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1. Introduction 
 

The Rural Health Advocacy Project, a partnership initiative between the Rural Doctors Association of 

Southern Africa (RuDASA), the Wits Centre for Rural Health (WCRH) and Section27, incorporating 

the AIDS Law Project, is a not-for-profit, public-interest advocacy organisation in the field of rural 

health care.  

For rural communities to experience the highest possible level of health, achieved through a 

combination of physical, mental and social well-being, multi-sectoral action is required. Yet levels of 

deprivation are high in many rural communities, with the ten most deprived districts in the country 

all being rural1. The delivery of rural health care is one of the critical services to be provided, 

alongside others such as education, transport, sanitation, water and housing. Confronted with a fair 

share of complex challenges, this position paper outlines a number of priority actions for rural 

health care specifically, with the primary health care approach as the underlying philosophy. Rural 

communities, making up 43,6% of the total population of South Africa, have a constitutional right to 

the progressive realisation of full access to quality, comprehensive health care. In reality, the public 

health care systems in the same rural areas are greatly under-resourced, so that those who need 

health care the most are often the least likely to get it. Health outcomes remain poor, partly due to 

the concurrent HIV/AIDS and tuberculosis epidemics, high levels of maternal and child mortality, an 

increasing burden of chronic diseases and health systems failures.   

Will the recent intensified drive by government to improve health outcomes mark the turning point 

for rural health? It is a major opportunity which should greatly increase access to quality health care 

in rural areas. However, the past has also shown that good intentions can overlook specific rural 

health care needs.  

In this position paper we present some critical challenges and priorities for rural health care, based 

on the notion that national health depends on rural health. ²Ŝ ŎƻƴŎƭǳŘŜ ǿƛǘƘ ǘƘŜ ΨǎǘŜǇǇƛƴƎ ǎǘƻƴŜǎ 

to rural healthΩ and some specific recommendations aligned to the challenges and priorities. A draft 

of this position paper was presented to a RHAP Stakeholders Forum in February 2011 and received 

general support. Specific issues raised in the meeting were included in the final version. 



 

2. Background 
 

There is no doubt that the South African health care system under the leadership of Minister 

Motsoaledi is undergoing a major transition. The turn-around strategy of the national Department 

ƻŦ IŜŀƭǘƘ ǊŜǎǇƻƴŘǎ ǘƻ ǘƘŜ ǿƻǊǎŜƴƛƴƎ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŀƴŘ ŀƛƳǎ ǘƻ ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ 

Ǿƛǎƛƻƴ ƻŦ ά! [ƻƴƎ ŀƴŘ IŜŀƭǘƘȅ [ƛŦŜ ŦƻǊ ŀƭƭ {ƻǳǘƘ !ŦǊƛŎŀƴǎέΦ ¢ƘŜ ǎǘǊŀǘŜƎƛŎ ŘƻŎǳƳŜƴǘǎ ǳƴŘŜǊǇƛƴƴƛƴƎ ǘƘŜ 

national strategy describe the challenges and causes for poor health outcomes in detail, such as the 

quadruple burden of disease (HIV/AIDS and TB; high Maternal and Child Mortality; Non-

Communicable Diseases; and Violence and Injuries), the high-cost curative care approach, the 

inadequate production and inequitable deployment of human resources for health, and overall 

ƭŜŀŘŜǊǎƘƛǇ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ŘŜŦƛŎƛŜƴŎƛŜǎ ŀŎǊƻǎǎ ǘƘŜ ǎǇƘŜǊŜǎ ƻŦ ƎƻǾŜǊƴƳŜƴǘΦ ¢ƘŜ 5ŜǇŀǊǘƳŜƴǘΩǎ 

solution to the health crisis is captured in its Ten-Point-Plan2 ŀƴŘ ƛǘΩǎ bŀǘƛƻƴŀƭ {ŜǊǾƛŎŜ 5ŜƭƛǾŜǊȅ 

Agreement3, the latter presenting the specified output areas of the proposed interventions:  

1. Increasing Life Expectancy 

2. Decreasing Maternal and Child Mortality 

3. Combating HIV and AIDS and decreasing the burden of disease from TB and  

4. Strengthening health systems effectiveness 

 

At the National Health Consultative Forum on 11th November 2010, the Minister of Health 

congratulated all stakeholders for identifying the same challenges captured by Government in its 

overhaul strategy. In other words, there is no need to repeat what is already documented and 

known to all. Therefore, this position paper rather looks at the overall goal of improving health 

outcomes from a specific rural health care perspective.  

The departure point of the Rural Health Advocacy Project is the constitutional right of rural and 

remote communities to have equitable access to quality health care. We concur with Government 

that central to quality health care is the primary health care approach and the district health 

system, which aim to provide a comprehensive range of promotive, preventive, curative, 

rehabilitative and palliative health activities that are accessible to individuals and families in the 

community through their full participation and at a cost that the community and country can 

afford. It involves, in addition to the health sector, all related sectors and demands the coordinated 

efforts of all those sectors4. Required for the PHC approach are multi-disciplinary teams of health 

care workers, who operate in functional and efficient health systems and who are adequately 

trained, sufficient in numbers, supported and patient-centred in their approach. In line with PHC 

principles, a health financing model is required that provides equitable quality health care to all, 

regardless of geographical location and ability to pay.  

The 2008 World health Report, Primary Health Care: Now More than Ever, highlighted four areas of 

reform required for health systems to respond to current and future health challenges5: 



 

 Ensuring that health systems contribute to health equity, social justice and the end of 

exclusion, primarily by moving towards universal coverage s; 

 Reorganising health services as ǇǊƛƳŀǊȅ ŎŀǊŜΣ ƛΦŜΦ ŀǊƻǳƴŘ ǇŜƻǇƭŜΩǎ ƴŜŜŘǎ ŀƴŘ expectations, 

so as to make them more socially relevant and more responsive to the changing world while 

producing better outcomes; 

 Securing healthier communities by integrating public health actions with primary care and 

by pursuing healthy public policies across sectors; and 

 Developing inclusive, participatory, negotiation-based leadership required by the complexity 

of contemporary health systems. 

 

To ensure these strategies work in rural areas, it is critical for rural communities and rural health 

workers to be central in planning and decision-making at national and decentralised levels.  

Internationally, many countries struggle with the inequities between urban and rural health care 

provision and health outcomes, and have started singling out rural health as a specific focus area in 

overall efforts to improve population health. Some examples of initiatives by Governments and civil 

society actors include: 

 The Rural Health Mission established by the Government of India under the Department of 

Health and Family Welfare. The goal of the mission, as captured in its Mission Document: 

2005-20126 ƛǎ ǘƻ άimprove the availability of and access to quality health care by people, 

ŜǎǇŜŎƛŀƭƭȅ ŦƻǊ ǘƘƻǎŜ ǊŜǎƛŘƛƴƎ ƛƴ ǊǳǊŀƭ ŀǊŜŀǎΣ ǘƘŜ ǇƻƻǊΣ ǿƻƳŜƴ ŀƴŘ ŎƘƛƭŘǊŜƴέ όǇΦ нύ. 

 The decision by the UK GovernmŜƴǘ όнллмύΣ ǘƻ ƳŀƪŜ άǊǳǊŀƭ-ǇǊƻƻŦƛƴƎέ ƻŦ ŀƭƭ ŘƻƳŜǎǘƛŎ ǇƻƭƛŎƛŜǎΣ 

including health policies, a mandatory part of the policy making process. Rural-proofing 

means that policy makers should systematically consider whether their policy is likely to have 

a different impact in rural areas, make a proper assessment of those impacts; and adjust the 

policy, where appropriate, with solutions to meet rural needs and circumstances7. Rural-

proofing guidelines for policy-makers were subsequently developed by the Rural Health 

Institute in Wales and released by the Countryside Agency, a statutory body of Government.   

 The National Rural Health Strategy by the Australian Government (2004)8, a policy 

framework which aims to guide the provision of appropriate rural health services and 

equitable access to them. The National Rural Health Alliance is another Australian initiative, 

founded by civil society. The vision of the National Rural Health Alliance is good health and 

wellbeing in rural and remote Australia, with the specific goal of equal health for all 

Australians by 2020. 

 

South African institutions are also increasingly giving attention to rural health as a policy and 

educational focus area. Organisational initiatives include the establishment of the first Department 

of Rural Health at the University of KwaZulu-Natal, and the three academic Centres for Rural Health, 

based at the University of the Witwatersrand, the University of KwaZulu-Natal and Stellenbosch 



 

University, while Walter Sisulu University is widely recognised for its community-based health 

education across rural Eastern Cape. The Rural Doctors Association of Southern Africa (RuDASA) 

was founded in South Africa in 1996 and is a membership organisation for rural health care workers 

striving for all rural people in Southern Africa to have access to quality health care. Whereas the 

newly established National Department of Rural Development and Land Affairs has a specific focus 

on promoting rural development, rural health on its own does not appear to be a main focus area. 

The South African Department of Health has introduced a number of rural health policies, such as 

the rural allowance and community service, with mixed outcomes9 10. A South African Rural Health 

Strategy has also been planned for by the National Department of Health since 2001 and several 

drafts have been drawn up.  



 

3. Methodology for Defining Rural Health Care Challenges and 

Priorities 
 

We define rural health care as the provision of health services to areas outside of metropolitan 

centres where there is not ready access to specialists, intensive and/or high technology care, and 

where resources, both human and material, are lacking. This service may be within hospitals, health 

centres, clinics, within homes in communities, or independent practices. It is best provided by a team 

of health care workers and is based on the principles of Primary Health Care 11.  

In April 2010 the RHAP started a consultative process with a panel of 53 rural health care experts 

from different backgrounds to determine the key challenges and priorities for rural health care 

using the Delphi Methodologyi. Panellists included senior representatives from provincial 

Departments of Health, hospital managers, clinical managers, family physicians, medical officers, 

nursing professionals, rehabilitation professionals, medical specialists such as an obstetrician and 

paediatrician, policy experts and activists in the field of human rights and health. In a process of 3 

questionnaire rounds, participants were asked: 

1) to rate a set of 153 statements of challenges and priorities informed by the WHO building 

blocks for health care, interviews with four key informants and literature review, 

2) to introduce new challenges and priorities where applicable, and  

3) to rank the key challenges and priorities down to the top 5 in both categories. 

The six WHO building blocks for health systems12, which formed the basis of the research project, 

are: 

1. Service Delivery: Good health services are those which deliver effective, safe, quality 

personal and non-personal health interventions to those who need them, when and where 

needed, with minimum waste of resources. 

2. Health Workforce/Human Resources for Health: A well-performing health workforce is one 

which works in ways that are responsive, fair and efficient to achieve the best health 

outcomes possible, given available resources and circumstances; i.e. There are sufficient 

numbers and mix of staff, fairly distributed; they are competent, responsive and productive. 

3. Information: A well-functioning health information system is one that ensures the 

production, analysis, dissemination and use of reliable and timely information on health 

determinants, health systems performance and health status. 

4. Medical products, vaccines and technology: A well-functioning health system ensures 

equitable access to essential medical products, vaccines and technologies of assured 

                                                           
i
The Delphi method is a technique for gathering data that is similar to focus groups. Its value is that, unlike focus groups, Delphi groups do not 

have to meet in one physical location. The Delphi technique is a method of generating ideas and facilitating consensus among individuals who 
have special knowledge to share, but who are not always in contact with each other. The RHAP Delphi project was email-based.  



 

quality, safety, efficacy and cost-effectiveness, and their scientifically sound and cost-

effective use. 

5. Financing: A good health financing system raises adequate funds for health, in ways that 

ensure people can use needed services, and are protected from financial catastrophe or 

impoverishment associated with having to pay for them 

6. Leadership and governance: involves ensuring strategic policy frameworks exist and are 

combined with effective oversight, coalition building, the provision of appropriate 

regulations and incentives, attention to system-design, and accountability. 
 

Participation in this process was good, with response rates from 83% in the first round (n=44) to 

64% in the final round (N=34). Participants provided lengthy motivations for their choices, 

indicating their keenness for their voices to be heard through this process. Figure 1 illustrates the 

research process.  

Round 1

ω153 
statements

ωN= 44 (83%)

Round 2

ωNew 
statements

ωNo Consensus 
Statements

ωPrioritization

ωN=38 (72%)

Round 3

List of 10 key 
Challenges and 
Priorities 

>Consensus building top 5 

N=34 (64%)

TOP 5

Challenges 
and 

Priorities

Delphi Technique

Panel: 53 
Rural Health 
Care Experts; 
Senior health 
officials, 
Hospital CEOs, 
Clinical 
Managers, 
ahΩǎΣ 
Specialists, 
Allied Health 
Workers, 
Policy experts

Questionnaire
-153 statements 
aligned to WHO 
building blocks

 

Figure 1: Delphi Process to determine key challenges and priorities for rural health care.  



 

4. Challenges for Rural Health Care 
 

Table 1 presents the Top Five Challenges that were identified throughout this process. It is 

important to note that out of the five challenges that made it to the Top 5, three were introduced 

by individual participants themselves in round 1, and not proposed by the researchers in the initial 

questionnaire.   

 

TOP CHALLENGES FOR RURAL HEALTH CARE  

1 
Governance & 
Leadership 

People are appointed to senior posts in hospitals, district offices and 
provincial departments of health without requisite knowledge, skills and 
experiences. 

2 

HR for Health 
Comprehensive and equitable rural health care is hampered by the 
maldistribution of health workers between urban and rural; private and 
public sectors, and at different levels (tertiary hospital to PHC clinic). 

3 

HR for Health 

Provincial human resource departments are often weak, causing a variety of 
problems such as a lack of a sense of urgency in dealing with important 
matters, such as recruitment of professionals, including advertisements of 
posts. 

4 

Finance 
Budget cuts and frozen medical positions take place across the board and do 
not take into account the often fragile positions of already under-resourced 
rural hospitals. 

5 
Governance & 
Leadership 

There is a lack of work ethic and value systems among health care workers 
and management that hamper a motivating climate in health facilities. 

Table 1 

 

²ƘƛƭŜ ǘƘŜ ŦƛƴŘƛƴƎǎ ŀǊŜ ŀƭƛƎƴŜŘ ǘƻ DƻǾŜǊƴƳŜƴǘΩǎ ƎŜƴŜǊŀƭ ƻverview of challenges, the value of this 

process is to identify the key issues for rural health out of a myriad of health challenges, and to 

understand why these specific issues are detrimental to rural health care. Below follows a 

discussion of the findings.  

4.1 HUMAN RESOURCES FOR HEALTH 

 Ȱ#ÁÎȭÔ ÉÍÐÌÅÍÅÎÔ ÐÒÏÇÒÁÍÓ ÅÆÆÅÃÔÉÖÅÌÙ ×ÉÔÈÏÕÔ ÐÅÏÐÌÅ.ȱ ɉ2ÕÒÁÌ (ÅÁÌÔÈ #ÁÒÅ 

Panellist) 

The critical role of human resources for health is underlined by the WHO which states that άǘƘŜ 

effective mobilization of the health workforce is the single most important obstacle to improving the 

performance of health systems and achieving key health objectives, particularly in low and middle 

ƛƴŎƻƳŜ ŎƻǳƴǘǊƛŜǎέ13.  With positions 2 and 3 in the top 5 of key challenges, this study has once again 



 

confirmed that insufficient human resources for health are a major barrier to improved rural health 

care, in particular the maldistribution of health care workers and the operational management of 

human resources for health:  

 

Top Challenge #2: Comprehensive and equitable rural health care is hampered by the 

maldistribution of health workers between urban and rural; private and public sectors, and at 

different levels (tertiary hospital to PHC clinic). 

 

Top Challenge #3: Provincial human resource departments are often weak, causing a variety of 
problems such as a lack of a sense of urgency in dealing with important matters, such as 
recruitment of professionals, including advertisements of posts. 
 

The human resources for rural health (HR4RH) barrier in South Africa is caused by a mix of factors 

that are interconnected14 15 16:   

 Insufficient production of various categories of health care workers;  

 Lack of comprehensive rural recruitment and retention strategies; 

 An absence of staffing norms, inefficient and inequitable use of available resources and 

weak management; 

 Higher salaries in the private sector, and much better amenities in urban areas; and 

 A context of global competition for scarce human resources for health. 

Several studies and systematic overviews have recently been published highlighting the shortage of 

health care workers from various professions, such as the nursing profession, pharmacists and 

doctors. Many report on the high vacancy rates of health professions posts in the public sector, the 

inequities between private and public sector distribution, and the gap between demand versus 

supply and production16 17 18.  The 2010 vacancy rates for public sector medical practitioners in 

Limpopo reached a peak of 84%, while 66.8% of professional nursing posts were vacant in the 

Eastern Cape17. The inequitable distribution of available scarce health professions is illustrated in 

the following table. 

Inter-provincial distribution of health personnel  

 EC FS GP KZN LP MP NC NW WC SA 

Public sector medical practitioners per 100,000 uninsured population 

2010 22.4 24.1 31.5 33.2 20.1 22.5 32.9 16 34.2 27.3 

Public sector pharmacists per 100,000 uninsured population 

2010 4.3 4.7 9.5 4.3 6.2 8.4 9.1 4.3 16.2 7.2 

Public sector professional nurses per 100,000 uninsured population 

2010 140.5 78.1 119.3 135.1 151.1 118.5 129.0 110.8 108.2 125.6 

Public sector psychologists per 100,000 uninsured population 

2010 0.95 1.34 2.23 0.74 1.04 0.87 0.92 0.50 1.82 1.20 
Table 2. Source: Day C and Gray A, Health and Related Indicators, in South African Health Review, 2010

17
 



 

 

The figures show large variations between urban and rural, and among rural provinces. North West 

and Limpopo residents have the least access to health professionals of different categories, whilst 

Gauteng and Western Cape residents are the best off. It is further important to note that there are 

also intra-provincial inequities, with higher concentrations of health care professionals in the towns 

and cities. Even within poor rural districts, such inequities are found. A study in six rural districts 

demonstrated wide variation in staffing levels between facilities across all districts, leading to 

inefficient use of the available professional staff19. The study found that two districts had overall 

excesses and four had overall shortages in the number of professional nurses. Similar inequities 

were found for the distribution of HIV counsellors. In terms of doctors, a deep low of 7% of the 

actual number of required doctors was available.  

Overall, the different studies on public sector health workforce distribution show the consequences 

of the lack of staffing norms, and the lack of effective health care worker recruitment and retention 

strategies of to underserved populations.  

4.2 GOVERNANCE AND LEADERSHIP 

Ȱ0ÌÁÃÉÎÇ ÉÎÁÐÐÒÏÐÒÉÁÔÅ ÐÅÏÐÌÅ ÉÎ ÓÅÎÉÏÒ ÐÏÓÔÓ ÊÕÓÔ ÔÏ ÆÉÌÌ Á ÇÁÐ ÌÅÁÄÓ ÔÏ 

demoralization of people having to work with/under them, a breakdown of service 

standards, inefficiency and poor service delivery.ȱ ɉ2ÕÒÁÌ (ÅÁÌÔÈ #ÁÒÅ 0ÁÎÅÌÌÉÓÔɊ 

What is striking is that the 1st and 5th top challenges relate to governance and leadership matters 

that have a direct bearing on human resources and their recruitment and retention, namely the 

quality of management, and the organisational culture in health facilities: 

 

Top Challenge #1: People are appointed to senior posts in hospitals, district offices and provincial 

departments of health without requisite knowledge, skills and experiences. 

Top Challenge #5: There is a lack of work ethic and value systems among health care workers and 

management that hamper a motivating climate in health facilities 

Whereas weak human resource management affects the public health system across the board, the 

impact on rural facilities is most devastating due to their disproportionate state of fragility. 

According to various Delphi panellists working on the ground in fragile rural health systems, the 

appointment of senior managers that do not have the requisite training and skills within rural 

health systems can lead to uninformed decision-making in the management of facilities, a lack of 

urgency in dealing with crisis situations, poor work ethic and poor work relations: 

άL ǎǘǊƻƴƎƭȅ ŦŜel the health system could work actually work quite well if we had motivated, strong 

and experienced leaders with the will to do so. What is crippling us is the large number of 

inexperienced managers, the complete lack of accountability and the meddling of politics in what 

ǎƘƻǳƭŘ ōŜ Ǌǳƴ ƻƴ ƘŀǊŘ ŜǾƛŘŜƴŎŜέΦ  



 

Whereas panellist agreed that poor local leadership and work ethos are major problems, an EC-

based family physician pointed out the impact on health care where good leadership does exist: 

ά/ǳǊǊŜƴǘƭȅ ǘƘŜǊŜ is a very impressive middle manager at a little hospital in my area. In thinking what 

it is about him that impresses, it is that he notices issues that are happening on the ground. And he 

listens to people. We had a crisis in finding a bed for a complicated lady with MDRTB. The nurses 

had tried to do their best. He called the whole team in, got everyone to discuss how best to solve this 

problem, then instructed the matron to turn a ANC ward (empty) into a temporary MDR ward. The 

whole team felt so supported. He thanked the nurses who had made some temporary plans (and 

didn't bomb on them!) and told them that they were showing true compassion for their patients. He 

is also prepared to move into the not-the nicest office, in order to make more clinical space. aƳƳΗέ 

 

The quality of local leadership has major negative implications for rural health as poor leadership 

demotivates overburdened health care workers, who can easily find better paying jobs in more 

resourced settings elsewhere. The biggest losers of staff shortages and low morale are the patients, 

and the health of our nation overall, translated into poor progress ƻƴ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ƻǳǘǇǳǘ 

areas 1, 2 and 3: increasing life expectancy, decreasing maternal & child mortality and combating 

HIV/AIDS and TB. This is illustrated by the case of a District Hospital in Mpumalanga, where the 

following was documented by RHAP after a field visit: 

άώ²Ŝ ƘŀǾŜϐ мл ŘŀȅǘƛƳŜ ŘƻŎǘƻǊǎ ŦƻǊ пно ōŜŘǎΣ ƻƴŜ ŎƭƛƴƛŎŀƭ ƳŀƴŀƎŜǊΣ ŀƴŘ ŀōƻǳǘ нм ǇŀǊǘ-time private 

GPs most of whom are only available to assist at night (only 3 do part or all of their sessions during 

the day). Funded positions are not being advertised, and other hospitals in the region have far 

greater staff complements for fewer beds. Currently, there is only 1 doctor in Casualty and 1 in OPD, 

leaving 8 doctors to cover 423 beds. This is more than 50 beds on average per doctor, or double the 

amount when other doctors are on leave. (....) There seems to be a lack of team-spirit and poor work 

ethic amongst some (not all) doctors. There is an alleged practice of some doctors not turning up for 

night-calls and cases of doctors who take leave without approval or warning to other doctors which 

in turn leads to neglect of patients. Cases of non-attendance by doctors are reported weekly at 

ƳƻǊōƛŘƛǘȅ ŀƴŘ ƳƻǊǘŀƭƛǘȅ ƳŜŜǘƛƴƎǎ ōǳǘ ƴƻ ŀŎǘƛƻƴ ƛǎ ǘŀƪŜƴΦέό! ŘƻŎǘƻǊ ǉǳƻǘŜŘ ƛƴ ŀ ƭŜǘǘŜǊ ōȅ wI!t ǘƻ ǘƘŜ 

MEC of Health for Mpumalanga, April 2010).  
 

The story of this hospital is little surprising taking into account research findings on the direct 

causes and avoidable factors that lead to annual maternal, neonatal and child deaths in South 

Africa, published in the Lancet last year20. The study found a significant number of avoidable and 

modifiable factors in the high levels of maternal and child mortality ratios at health system level. 

Breaking this down further the results showed 22% of child deaths were related to administrator 

action, such as lack of senior doctors and nurses, and 53% were related to health care provider 

action, such as poor assessment and management in hospitals.   

 



 

4.3 FINANCE  

Ȱ!ÃÒÏÓÓ ÔÈÅ-board-decisions are detrimental to rural areas where there are few 

other options available regarding staffing.ȱ ɉ2ÕÒÁÌ (ÅÁÌÔÈ #ÁÒÅ 0ÁÎÅÌÌÉÓÔɊ 

The 4th Top Challenge is related to health financing. It was not the financial compensation of health 

care workers themselves that arose as a key challenge, but the underfunding and rationalisation of 

health spending across the board, without regard for the often fragile situation of rural health 

facilities. Rural health facilities are further disadvantaged by the historical nature of many hospital 

ōǳŘƎŜǘǎΣ ǿƘƛŎƘ ŀǊŜ ōŀǎŜŘ ƻƴ ǘƘŜ ǇǊŜǾƛƻǳǎ ȅŜŀǊΩǎ ōǳŘƎŜǘ, often leading all the way back to apartheid 

policies of homelands and poor rural areas21. In as far back as 1996, a research report on major issues 

confronting the public hospital system, commissioned by the Department of Health, found the following: 

 ά¢ƘŜ ƘƻǎǇƛǘŀƭ ǎȅǎǘŜƳ ƛǎ ŎƘŀǊŀŎǘŜǊƛǎŜŘ ōȅ ƛƴŜŦŦƛŎƛŜƴǘ ŀƴŘ ƛƴŜǉǳƛǘŀōƭŜ ŘƛǎǘǊƛōǳǘƛƻƴ ƻŦ ŦƛƴŀƴŎƛŀƭΣ ǇƘȅǎƛŎŀƭ 

and human resources, with a heavy bias towards urban areas, and central/academic hospitals. The 

impact of this maldistribution is made worse by the absence of effective systems and capacity for 

rationalisation, for rational future allocations, and for efficient resource use at the micro levelέ22. 

άLƴ ǘƘŜ ŀōǎŜƴŎŜ ƻŦ Ǌŀǘƛƻƴŀƭ ǇƭŀƴƴƛƴƎ ŀǇǇǊƻŀŎƘŜǎ ŀƴŘ ǘƻƻƭǎΣ ǇǊƻǾƛƴŎŜǎ ŀǊŜ ōŜƛƴƎ ŦƻǊŎŜŘ ǘƻ ƳŀƪŜ 

crude, across the board budget cuts, without regard to the particular needs of individual 

ƛƴǎǘƛǘǳǘƛƻƴǎέ23. 
 

In spite of this diagnosis in 1996, the situation seems not to have changed much 14 years later. In 

2010 several provinces still had critical posts frozen due to financial debt and poor planning. The 

specific concern for rural health is that budget cuts and frozen posts are applied across the board, 

disproportionally and unfairly affecting poorly resourced rural hospitals, which themselves have not 

caused the financial debt and overspending. In a small rural hospital a 20% cut may mean a 

reduction from five to four doctors; assuming one needs to spend time on management issues, 

including motivating for more doctors,  three doctors are left to do clinical work, and inevitably 

quality of care suffers. As RuDASA wrote to the MEC of KZN in November 2009;  

άA jobs freeze will soon result in a team unable to sustain the service. If the service is to have a 

chance of being maintained, institutions will have to be permitted to recruit up to certain critical 

clinical staffing levels, or else a widespread collapse in the service will resultέΦ  

 

¢ƘŜ ƛƳǇŀŎǘ ƻƴ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅ ƛǎ ŎƻƴŦƛǊƳŜŘ ōȅ ǘƘŜ LƴǘŜƎǊŀǘŜŘ {ǳǇǇƻǊǘ ¢ŜŀƳΩǎ ŦƛƴŘƛƴƎǎ ŦƻǊ Y½bΣ 

ƴƻǘƛƴƎ ǘƘŀǘ άThe moratorium on staff recruitment is severely affecting the capacity of the various 

components at provincial and district levels to provide quaƭƛǘȅ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅέ24. It is critical to note 

at this point that the overspending due to rolling debt can only be solved with support from 

Treasury, through some level of bail-out combined with stringent accountability measures for 

future spending.  



 

5. A Case for Rural-Proofing 
 

Why does the rural health care context continue to be overlooked in strategic planning and 

implementation? Can we have one-size-fit all approaches when the settings in which health care is 

provided differ so greatly? Various examples can be given to demonstrate policy and 

implementation decisions that aim to improve access to health care, but that were either poorly 

implementable in rural areas, missed out on major opportunities to improve rural health care, or 

simply harmed rural health. Some are provided in this paper: 
 

5.1 MENTAL HEALTH 
 

The internationally acclaimed South African state-of-the art, rights-based Mental Health Care Act25 

is a good example of a health policy aiming to improve access to mental health care at local level 

but which is difficult to implement in rural areas. Successful implementation of the Mental Health 

Care Act is dependent, amongst others, on sufficient human, administrative and physical resources 

on the ground, which are scarce in fragile and under-resourced health systems. This in turn leads to 

under-diagnosis and under-treatment of mental illness26 27, insufficient care provision to patients 

and a risk to non-mental health patients in the same ward (which is against the Act but happens 

due to lack of space) and the community at large. The lack of staffing does not only refer to mental 

health practitioners themselves, but also to nurses and medical officers who play a critical role in 

the provision of care to mental health patients in district hospitals. A rural psychiatrist explains this 

as follows: 

άtǎȅŎƘƛŀǘǊȅ ƛǎ ǘƛƳŜ-consuming, and if you are the only doctor on call during the night or the 

weekend, psychiatry simply bogs you down. When I was a psychiatrist and was running a general 

hospital [...] for nine years, I found it extremely difficult to sit down in a busy OPD and take a full 

history of a psychiatric patient, whilst there was a queue of sick or injured patients waiting. The 

Mental Health Care Act requires 72 hours observation. Which doctor in a district hospital will 

ǊŜƳŜƳōŜǊ ǘƻ ŎƘŜŎƪ ƻƴ ŀ ǇǎȅŎƘ ǇŀǘƛŜƴǘ ƛŦ ǘƘŜǊŜ ŀǊŜ ƻǘƘŜǊ ŜƳŜǊƎŜƴŎƛŜǎ ǘƻ ōŜ ŘŜŀƭǘ ǿƛǘƘΚέ 
 

5.2 CLOSING OF NURSING COLLEGES 

 

Nursing and midwifery services are one of the main pillars of health care delivery in rural areas. Yet 

the shortages of nurses has grown substantially in recent years and is unevenly divided between 

private/public and urban/rural areas.  In 2008, the ratio of nurses to 100,000 population in the 

North West province was 81.1 while it was 111.7 in Gauteng province28. In the same year, South 

Africa had an overall deficit of about 19,000 nurses as well as vacancy rates of 56% for professional 

nurses and midwives16. The decision to close local nursing colleges and the move to university-

based education has contributed significantly to the under-production of nurses and had a 



 

particular unintended anti-rural dimension to it.  Student nurses who were previously being trained 

locally in rural facilities provided a human resource base to the facility at the same time. Moreover, 

the decision had a negative impact on rural recruitment and retention, as health facilities lost the 

opportunity to build positive working relationships with the students increasing the chances of the 

same student nurses staying on after their training. International evidence has shown that rural-

based training as opposed to centralised training in urban areas does indeed significantly increase 

the chances of students choosing a rural health career29.  
 

5.3 OCCUPATION SPECIFIC DISPENSATION (OSD) 
 

¢ƘŜ ƻǳǘŎƻƳŜ ƻŦ ǘƘŜ h{5 ƴŜƎƻǘƛŀǘƛƻƴǎ ŦƻǊ ƳŜŘƛŎŀƭ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ƛƴ нллф ǿŀǎ ŘŜŎƭŀǊŜŘ Ψŀƴǘƛ-ǊǳǊŀƭΩ ōȅ 

RuDASA30. The OSD was structured in such a way that it incentivises specialisation, whereas rural 

areas are largely dependent on generalist doctors. Rewarding specialisation at the expense of 

general doctors thus draws away scarce rural resources to urban areas where specialisation takes 

place. Other health professions also received a raw deal, in particular the rehabilitation sectorii, 

where different rehabilitation professionals with the same National Qualification level receive 

inexplicable differences in remuneration. Rural rehabilitation officers, who saw practically no 

improvement in their salary structure, were left with a sense of deep frustration by the lack of 

recognition of their critical role in PHC: 

άhǳǊ ŎƻǳƴǘǊȅϥǎ !w± ǇǊƻƎǊŀƳƳŜ ǿƻǳƭŘ ōŜ ϥϥǎƻƳŜǿƘŀǘ ŀŦŦŜŎǘŜŘϥϥ ǿƛǘƘƻǳǘ ǎƻŎƛŀƭ ǿƻǊƪŜǊǎ ǘƻ ǇŜǊŦƻǊƳ 

module 4 and dieticians to provide nutritional input at both PMCT and ARV level (not even 

mentioning their roles in malnutrition and in addressing the high levels of psychosocial and 

ǇŀǊŀƭŜƎŀƭ ǇǊƻōƭŜƳǎ ƛƴ ǘƘƛǎ ŎƻǳƴǘǊȅύΦ /ƘƛƭŘǊŜƴΩǎϥ ǊƛƎƘǘǎ ǿƻǳƭŘ ŀƭǎƻ ōŜ ƛƴŦǊƛƴƎŜŘ ǳǇƻƴ ǿƛǘƘƻǳǘ h¢ǎ 

through early intervention, rehabilitation and access to appropriate education. Hand surgery would 

be futile without OT and physio and disability claims would soar. In excess of 6% of the population 

(estimated with a disability) would remain forgotten at home in varying states of neglect, their 

rights trashed, without OT, SLHT and physio input. Expenditure on chronics would rise without OT, 

physio, dietician and social workers. And ƭŜǘΩǎ not forget the mess that would be orthopaedics 

ǿƛǘƘƻǳǘ ǘƘŜ ǊŀŘƛƻƎǊŀǇƘŜǊǎ ŀƴŘ ǇƘȅǎƛƻΩǎ όŀƴŘ ǘƘŜ ¢. ǇǊƻƎǊŀƳƳŜΣ Ŏŀǎǳŀƭǘȅ ŀƴŘ ƳŀǘŜǊƴŀƭ ƘŜŀƭth 

without the radiographers). Hospital bed stay would be excessive, as patients would remain un-

mobilized, and return rates with complications such as bed sores would be high, as there would be 

ƴƻ ƻƴŜ ǘƻ ŜŘǳŎŀǘŜ ǊŜƭŀǘƛǾŜǎ ƻǊ ǇǊƻǾƛŘŜ ƘƻƳŜ ǇǊƻƎǊŀƳƳŜǎΦέ όY½b Physiotherapist based at rural 

hospital)  
 

The above are only some of many examples where policy decisions had an unintended negative 

impact on rural health care and rural health workforce motivation. To ensure equitable service 

delivery of health care, it is evident that planning and decision-making needs to be informed by the 

rural context.   

                                                           
ii Also referred to as allied health workers. 



 

6. Priorities for Rural Health Care 
 

The Top Five priorities for rural health care largely reflect the Top Five challenges and the 

experiences of rural health care experts with past policy decisions that were harmful to rural health. 

As table 3 demonstrates, the emphasis is once again on governance, leadership and human 

resources for health.  

Some of the planned strategic interventions to improve health outcomes and equity in access are 

the National Health Insurance and the Primary Health Care revitalization process. Central to their 

success are the quality and quantity of the human resources to plan, manage and implement these 

pro-equity policies. The recently released discussion document on the re-engineering of Primary 

Health Care in South Africa31 provides some insight into the proposed way forward, placing a large 

emphasis on preventative health care based at community level and provided by multi-disciplinary 

health teams including community health workers as part of the formal health system. Indeed, this 

is based on best international practice, and holds a large promise for rural health care 

improvements. Yet how will we ensure that the necessary human resources are available, recruited, 

and retained in sufficient number, in areas of greatest need? 

 

TOP PRIORITIES FOR RURAL HEALTH CARE  

1 

HR for Health 
There is a need to focus on how to recruit, retain and support senior health 

care professionals in rural hospitals for the long term 

2 
Governance & 
Leadership 

Hospital/Medical Managers should be employed based on the appropriate 
skills and experience. 

3 

HR for Health 
There is a need for the development and implementation of a national 
Human Resource Plan that is relevant to the rural health care context. 

4 

Finance 
Equitable funding formulae need to be designed for the financing of 
hospitals based on the local burden of disease, staffing needs, the costing 
of services, and equity principles. 

5 
Governance & 
Leadership 

District Managers should be employed based on the appropriate skills and 
experience. 

Table 3 

 



 

6.1 HUMAN RESOURCES FOR HEALTH 

ά! bŀǘƛƻƴŀƭ Iw Ǉƭŀƴ ƴŜŜŘǎ ǘƻ ōŜ ǊŜƭŜǾŀƴǘ ǘƻ ǘƘŜ ǊǳǊŀƭ ŎƻƴǘŜȄǘΣ ŀƴŘ ǎƘƻǳƭŘ ōŜ 

ƛƳǇƭŜƳŜƴǘŜŘΣ ƴƻǘ Ƨǳǎǘ ŀ ŘƻŎǳƳŜƴǘ ƻƴ ǘƘŜ ǎƘŜƭŦΗέ  

Ȱ4ÈÅ lack of staffing norms again undermines the work done in rural areas, where 

posts are not allocated based on current need, but rather on historical numbers. 

The resultant understaffing at rural institutions and overstaffing in urban and 

referral centres puts undue strain on an already overburdened system.ȱ (Rural 

Health Care Panellists). 

As the 1st and 3rd Top Priorities indicate, a strategic process needs to take place to identify the 

medium and long term solutions to the HRH crisis: 

 

Top Priority # 1: There is a need to focus on how to recruit, retain and support senior health care 

professionals in rural hospitals for the long term. 

Top Priority # 3: There is a need for the development and implementation of a national Human 

Resource Plan that is relevant to the rural health care context. 

At the same time, critical short term measures can and need to be implemented with immediate 

effect. These include the recruitment of suitably trained foreign health care workers, the setting of 

targets related to minimum staffing levels and development of HR-related Key Performance Areas 

for hospital managers, district managers and relevant senior managers at provincial level. If we do 

not do so, under-resourced rural facilities are likely to be the last to meet NHI accreditation, 

resulting in the failure to achieve the main purpose of NHI: realising equity in access to health 

care.  

The overall stewardship for the management of HR for Health (HRH) is entrusted to the National 

Health Council (NHC) by the National Health Act which places the obligation on the NHC to 

άŘŜǾŜƭƻǇ ǇƻƭƛŎȅ ŀƴŘ ƎǳƛŘŜƭƛƴŜǎ ŦƻǊΣ ŀƴŘ ƳƻƴƛǘƻǊ ǘƘŜ ǇǊƻǾƛǎƛƻƴΣ ŘƛǎǘǊƛōǳǘƛƻƴΣ ŘŜǾŜƭƻǇƳŜƴǘΣ 

ƳŀƴŀƎŜƳŜƴǘ ŀƴŘ ǳǘƛƭƛȊŀǘƛƻƴ ƻŦΣ ƘǳƳŀƴ ǊŜǎƻǳǊŎŜǎ ǿƛǘƘƛƴ ǘƘŜ ƴŀǘƛƻƴŀƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳέ32. Given the 

current inequitable allocation of the scarce human resources to rural areas, it is evident that the 

planned new HRH plan needs to have an explicit focus on the equitable distribution of adequately 

trained health care workers to rural and remote areas, as well as other underserved areas. Targets 

alone will not suffice; to meet the targets, they need to be supported by comprehensive rural 

recruitment and retention strategies.  No one single measure will increase access to health care 

workers in rural areas. In this regard, the WHO guideliƴŜǎ ŦƻǊ άLƴŎǊŜŀǎƛƴƎ !ŎŎŜǎǎ ǘƻ IŜŀƭǘƘ 

Workers in Remote and Rural Areas through Improved Retentionέ29 provide recommendations in 

four categories: Education, Regulatory, Financial and Personal and Professional Support. In other 

words, the HRH strategy has to be a well thought-through integrated strategy looking at all of the 

four WHO categories and including those recommendations relevant to our local context. As a 

rural health care panellist stated:  



 

ά¦ƴƭŜǎǎ ȅƻǳ ƘŀǾŜ ŀǇǇǊƻǇǊƛate, motivated and skilled staff who are going to stick around the service 

will not develop. So they need to have an appropriate career pathway, need to be appropriately 

paid and have the necessary resources to do their job and deliver services effectively. The need to 

feel appreciated but they also need to be made accountable and there should be consequences for 

ƭŀŎƪ ƻŦ ǇŜǊŦƻǊƳŀƴŎŜ ŀƴŘ ǎŜǊǾƛŎŜ ŘŜǾŜƭƻǇƳŜƴǘΦέ 

The expert panel of the RHAP position paper research identified one key approach towards 

recruitment and retention for rural health. This is also Top Priority 1: Focus on how to recruit, 

retain and support senior health care professionals in rural hospitals for the long term. 

It is well-known that some of the more successful rural district hospitals are supported by senior 

health care professionals that have stayed at the hospital for many years and who have been able 

to attract and build multi-disciplinary health teams over time. Word of mouth is a powerful 

recruitment tool, both for and against a particular facility. Sufficient and supportive senior health 

care professionals are also a requirement for the successful implementation of the national 

community service policy, which aims to address HRH imbalances in public health facilities. The 

lack of supportive senior health care workers is one of the main reasons community service 

officers in rural facilities decide not to stay on after their community service10. One of the key 

WHO recommendations29 on rural retention of senior health care professionals, and confirmed by 

RuDASA33 and the Delphi Panellists, is to develop rural career paths and to design continuous 

professional development programmes accessible from the rural workplace.  

Besides adequate numbers of health care workers, their efficient use is paramount, even more so 

in the context of scarce resources. Task-shifting including the use of mid-level workers and 

outreach support are two fundamental approaches. This requires full support from the 

professional bodies with the benefit of improved access to health care in mind. In line with the 

PHC approach, outreach at all levels of the health system is essential, to prevent unnecessary 

referrals to higher levels of care which is a burden to the patient and to the system, and to 

support health care workers at the more decentralised levels. It requires: 

 Outreach by consultants based at regional and tertiary levels whose main duty is to 

ensure clinical governance, adequate referral and quality of care at district hospital level; 

 Outreach by multi-disciplinary health care teams to community health centres and clinics; 

 Outreach by multi-disciplinary community health workers at a household level; and 

 Outreach by rural rehabilitation workers to community health centres and clinics and at a 

household level; the latter applies specifically where rural patients are unable to reach the 

clinic due to their illness or disability often combined with the inability to pay for transport 

due to high levels of povertyiii.  

                                                           
iii Read more about the interface of rural poverty, disability and need for rural rehab health outreach: Duncan, M. & Watson, R. (2007) Poverty, 
disability and occupation in Mpoza sub-district: Eastern Cape Province. Unpublished research report submitted to Mpoza tribal authorities. 
Division of Occupational Therapy. School of Health and Rehabilitation Sciences. University of Cape Town. And Duncan, M. & Watson, R. (2009). 



 

To ensure equitable distribution, staffing norms need to be set, as an overall guideline for health 

managers responsible for service delivery. Whereas the Primary Health Care discussion 

document referred to earlier provides detailed staffing norms for most members of the PHC 

outreach teams, it is less specific about some essential members of the team, such as medical 

officers, mental health workers and rehabilitation professionals. In terms of staffing norms for 

doctorǎΣ ǘƘŜ tŜƻǇƭŜΩǎ IŜŀƭǘƘ aƻǾŜment has recommended a minimum of 6 doctors per District 

Hospitaliv. The Rural Doctors Association of Southern Africa concurs that a minimum of 6 doctors 

should apply to smaller rural hospitals of about 60 to 80 beds. While not believing in a one-size-

fits all approach, RuDASA recommends the following formula for the determination of doctor 

posts, as an accepted minimum level requiring no motivation for filling of posts, regardless of 

the financial situation, job freezes and budget cuts: 
 

Minimum staffing norms for doctors at DISTRICT HOSPITALS 

1000 uninsured population 1 bed 

10 beds (10,000 uninsured population) 1 doctor 

100 beds (100,000 uninsured population) 10 doctors  
    Table 4 

 

Interns still undergoing training should not be calculated in this pool, and not more than two 

community service doctors should be part of the minimum doctors/population, as they still 

require significant supervision and support. The staffing norms take into account leave days, the 

24-hour service provided by most district hospitals, the fact that caesarean sections and other 

surgical operations require at least two doctors in theatre, and the need for outreach to support 

community health centres and clinics. It must be stressed that this is the minimum that should be 

available, and areas with high disease burdens and high levels of socio-economic deprivation 

should be first in line to receive additional doctors. 

Current doctor numbers may be insufficient in some provinces to reach this scenario in the short 

term; however, available resources should be allocated much more equitably according to these 

ratios while strategic efforts are made to achieve this set-up progressively. In the medium-to-long 

term, the new cadre of clinical associates will provide some relief, and the training of these should 

be fully supported and adequately resourced. A higher output of students choosing a rural health 

career is also pivotal; international and local evidence has shown that selecting students from a 

                                                                                                                                                                                             
The occupational dimensions of poverty and disability. Working Paper 14. PLAAS. Institute for Land and Agrarian Studies. University of Western 
Cape. Available online: www.plaas.org. 
iv άA response by health civil society: the case of Peoples Health MovementέΣ Ǉresented by Prof David Sanders and Prof Louis Reynolds at the 6th 
Public HealǘƘ !ǎǎƻŎƛŀǘƛƻƴΩǎ /ƻƴŦŜǊŜƴŎŜΣ 30 November 2010, East London. 



 

rural background2934, and training them where you need them most29, i.e. rural based educationv, 

are core strategies .  

Furthermore, a family physician should be appointed in each sub-district, being responsible for a 

seamless relationship between the district hospital and the community health centres and clinics. 

This includes taking responsibility for clinical quality care and referral issues from the clinics to the 

hospital and for overseeing regular visits to the clinics.  Some provinces such as North West, 

Eastern Cape and Mpumalanga have started implementing a model of a district family physician as 

a coordinator of clinical care; this also offers a viable rural career path and thus retention strategy.  

Depending on the size of the population served, community health centres should also have at 

least one doctor on the staff establishment. Clinics should receive at least weekly support visits by 

doctors.  

Special guidelines should be in place for doctorsΩ outreach to clinics based far away from the 

nearest district hospital, some as far as 200 kilometres, making outreach from the hospital and 

continuum of care difficult. Posts separate from the general hospital/CHC staff base should be 

created so that dedicated doctors can be employed to cover these specific clinics. As one rural 

doctor working in the rural Eastern Cape, explained:  

άThe problem is that the CHCs always complain about being short staffed, so outreach [by doctors 

based at the CHC] is erratic at best, and is usually given to the job of one of the junior doctors. 

There is poor continuity of care and as a result patients get inappropriately referred to the tertiary 

hospitals (burdens hospitals and expensive to patients) and poorly followed up thereafterέΦ  

To increase tƘŜ ŜŦŦƛŎƛŜƴŎȅ ŀƴŘ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƻŦ ŘƻŎǘƻǊǎΩ ƻǳǘǊŜŀŎƘΣ ǘƘŜ ǎǳǇǇƻǊǘ Ǿƛǎƛǘǎ should not be 

relegated to junior staff but be carried out by senior doctors and specialist family physicians, who 

can deal with complex diagnostic issues and chronic management problems, as well as give proper 

support to nurse practitioners.   

Continuity of care is critical in all settings, but the consequences of poor continuity are amplified 

in rural settings where accessing health care takes more time, effort and cost. Poor continuity of 

care can ultimately lead to patients dropping out of the system altogether35 36. It also leads to an 

increased cost and burden on the health system, higher morbidity, mortality and workload, and 

longer hospital stays.   

Staffing norms for mental health and rehabilitation professionals within in the renewed PHC 

approach is another area that needs to be addressed.  

 

                                                           
v Some of such initiatives are being implemented in South Africa and need broader reach, for instance the Wits Centre for Rural Health 
Lehurutshe District Education Campus in North West Province, the Ukwanda Rural Clinical School and the rurally-located Walter Sisulu University 
Medical School.  



 

6.2 GOVERNANCE AND LEADERSHIP 

Ȱ-ÁÎÁÇÅÍÅÎÔ ÍÕÓÔ ÎÏÔ ÂÅ ÓÅÅÎ ÁÓ ÔÈÅ ÂÅÓÔ ÐÁÙÉÎÇ ÁÒÅÁȢ 0ÅÏÐÌÅ ÍÕÓÔ ÅÎÔÅÒ 

management on the basis of their having knowledge and skills. On top of that they 

ÍÕÓÔ ÈÁÖÅ ÁÎ ÉÎÔÅÒÅÓÔȢȱ (Rural Health Care Panellist) 

What came out very strongly from the Delphi study is the negative impact of unsuitable managers 

in Hospitals and District offices; i.e. managers without the required background to manage health 

care services. This is reflected by the 2nd and 5th Top Priorities which are:  

Top Priority #2: Hospital/Medical Managers should be employed based on the appropriate skills 

and experience.  

Top Priority #5: District Managers should be employed based on the appropriate skills and 

experience. 

Good management, as highlighted before, can achieve a lot with minimum resources. It is critical 

to take note of good practices taking place, as they show what is possible even in under-resourced 

settings. A case in point is Zithulele Hospital, one of the poorest rural districts in South Africa, OR 

Tambo, which succeeded in bringing down peri-natal mortality significantly from 49.1/1000 in 

2005 to 22.4/1000 in 200837. The ARV roll-outs in some rural areas have managed to exceed the 

National Strategic Plan targets of 80% of people in need on treatment. The establishment of 

integrated health care teams and good management combined with context-driven, patient 

focused approaches were found to be among the explaining factors in these individual case 

studies and in larger comparative studies38 39.  

 

6.3 FINANCE  

ȰThe lack of taking the rural context into consideration causes policies and 

guidelines to be developed that are not easily implemented in rural settings. The 

additional resources required for implementation in rural areas is often 

overlooked and not included in the costing of the interventions.ȱ (Rural Health 

Care Panellist) 

Priority 4 relates to the underfunding of rural health care and argues for the development of 

equitable funding formulae for the financing of hospitals based on the local burden of disease, 

staffing needs, the costing of services, and equity principles.  

Top Priority # 4: Equitable funding formulae need to be designed for the financing of hospitals 

based on the local burden of disease, staffing needs, the costing of services, and equity principles. 

Smaller hospitals in rural areas should not be built nor managed on the basis of cost-efficiency but 

on the basis of equity principles. When designing programmes and policies, the added financial 

cost to provide the same quality service to remote communities needs to be incorporated in the 

budgeting process.  



 

6.4  SERVICE DELIVERY, INFORMATION, MEDICAL PRODUCTS, VACCINES AND TECHNOLOGY  

Ȱ&ÏÒ ÒÕÒÁÌ ÈÏÓÐÉÔÁÌÓ ÔÈÁÔ ÁÒÅ ÏÆÔÅÎ ÓÅÖÅÒÁÌ ÈÏÕÒÓ Á×ÁÙ ÆÒÏÍ ÔÈÅ ÎÅÁÒÅÓÔ ÒÅÆÅÒÒÁÌ 

facility, the availability of emergency medical services to transport patients for 

emergency treatment is a necessity. It may mean the difference between life and 

death for these patients needing help not available at their local health facility.ȱ 

(Rural Health Care Panellist) 

Although the WHO Building Blocks of Service Delivery, Information, Medical products, Vaccines 

and Technology did not feature in the Top 5 Challenges and Priorities of the Rural Health Care 

study, they are nonetheless essential components of achieving equitable health care for rural 

communities. One could argue that all the other components including human resources, 

governance and finance work together to achieve equitable service delivery. Service Delivery is 

ŘŜŦƛƴŜŘ ōȅ ǘƘŜ ²Ih ŀǎ ŦƻƭƭƻǿǎΥ άGood health services are those which deliver effective, safe, 

quality personal and non-personal health interventions to those who need them, when and where 

needed, with minimum waste of resources12έΦ  

In earlier rounds of the study, participants indicated that drugs, equipment, health facilities with 

proper infrastructure as well as ambulance services are the minimum basics and non-negotiable. 

In terms of drug shortages, the following statement introduced by a participant in an earlier round 

was later identified by the rural health care panel as Priority number 9:   

ά¢ƘŜǊŜ ƛǎ ŀ ƴŜŜŘ ǘƻ ƛƴǘǊƻŘǳŎŜ ŀ άŎƻŘŜ w95 ƭƛǎǘέ ŦƻǊ certain items when running out of stock, which 

permits health care professionals to phone the provincial pharmacist or the national department of 

health to report this, with delivery within a day e.g. all vaccines, lifesaving antibiotics, ARV 

ǘǊŜŀǘƳŜƴǘΦέ  

Lastly, overall improvement of the health system is impossible without proper monitoring and 

evaluation, and rural health systems particularly depend on information technology to improve 

communication between professionals at widely-spread rural health facilities.  



 

7. Discussion and Recommendations  
Ȱ2ÕÒÁÌ ÁÒÅÁÓ ÏÆÔÅÎ ÎÅÅÄ ÔÏ ÔÒÙ ÔÏ ÆÉÔ ÉÎÔÏ Á ÓÈÁÐÅ ÏÆ ÓÅÒÖÉÃÅ ×ÈÉÃÈ ÉÓ ÁÐÐÒÏÐÒÉÁÔÅ ÏÒ 

best practice in larger centres, but which is not the best or most suitable practice 

for smaller populations.ȱ (Rural Health Care Panellist) 

The key challenges and priorities for rural health care identified by the Delphi panellists are 

interrelated and need to be seen as part of a broader framework. While we have demonstrated 

their link to the WHO building blocks, specific άǎǘŜǇping stones to rural healthέ have also emerged 

out of this process. These are illustrated in figure 2 άtŀǘƘǿŀȅ ǘƻ ƘŜŀƭǘƘȅ ǊǳǊŀƭ ŎƻƳƳǳƴƛǘƛŜǎέ.  

 

 

Figure 2: Pathway to healthy rural communities 

This figure shows that a specific focus on rural health is required to achieve healthy communities. 

It starts with the design of rural-friendly policies, followed by a specific focus on adequate 

budgeting and human resources for rural health, and ultimately, the implementation of policies in 

well-managed, patient-driven health systems.  The underlying philosophy is the Primary Health 

Care Approach, and by its nature, this requires strong inter-sectoral collaboration to tackle not 

only health care but also the social determinants. It is only if all these ingredients are in place that 

we can truly aspire to achieve healthy rural communities, and ultimately a healthy nation. Within 

this context we make the following recommendations: 

7.1 RURAL-FRIENDLY POLICIES 

 

We call for the development and adoption of rural-proofing guidelines to ensure all government 

health policies, programmes and initiatives both at the design and delivery stages are appropriate 

and suitable for the rural health context. This could be done in the form of a Rural Proofing 

Primary Health Care Approach = Health for All 

Healthy Rural 

Communities 

Social determinants 

of health 



 

Checklist with generic questions to test new and existing policies against to ensure that the rural 

context is taken into account. Some key questions to consider include: 

1) Does this policy assist in realising the progressive realisation of access to health care 

services in rural areas in an equal manner compared to urban communities? 

2) Have rural health practitioners been involved in the design of the policy? 

3) Have rural communities been engaged in the design of the policy? 

4) How will remote communities access this service? What can be done to make it easier for 

them to access the service? 

5) At what facility level will this service be delivered E.g. clinic, district hospital, regional 

hospital?  

a. Is the type of facility level the closest possible to rural communities? 

b. Are proper referral systems in place to ensure accessibility for communities living 

far from the proposed facility? 

c. Have the additional transport costs in rural patient transport be factored in? 

6) What minimum levels of human resources are required to implement this policy?  

a. Are these levels available in rural areas?  

b. If not, what can be done to ensure accessibility of the promised service as a result 

of this policy in rural areas? 

7) What financial resources are required to roll this policy out? What factors may make this 

more expensive in rural versus urban areas? 

8) What additional equipment is required to roll out this policy in rural areas? 

9) How will the monitoring and evaluation of the implementation be carried out? Have 

efforts been made to minimise paper-work? 

10) How will we ensure that rural and remote communities are adequately informed about 

the new policy? 

 

Whereas this paper has focused on health care, rural-proofing guidelines could (and should) be 

developed for all departments, such as Transport, Social Development and Education.  

 

7.2 EQUITABLE AND ADEQUATE FINANCING FOR RURAL HEALTH CARE 

 

In a resource-constrained environment, it is even more critical that available resources are 

allocated equitably and used efficiently with the greatest possible impact. The added cost factor 

to provide rural health care needs to be part of any rural-proofing process. In particular this paper 

has drawn attention to the need to develop equitable funding formulae for the financing of 

hospitals based on the local burden of disease, staffing needs, the costing of services, and equity 

principles. 



 

 

7.3 SUFFICIENT AND CARING HEALTH CARE WORKERS 

 

Rural communities have a right to adequately trained, supported and caring health care workers. 

This paper has brought the following priorities to the fore: 

 A pro-rural and pro-equity Human Resources for Health plan is urgently required to 

address the imbalances in access to health care workers. This plan should have a strong 

focus on producing health care workers adequately trained for the rural areas and on 

rural recruitment and retention.  

 There is a need for staffing norms and much more focused strategic as well as 

operational human resource management, placing HR at the heart of policy 

development and implementation: this could be achieved by making HR a Key 

Performance Area for hospital managers, district managers and provincial senior 

managers. HR should not be treated as a peripheral issue because without the required 

human resources, any new health programme is deemed to fail. The equitable 

distribution of health care workers, the filling of posts against specific staffing norms and 

quick turn-around times are but some of the areas against which the performance of 

senior managers should be measured.   

 There is a need for guidelines and norms for outreach at all levels from tertiary to rural 

homesteads. Community caregivers play a critical role and should be part of the formal 

health system. Rural areas need more, not fewer, community caregivers due to the large 

distances to be covered to reach remote households who have the same rights and often 

higher health needs compared to town-based citizens.  

 

7.4 IMPLEMENTATION OF POLICIES IN WELL-MANAGED RURAL HEALTH SYSTEMS 

 

Whereas rural-friendly policies and adequate budget allocation are the first step towards improved 

rural health care, they can only make an impact when implemented in effective and efficient health 

systems. Amongst other things, this requires good leadership. Weak governance has been identified 

in this paper as one of the major challenges within the health system, and the recruitment and 

retention of capable facility, district and provincial leaders is seen as a key condition for improved 

health care by the Delphi panellists. We recommend the following attributes to be included as 

criteria in any selection process: 

 

 



 

 Provincial 

managers 

District 

Managers 

Health facility 

and Medical 

Managers 

Expertise to manage health systems X x X 

Understanding of the fragility of rural health systems X x X 

Expertise to manage HR processes X x X 

Committed to acting with a sense of urgency where required x x X 

Able to unite multi-disciplinary teams on the ground, comprising 

of health and admin staff 

 x X 

Able to build and maintain a motivating organisational work 

environment 

 x X 

Table 4 

 

7.5 PHC ɀ THE SOCIAL DETERMINANTS AND INTER-SECTORAL COLLABORATION 

 

Whereas the social determinants and inter-sectoral collaboration did not feature as a Top Five 

priority, these are a given condition for PHC to be delivered effectively. Within the context of rural 

health we call for the immediate finalization and adoption of the draft Rural Health Strategy for 

South Africa, driven by the Department of Health.  

 

7.6 PHC ɀ RURAL CITIZEN AND HEALTH CARE WORKER INVOLVEMENT 

 

The overarching theme that has emerged from this study is the need for contextually appropriate 

responses, and not a one-size-fits-all approach. In this regard, a pertinent question that emerges is 

whether the voices of rural health care workers and communities are heard at the right time and 

place? In our view, the expertise of rural health care workers and their representatives are 

insufficiently tapped into when it comes to the design of rural-friendly policies and delivery 

programmes. Similarly, there are much bigger roles for communities to play in shaping national 

and local health services and holding government accountable.  

The recent community consultations around health care in rural areas facilitated by the Black Sash 

show that rural health care users have made some diagnoses of the health system challenges that 

are very similar to the rural health care workers participating in the Delphi study. Key challenges 

identified by communities include shortages of staff, bad staff attitudes, the large distances to 

health facilities and services, insufficient medication, lack of monitoring and evaluation, patient 

transport and shortage of ambulance services 35
 
40

 
41

.  



 

The role of health care workers and communities in the delivery of health care emphasises some 

of the basic principles of pǊƛƳŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜΣ ŀƭǎƻ ǊŜŦƭŜŎǘŜŘ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΩǎ bŀǘƛƻƴŀƭ IŜŀƭǘƘ !Ŏǘ: 

participatory health planning, decision-making and monitoring of service delivery. The critical role 

of community involvement is underlined by a statement by one of the rural health care panellists: 

ά¢ƘŜ ƻƴƭȅ ǇŜƻǇƭŜ ǿƘƻ Ŏŀƴ ŎƘŀƴƎŜ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŀǊŜ ǘƘŜ ǇŀǘƛŜƴǘǎΦ ¢ƘŜȅ ƴŜŜŘ ƻƴ-going education via 

media, schools, churches, etc about their rights and how to get them.έ 

Apart from speaking out for themselves, rural health care workers can and should also aim to 

empower health users, by encouraging patients to speak out, ask questions and by giving 

information how to act if patients feel they did not receive an acceptable level of care35. In this 

process, an often difficult distinction needs to be made between health care worker and health 

care system causes of unacceptable levels of care.  

Against this background, we call for: 

 Active citizenship, with communities that are conscious of their health rights and that hold 

government accountable 

 Rural health care workers and rural citizens to be involved in the design, implementation 

and monitoring of health care delivery 



 

8. Conclusion 
 

In this paper we have argued that a conscious effort is required to ensure rural communities can 

access quality, comprehensive health care services. To meet the national call for equity in health, 

we need to strive for equal access to quality, affordable health care for those in equal need of 

health care. With the levels of inequality in our society, this thus requires more resources for 

specific groups and services: rural health users and rural health care in specific. Without rural 

health, we cannot have a healthy nation.  
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