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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 rural’. 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.2 S 02 y Of dzRS 6 A (0 K
to rural healthnd 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.
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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
2F 1 SIHfGK NBaLRyRa G2 GKS ¢g2NESYAYy3 KSIFEOGK 2dzi
GAaAAZ2Y 2F a! [2y3 YR ISIFHftGKe [AFS F2NI Lttt {2dz
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
f SFRSNAEKALI YR YIFyl3SYSyi RSTAOASYyOASa | ONRaa
solution to the health crisis is captured in its Ten-Point-Plan’ F Y R A G Q& bl GA2Yy I f {
Agreement’, 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 11" 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 activitiesthat are accessibleto 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 sectorsand demands the coordinated
efforts of all those sectors®. 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 challenges’:



e Ensuring that health systems contribute to health equity, social justice and the end of
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exclusion, primarily by moving towards universal coverage s;
e Reorganising health services as LINA YI NB OF NB>X A ®Sd dxgdd®ataysR LIS 2 L
so as to make them more socially relevant and more responsive to the changing world while
producing better outcomes;
e Securing healthier communities by integrating public health actions with primary care and
by pursuing healthy public policies across sectors; and
o 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:

e 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:
2005-2012°A & inthébve the availability of and access to quality health care by people,
SalLISOAFfte FT2NJ GK2aS NBaAARAY3I Ay .NHzNI f I NB I &
e The decision by the UK GovernmSy i 6 HnnAmMO Z-LINRP 2 YA Y S¢ aRHNF € f R2
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 circumstances’. 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.
e 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) R
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 outcomes’ '°. 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 hoeady 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 hom@&scommunitiesor independent practices. It is hggovided by a team

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

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
guestionnaire 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) tointroduce new challenges and priorities where applicable, and
3) torank the key challenges and priorities down to the top 5 in both categories.

The six WHO building blocks for health systems®?, 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

"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.

Delphi Technique Questionnaire
-153 statements
aligned to WHO
Round 2 building blocks
Round 1
w New

w153 statements Panel: 53

statements wNo Consensus Rural Health
wWN= 44 (83%) Statements Care Experts;

W Prioritization Senior health
wN=38 (72%) officials,
Hospital CEOs,

TOP 5 =
Round 3 Clinical
Managers,
Challenges List of 10 key ahQas
and Challenges and Specialists,
Priorities Priorities Allied Health
Workers,

>Consensus building top 5
N=34 (64%)

Policy experts

Figure 1: Delphi Process to determine key challenges and priorities for rural health care.
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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 People are appointed to senior posts in hospitals, district offices and
Governance & . . . .
provincial departments of health without requisite knowledge, skills and
experiences.

Leadership

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).

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.

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.

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

Table 1

2 KAES GKS FTAYRAYIA | NB | verkielbihlleriged, thOdl@deSMNBY Sy (i Q 3
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
O#AT 60 EI DI AT AT O POI COAI & A BAOMIE GARIAU OEE GEA
Panellist)
The critical role of human resources for health is underlined by the WHO which states that & (G K S
effective mobilization of the healtiorkforce is the single most important obstacle to improving the

performance of health systems and achieving key health objectives, particularly in low and middle
Ay 02YS &2wity pobithorS Zaéd 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 \ﬁj
human resources for health:

Top Challenge #2: @mprehensive 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 resourgeadeents 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 interconnected™* > *°:

e Insufficient production of various categories of health care workers;

e Lack of comprehensive rural recruitment and retention strategies;

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

weak management;
e Higher salaries in the private sector, and much better amenities in urban areas; and
e 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 production®® !’ 8,

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 Cape'. The inequitable distribution of available scarce health professions is illustrated in

the following table.

Inter-provincial distribution of health personnel

leEc [rs e |kzn [P [MP  [NC  [NW [wc [sA
Public sector medical practitioners per 100,000 uninsured population
2010 [22.4 [241 [315 332 [201 [225 [329 [16 342 [273
Public sector pharmacists per 100,000 uninsured population
2010 |43 |47 |95 |43 |62 |84 [91 |43 162 |72

Public sector professional nurses per 100,000 uninsured population
2010 |140.5 [78.1 |1193 [1351 |[151.1 |1185 [129.0 |110.8 |108.2 |125.6
Public sector psychologists per 100,000 uninsured population

2010 095 [134 223 [074 |104 087 [092 |050 |1.82 |1.20
Table 2. Source: Day C and Gray A, Health and Related Indicators, in South African Health Review, 2010




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 staff'®. 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

001 AAET ¢C ET APPOI POEAOA DPAT PI A ET OAT EI
demoralization of people having to work with/under them, a breakdowof service
standards, inefficiency and poor service delivedy j 2 OOAIT ( AAl1 OE

What is striking is that the 1 and 5t top challenges relate to governance and leadership matters
that have a direct bearing on human resources and their recruitment and retention, namely the
guality of management, and the organisational culture in health facilities:

&
—]

# AOA

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

departments of health without requisite knowigel 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:

G L & NPthé Rdalth syBt&m 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 meddlpgitids in what
aK2dzf R 06S NYzy 2y KIFINR SOARSYyOS¢ o



Whereas panellist agreed that poor local leadership and work ethos are major problems, an EC-
based faminAphys,ician poin’fed oAut th? impact on health care where good leadership does exist: gjﬂ

a / dzNNE yig d very itntes$vE 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 comgtidady 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 supporte 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 HAibie nicest office, in order to make more clinical spac¥. Y H ¢

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 2y (1 KS D2 @SNY YSy i
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:

GnwzS KIFI@S6 mn RIFIBGAYS R20O02NE T2NJ nHimepoivdtRa sz 2y
GPs most of whom are ordyailable 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 doctorualeasnd 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 e$paé&rand poor work

ethic amongst some (not all) docsorThere 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 -attendance by doctors are reported wéelat
Y2NDBARAGE YR Y2NIlfAGe YSSiAy3a odzi y2 | OGA2Y
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 year®. 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.



e

4.3 FINANCE

O! AOIT daard@éckions are detrimental to rural areas where there are few ﬁ

other options available regarding staffingg j 2 OOAl ( AA1 OE #AOA 0AI
The 4™ 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
0dzZRIASG AT 6KAOK | NB 0l &S, Rfte2lgading & fhe wal\Bcktd apatideid & S | NI
policies of homelands and poor rural areas®’. 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:
G¢CKS K2alAalf aeadSy Aa OKIFNIOGSNARASR o0& AYySTT
and humarnresources, 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 resze use at the micro levf.
LY GKS 6aSyO0S 2F NI GA2ylFf LI FYyyAy3a | LIWNRIF OK.
crude, across the board budget cuts, without regard to the particular needs of individual
AvalAa®dziazyas

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;

OA jobs freeze will soon resuh 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 wilf r@sult

¢KS AYLI OG 2y &aSNBAOS RStAOSNE A& O2yFANNSR 0
y 2 U A y Trhelmiriatariundion staff recruitment is severely affecting the capacity of the various
components at provincial and district levels to providefqéalii & & S NZJAt O GiticR S foke P S NE ¢
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 ol

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 Act®
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 illness®® %/

, 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:

Gt aeé OKA | icondumirig dandiifAiygiSare the only doctor on call during the night or the
weekend, psychiatry simply bogs you down. When | was a psychiatrist and was running a general
hospital [..] for nine yearsl 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 distgpttal will

%

NEYSYOSNI G2 OKSO1l 2y | LlaeOK LI GASYyd AT GKSNB |
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 provincezs. 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 midwives'®. 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 career®.

5.3 OCCUPATION SPECIFIC DISPENSATION (OSD)

¢tKS 2dzi02YS 2F GKS h{5 yS32GAlFdA2ya TRMNINECAAOBE
RuDASA*. 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 sector”,

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:

GhdzNJ O2dzy iNEUA ! w+ LINPINIYYS ¢g2dz R 6S UUaA2YSHK
module 4 and dieticians to provide nutritional input at both PMCT and ARV level (not even
mentioning their oles in malnutrition and in addressing the high levels of psychosocial and
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through early intervention, rehabilitation and access to appropriate education. slamgry 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 physput. Expenditure on chroniggould rise without OT,

physio, dietician and social workers. AhdS id forget the mess that would be orthopaedics
gAOUK2dzO G0KS NIRAZ23INILIKSNA |yR LIKe&aA2Qa thlyR
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
y2 2yS (G2 SRdzOFGS NBt | A JSa PayddthedpRt BasedSat rigdl YS L.
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.

" 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 Africa®! 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

There is a need to focus on how to recruit, retain and support senior health
care professionals in rural hospitals for the long term

Governance & | Hospital/Medical Managers should be employed based on the appropriate
Leadership skills and experience.

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

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.

Governance & | District Managers should be employed based on the appropriate skills and
Leadership experience.

Table 3
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6.1 HUMAN RESOURCES FOR HEALTH .
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O 4 BaBk 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 pus undue strain on an already overburdened systeniRural
Health CarePanellists.

As the 1st and 3™ Top Priorities indicate, a strategic process needs to take place to identify the
medium and long term solutions to the HRH crisis:

Top Priority # 1Thee 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 relevaotthe 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
GRSPSt 21 LREtAOE IyR 3JdzZARSftAYySa FT2NE | YR
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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 guidely S& F¥2NJ aLYONBI aAy3

Workers in Remote and Rural Areas through Improved Retention€® 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:



a! yt Saa @ 2 dateKrmofivstedlandiski@d sihifwho are going to stick around the sm—
will not develop. So they need to have an appropriate career pathway, need to be approp@ije
paid and have the necessary resources to do their job and deliver services effethigatged to

feel appreciated but they also need to be made accountable and there should be consequences for
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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 service'®. One of the key
WHO recommendations® on rural retention of senior health care professionals, and confirmed by
RuDASA* 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:
e Qutreach 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;
e Qutreach by multi-disciplinary health care teams to community health centres and clinics;
e Qutreach by multi-disciplinary community health workers at a household level; and
e Qutreach 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 iliness or disability often combined with the inability to pay for transport

due to high levels of poverty".

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

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
doctord = G KS t S2 LInter® Bas réc&riménde a nanfn@nSof 6 doctors per District
Hospital". 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.

v on response by health civil society: the case of Peoples Health Movementé Sreseinfled by Prof David Sanders and Prof Louis Reynolds at the 6"
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rural background®?*, and training them where you need them most®, i.e. rural based education’,” —
are core strategies . —
g )

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 doctorsQoutreach 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:

dThe 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 usgalgn 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 theredfter

ToincreasetK S SFFAOASYO& | YR STFSOUGADBSYS éhduldBoFbe R2 00 2
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

3536 1t also leads to an

care can ultimately lead to patients dropping out of the system altogether
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.

¥ 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 —
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management on the basis of their havinknowledge and skills. On top of that they~

i 000 EAOA A(Rurdt Health Cdr©Paadilist)

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 2" and 5™ Top Priorities which are:

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

Top Priority #5: District Mamgrs 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 2008%’. 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 studies®® *°.

6.3 FINANCE

(O'he 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 interventioms(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 diseasaffsg 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 N
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facility, the availability of emergency medical services to transport patients for
emergency treatment is a necessity. It may mean the difference betwigfe and

death for these patients needing help not available at their local health faciléy

(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
RSTAYSR 0@ (i KS Godd hbalthlsetvice¥ & thog dvBicY deliver effective, safe,
quality personal and non-personal health interventions to those who need them, when and where
needed, with minimum waste of resources’¢ ®

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:

@KSNE Aad | ySSR (2 A fartdid®itBue®len tunniagdt RfStook, vbicht A &
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
GNBIF GYSy il oé

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

for smaller populationsé (Rural Health Gire 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 & & pifglsfones to rural healthé have also emerged

out of this process. These are illustrated in figure2at F U Kgl & 02 KSIFf aKeé
Social determinants
of health
ﬂ Healthy Rural
. Communities
Improved
. Effective and rural
efficient health
. Sufficient implementation of care
and caring policies
Equitable and  health care
® adequate workers
financing for
Rural- rural health ﬁ
friendly
policies
[ Primary Health Care Approach = Health for All ]

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

NHzNJ §



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)
2)
3)
4)

5)

6)

7)

8)
9)

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?
Have rural health practitioners been involved in the design of the policy?
Have rural communities been engaged in the design of the policy?
How will remote communities access this service? What can be done to make it easier for
them to access the service?
At what facility level will this service be delivered E.g. clinic, district hospital, regional
hospital?

a. lIsthe 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?
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?

What financial resources are required to roll this policy out? What factors may make this
more expensive in rural versus urban areas?
What additional equipment is required to roll out this policy in rural areas?
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.
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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:

e 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.

e 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.

e 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:
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Provincial | District Health facility
managers | Managers | 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 X X
of health and admin staff
Able to build and maintain a motivating organisational work X X
environment

Table 4

7.5 PHC 2 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 Z 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 ***.




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

of the basic principles of pNA YI NB KSF f 6K OF NBX | faz2 NBTFf SU(Q\P SR
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:
G¢CKS 2yfe LIS2LXS K2 OFy OKFy3aS K SgoigSetucalide vigi e a i Sy
media, schools, churches, etc about their rights and how to get.¢hem

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 care®. 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:
e Active citizenship, with communities that are conscious of their health rights and that hold
government accountable
e 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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