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BI'e assJciated with poverty are observed. Topics addressed Bre
;

the socio-economic conditions, followed by an outline of disease
pattern;1 whiLh coincide with poverty. (an especially important
indicator

)
of poor conditions is malnutrition). The health

servic91 and the use of primary health care is then eKamined as
well BS a brief description of the effects of the homeiand
policy.

The focus on the health services development unit shows attempts
at the increase in the use of primary health care strategies in
the area. A description Qf the unit is followed by an account of
the v~rlous primary health care proJects, especially 1n personnel
development and village development programmes,

Conclusion of th~ \iiacourse is two-part, that is. an evaluation
of health service provision in Mhala and guidellnes towards
creating a living environment in order to lncrla,o levels of
health. The struggle for better health is interwoven with
struggles in the educational, economic. housing and agricultural
sectors. It is therefore necessary to adopt B holistic BPPloach
to health in that the main determinants Qf health Bfe not
ignored. and development policies ara integrated, This can beat
be achieved through the comprehensive strategy of primafY health
care which is Been as the key towards improving health for all.
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prevalence of diseases associated with these factors are examined
Broad developmental programmes are advocated with co-ordination
between various departments and with the community's involvement.

In chapter five tho primary health care concept is defined and
special attention Is paid to the three fundamental tenants
thereof, which are , ao cIo+e conom Lo deve lopmen t , communi ty
participation and restructuring the health care sector. Technical
solutions alone do not wo rk . because illness and disease are also
affected by social Bnd economic factors. We need to consider the
"health" aspects of all areas of development e.g. water supply,
education and housing provision. Community partioipation is
important In the primary health care strategy and the idea is to
promote active participation in health and improving living
conditions. People should be enabled to identify problams and
solutions. The chapter also focuses on the hierarchy of health,
medical education and BPprorpriate personnel/health workers. It
conclUdes by eXBminine certain specific selective primary health
care proRrammes, such as maternal and child health; oral
rehydration therapy and family plannine.

The assessment of health and tho primary health care approach in
health delivery i9 eXBmined 'n chapter six. The sample areB used
is Mhala. which is a rural homeland diytrict of Gazankulu. There
is exuens Ive povn rt y in this sample area. and it can be seen as
representative of rural homeland conditions. Health probloms that
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preventable medical ~nnditlons and poverty-related diS@Rpaq, The
health indicators show differing disease patterns for Blacks and
Whites. The differential health service expenditure is shown
indicating the fact that the areas requiring the most resources,
namely the rural areas receive the least. The curative care bias
(as opposed to primary health care) is also highllghted.

An examination of the rural health system follows in the chaPter
three. Issues that are addressed are the rural socia-economic
conditions, health services, health personnel and resources.

• Rural conditions show low levels of employment and increasing
unemployment. The situation is one of poverty and it is
exercabated by the inadequacies of agriculture and lack of arable
land. Another fact that is eVident, is the lack of access to
~ater and sanitati~n. Majority of the rural population suffer
from illnesses directly Bssociated with poverty, such as
malnutrition, There is a need for change in health priorities in
order to overcome the rural health problems.

It has been noted that various sooie-economic factors affect a
community's health status. In chapter four non-health factors
that affect health, such as rural housing; access to food and
nutrition; as well as water and sanitation 1s examined because
health cannot be separated from these factors, The spread and/or
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the development of basic health and other services. physical
upgrading and the general development of the community.
Development is seen to be integrated. It is argued that the
broad-based preventative orientation of the approach will
increase the level of health 1n the rural areas.

The method of researching the discourse is the use of a sample
area to assess the impact of primary health care. A visit to the
area and discussions with health personnel and community members
were held. Secondary sources are used extensively.

The rationale of this discourse is to express the naed for action
by governments. and health and development workers, to protect
and promote health. The aim is to examine the primary health care
approach in a sample area and seo how it can be used to achieve
an acceptable leval of health.

The disoourse begins with a background on the state of health.
Various topics are disoussed including a brief description Of
health services under apartheid with attention given to
statistical information and health indicators which show the
health sector as being characterised by a hish degree of



Racial segregation and discrimination which is enshrined in the
South African constitution pervades all sectors of society,
LncLudLng health and health services. A deepening c rLs Ls in the
health sector is not~d. In assessing the health profile of the
homeland populations, one finds them to be the least healthy with
unacceptably low life expectancy, and high infnnt mortality
fates. The causes of death coIncide with those most commonly
associated with poverty and an unhealthy living environment.

The problem is that the level of health of the rural population
i.s low and the health care situation follows that of a developing
so~iety. People cannot meet their needs becauso of low income
leveJa and a lack of employment opportunities. Malnutrition and
overcr0wding are evident as well as poor facilities in the
health, ,'ater, sanitation Bnd education sectors. The main problem
in the rural areas is poverty, no access to clean water and a

lack of an aCequate sanitation system.

Thl:.' main
primary
health

argue~ent of the discourse is that adOPtion of the
health c&re approach' allows for addressing issues in

as well as ibsues that affect health. It s objectives are
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Following that will be an examination of rural health. Issues
that are addressed are the rural socia-economic conditions.
services, resources and personnel. The next section takes a luok
at non-health factors that affect health such as housing, access
to food, water and sanitation. An examination of the primpry
health care approac~ follows and particular attention is paid to
the three fundamental concepts thereof, which are: oocio-economic
development, community participation and restructuring the health
care sector. It also focusses on certain specific, selective
primary health care programmes. The assessment of health and the
primary health care approach is examined in the rural homeland
distriot of Mhala in Gazankulu. The discourse concludes with an
evaluation of health and advooates certain guidelines in planning
for health.

METHODOLOGY: The use
primary health care;
with health Personnel

of a sample area to assess the impact of
with a visit to the area and discussions

and community members. have used
secondary sources extensively.



ABSTRAC~T

A definition of development includes improving li~ing conditions
and the quality of life. There is an interrelationship between
heal th and; social and economic development. "Heal th Leads to and
at the same time is dependant on a progressive improvement in
cond Itions and qual! ty of life". (WarJ.dHeal th Organisation).
Therefore a dIscussion on health has to take into account the
socia-economic and political context.

In assessing the health profile of the homeland populations one
finds them to be the least healthy. The problem is that the level
of health of the rural population is low and the health care
situation follows that of a developing society, where poverty-
related diseases Bnd infant mortBlity rates are high and life
expectancies are unacceptably low.

The rationale of this discourse is to expreOB the need of action
by governments, and health Bnd development workers, to protect
and promote health. The aim is to examine the primary health care
approach in Q sample area and see how it can be used to achieve
an acceptable level of health.

Background on the state of health will be addressed. The health
services under apartheid is discussed in the first seotion, with
attention given to statistical information and health indicators.
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Malnutrition: This is evidont as well as othor poverty related
diseases such as diarrhoea. tuberculosis and gBstro enteritis,
The infant mortality rate is high with an estimated 120-200
deaths per 1000 children of under one year olds in Gazankulu.

Within the boundaries of the homelands there are limited economic
activities as well as limited Job opportunities. There is
generally a low standard of liVing, liThe majority l.lve in poverty
because of inadequa t e wages and wlclesp r aad unemp Lovmen til.
(RAsdat, 1984 p.21). Most r ur a i families are without or wJ.th
insufficient incomes and/or land and therefore most live in
conditions of great pov~rty and deprivation, which affects their
health and well~being,

SERVICE!;1

Initially health in the homelandS was provided by mission
stations and churches. Later government aid to mission services
allowed for the expansion of those services. In the 1970's the
mission hospitals came under the South African Department of
Health's authority. Thereafter these came under the control of
various homeland bl dies.

Each homeland is divided into
regional hospital and a number of

c Li n Lcs

health districts whioh has a
satellite clinios, which have
it s control. (as shownother sma.Uer under

dia.grametically).
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The situation therefore forces most men and some women inLo the
migrant labour system. There are largely female-headed households
because of migrant working husbands. Por the women left behini
the prospects of finding suitable employment are scarce. "The
lack of adult education, job training programmes and child care
facilities in rural areas make it harder for women to overcome

the i r inferior occupational status". (Rf char ds on , 1988 p.43).

Rising unemployment and inadequBte agriculture compounds the
situation of poverty and we find that health risks increase as
income decreaRes.

Overcrowding: The land is not agriculturally viable to sustain
it's pOPUlation because of poor farming land and overcrowding.
There is a low development of the level of ferilling. People in
rural, homeland flloas cannot survive off the land. The
populatiion density is extremely high and this contributes to
ovororowding. The Breas are unable tu provide adoquate
subsistence lor the people to survive,

PhYSical conditions: They are appalling and oharacterised by
overcrowding, poor water supply and inadequate sanitation
systems.

Sooial conditions: These are poor and weak in a situation where
they need to be st reng thenad for so cLal Sltpp..ir t , "Mif.nancy has a
clisastorous effect on family reLa t Lon sh Lp s". (de Beef, 1984 p.S4)
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This chapter illustrates that rural conditions show low levels of
employment Bnd increasing unemplbyment. The inadequacies 1n
aRriculture also increases the situation of poverty. The land is
not able to sustain the population and the physical
infrastructure such as water supply and sanitation are
inadequate. We find malnutrition evident with high infant
mortality rates. The responsibility for the proviSion of health
services has changed hands from being provided by missions and
churches to the South African Department of Health Bnd currently
by the homeland institutiuns. We find tho health services being
characterised by B lack of facilities, funds and staff.

QONDITIONS

The difficulty of the poor in obtaining health sarvicsH in the
rural areas is compounded by l~olation from rosources and a lack
of availability of health resourc~s.

Emplnymen t and o ccup a t ion : The
mainly low skilled, low pajd
options. They are trapped in

rural population is engaged in
jobs with a limited range of
an inferior economic situation

because employment prospects are bleak. People need to find Jobs
in order to survive because they cannot survive by farming alone.
It was found by the Tomlinson Commission that by the mid-70's
there would be a need for 1,6 million Jobs, however by the mid-
80's only 17% were cleated. (de Beer, 1984 p.33).



14

_OHAPTER 3

When we examine the rural health system 1n South Africa we find
it closely related to the macroscopic view of South African
society, that is, one which is characterised by unequal socio-
economic and racial apportionment. The healt) care situation is
one of a developing society. " ...conditions in the bantustans are
such that forcing people to live there is, in fact, sentencing a
large number of people to death by illness and starvation", (de
Beer, 1984 p.47). The creation of the bantustans has pushed the
poorest people into areas of poverty and the associated problems
of unemployment, housing shortages and generallY inferior socio-
economic conditions. ThGS8 areas (the homelands) are unable to
provide adequate subsistence for the population.

Thp health of the rural population cannot be separated from their
living conditions. Poor wages Bre given which are inadequate to
meet the needs of the rural people. Malnutrition is a major
problem and research has shown that thero has been a decline in
the living conditions over the last 20 yoars. The general
situation is of ovorcrowding, lack of washing facilities,
inadequate sanitation and poverty. Where services do OMist people
cannot use 'nem because of low wages and/or lack of
transportation,
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in public funding we also find a curatIve care bias over

preventative or primary health r~r0. This 1s illustrated in the
table below.

r-------~-~----------~-.-.------,
PHC expendIture as a % of total hea!th oxpendituro---1

I
19 'f 6 2

19'19;'SO

1980/81

1982 4,8 J
,____-l-- _

2.09

Who should finance preventative health care? According to Price
(1987 p.47) H should come from public funds, that is, the
government. Private practitioners provide "Lnd iv i tue I" services
and not those designed for the whole community because it is
outside their control, e,g. sanitation, dIseaae control and
health educatton on a broader, community level.

For racial inequalities to be eliminated, a larger amount of
resources needs to bo allocated to health care. However these
funds should be chanelled towards services and programmes that
woUld benefit the largest number of people. For this goal to be
achieved we need to allocate more of the health budget for
preventative rather than curative services, and we have to
increase health services to tho poorest areasl namely the rural
homelands.
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Differential expenditure on health services (for Whites, Indians,
Coloureds and BlacKs) is the most obvious evidence 0f racial
discrimination in the health policy, and is illustrated in the
t ab l.e below. South African society is characterised by
inequalities and the health sector is no exception. The table
below gives the total population and racial breakdown with the
corresponding breakdown of the health budget.

r----..---"--__, __
Pop. as a % Expenditure as a

Blacks* 73,'/ 11.4

Indians 2,'1 ",8

Co Lou r ed a S,S 29,S

Whites 14 IS n 1 ,0

100,0 100,0*includes homelands

(Sources: Earle at a.i , 198'1 and SAHWCO 1989).

The structure of South African health services is geared towards
CUring disea.ses of the Whtte popUlation and "the bulk. of
resources is spent on expensive, high-technology diagnostic Bnd
curative aer v t cas ". (SeectBt, 1984 p.12). Apart from racial biases



11

development in a broad sense. Par example a healthy population
favours economic development and vice versa. To obtain physical.
social and mental well being a broader approach is required such
as upgrading social and physical conditions. We need more than
medical intervention to upgrade a nation's or community's health
status. How does one define development? It is a vague and broad
term. Is economic growth alone an indication of development? If
development is regarded as "improvement" then non-economic
indicators are also relevant.

In most economies the expenditure for the health sector is a
small proportion of the total bUdJet; however it s importance is
considerable, because the (good) health of a nation influences
the weal th Of a nation. "Improving heal th is an Impo rtant fac tor
contributing to economic growth and development". (McGrath. 1979

p.liS). It is difficult to obtain reliable data on the amount of
Gross National Product (GNP) budgeted towards health. Estimates
range from 2% to over 5% of the GNP. Between 1971 and 1981 there
has been a decline 1n expenditure on health and education. The
homelands which express the greatest need, get very little of
state expenditure. "There are gross discrepancies in the
distribution of resour~es bet~een Black and White!'. (Coovadia,
1987 P.4).
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high rate. A malnourished child is more susceptible to disease
Bnd infection and dies as a result. from curable illnesses such
as diarrhoea. This situation is true of rural South Africa and we
find that "the determinants of health stretch well beyond medical
caro". (Lobstein et al , 1984 p , ix). Various interventions are
required to promote health and they include improving nutrition,
ensuring clean water supplies and improving sanitary conditions.

Infectious diseases i.e. diseases such as tuberculosis is evident
in developing regions and it's incidence decreases as standards
of living improves, including improvements in nutrition and
housing. Therefore instead of treating tuberculosis itself one
should target the cause - that is. poor nutrition. poverty and
inadequate housing. Other poverty related diseases are cholera.
gastro-enteritis and typhoid due to squalid conditions. poor
hygiene. lack of clenn water and poor sewerage systems.

In developed countries disease patterns have changed not only
because of m~dical advances but also because of social changes,
environmental and nutritional improvements, Improved living
conditions with improved nutrition has a marked impact on health
Restructuring the health sector will occur with general socio-
Political retructuring. When we defined health it does not merely
mean the absence of illness but it includes "a state of complete
physical, mental and social. well-being,I! as stated by the World
Health Organisation. There is a link between health and
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calculating the mortality rate there are limitations because of
inaccuracies In the demographic data. Therefore this statistic
only gives an incomplete indication of a community's health
status. The mortality rate indicates ths amount of deaths and
their causes· In South Africa this data is collected and
published according to age and sex, and two series of reports are
published; one for Whites, Indians and Coloureds and another fur
Blacks. The infant mortality rate is particularly important in
asseSSing a nation's health situation. It is observed (Westcott
et aI, 1979 p.2) that an increase in infant mortality is noted by

a corresponding decrease in urbanisation, that is, we have a high
Infant mortality rate in the rural areas.

The nutritional status is also an important health index. Various
criteria are used to obtain a measurement of malnutrition. For
example the Shakir strip which is the measurement of the upper
arm circumference and the weight for age measurements.
Malnutrition is one of the effects of poverty and it occurs
because people cannot afford adequate nutrition and thio leads to
nutrition deficiency. Poverty linked diseases coupled with poor
sanitation, inadequate water supplies as well as overcrowding
lead to high infant mortality rates. The infant mortality rate
for under fives is extremely high amongst BlaCks. (Seedat, 1984).
In a 1984 UNICEF report, infant mortality rates for various
countries showed South Africa to have an extremely high rate in
relation to national wealth. Malnutrition contributes to this
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care for the Whites and a second system filled with problems for
mainly the Blacks. where their state of health is characterised
by depriv8tior Another dichotomy exists between the urban and
rural areas as well as the main focus of health being curative as
opposed to preventative. These biased of favouring White over
Black; laban over rural; and CUrative over preventative makes
health care inaccess~ble and creates a situation of the existence
of fIrst world and third world situations.

HEAI.J:!:! J.ND I CATORS

Different patterns of diseases for the different population
groups are revealed. How do we measure health and what does this
concept mean?

The two main indices to judge a country's health services are
infant mortality rate and life expectancy. In South Africa there
are two different patterns of diseases for Blacks and Whites;
with Whites having low infant mortality rates and high life
expectancies; that is following the pattern of industrial
countries; and Black South Africans haVing high infant mortality
rates and low life expectancies, that is following the pattern of
developing countries. Whites SUffer from "distSases of affluence"
(Seedat, 1984 polO), whereas their counterparts suffer from
diseases of poverty.

In South Africa data on morbidity is irregular and therefore to
measure health one has to look at the mortality rate. In
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therefore to adopt a holistic approach to health. where socio-
economic. political and cultural factors are not ignored but are
incorporated into policy planning.

In this chapter various topics ar~ discussed including a brief
descr Lp t Lon of heal t h services under apart neLd . It shows that
health care is divided and favours curative, urban care and is
therefore inaccessible to many people. The health indicators show
differing disease patterns for different groUPS of society, with
poverty-related diseases being the norm for rural South Africans.
The chapter concludes with a focus on health egpenditure and
states that the homelands which require the largest amount of
resources get very little of the budget. The bias in expenditure
for primary health care is highlighted.

1:!.E.AL1.lI SERV ICES UNDER APARTHE IQ

Health services are shaped by the apartheid state. "South
African society has modelled it's health services in it's own
image". (de Beer. 1986 p.60). South African health services are
characterised by inefficiency, lack of co-ordination and a
wastage of resources. to the detriment of majority of the
popula t Ion . Ilealth care Ls inaccessible because of gross
maldistribution. Current health services are characterised by
racial divisions and an urban bias.

The health service reflects a divided society with good health
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CHAPTER _z_

OVERV I EW OF HEALTH .J N SOUTt-I APR I CA

In South Africa the paradoxical situation exists where we have "a
wealth of natural resources etched against poverty and absence of
quality of life", (IMA, 1991 P.1). We have the unique situation
of advanced, sophisticated medical technologies and facilities
coupled with widespread poverty. The fUnction of a health service
is to provide health care for those who need it, and preventative
and promotional services to ensure the greatest possible level of
heal th among the population as a whole. "South Afr ica holds a
unique position in the world; racial segregation and
discrimination are embedded in a legal system which pervades all
sectors of society, including health and health services". (Van
Es and Van Gu rp , 1987 p.18).

The State's lack of responsibility to provide an affordable,
equal and easily accessible health care system has allowed for
the continuing deterioration of the quality of health services.
The health sector amongst others; is riddled with inequalities
and these have been recognised by various organisations. There is
a deepening crisis in the health sector, which is characterised
by a high degree of preventable medical conditions and poverty-
related diseases such as malnutrition, gastro-enteritis and
tuberculosis. These health problems cannot only be solved by
increasing the numbers of doctors and hospital beds. There is a
need for political, social and economic changes. It is necessary
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proper planning of these facilities. In the rural areas the
problems of quality as well as quantity of these services are

acute. Water development programmes have health as well as non

health benefits. For example the less time spent on fetching
water means more time spent on (other) productive activities.

There are links between water and health; and improvements in
water Rupply and storage can contribute to reducing the ill
effects of unclean water. There is a need for an adequate and
safe supply of water. The World Health Organisation found that
water-borne diarrhoeal diseases accounts for a third of deaths of
children under 6 years in developing coun t rLe s . (W.H.O. 1989).

Water supplies of adequate quality and quantity Is Vital. The
provision of clean water is one of the most pressing problems in
the area. The amount of water as well as it's quality is
important to a community. The World Health Organisation's goal of
water consumption per capita is 50 litreR per person per day.
(Wilson, 1985 p.23). "In South Africa, it is established that the
average white ~iQ.n

each African ilWttlY
(Harries, 1984 p.7).

uses 200 litres of wat0r per day, whereas
Ln the Bantustans consumes so Li t rea ;"

ACCess to water is also Bffec~ed by tho availability of taps. For
the eradication of wateruborne diseases (such as cholora and
gastro-onteritis) as well as water washed diseases (such as
trachoma and malaria) there needs to be one tap per household but
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malnourished children through discussions and demonstrations by
health workers. The programme adopted was broad bused and want
beyond only treating malnutrition.
o education on nutrition, balanced diets and correct feeding,
o gardening skills,
o learning handcraft skills to supplement incomes B.g. sewing,

mat-making,
family Planning service,

o milk schemes operating through the clinics e.g. powdered milk
at cheaper prices, and

o various aspects of child care.

found
by the

In an assessment of the treatment plan. the community mostly
it helpful. The programme's effectiveness is also evident

decline of malnutrition admissions in subsequent years.
(Clarke, 1984 p.25). The incidence of malnutrition will only be
checked by strategies that allow for increasing ~ural development
with special attention to "agriculture, water development,
increasing Job opportunities, improved educatlon and health
facilities and tho overall improvements of phYSical Bnd
organisa.tional infrastructure." (ibid, p.25).

Poverty-linked disGases BrB associated with poor water supplies
and poor sanitation facilities. Many are preventable through a
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~

Item Cost at Nelspruit Cost in Mhala or ineroaseI'----
Full cream milk R3,65 R5.15 4 I, 1

powder (500g)
Mielie meal (5kg') Rl. 99 R2.86 43.7
Pilchards (215g) 55c 72c 30.9
Sugar (1kg) 66c SOc 21 J 2
Salt (500g) 24e 30e 25.0

Tea (125g) 96e R 1 I 17 21 ,9

lB,own bread 29c 35c 20,'1
Eggs O~ clozen) 66e 71c 26,8

Sou r CEI: (Buch I E & de Bee r ,C 1984 p , 2 )

In a "Save the Children's Fund" report it was established that 9
out of 10 Southern African children ale malnourished, The
incidence of malnutrition is evident in the Mhala area. ". ,poor
nutrition is inseparable from the distribution of land and from
it's quality •.. and from the process of underdevelopment."
(Lobstein at al, 1984 p.74). Various interventions arB required
to improve the situation such as food schemes. Although this is
important it has limited impact. However only by tackling the
causes of undernourishment can it oventually be eradicated.

In a study of treatment of malnutrition in Kwazulu by Clarke.
emphasis was p~aced on educating the parents and/or guardians of
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well as unemployment is high. There is a high rate of mala
absenteeism because of migrancy. In the BENSO Economic Revue on
Gazankulu it was found that more than a quarter of the men were
temporarily absent for specific periods. Therefore difficulties
were encountered in developing with the high rate of women and
ohildren and so few men,

The number of people places pressure on the land. Between 1970

and 1980 the population elmoBt doubled I therefore there was added
pressure on arable land. "In Mhala. only 2% can earn a living from
asrLcu; tur e ." (Her rLe s , 1984 p ,4). Agr icu.ltural p roduo t Lon shows
room for improvement. There is a shortage of essential services,
and know-how. The infrastructure of Gazankulu. especially as far
as the provision of water is concerned, is not Yet adequate and
oonstitutes one of the obstacles to agricultural development.

Most people cannot produce enough food on their land and
therefore have to purchase it. but this is expensive and often
unaffordable and therefore reau l t s in ma Inu t rition . "The average
.family receives be tween fHO-50 a month" (Such and de Beer. 1984

P,2), and this covers all oxpenses including food. The low lavel
of income is not sufficient Qnd the problem is increased by the
high prices of food in rural Breas because of transport and lack
of compe'tjt1on.

The follOwing table shows the coats of basic foods in Mhala and
in the town of Nelspruit. (figures for 1984).
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Housing is one of multiple socio~e~onomic conditions affecting
health and therefore "modification of physical environment can
only have a maximum effect on health if accompanied by other
sccLo r eccn om Lc improvements." (Lipschitz, 1984 p.24), Adequate
housing includes facilities for domestic hygiene, If safe water
is supplied and adequate sanitation is provided, to prevent or
control communicable diseases they must be accompanied by good
hygiene, Housing alone does not cause ill-health and improving
conditions of shelter alone cannot ameliorate health, H0wever
diseases are associated with poor housing conditions and
"improved housing becomes a necessary prerequisite in the
reduc t ion of these diseases." (ibid, p,2).

Most rural health problems are rooted in poverty and therefore to
improve health the first step is to reduce poverty and improve
nutritional levels. Treatable diseases can become fatal to a
chronically underfed child. Undernutrition ill a child's first
three years leads to stunted growth; impaired brain development
and a susceptibility to diseases. Access to food is influenced by
access to land Bnd incomo and therefore to employment
opportuni ties.

Gazankulu has B small tax base and the "economy cannot provide
sufficient employmant opportunities for the e~onomicall} active
popuiation." (Moody and oci mc , 1984, p.7). Therefore under- as
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overcrowded conditions with poor ventilation. DisBases of poverty
are found in these areas of unhealthy living conditions.

Gastro~intestinal diseases are associated wlth housing conditions
amongst other factors and respiratory diseases such as pneumonia
is associated with overcrowding. In the period of January to
December 1983 one can sae evidence of these diseases by the
number of admissions to the children's ward at the Tintswalo
Hospital.

Cause Of admission No. of admissions r- of total
Gactroenteritis/dehydration 2 '/1 20,4
Kwashiokor 176 13 ,2
Pneumonia 153 11 •5
Typhoid 64 4.8
Skin infections 64 4.8
Parafin ingestion 62 4 , '1

Burns 59 4.4
A.11 other causes 4 '19 361 1

Total admiSsions 1327 100

Source: (SuchlE: & de Bee r i C 1984 p.s)

Hous Ine is una.ffordable to most people w oaz anku Lu. In an area
study on Gazankulu it was found that the basic government built
house costs R8 000, and the average annual expenditure of a
family is R600. therefore people cannot afford it. (Moody and
GoLtrio , 1984 p.10).
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~9HAPTE:R At~

J::'~AQTOR§~

HEALTH

In this chapter, various non-health factors that affect health
will be addressed. These include rural housing: access to food
and nutrition: as well as water ~nd sanitation. It has been noted
that various socio-economic factors affect a community's health
status. From this recognition came the idea of the community
medical approach which cites certain non-medical basic
requirements for attaining and maintaining good health. These
factors (housing, food, water and sanitation) are addressed
because health cannot be seperated from them. The spread and/or
prevalence of diseases associated with these factors ara
examined. Broad developmental programmes are advocated with co-
ordination between various departments and with the community's
involvement, towards addressing health needs of the community
with the emphasis on preventative action.

In many
improv.1.ngo
role in
shoulders

developing countries there are no government plans for
rural housing. The private sector also plays a minimum

this field and therefore rural housing falls on the
of those who live there. Many live in squalid,
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A new
decent

social order with access to emplcrment. good education.
housing. a living wage and available effective health

services must
rural health

come into
What

effect to ensure a decent. acceptable
is required is a change in healthstatus.

priorities. from curative orientation and creation of hospital-
based programmes towards more health promotion. prevention of
diseases and the provision of primary health care for the
promotion of community health. The basic community health
problems affecting rural populations should be addressed. These
include, especially the provision of clean water and adequate
sanitation systems. This as well as other non-health factors
affecting, such as. housing and access to food need to be
discussed.
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costs are incurred, the shortest distances travelled and where
the quickest attention is received. Rural areas witness the
greatest costs because transport is more expensive and distances
take longer to cover. BecBuse rural facilities Bre overburdened
the wait for medical attent1011 Is often long. The effectiveness
of the health services is further reduced by the absence of a
Well-organised infrastructure.

Rural
social
filled

health is inseperable from the economic, political and
structure of the South African state. Health provision is
with the many problems of inaccessibility, overpopulation

and poverty. The evidence of gastro-enteritis. tuberculosis and
malnutrition indicate the perpetual pattern of poverty related
diseases. The lack of education has beon identified as another
major problem in rural areas because it affects health awareness
as well as employment, which in turn indirectly affects health,

Majority of the rural population suffer from diseases and
illnesses directly associated with poor socio-economic
conditions. Malnutrition is an example of how the system allows
this to continue. Example: after being treated for malnutrition,
children enter the same environment and therefore they relapse.
"It has been sald that South Africa does not have a health
service but a disease service", ('Seedat, 1984 p,lOI). Good health
provision is dependant not only on facilities but also on
~oliticalt economic, social and environmental conditions.
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shortages of all level of workers (medical, nursing, paramedical)
is a serious obstacle to the effectiveness of the health system.
Resources are spent on medical education that is geared towards
urban care with a trend towards specialisation and very little
attention to preventative care.

PERSONNEL

The ratio of distribution of doctors follows the "inverse car~
law", that is, the least personnel where they are needed the
most. The quality of care is affected because of staff shortages
and overcrowding of existing health services. Studies show that
another problem regarding health personnel is the selection
process of medical students as well as the curricula of medical
education. A re-orientation of medical training is a requirement
in re-prioritising health needs. What is required is more
relevant
fea.sible

medical education. The use of doctors alone is not
in delivering health care, even if their orientation of

their training was changed. There needs to be training of other
more appropriate health workers who perform various roles. The
use of the least trained worker who can effectively execute the
task is the most efficient use of personnel.

Studies show
Accessibili ty

that access influences usage of services.
1s measured in terms of time, costs and travelling

distances. "Cheap" facilities are therefore those where the least
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RESOURCES

The various own departments of health are responsible for
administering resources. There is no significant revenue, apart
from "South African" grants. In 1982 70% of Gaz anku.lu 's budget
came from South Africa. Therefore the South African government
has a say in how and where funds are allocated. (de Beer, 1984
P·S8). The major hospitals are inaccessible to most people of the
rural areas. The homelands are the one s WhO's needs are the
greatest but they are deprived of readily available and adeqUate
facilities. Rural health service facilities are not comparable
with the rest of South Africa. In examining demand and supply of
health services, actual provision does not meet the needs because
of maldistribution of services as well as inappropriate health
care priorities. The unfair distribution of facilities, staff and
funds create a situation of underprovision.

Although the Gazankulu Health Plan centres around primary health
care in the form of health centres; the lack of funds make it's
implementation impossible. "Between 1976 and ~977, the South
African government's contribution to Gazankulu's budget
declined". (de Beer, 198410·58). Another major drawback is the
lack of staff. Approxiamately half the population reside in the
rural areas of South Africa but less than 610 of practiSing
doctors are lOCated there. The critical health personnel
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HOSPITAL-CENTRIC HEALTH SERVICE

Ir~-----l\HOSP !TALI t--------
~ ~

t;J CHf
9 ~
GJ GJ
f t
._I------I[ COMMUNITY

HD: Health District
SC: Satellite Clinic
VS: Various Services including smaller clinics

The theoratical framework is suitable, although practical
application is \neffective because of implementation problems
such as: inadequate provision of facilities. lack of personnel.
underutilisation and lack of funds.
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Medical education: Many questions arose at the Southern Africar
Labour and Development Research conforence regarding the
structuro of medical faculties in our universities. (Pimstone\
19/9). An elitist medical education training was found which
follows Western mOdels. This led to re-evaluating current madical
models of training.
- should there be B curriculum change?
- should there be more emphaSis on rural disease patterns?
- question the distribution of doctors
- is there a role for indigenous\ traditional healers?

One of the World Health Organisation s obJectiv0 is to re-orjent
health personnel training towards addressing the needs of the
communi ties served. Community-based education focuses on
community needs and is committed to attaining health for all.
This type of cuucation is provided in environments that graduates
find themselvos in. II It aims to equip graduates to be rosponsive
to the health needs of the people II. (ROUB, 1988 p.20). It Ls not
purely academic becAuse students must be able to realise Bnd
witness the soaio-cultural environmont of the people they serve
in order to understand how these affAct health.

Problems of modical education: It ignoros tho health noods of
majority because of it B oxcessive omphoBis on high-technology,
hospital care. This is due partly to maldistrlbution of medical
personnel as well as South African medicine adopting Europoan
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Facilities: Most of the resourcos BfO spent on curative medical
facilities, which shows a bias towards hospitals father than
cummunitY'based medi c i ns , In Southern Africa II the institutions
are largeiy urban based and they are mostly located in White
areas distant from and inaccessible to the Blaal< majority",
(Lobstein o t a L. 1984 p.33). Disproportionate budge t s are
allocated for sophisticated eqUipment for treating a fewer number
of the population. Facilities Bro inaccessible in terms of the
barriers of l?CBtion, cost and time.

Essen Ual care: The type of care is not II essential" as
suggested by the concept of PHC. Priorities are unrelated to
majority of South African's lifesty'1s, but are rather goared
towards Western style care. Health care is inversoly proportioned
to need.

Correct technology: Appropriate tochnology is not nocessarily
It bad " and is seen HS an a i t er native app roach to h()!;),lth. In
many countries in Africa, highly specialised training is
inappropriate, What i c'.1 required is (\ moro It grass-roots It

strategy to administer health cale to the communities concernod.
Often a situation of primacy exists where tho better health
facilities Bro concontrated in urban centres.



up community identified projects, Successful community proj8cts
are those which take into account the community member B Ldass on
identifying priorities, Health committeoc can be Bet up through
democratic procenSBS, and the health workors can provido support
services for the community, for oxample by holding workshops on
PHG.

Another issue rll.lsed is that users of services shoUld have a say
in the type of health care they receiVe Bnd in how it is
delivered, Health care has to relate to the needs of the people
and people shou Ld participate in and contribute to the tt planning
and Imp Lemen t a t i.on of health care ". (WHO report, 1982 p.4). l'he
community o'forts in PHO projects geared towards social and
economic upliftment in general will most likely succeed when
they are mutually supportive.

This tenant of the PHC approach requiros B chanRo in tho delivery
of health care. Questions that Bra addrossed in this section are
those of accessibility, correct tochnology, tho health CBre

hierarchy, affordabl1i ty, ('SHOn tial care and tho use of
appropriate personnel. Medical training is evaluated BRBingst
the needs of South African society, We observo a dependanco on
Western model of health caro, An important priority is to
extend health sorvicos to deprivod communities. With budgotary
limitBtions there is a need to priorotis0.



conditions. PHC is wide-ranging and a broadly basad approach
which is not purely II heal t h " 0 rien ted. It includes va r .LOUG

activities in non-health spheres and problems can arlso.

Administration Bnd co-ordination CBn become a difficult task
because of the various sBctors working together. The most
important aspect for this tenant of PHC to be achieved is

intersectoral
communication.

co -o rd In atron , co+ope r at Lon and efftlctive

The PHC approach emphasises community participation. In the
1960 t s community development projects that were undertaken
attempted to It Lmp rove the living cond i tron s of poor communities
with active participation, nnd if possible with the initiative of
the oommunity " (Walt and Vaughan, 1981 p.g). Tho idea is to
enable people to help themselves by identifying their nc~ds,
making demands known and being involved in the decision-making
process. The PHC strategy has an omphasis on popular involvement
in health with act i ve pa rt Lc Lpn t Lon in lcientUyitlg needs,
problems and possible solutions.

A community participation approach is beneficial because Lt
allows people to undersstand their hoalth statys and ways to
improve it through preventative action. Hoalth workers should
not only have technical medical skills but they should aiso have
organisational training in order to assist communities 1n Botting



mothers ensures greater childhood survival of their children, Bnd
therefore improves the health status. Health-oriented education
Ls essential. II Many Lnd Lv Ltua Ls and ccmnun rt t es can b~ equipped
with the knowledge and skills to achieve better living conditions
and health status wh ich are central themes to PHC II. (Phillips.
1990 p.280). People can be taught to improve their health by
their Bctivities, namely the benefit of a proper diet, increased
cleanliness Bnd nygeine awareness. Health education becomes a

means of ccmnun Lr a t Lcn of how to prevent illness and how to
promote good health. It is therefore an important part of PHC in
order to achieve Bnd maintain acceptable and reasonable levels of
community health.

The orientation of health programmes is changing towards
including many prevalltbtive aspects such as family planning and
immunisation campaigns. as well as towards broader activities
that directly and indirectly affect health. This encompasses an
integrated, holistic approach to health and health care. Health
impacts from changes in other sectors and this view of hoalth lH
therefore not narrow and purely technical but rathe. broad and
conp r ehens I ve .

Despite the fact that health care goes beyond only access to
medical facilities, the major thrust of planning for health goes
into physical facilities which dO not necessarily correspond with
improving the overall, general living standards and enviromental
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educational, poli tical, economic and soc La I spheres. " The
health of B population influences economic developmont and is
influenced by it, it is Ltself and clement or condition of
development" (Walt and Vauehan , 1981 p.89). We need to consider
the" health" aspect of all a.fEH:\S of de ve Lopmen t . The health
sector cannot operate in isolation to attaIn the objective of
acceptable levels of health because diaease and ill health ArB

multi-causal and do not occur in a vacuum. As stated previously
other factors contribute to hsalth, such as sanitation, housing,
education and food production, What is required Is co-ordination
between them, i,e. an intersectoral approach. When planning for
health co-operation and collaboration must be maintained at
various levels between these sectors,

PHC has social as wall as developmental dimensions; social
because the goal is to improve quality of life and achieve the
greatest health benefits for the people. If the goal is attained
(of improving quality of life Bnd being healthy) then it
contributes to socio-economic development, We need to promote
lifestyles that are conducive to good hoalth, A redistribution of
wealth is necessary for changes in society and f;·r communities to
improve the Circumstances. Intervention ill the physical and
social envt ronncnt s will have a po sLt Lvo effect on health.

Another
and the
(ldUcation

critical factor is education in tho promotion of hoalth
prevention of disease. Both school and adult health
is important. Improving the general edUcation of



A defini tion of heal th includes ,improving living coridt t ions and
the quality of life. There is an interrelationship between health
and social and econom.lc dsve lopmen t , " Heal th leads to and at the
same time is dependant on a progressive improvemGnt in
conditions and quality of life" (WHO pub Ll.caton , 1978).

PHC is therefore part of the socio-economic development process.
The PHC approach is vital towards achieving an acceptable level
of health.

In September 1978 when the Alma-Ata Declaration was drawn up it
provided a guide towards work in the health sector. PHC is
comprehensive because it is promotive, preventative, curative as
well as rehabl1atative. PHC does not mean health care of a poor
qUality because a good PHC strategy requires a good referral
system and technological and organisational support. The three

1;,)

fundamental aspects of this approach are:
1) socia-economic development,
2) community participation, and
3) restructuring of the heaith sector.
Each of these three tenants will be examined.

Por this tenant of rHO to be achieved B fundamental redistri-
bution of wealth is roquired. Technical solutions alone do not
work bocause illness and disease are also affected by social and
economic factors. Solutions ngeJ to be addressed in the
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CHAPTER ...Q.

PI< I MARY .l:L_EALTl:i C,A.I=<E

The International Conference on PHO met at Alma-Ata in 1978 to
-express the need for action by goVernments, and health and

development workers to promote the health of all people. The
importance of basic needs was recognised along with the view that
development (Of health or any other services) had to be done with
people and not only for them. In the 1950's the provision of
health services was seen as the building of hospitals and the
educating of doctors. The change in development theories brought
about a shift in bringing things closer to communities, und the
emphasis was on community involvement.
Definition of PHC: The Declaration of Alma-Ata defines PHC as
ttPrimary heal th care is essen tial heal t h care based on p rac t Lca l ,
ac ien tificaJ.ly sound and socially acceptable methods and
technology made universally accessible to indivltuals and
families ln the community through their full participation and at
a cost that the community can afford and maintain at every stage
of their develpment, in the spirit of self-reliance and self-
determina tion."

The meaning of PHC has changed from purely "f Lrst+hand" con t ac t
with the health worker to include the principles state by the
Wo rlel Health Organisation (WHO) in this definition: i.e.
accessibility, community participation, preventative/promotional
services, relevant technology and viewing health as part of totai
cale.
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examples
specific
health

indicate that medical needs have to be adapted to
conditions of communities and cannot be bassd on the

delivery systems of developed and Westernised countries.
The health system should develop as part of broader developmental
programmes. Changes in medical services alone does not improve
public health levels by a significant proportion. It has been
noted that in the West what contributed to majc changes in
health were improved housing, nutrition, education i.e. non-
medical factors.

South Africa's road to health should include changes in other
sectors as well as in medical structures. A multi-disciplinary
approach towards combatting disease and ill health needs to be
adopted by incorporating housing, economic programmes and

This holistic approach towards solving healthagriculture.
problems is advocated by the primary health care delivery system.
We therefore require the integrated, intersectoral health policy
of which primary health care is the cornerstone, and the
criterion is treating the person in the environmental situation
and not merely treating the symptom.
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From other studies of water supply and sanitation programmes it
Was found that improvements in the quality of water, reduced
diarrhoeal diseases by a third. Briscoe (1986 p. 109) found that
Incr~asing the availability of water reduced diarrhoeal diseases
by 34~. Both improvements in availability and quality reduced it
by 40%. With excreta disposal. diseases were reduced by 40~ as
well. What is required is co-ordination between various
departments, such as the Health Department, the Department of
Water Works and Sahitation Depart~ent.

CONCLUSION

We cannot seperate health from other factors and conditions in
the rural areas are not conducive to improving health Care. To
improve the situation we need to foster the creation of
employment opportunities in order to ensure that people have
access to income and thereby aCcess to food. We need to address
the inadequate water suppply and sanitation facilities; and
promote community participation. Medicine cannot be isolated from
the socio-economic setting.

When we examine examples from neighbouring countries on their
health delivery systems (Mozambique, Botswana, Lesotho), we see a
re-orientation towards addressing health needs of the broader
community and a committment towards preventative action. These
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participants as well as other village members would benefit
through sharing experiences. When asked if other problems would
be created through this project, for example would it divide
people into haves and have nots; the participants decided that
they would help others outside the group to build should they
wan t to.

Work towards reducing illness is associated with poor sanitation
for the whole community. Learning about pit latrines was
accomplished through meetings. A scaled down model was built and
the group members practised building them. Any difficulties
encountered during actual production were discussed at weekly
meetings. Was the programme effective? 96% of the group completed
the building of the latrines. They actively helped others who
were interested in building latrines. "People from neighbouring
as well as distant communities have vlsitAd Madobi to learn how
the women have worked together to bu.i Ld pit latrines." (Collins
and Maluleke, 1984 p.4). The long term outcome was that they
learnt to solVe a community problem and could apply it to other
problElms. There was also an awareness of the necessity to work

community problems. The community identifiedtogether to
the problem,

solve
the solution and were actively involved in the

process of overcoming the problem. The primary health care
approach was applied with' it's emphasis on community
par t LcLpat Ion .
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this does not exist. In metropolitan, white homes there are 2-3
taps per household but in Mhala the ratios are very high, In
southern Mhala it was found by Wilson (1985 p.23) that half of
the villages had no access to Water. In southern Mhala the ratio
of people:tap is 833: 1 and in the northern region the ratio of
people is 624:1. On average there are 760 people per tap. (Buch
and de Beer, 1984 p.7). To combat water-related diseases, health
education is vital in aspects regarding hygiene and nutrition.
Also beneficial is the building of pit latrines.

A study of building pit latrines at the Northern Transvaal
village of Madobi proved to have some success of projects with
community participation. (Collins and Maluleke, 1984). The
problem identified was the need to build pit latrines, and th~
lack of knowledge of how to do so. A women's group initiated the
project and approached people to help in the making of the
latrines. Participatory research was used with collective
investigation, analysis and action. In investigating, various
questions were addressed.

The problem identified was that of sanitation and a lack of
knowledge of pit latrine building. The reason given for wanting
to solve the problem was to help stop the spread of diseases. The
group identified the solution as pit latrines. When qUestioned on
who would be b6nefitting from the project, it was stated that
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The rationale
is considered
It s objectives

behind the Primary HOblth Care npproR~h 1~ that it

to be useful for addrPBsing the hAalth crinls.
RfB the development of basic heaith and other

services; physical upgrading and the general developmor,t of the
community. These objectives Bre essential 1n ordOf to achieve
acceptable levels of health.
This integrated approach is goared towards alleviating the health
crisis. The struggln for health is not one for more hospitals
but a struggle for more appropriate. ossontial carD in a SOCio-
economic situation conducive to dovolopment. This can bost be
tackled by adopting the Primary Health Care approach.



rHC PRINCIPLES AND STRATEGIES

PRINCIPLg

[. Access

2, Essential caro

3, Community partiel
pat ron

4, Relatiunship between
health and development

STRATEGY

Dollvor iorvicAB where peoplo
tH)od them. Usc conmun I ty
hoal t h wo rke ra ,

Design appropriate curriculum
and training to moot community
noecls.

Awaroness building, community
identifiod nooels, Boloetlon of

comnun i tv 1101111'.11 w(HI<EHll nnd

oloetion of hoalth commlttQo.

IntoRfl1tlon nnd co ordination of

hoalth plannLn~ with other

Doctors, Buch ao housing, water
supply, sanltation, oducation
and ap; ric u Lt u r 0, tnt: o r GOc t ()r a 1

ap;:>r each •



The emergence of the Primary Health Cate approach nccur0U as a
response to the realisation that eXisting, vertIcai health care
svs tems have failed t ne vast majorlty of pl~ople. Th(-) PHC

approach's promotion of tho ides thae health service should
provide for the majority and nut the priveledged few started
gaining acceptance. The previous emphasiS on high-technolog~;
facility-orientod and curative based care is found to be neither
appropriate nor affordablo care, Technologically centrJlised
models were unsuccessful in bringing health to most people. The
shift of omphasis occured because of inequalities In accoss and
usage of health servicos. PHC existod for many years but became
formally recognlsod nnd articulated 1n the mid-JO's, The explicit
formulation of the concept took place Bt Alma-Ata Conference in
19'18, sIncs thon it has be en oSpous~)d IlS "tJ:W stratet~y to adopt i n
ort;;ier to nove towards health for all by tho vonr 2000 It

Primary Health Care as defined by the World HNulth OrganlsBtion
incorporatoD proventivo, promotivo, curative and rohabilitativo
services. It oncompassos more than modicino alono nnd inrludos
oconomic physical and so c i aI f aot o ru which aHnet hca Lt h and
welfare. Various health Rnd non-hoalth activitios are lncorpo-
fL sd in its programmes. EncouragIng signa to arda achioving
tt health r o r all" in cbao r ved t hr oust; community par t LcLpa r Lon in

and commlttmont towardu improving health by tho implomentation of
tho varLous prlll1EHY hoaLt h cn r o ~rolnamm08, Howavo r tue r c ar o
many woakrHHlsos wit h Ln tho uyntnlll, Pro\Jloms of [U,WUrCOH and
funding; nnd inefficLent or lac~ of intorsoctoral co uperation
hampors offBctlvo PHC.
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Health care is S(~Gn in 13. narrow con t ox t, and in svnonvmcus w i th
medical oare, which according to th0 PHC approach to only ono
component of health care.

The second approach " regards health improvements as d~rived
largely from tho appropriate (iItL:l)li) ..ty of haa Lt h I.HHviCO!l ".

(PhilJ,ips, 1990 p.(69). The Vt('W il,) that p rcpo r planninr; wilt
allow for proper delivery of health care which will promoto good
heal th . 1t do as fM m part of tho Pile app roach I:JQ~auso it
addresses issues of accBssibility Rntl the appropriato allocation
of resources facilities Bnd staff, It aimD to onhance the
availabilty of health care through effective health planning. It

however lacks certain PHC components Duch as community partiel'
pation.

The third identifiod approBch Is broad in Hcope Bnd viows hoalth
In tho context of Ronerally lmprnvlnR llvtnR Bnd onvirunmontnl
condltions. An entire rango of nctlvitLoB in involvod from
medlc.l.no to hous.1.nr; to f\l~r rcui tur o . It t ako a el)fm i!Htnco o i' tho
fact that improvinr; hoalth nnd quality uf lIfo ir not meroly
achf eved via, d Lr oc t haal t h ae t iv i t ro s 1\101'10. It Ls tho ro ro ro
ndoptinl~ the intOgrlltod Ln to r nccto rn l apprOnGtl of tho PHG

ntratogy, Decisions Bro baaed on whAt tho community porcoivoB us
us noods nnd it in n bottom up approBch, which is Int0grnl to tho
PIiC approflGh,
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FAMILY PLANNING: There is a neeti for reducing high ferti11tY,
through education. The famiLy planning programm0s ale important.
" The r oad to 'prostorlty' Is,1 depleted us baing through the
r aduc t ron of t he birth raw ". (PhilliPs, 1990 p.240), This g'oal
should be included with othAf social welfare programmes, such as
improving women's utatus. However the programme should not be
forced onto the cummunity because freodom of cholce Is vital. It
IS an Lnpo rt an t compcnont of lIlaUHna.l/child health. It: helps
reduce the riaks of ropeated and/or unwanted pregnancies which
can be detrimental to both to the woman's health. Family planning
campaigns and proll~tton Is raqut red and it's LmpLemen t a t Lcn has

to be with community participation.

CONCLUSION:

Tho various approachos to hoalth cafO show differencos in opinion
i~ to who should provido cnre and what type of care should be
provided, Three typos of approaches have been identified; nameiy
the medical approach, t he Iwal t h piannlnp; approach and t he
community developmet approach.
In the caso of tho first approach health is rop;nrdod merely as
It absence of cii sonuo It , which is achieved ·hrough Western,
techno Lout ca ; intorvontionu, II 1I1e;h quell tv , hi(!;htechno 10[';y
medical Dorvicou Bre conotderod to bo tho key to improved health.
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In areas of poorer soc ie-economic conditions children BrB more
prone to diseases therefore an important aspect of maternal/child
health is diBoaso-oriented. These programmes ara often associated
with family planning and health education. The services are
often soen as seperate but have now been included in broacter-
base~\d PHC. In accordance wi th the concept of using' communi ty
health workers and inctigeneous practitoners, the use of
traditional mid-wives Can be integrated with the formal health
service.

ORAL REHYDRATION THERAPY: Whereas immunisation is a preventative
measure oral rehydration therapy is curative but it is still
" essential II care. This therapy is used in the treatment of
1i8rrhoea1 diseases, the underlying causos of which are poor
hygiene, poor Banitation, imptoper food handling, infected water
an' malnutrition. Diarrhoeal deaths afe often due to dehyration
an~ oral rehYdration therapy is a cheap, accessible troatment.
Solutions can also be prepared • home. Apart from administering
oral rehydration therapy, educational campaigns Bro essential to
teach hygiene and proper food storage and handling. Thoro is also
a need for environmental action against the onsAt of diarrhoea,
for example upgrading through the buildlng of ~it latrinas. This
illustrates that a specific selective PHC programme which is
initi, 11y ssen as vertical, can be Ln cc rpc re t ed or Int eg rat ed
with other projects that have broader health related benefits.
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community health workers are the appropriate category of hoalth
worker to bring health to a commUnity. They shara their knowledge
with the people they Berva. However this does not mean that
doctors and other health professionals Bre unimportant. They too
arl needed but their training has to be adjusted towards a more
bottom-up approach.
Th~ goal of health for all can bo attained by restructuring tho
health hierarohy, where oommunity health workers lead the team
and the community itself comes firat. Community health workers
have a variety of skills and how they work is adaptive to looal
situations. They provide accessible care to people amongst whom
they live and work.

Certain specific PHC programmes that Bro vitBlly important,
espeoially In rural situations will be eKamlnect.

MATERNAL AND CHILD HEALTH: Aocordinrr to the World Health
Organisation " matornal/child health sa r v Lc as are 11 priority
within any health system ". (Lobs teLn at al . 198,1 ):>,64).1'hl.sLs
because they constitute a large part of the population Bnd also
bocause of high doath fates within these groups in mBny
devoloping world situations, ThoSG programmes can be developed
With other programmes. e,g, nutrition and health education,
Within thcs o maternal and child he a Lt h p rog ramme s ,<1,) tl1t; me,,:
specific family planning programmes Bnd immunisation campaigns.
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Important actors in this regard Bre village/community health
workers who's work involves community improvement on a broad
scale, and preventing illness before it starts through health
education and actively promoting health, These PHC workers arg
key personnel of the health team. Werner's proposal of changing
the hierarchy of skill in order to make health care more
equitable and accessible is by " tipping" the health pyramid so
that the community comes first and the doctor is " on tap not on
top ". (Werner, 1977 P.12), as shown in the diagram below.

POrORS

NUR!ES

AUXrt.ARIES

COMMUNITY
HEArH WORKEI1S

COMMUNITY

,I)
t:..l-~~
j-l>-:.-::
::..l
<t:

top-down vertical approach hQrizontal approach

(sources: we rne r t Phillips; Lcbs t om and Frontline on
Health) •
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poor people would rather invest in items they regard as more
important than health. Secondly, it is political; health workers
need to work in a situation that allows for popular control in
development schemes. They have to work towards a situation of
community participation in decision-making for collectiue self-
reliance. (Lo bs t e Ln at al . 1984 p.43). There is a great potential
for community health workers, however their tasks will to a

great extent be determined by the conditions of the areas they
work in.
Werner found that community health worker programmes could be
either II community supportive" or It community oppressive It. The
former affects long term health and development of the community
favourably, with genuine community participation. The latter
however
approach.

encourages
We need

dependancy and adopts a paternalistic
to strive for " community supportive

programmes.
These workers need to be encouraged and the health sector has to
be supportive in their supervision and ailow them to take
responsibility. The doctors should be referred to when health
auxillaries cannot help. The support of other levels of health
professionals is vi tal. II Communi ty health wo rke rs must be able
to rely on more skilled people for gUidance and training ". (WHO
and UNICEF report, 1978 p.40).

The top-down hierarchy ncods to be addressed towards serving
people s needs and becoming a more tt people~supportive It

approach. One step in this restructuring of the health se c t o r is
to II deprofessionalise " health.



Community/Village Health Workers: Lay health workers can perform
certain tasks such as lucating the community on health matters,
such as family planning. PeoPle from within the community are
often perceived as more credible than outsiders. Community health
workers such as those trained in Swaziland (called rural health
visitors) prove vRlusble because they provide a service in the
absence of clinics. In the Swaziland project the trainees were
selected through community participation, which is a vital tenant
of PHC. Positive results were observed when the scheme was
evaluated,
In many of the world a poorer areas the village health worker is
seen as part of the solution towards addressing the enormous
health problems. .. It has become clear that 1n the rural areas
health care provialon could not be accomplished by health

hoalthprofessionals alone " (Werner, 1977 p v L) • The s e

auxilIaries are selected by the communiti8s they serve and are
accountable to them through a representative body. Their maln

reach that goal.
tasks is

Their
of good health and helping communities
skills vary and one of their most

role Is the promotion

important health education. They are also involved In
promotion of pit latrines, monitoring diseases and co-ordinating
community development activities. By uSing simple technologies
community/village health workers can also give the people they
serve an understanding of health care land some sk.iLls , thereby
fostering self-reliance.
General problems that face this category of health worker are
firstly economic; the problem of funding is critical and most



The way it should be:
~ community based
- generalist
- humanist
~ p r even t a t i ve

Health Personnel: The medical profession is predominantly White-
dominated. There is a trend towards specialisation which is
excessive in a country requiring more primary care. " A problem
of particuiar imp~rtBnce in the fieid of medical practitioners in
South Africa is the unequal distribution and even maldistribution
of medical practitioners ". (Van Rensburg and Mans. 1982 p.211).
Doctors are excessively concentrated in urban arAas.
The staffing of clinics need not be by full time doctors. Nurses
can be trained ill a practical, problem-solVing approach to add to
his/her skills a more comprehensive approach. The tasks would
include examinations. history-taking and counselling. In this way
nurses can treat patients and rAfer only where they are ill-
equipped to deal with the problem. The doctor therefore becomes a
consultant and trainer and there is a re-evaluation of health
worker's roles. Both Pugh and Sapire in their research found that
medical assistants. with upgraded skills are capable of running
clinics effectlvely. (in Westcott at ar . 1979 p.28).
Reliance on the clinic approach alone 1s insufficienL as the
burden of health care provision would fallon doctors and nurses
alons. The resulting problems would include staff shortages.
wastage of skills as doctors and nurses will be doing tasks that
auxilIary health professionals could do.
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models. A great deal of medical graduates focus attention on
specialist education, that do not affect most people 1n our
country. There's also too much it academic it focus in the course
and the cUrriculum is too narrowly defined. Current medical
education places too great an emphasis on curative care even
though most illnesses in South Africa require preventative
medical solutions. " The un fo rt una t s result of these problems is
that medical graduates afe inappropriately trained to meet the
health ca t s needs of our :'cpulation it. (Lazarus, 1988 p.36).

Possible solutions: To bridge the gap between how medical
personnel are trained, and meeting the needs of the people one
solution would be to develop disadvantaged community's socio-
economic situations. Changes need to be made in student
selection; a differentiated edUcational process must be embarked
upon which is community oriented and incorporated traditional
medicine. The recognition of indigeneous healers is important.
They have to learn from each other to achieve a greater under-
standing of both patients/community and effective health care. "
" Medical education in South Africa mUbt move away from exciusive
reliance on standards appropriate only to a small minority of
it's population '", (Lazarus, 1988 p.43).

The way medical education is:
- hospital based
- spec i a l a s t

- academic
- curat.ive



PHC nurses faee con s t rarn t s such as shortages of staff, '!rugs
and equipment and Lh~y therefore cannot change the health service
They work withIn an inadequato Hystem. The lack of resources
result in poorer qUallty of care. Health workers in tno nrea
learn to Cope and work within the constraints of the system, nnd
often in the homulands health care that ia unacceptable olsewhere
Ls accepted and p rac t i sod .

For Gf£ective PHC (lSrleci,allyrural PHC what is required is good
t oamwo r k • The I'HC nur sel:! wo rk in clmi cs and serve the
sur rouncu ne areas. They form the It core It of the PHC team as
their duties include" cling-nosing, treating, providing eme raencv
care, ensuring safe pregnancy Bnd delivery, educating the
ccenun.rt y about health and Cloing community health work ". (aucn ,

\\)86 P.137).

.>
GOI<E

1. PHC nurse

2. As si st an t

J. Cleaner
T,;:"':';"';";----J

Support Personnel V SUPJ:.ort r~Hsonnel~--------~---------.,
1. Doctor )PEHIPHERAL

2. Social Worl<.er

3. Specialised nurses



The tasks of a rural PHC nurso io beYond purely curatlva and is
broad basad, l,e, community health, They work in clInics without
doctors and therefore have to b~ a~l~ tC) '.)"lp"ly. n" I.J ,. \. I" e lerp;oncy CillO.

She or he has to be ablu to ~lia.I..~nl').qft"nd ·tl·o·at, or,. , ,,-, u r ore r p a t Lon t s

to the hosPital if they Bre unable to treat them. They also have
a role in providing moth~r and Chl1d care, educatlng the
communlty. supporting community dovelopment and being a link
between the c(jll\munity and the health ae rv tce . (Such at al , 1984

p.2). Thoy afO Bsen as the appropriate level of health worker
becauso they are more adaptive to the community situation than
conventionallv trained medical doctora.

the ideal number of PHC nurDOS roquired for the region has not

yet been reachod because the number of nuraes able to be trained
at Tintswal_, is lind tad. In assessing: whether PHC nurses are
sKilled for the jobs, it is found that their curriculum includes
clinical care us well as community care. Student attitudes are
evaluated and reuorionted towards relating to peopla 1n ordor not
to alienato the community. PHO nurscs Gan be well trained to
perform their dutieD effectivoly. To onsuro this PNC nursing

~(W(\t!'1graduates kro furthor A as the teachers of PHC nurses. To ensure
that the health sorvlco operates efficiently the PHC nurses
rA~ulre u good support uystem Bnd this includes communication,
transport And an efficient referral system. However these nurses
work 1n poor condit1ons which have to be improvod if theY Bre to
haV0 an impact on health earn.
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the quality of care that is available. Nut unly is the hospital
understaffed but so Rre the clin1cs whIch have a vital role in
delivering health. The estimated need for the amount of nurses
for the effective staffing of clinicu. is more rhan double the
actual number prssently employed. At the ~linicB many patlente do
not receive full troatment because most of the nurses are not
primary health care nurses, and cannot diagnose and treat certa1n
i11n880e8. The clinics are ill-equipped in terms of medication
and equlpment. CllnlCB need to have a good referral system to tho
base hospital, The infrastructuro and transport problems affect
efficient referrals. Th~~ l<ey to a (!;'Ood referral system is

effective communication, There is a lack of care beyond the
clinIc itself. (Buch, Uvian and Stephenson, 1984 P.4), This
means that there is not enough involvement 1n other PHC
activities,

How well do the primary health care nurses fare1

The successfui implementation of PHC nurseD in Sowata aftnr the
1976 Violence gave the impatuB for recogniSing the importance of
these health workers. From 1980 PHO nurSOR were trainod Bt
Tintswalo hospital because it was fOllnd that they are II tho most
appropriate catogory of health worker for the task of dollvering
accessible hl[~h quality PHC to rural villagers It, (Buch , 8vian,
Maswanganyi. Maluleke nod Waug'h, 1984 p.l). Fur thorn to be
e f f oc t ivo there has to be a sufflcient number who are eff(~ctlvelY
trained and supported, and who work in favourablo conditions.



Problems of distance, cost and alienation ure the key factors in
decreasing accessibility; and therefore decreases tho amount of
health care being met. as against the neod. It Is therefore the
poor who are exclUded from health care because they are the mORt
affected by high costs and 0xpenaive transport. Overcoming these
barriers will inCreRS) accessibility of health services.

DISTANCE COST ALIENATION

Most livG further Cannot afford Staff attitude~
than optimal dis- increase in Elitist relntion-
tance from the health care ship with the
health service community

BARRIERS to ACCESSIBILITY THAT
NEED TO BE OVERCOME

What quality of care is available for the people attendillg health
services?
Figures for the 1982 budget of Tintswalo hospital Bnd the 10
clinics in the Mhala district indicate that over 80% of was
utilised on staff salaries. (Buch and de Beer, 1984 p.14). The
doctor to patient ratlo Ls very high and unfavourablo, and there
is a dire ahortage of faciltties and staff. These factors
combined wtth an overall lack or limitation of resources, limit
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The cost of health care also determines accessibility. In Mhala
the COBt is beyond the means of the community. This can be BBen

by the fact that when there was an Increese in fees. attendance
dropped. Confirmation that people cannot afford care is evident
by the fact that majority 0' patients Bre seen at the beginning
of the moni.·j;.....,_".·hen~l.8ople have more money. (ibid,p.8), Night-time
care Is Inaccessible because clinics are closed. Although the
hospital ie open at night people cannot afford to travel there
because the usually expensive transport costs are eve~ higher.

Another factor hamppr.ing acce ss tbLl Ltv Ls if health workers
alienate people. If this occurs peo~le will stop utilising the
·!'~aci.1ities. Health wo rke rs can prevent alienat.ion by not being
elitist, and by developing good relationships with the community.
Another method of preventing alienation is to be sympathetic and
to It show respect for traditional beliefs and practices It. (ibiel.
p.12). Examples of health workers increasing alienation of people
from health servicos are; not informing people of their
illnesses. using worcls or languages that are not understood. and
discouraging or evon mocking traditional beliefs, A method of
increaSing accessibility would be to train and worK together with
traditional healers and indigeneous practitioners. This .1.s
possibla because care from those sources is Available and
utilised in MhBln.
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Is PHO the main fOCUB of the health service?
The limited resources are aimed primarily at the hospital which
is seen as the main faGus of the health services. Tho World
Health Organisaton has stated that hosPitals should play B

suppor11ve (ole to PHC rather than vice versa. This i9 because
PHC is more co s t r err ec t Lve and accessible. In the nome Lands the
hospitals utilise most of the health budget I but these hospitals
are Btill understaffed and under financed so that the quality of
care is compromised. We find that PHC is not central to the
health service. Medical education Is also geared towards
curativo-based methods and primarily focuses on urban care.
Therefore the staff have inappropriBte training for PHC tasks.

Is health care universally accessible?
An accessible service is one that is located close to people and
pro\ldes care at all times at an affordable price. Tintawalo
hospital is the only one 1n Mhalt and 1s situated In the north-
western corner of the area. Transportalion to and from the

hospital is both inadequate and expensive. More than half the
population live further away than the optimum 5 km distance away
from a hoalth facility. Tho Tintswalo hospital servos the entire
district which comprises of 52 villages. The majority of patients
in 1984 came from only 8 villages. this indicates tho hospitals
inaccesHibil1ty. This supports the statement that" distance
problems influence patient's attendance at the health sorvlce"
(Buch and de aee r I 1984 p .8 ).



!HE HEALTH SERVICES AND PHC

The key elements of the PHC approach will be examined in its
application to the homeland situation. It has been argued that
the approach is inap~ropriatelY applied because of the racial and
economic pOlicies. The main principles of PHC are: that it
should be a part of equltable social and economic development, it
should be the primary focus of the health service, health care
should be accessible and of a high quality. and that the
community should participate in health issues.

Is PHC part of equitable socio-economic development?
It is unders!00d that the socia-economic conditions determine the
health status of people. What is required to correct the
imbalance is a redistribution of wealth and participation in the
Political process for people to be able to meet their BOC:O-

economic needs. Access to income is required for acceSB to
health. It has already been stat~d that the homelands have a
poor Bocio-economic profile (inadequate and limited access to
land, poor water sUpply, poor education and a lack of employment
opportunities) and Mhala is no exception. The poor conditions are
indioated by the fact that diseases in the homelands are
aSSOCiated with poverty. PHC is therefore not associated with
equitable social ~d economic development. This key feature of
the PHC approached is not realised yet, mainly beoause of unequal
distribution of weBl.th,
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TUBERCULOSIS: In 1983 the incidence of tuberculosis 1n the region
was high. The number Of confirmed cases at the hospital was close
to 300 and just under half of pre-prLma ry school c.u Ldren needed
treatment for tuberculosis. (Buch and de Beer. 1984 p.4).

CHOLERA: There was an outbreak of cholera in 1981. This disease
is associated with poor and unsanitary water supplies.

INFANT MORTALITY RATE: On of the most reliable indices of poverty
and indicator of the general standard of living of a population
is it s infant mortality rate. "In a 1980 report. a RAU team
estimated an infant mortality rate for Gazankulu of 9.34% for
girls and 12.6.% for boys," (Harries, 1984 p.8). Life expec t anc Les
are also low.

In Mhala because of the inadequate water supply people have
suffered from water-related diseases such as cholera (29.4%).

infant gastro-enteritis (15.1%) and typhoid (14%). The main
children s diSeases that are treated are poverty related. such as
dehydration and malnutrition. They are also the major causes of
death in children.
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immunisation campaign were examined for malnutrition. Acceptable
recognised indicators wero used to determine the nutritional
status of children. A very high percentage of the incidence of
malnutrition was found. Tha results of the research indicated
that over 26% were malnourished. Of these 22% were between
Beverly malnourished and problably malnourished; and over 4% were
save rLy mc Lnour i sned . (Bucht1986 p.34).

~r itional Status of ehHd ren

I.~
Probably Malnourished (±22%)

Malnourished (±26%)

I
~Severly Malnourished (±4%)

Buch and others have stated that the figure of 26% of children
that are malnourished is an underestimate and that the actual
figure should be higher. However, even this figure is too high
and therefore measures need to be undertaken to address this
problem. Malnutrition is a consequence of poor socia-economic
conditions and poverty and therefore broader community measures
need to be taken.

TYPHOID: The disease is endemic in this region. Between the mid-
70's and the early-80's the number of reported cases increased.
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WATER: The major sources of water are boreholes. There are too
few in relation to the number of people in the area. Apart from
insufficient numbers of boreholes, those that do exist a~e
inadequately maintained ana therefore worsen the situation.
People very often have no access to Clean water. (Check chapter
4 ) •

TRANSPORT: This service is not publicly provided. There are no, ,

buses and people use taxis, whose prices are beyond t~~

affordability of people.

EDUCATION:The poor edu~ational system is evident here. Pupil-
teacher ratios are high. There are often unqualified and under-
qualified teachers as staff and resources are limited.

The soclo-economic profile of Mhala is extremely poor. Following
is the associated diseases of poor socia-economic circumstances.

DISEASE PATTERNS

MALNUTRITION: The Mhala district is indicative of other homeland
areas. It has widespread poverty, low income levels, poor water
SUPply and poverty-related illnesses. Malnutrition is one such
disease associated with poverty. Children at the 1983
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SOCIO-ECONOMIg CONDITIONS

To indicate the Lev- 1 of paver ty in Gazanku lu the Institute for
Development Studies at the Rand Afrikaans University undertook a
survey, and the results are the following:

LAND: "In Mhala ± 152 000 people live on 1 204 square km ,

therefore the population density is 126,2 people per square km".
(ibid, p.3). The villages are closely situated to each other and
access to land is limited. Another factor which hampers
development is that the available land has a poor agricultural
potential. "The population of Mhala di st rLc c has almost doubled
in 10 years, from 66 251 in 1970 to 128 5Ui in 1980." (Harries,~.!.i\!I
1984 p.3). This places a burden on alroady overcrowded areas as
well as on the availability of arable land.

FOOD: The yield produced by the land is insufficient to sustain
the people and often people do not have enough money to buy food.
The evidence of this is observed by the high rate of
malnutrition. The average income is very low '.:(is inadequate to
especially as the cost of food in rural areas is very high.
(Check chapter 4).

INCOME: Agriculture cannot provide enough money for People to buy
necessities and therefore many people are pushed onto the labour
market. It has been estimated that more than half the families in
Gazankulu are dependant on income from migrant labour. (Harries,
1984 P.6).
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CHAPTER 6

OVERVI~ OF HEALTH IN MHALA

The sample area used to examine the primary health care approach
in health delivery is the Mhala district of Gazankulu, which is
an isolated area lying between Tzaneen and Nelspruit in the
north-eastern Transvaal. There is extensive poverty in the
homelar.d and this district can be seen as representative of rural
homeland conditions. There are approxiamately 152 000 people
living in the 57 villages which vary in size. The health services
are underdeveloped and consi£t of "one 260-bed hospital
(Tintswalo), one health centre, ten clinics and a mobile clinic".
(Buch and de Beer 1984, p.i).

Health problems that are associated with poverty are observed
because of poor socia-economic conditions. "The health service
cannot overcome this poverty and noes not provide high quality,
accessible he aLt h care." (ibid, p.2). Fragmentation of health

serVices created by the homeland policy exercabates the

diff Lcu lties. This chapter discusses the soclo-economic

conditions in Mhala. This 1s followed by an outline of the disease
patterns which coincide with poverty, and an especially important
indicator is malnutrition. The health services and the use of
primary health care is then examined, followed by a brief
discussion of the effects of the homeland policy.
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o Improvements in education will load to health awareness and
health literacy. The rc, has to be an increase. speciHcally in

for
health " education. Education and decent housing are essontial

promoting health B8 well as the regulation of the provision

If

of sanitation and clean water.

The health services should be accountable to the communlty and
should allJw for community partlClp~tion which is essential. The
h~alth system shoulJ bo people centred. The community should be
i,volve~ in the selection of community health workers and they
should be encouraged to establLsh local hialth development
committees. The comrnunlty health workers should work together
with the parents, children, educators and other workers 1n the
community. People should be part of the decision-making prOCDSs
in matters that relata to them.

o Appropriate standards in health has to be provided, PHC with
lt s emphasis on preventative medicine Hhou1d be the maIn focus
of the health service.

CONCLUSION: The goals that Bre to be achieved Bro those of
equity. equality and accessibility in the health sector, In order
to achieve an acceptable lavel of health. This can partially bo
achieved through adopting tho primary health care approach. The
health of a co~nunltY roflects it's Bocio-oconomic conditions;
and therefore in attaining ffn~~ health, the environment has to be



o Haalth should be recognised as tho banic r1ght of nil people.

o We need tu upgrade the environmont and improve both the
physicll Bnd unCia-ecohomic conditions 1n Mhala. A health caro
system should be woven with social development.

o Thera needs to be more governmont responsibility in health care
provision. An increase in staff Bnd funding is required. There
has to be equal distribution of resources to servicos. Resource
allocation needs to be increased by tho stats to meet rural
health needs. Tho allocation of funds should be geared towards
tho more p reven t a t ive and promotional medLc Ine . There has to be a
reallocation of rosources (both human and material) to rural
area.s.

¢ The r e should

facilltioB. Tho
be easy accoss to and an evan spread of
distribution of services should bo based on the

needs of communities. Health facllities have to be upgraded a.nd
expanded. The health structure is inadequate in Mhala and whBt Is
required is an appropriate hlornrchy of servicss and facilities.
There is a need for mobile cllnics to se-VB villages without
facilities, as well us for health centres and moro fixed clinIcs.
(Such and d(~ Hoor, 198'/).

o Bchooi hoaith services should be provided to screen children
and provide care. Caro of the agod should also bo provided.
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- how do the socio-economic conditions affect health?
- what is the impact of health services on general development?
- do the health facilities resPond to the needs of the people?
- are the facilities adequate?
- are they efficient and appropriate?

are they effective in achieving the objectives of the primary
health care approach?

~ is the community Lnvo Lvad in health'?

The people of Mhala are living in a poverty-stricken atmosphere
and 1n a neglected state. The plea to planners are to introduce
and implement efficient systems of sanitation a~d drinking water.
The major problem found was that the level of health of the rural
population is low and the health care situation follows that of a

developing society because of poverty. Other problems include the
environmental conditions: socio-economic conditions i.e. low
income levels, lack of employment Bnd low health literacy; Bnd
inadequate as well as poor facilities in the water, sanitation
and health sectors. There is a high incidence of preventable
medical conditions and poverty-related diseases.

gUIDELINES

'Co create a "healthy" living atmosphere, a development strateg'Y
has to address the above-mentioned problems. An overall
improvement of the health status could be achieved through
various means. The following guidelines are given as a way to
achieve the objectives of the Alma-Ata Declaration and

comprehensive health care:



74

"The function of the health service is to promote health for all,
to prevert disease, to cure the sick when this is possible and to
care for them when it is not." (Cante for the Study of Health
Policy, 1988 p.89).

Health services in South Africa do not live up to the criteria
cited in the ALma-Ata Declaration. The current health system in
South Africa is characterised by racial divisions. The
development of urban, curative care is maintained at the expense
of rural, primary carsl through unequal resource allocation. An
0vB~uation of the health system follows with some guidelines
towards attaining decant health leveLs of communities.

The assessment of health serviCes and provision allows us to
learn from past experiences and improve present act.iv1ties. "The
purpose of evaluation is to improve health programmes and the
health infrastructure for deliverinB thom, and to guide the

in cur ran t and rut ur e progr amne a ;"allocation of resources. . g ..... ~.. .

(W.H.O. 1985, 1'.5). tn the evaluation process the .following'
issues woro examined regarding health:
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problem far Lng the unit is lack of fundy and resources (both
financial and human). With more resources allocated towards rural
primary health care the unit will be able to continue and expand
ltls activities.
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Village 1evolopment Programma: The PHC Approach demands clooe co-
operation between the community and the health sector regarding
all aspectR of development. The health servIces development uniL
is involved in community groups in certain villages. The unit is
involved in four large and two smaller villages in Mhala. In 1982

the village development programme was usoociatod with the
Environmental Development Agency and started various women's
groups. The groups war e organised a: ld basic PHC projects and
commun i ty par t Lc t pa ti on was advocated. The main problems
identifjed were malnutrition, poor hygeine, problem of health and
general illiteraCY, poor quality of land, lack of adequate
sanitation and lnfocted water supplies, Projects were therefore
c~ntred around these prublems, The main purpose is to raise
community health awareneAB through health education, conduct
health surveys in the area and to develop a number of projects
such us gardening, the builctlng of pit latrines, in order to
improve tho socio-economic circumstances.

Other work aSSOCiated with the health services development unit
is the creation of a resource centro for all to use. There is a
need to attract committed Btaff who afO trained in rural PHO.
Staff development projects are used to provide organisational,
educational and communIty health skills. Personnel development is
essential tu developing appropriate health CBle delivery in the
region. TherA is a need for continual evaluation of work carried
out. The most progress has bean achievod in the educational
component of teaching and developing PHC workers. The greatest
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towards making PHC nurses more ac~ePtable to their coLleagues.
They work undet difficult conditIons, as rural services are often
understaffed and lack rosources. Apart from dealing with purely
health Issues in the Mhala district, some PHC nurses have helped
to set up community groups to deal with relevant health and
social issues.

The other two projects within the personnal developmont programme
afe. tho continuing learnIng programme and the training progr'~me
for the educators of PHC nurses. The former began in 1986 and
runs various activities to support PHC nurses. It provides
continual educational upgrading for graduates of the PHC nurses
training programme. The continUing learning programme aims to
help PHC nurses with problems they encounter and to ,. assi&t them
to meet challenges Bnd to maintain an adequate level of clinical
and community ak IlLa fl. (Kan J I and Ev Lan , 1987 Poll). The second
project is a course run for those who teach the PHC nurses. It
was also es tab Lishecl In 1986. r t is a vital programma because
it educates the promoters of prImary health care.

Clinic Services A number of clinic service
development projects have boen initiated in conjunction with
Tjntswaio hospital. The types of programmes developed includes
health Dcreening at the school level; mass immunisation; oral
hydratio~ and nutrltion oaucation unit: and assistanco to certain
health centres,
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are ,>£1.00 t s ol a t eu !'Inti it is at the c l Ln l c s Whf;'(P v Ll Lago pl10pie

have t ne l r r i r c t (,IJt1tact 'NUh ho a l t h earl-l, The du t i es of t ha se

nur s ea i.~; to r un t.h~~ c11nJ.(.(), lHcll/hle comp r ehen s i.ve c.i rc and

promote c ommun i r v l1r·,ul ttl and community c1evpiopment.

The traln!ng p[ugramm~ WUB Lnitiated In 19S1, to train reglstererl
nur s e s ove r ft per[od o I' one HH!.I, The ob J e c t Lve is tv sduc a t o PHC

nUrSI:.Hl to IH(1Vldf' (:oi1\prelH)lIsJ.VEl can), ~\.(rses from the s ur r ound Lng'

regions attend thy pust graduate courso, and on completion return
to their base hospitals, from where they are sent out into the
vlllage cLinics, h~alth centres or mubile clinics. Apart from
teaching H\Om eHC sk Ll.Ls , t ho COUI se cle aLs wi th how to work w Lth

village peo pLe end flttt:lll1PtS to irupar t know Ledge on the" co r r e c t

Attitudes " in order not to alienate people. A necessary skill 1s
to be s0nsicive to tile problems and needs of people who come from

underdoveloped communities. PHC nUfS0S have to be supportive of
t hus e communi t ios . A major Las I.;. .1 s fo r them to " share che Lr

knowledgo and ukllla with the community/village health workers
nne! wi. tl1 the vI I J o.e;e peopLe rn g'(:'1'l(;1) H1 '". (ibid, p , \).

Upon ovai uat t on o t tllO ccur no cc r t a l n p r o o I ems \YIHE' hi~sl'\li";htl)(:I,

the se nu r b(:Hl ' ukLl ls OVH r [1.1ppec! W.Lth t n030 0 f doc to r s and zo r

SoO<:18.1 wo rkc rs i ano 110 or silo is I ac La t ecl , PHG nu rse s do not.
roceiv0 adoquate Gupport because doctors ioel threatened by

" non uo c t.o rs " performing certain doctors' nlbeiL
efficlently. (ibid, p.4). Recently p!ogrebH has howovor b~en mArie



participation and redistribution of resources towards primary
care level are used in the programmes and projects, thet0 are
constraints in the implementation of Q progressive PHC approach
such as the unjust structure of health services With it's racial,
curative and urban biases, Another major constraint is the
maldistributiun of resources allocated for the homeland health
services. Despite these constraints the unit has strived towards
utilising the PHC principles in order to attain more acceptable
standard of health,

The unit has various components and they are all headed by the
steering committee of the Unit. Various projects are under way of
which there are three of primary importance; namely, the PHC
personnel development, the clinic services rtevelopment, and the
village development programme,

PHC Personnel Development: There are various projects within thlS
programme, of whIch the mOBt important one is the training
programme for primary health care nurses, The training of this
category of nurses is the main objective of developing
approprlate personnel, because these health workers Bre
appropriate for delivering health care in rural regions. In rural
areas, the district clinics are the maIn facilities where from
health care is delivered, Bnd these are staffed by nurses. They
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CHAPTER .z

THE _&:>_ERV1 CE S DEVELOPMENT
UN I"l: AND PHc,

The health services develo~. ant unit is a non-governmental
organisation and works alongside the Tintswalo hospital and the
Gazankulu Department of Health. The unit was established in 1982
and is based at Tintswalo hospital. It is donor-funded, by the
Anglo-American Chairman's Fund and is an outreach programme
aSSOciated with the Community Health Department of the University
of the Witwatersrand Medical School. (EvLan , 1988 p v I}. The unit
promotes projects that would provide for health care for the
deprived rural areas of Gazankulu. Projects in the training and
deVelopment of health care personnel is made possible through the
unit s link with the university. Although the unit is
independently funded it works closely with the university and
thereby gjves it credibility to carry out projects.

The primary reason for the establishment of the unit was to re-
orientate the priorities of the Lel:>J.thsector towards the actual
needs Of the people it serves. Racial inequality in South Africa
has resulted in differences in health care availabili'l ~nd
quality amongst various groups. The health services development,

unit has tried to promote projects that will allow for change and
which "are appropriate for a future equitable health service."
(ibid, p.2).

The unit has attemPted to abide by the Alma-Ata Declaration of
1978 on prlmary health care. The notion of community
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The health serViC8Y of South Africa are fragmented. ThiS can bp
seen 1n the case Of Gazankulu and Lebowa. TlntswaLo hospital
serves the MhaLa djstric~ of Gazankulu, and Masana hospltal
serves a dj~trict uf Lebowa. Initially each hospital served
communities nu i r ound inz t hom Lr respec t Lve of Which d Ls t rLc t they
people cama from. Today Tintswalo does not serve communities
close by if they full under the Jurlsdictlon of Masana. This
results 10 a wastage of time and transport costs increase, and
it " weakens an already Lnade qua te SLiPPOrt sys t em ". (Buch and de
Beer, 1984 P.17). Policios are no longer co-ordlnated and efforts
are not aomblned.

People In Mhala have a disease profile that is associated wlth
poverty and the health &ervice does not provide accessible care.
Only R small percentage of the need for health carA 1S met. The
primary reasons Bre staff shortages and a lack of resources for
facilities and essentlal equipment. Sociu-economlc d~vDlopOlentl
which affects health Is hampered by unequal ~olitical policies.
Health care Is also adversely affocted by separate health
services. Health cars in the homelands do not reach Lhe standards
of the PHC approach.
Howo va r ca! t a rn PHc.: work LS under taken i n Mha l a and these are
discussed in the noxt neetion.



The core is the vital component of the PHC team. Members need to
relate well wlth each other. Leadership should not be elitist.
For effective results the PHC team needs to be trained and have a
good support base, which is the periphe"al c0m~onent of the team.
In South Africa rural PHC team's most pressing problem is that
there are not a sufficient humber of members, i.e. staff
shortages.

" The ingredients of a true PHC team are good interpersonal
relationships with facilitatory leadership of an adequately sized
group who have been selected carefully, trained appropriately and
who are well supported ": (ibid, p.ltto).

This goal hoeds to be achieved because to ensure the
implementation of primary health care and good team approach is

required.
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examined, and app rop rLa ce changes have to be made. Such chang-Bs
can be made within rhe h0usin~ and 8duration sectors: as well as
in the provision uf aOeqUat8 sa
Developm(m t policies therefore neeu

i'on and clean water,
bo integrnted, Tho

objectivoD are providing health for all: and unitying and
integrating the health system with other sectors, This can be
ach Lsved th r UUI?;n the primary health care approach. which
addresses thp main health problems in tne community and provides
promotive, preventative, curative Qnd rehabilitative services
because it is comprehensive in nature. Primary health care is
conceived BS a major strategy for development and as a key
towards improving health for all.
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