, glucometer, pregnancy test, and urine test strips. 
2.5 Speculums of different sizes. 
2.6 A reliable means of communication (two-way radio or telephone). 
2.7 Emergency transport available reliably when needed. 
2.8 An oxygen cylinder and mask of various sizes (sic). 
2.9 Two working refrigerators one for vaccines with a thermometer and another for 
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medicines. If one is a gas fridge a spare cylinder is always available. 
2.10 Condom dispensers are place where condoms can be obtained with ease. 
2.11 A sharps disposal system and sterilization system. 
2.12 Equipment and containers for taking blood and other samples. 
2.13 Adequate number of toilets for staff and users in working order and accessible to 

wheelchairs. 
2.14 A sluice room and a suitable storeroom or cupboard for cleaning solutions, linen 

and gardening tools. 
2.15 Suitable dressing / procedure room with washable surfaces. 
2.16 A space with a table and ORT (Oral Rehydration Therapy) equipment and needs 
2.17 Adequate number of consulting rooms with wash basins, diagnostic light (one for 

each professional nurse and medical officer working on the same shift). 
 
3. Medicines and Supplies 

3.1 Suitable medicine room and medicine cupboards that are kept locked with burglar 
bars. 

3.2 Medicines and Supplies as per the essential drug list for Primary Health Care, with 
a mechanism in place for stock control and ordering of stock. 

3.3 Medicines and Supplies always in stock, with a mechanism for obtaining 
emergency supplies when needed. 

3.4 A battery and spare globes for auroscopes and other equipment. 
3.5 Available electricity, cold and warm water. 

 
4. Competence of Health Staff 

Organising the Clinic: 
4.1 Staff are able to: 

4.1.1 Map the clinic catchment area and draw specific and achievable PHC 
objectives set using district, national and provincial goals and objectives a 
s a framework. 

4.1.2 Organise outreach services for the clinic catchments area. 
4.1.3 Organise the clinic to reduce waiting times to a minimum and initiate an 

appointment system when necessary. 
4.1.4 Train community health care promoters to educate caretakers and facilitate 

community action. 
4.1.5 Plan and implement a district focused and community based activities, 

where health workers are familiar with their catchment area population 
profile, health problems and needs and  use data collected at clinic level 
for this purpose. 

 
Caring for Patients: 
4.2 Staff are able to follow the disease management protocols and standard treatment 

guidelines, and provide compassionate counseling that is sensitive to culture and 
the social circumstances of patients. 

4.3 Staff are positive in their approach to patients, evaluating their needs, correcting  
giving each patient a feeling of always being welcome. 

4.4 Patients are treated with courtesy in a client-oriented manner to reduce the 
emotional barriers to access of health facilities (sic) and prevent the breakdown in 
communication between patients and staff. 

4.5 The right of patients are observed. 
 

Running the Clinic: 
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4.6 A clear system for referrals and feedback on referrals is in place. 
4.7 All personnel wear uniforms and insignia in accordance with the South African 

Professional Councils’ specifications. 
4.8 The clinic has a strong link with the community, civic organizations, schools, and 

workplaces in the catchment area. 
4.9 The clinic is clean, organized and convenient and accommodates the needs of 

patients’ confidentiality and easy access for older persons and people with 
disability. 

4.10 Every clinic has a house keeping system to ensure regular removal and safe 
disposal of medical waste, dirt and refuse. 

4.11 Every clinic provides comprehensive security services to protect property and 
ensure safety of all people at all time. 

4.12 The clinic has a supply of electricity, running water and proper sanitation. 
4.13 The clinic has a written infection control policy, which is followed and monitored, 

on protective clothing, handling of sharps, incineration, cleaning, hand hygiene, 
wound care, patient isolation and infection control data. 

 
5. Patient Education 

5.1 Staff are able to approach the health problems of the catchment area hand in hand 
with the clinic health committee and community civic organisation to identify 
needs, maintain surveillance of cases, reduce common risk factors and give 
appropriate education to improve health awareness. 

5.2 Culturally and linguistically appropriate patients’ educational pamphlets are 
available on different health issues for free distribution. 

5.3 Appropriate educational posters are posted on the wall for information and 
education of patients. 

5.4 Educational videos in those clinics with audio-visual equipment are on show while 
patients are waiting for services. 

 
6. Records 

6.1 The clinic utilizes an integrated standard health information system that enables 
and assists in collecting and using data. 

6.2 The clinic has daily service registers, road to health charts, patient treatment cards, 
notification form, and all needed laboratory request and transfer forms. 

6.3 All information on cases seen and discharged or referred is correctly recorded on 
the registers. 

6.4 All notifiable medical conditions are reported according to protocol. 
6.5 All registers and monthly reports are kept up to date. 
6.6 The clinic has a patient carry cared or filing system that allows continuity of health 

care. 
 
7. Community and Home Based Activity 

7.1 There is a functioning community health committee in the clinic catchment area. 
7.2 The clinic has links with the community health committee, civic organizations, 

schools, workplaces, political leaders and ward councilors in the catchment area. 
7.3 The clinic has sensitized, and receives support from the community health 

committee. 
7.4 Staff conduct regular home visits using a home visit checklist. 

8. Referral 
8.1 All patients are referred to the next level of care when their needs fall beyond the 

scope of clinic staff competence. 
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8.2 Patients with a need for additional health or social services are referred as 
appropriate. 

8.3 Every clinic is able to arrange transport for an emergency within one hour. 
8.4 Referrals within and outside the clinic are recorded appropriately in the registers. 
8.5 Merits or referrals are assessed and discussed as part of the continuing education of 

the referring health professional to improve outcomes of referrals. 
9. Collaboration 

9.1 Clinic staff collaborate with social welfare for social assistance and with other 
health related public sectors as appropriate. 

9.2 Clinic staff collaborate with health orientated civic organization and workplace in 
the catchment area to enhance the promotion of health. 

 
In addition to the Health Clinic standards, core management standards are also determined 
by the DoH. These include: 
 
10. Leadership and planning 

10.1 Each clinic has a vision/mission statement developed and posted in the clinic. 
10.2 Core values are developed by the clinic staff and posted. 
10.3 An operational plan or business plan is written each year. 

 
11. Staff 

11.1 New clinic staff are oriented. 
11.2 District personnel policies on recruitment, grievance and disciplinary procedures 

are available in the clinic for staff to refer to. 
11.3 The staff establishment for all categories is known and vacancies discussed with 

the supervisor. 
11.4 Job descriptions for each staff category are in the clinic file. 
11.5 There is a performance plan/agreement and training plan made and a performance 

appraisal carried out for each member of staff each year. 
11.6 The on-call roster and the clinic task list with appropriate rotation of tasks are 

posted. 
11.7 An attendance register is in use. 
11.8 There are regular staff meetings (at least once a month). 
11.9 Services and tasks not carried out due to lack of skills are identified and new 

training sought. 
11.10 In-service training takes place on a regular basis. 
11.11 Disciplinary problems are documented and copied to supervisor (sic). 

 
12. Finance 

12.1 The clinic, as a cost centre, has a budget divided into main categories. 
12.2 The monthly expenditure of each main category is known. 
12.3 Under and over spending is identified and dealt with including requests for the 

transfer of funds between line items where permitted and appropriate. 
 
13. Transport and communication 

13.1 A weekly or monthly transport plan is submitted to the supervisor or transport co-
ordinator. 

13.2 The telephone or radio is working. 
13.3 The ambulance can be contacted for urgent patient transport to be available within 

two hours. 
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14. Visits to clinic by unit supervisor 
14.1 There is a schedule of monthly visits stating date and time of supervisory support 

visits. 
14.2 There is a written record kept of results of visits. 

 
15. Community 

15.1 The community is involved in helping with clinic facility needs. 
15.2 The community health committee is in place and meets monthly. 

 
16. Facilities and equipment 

16.1 There is an up-to-date inventory of clinic equipment and a list of broken 
equipment. 

16.2 There is a list of required repairs (doors, windows, water) and these have been 
discussed with the supervisor and clinic committee. 

 
17. Drugs and supplies 

17.1 Stocks are secure with stock cards used and up-to-date. 
17.2 Orders are placed regularly and on time and checked with received against the 

order. 
17.3 Stocks are kept orderly, with FEFO (first expiry, first out) followed and no expired 
stock. 
17.4 The drugs ordered follow EDL principles. 

 
18. Information and documentation 

18.1 New patient cared and medico-legal forms are available. 
18.2 The laboratory specimen register is kept updated and missing results are followed 

up. 
18.3 Births and deaths are reported on time and on the correct form. 
18.4 The monthly PHC statistics report is accurate, done on time and filed/sent. 
18.5 Monthly and annual data are checked, graphed, displayed and discussed with staff 

and the health committee. 
18.6 There is a catchment area map showing the important features, location of mobile 

clinic stops, DOTS supporters, CHWs and other outreach activities (Department of 
Health, 2000: 10-13) 

 
In addition to the norms and standards listed above, the DoH also prescribes norms 

and standards for every service provided at a clinic or facility that offers health services.  
 


