5.. |
are asssclated with poverty are obsarved. Topics addresged are
the soclo-economic condltions,. followsed by an outlina;of digeass
pattern: which «colnelde with poverty. (an especiallyfimportant
indicator of poor condltions 18 malnutrition). %he health
services and the use of prlmary health chre ls then examined as
well as a brief descrlption of the weffects of the homeland

policy.

The foeus on the health services davaelopment unit shows attompts
at the increase in the use of primary health care strategles In
the Aarea. Aldeacrlption of the unit is followed by an account of

the various primary health care projects, espacially in personnel

devalopment and village development prograimes. .

Conclusion of the dlacourse ig two-part, that L8, &h evaluation
of health gservice provision In Mhala and guldellnes towards
creating a llving environment In order to increa.¢ lovels of
health, The strugple for better health 1s lnterwoven with
struggles in the educatlional, econhomlic, housing and agricultural
sectora. It 18 therefore necessaty to adept a hollistic approach
to health 1in that the main determinants of health are not
lgnored, and develepment policles are integrated. This can best

be achlevéd through the comprehensive strategy of primary health

care which i3 geen ag the Key tewards improving health for all.



prevalence of diseases assaciated with thege factors are examined
Broad developmental programmes are acdvocated with co-ordination

betwean varlous cepartments and with the community's Ilnvolvement.

In chapter five the primary health care concept ls defined and
gpecial attention 1ls pald to the three fundamental tenants
thereof, which_ are, soclo~ezonomic development:. communlty
partlcipation and rastructuring the health caré sector, Technical
gsolutions alone do not work, because lllnesgs and diaéase are also
affected by social and economic factors. We need to consider the
"health" aspects of all areas of development ©.g. water sﬁp#ly.
education and houslng provigion. Communlity particip&tion is

important In the primary health care strategy and the ldea iz to
promote active partieipation in health and improving living
conditiong. People should be enabled to ldentlfy problems and
solutions. The chapter also focuges on the hilerarchy of health,
medical wecucation and approrprilate personnel/health workers. It
concludes by examining certain specific selective primary health
care programmes, such as maternal and child health:i oral

rehydration therapy and family planning.

The aesessment of health and the primary health care appreach in

health dalivery is examined in c¢hapter slx. The sample area usad
18 Mhala, which is a rural homeland district of Gazankulu. There
1a extensive poverty 1nh this sample area and 1t can be seen ag

representative of rural homeland conditlons, Health problems that



preventable maedical conditions and povert?»related disenrss, The
haalth indicators show dlffering diseéae pattérns for Blacks and
- ¥Whites. The dlfferenfial. health service expendliture ig shown
indicating = the fact that the areas requiring the most resources,
namely the rural areas recelve the least. The curative care blag

'(as opposed to primary health care) ls also highlighted,

‘An examinatlon of the rural health system follows in the chapter
three. Issues that  are addressed aré the rural socio-econowie
~eponditlons, health services. health personnel and raesources.
Rural conditiong ghow low levels of smployment and lncreasing
unemployment. The sltuation 4is ohe of poverty and it is
 exercabated by the lnadequacies of agrlculture and lack of arable
land. Another fact that is ovident. 18 the lack of access to
water -and sanitatidn. Majority of the rural population guffer
from illnesses directly assoclated with poverty, such as
malnutrition. There iz a need for change in health priorities in

order to overcoma the rural health problems.

[t has heen noted that varlous soclo-economic factors affect a
cammunity's health status. In chapter four non-health factors
that affect health, &auch as rural housingt access to food and
nutritioni{ as well ag water and gsanltatlon is examlned hecause

health cannot be ssperated from these factors. The spread and/or



the development of baslc health and other services, physleal
upgrading and the generhl development of the community.
Development 1le seen to bhe lIntegrated. It 1s argued that the
broad-based praventative orlentation of the approach will

increase the level of health ith the rural'areas.

The method of researching the discourse 1s the use of a sample
area to agsess the impact of primary health care. A visit to the
area and discussions with health parsonnel and community membets

ware held.'Secondary'sourcea are used extensively.

The ratlonale of this dlscourse is to express the nmad for action
by povarnments, and Hhealth and development workers, to protect
and promote health. The alm is to examine the primary health ocare
appreoach in a sample area and soe how it cen Ye used to achleve

an ancaptable level of health.

The discourse bheging with a backpround on the state of health.
Varlous toples 4are discussed lneludlng a brief description of
health  services under apartheld with attentlon glven to
gtatistical Information and health Indicaters whlch shaw the

nealth asector as being characterigsed by a hlgh degree of



CHARTER .1
ANTRODRUCGT LON

Racial ssgrogation and diécrimination which is enshrined in the
South African constitution pervades all sectors of soclety.
including health and health services. A deepening crisis in the
health sector 1is noted. In assessing the health profile of the
homeland hopulations. ane finds them to be the least heaithy with
unacceptably low Llfe expectancy, and high infant moftality
ratées. The causes of death ocolncide with those most commonly

aasociated'with poverty and an unhealthy living snvironment,

The problem &5 that the level of health of the rural population
is low and the health care situation Ffollows that of a developlng
sonlety, People canhnot meet thelr nesds bacause of low lncome
levels and a lack of employment opportunitiss., Malnutrition and
overcrowding are evident as well as poor facilitles in the
haalth. vater, sanitation and educatlon sectors. The main prbhlem
in the rvral areag is poverty, no access to clean water and a

lack of an advsquate saniltationh system.

The maln arguenent of the discourse Is that adoption of the
primary health csre approach 'allows for addressing lssues in

| health aB wall as lssues that affect health. It s objectives are
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Followling that will be an examination of rural health. [ssues
that are addressed are the rural socio-scohomlc conditions,
gaervices, resources and parsohnel. Tha next section takes a look
at non-health factors that affect health such as houslhg, access
to food, water and sanitation, An examination of the primery
health c¢are approach follows and partlcular attention is paid to
the three fundamentsal concepis thereof, which are! soclo-aconomic
davelopment, community participation and restructuring the health
care sector. It. glso fccusées on certain specific, salective
primary health care programmes. The asgessment of health and the-
primary _healfh care approach is examined in the rural homeland
district .cf Mhala in Gazankulu. The discourse concludes with an
evaluation of health and advocates certaln puldelines in planning

for health.

METHODOLOGY: The use of a sample area to assess the lmpact of
primary health care} wilith a visit to the area and discussions
wlth health personnel and communiiy members. I have used

gecondary sources extensivaly.



ADSTRAQT

A definition of development inc¢ludes lmproving living conditions
antd the quality of life. There is an interrélailonship between
health and: soclal and economic development. "Health leads to and
at the same time 15 dependant on a progressive lmprovement in
conditions and auality of life". (World Health Organisation).
Therefore a discussion on health hag 1o take into account the

soclo-economic and political context.

In assesslhg the health profile of the homeland populatlons one
finds them to be the least healthy. The problem is that the level
of health of the .rural population 1s low and the health care
situation follows - that of a developlng soclety, where poverty-
related cdlseases and infant mortality rates are high and life

expecianclies are unacceptably low.

The rationala of this discoursé is to exwress the need of action
hy governments, and health and development workers, to protect
and promote health, The rim ls to examine the primary health care
approach in a sample area and see how it can be used to achieve

an ageceptakle level of health.

Background on the state of health will bwe addressed. The health
gorvices under apartheld is dlscussed In the flrst sevtlen, with

attention mgiven to statlstical information and health indlcators.
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Malnutrition: This 18 evident ag well as othar poverty-related

diseases such as dlarrhoea, tuberculogis and gastro-enteritls.
The Infant mortallty vrate 1s high with an estimated §20-~200

deaths per 1000 children of under one year olds 1n Gazankulu.

Within the boundarles of the homelands there are limited economic

activities as well as limited Job opportunities. Thera ILsa

generally a low standard of living. "The maJjorlty live in poverty
becauss of  inadequate wages and widespread unemployment".
(Smedat, 1984 p.21). Most rural families are without or with
- insufficlent incomes and/or land and therefdre most Live 1h
condltiong of great poverty and deprivation, which affects thelir
health and well-being.

BERVICES

Inlitially health in the homelands was provided by mission
stations and ochurches. Later Eovarnment ald to mission services
ellowed for the expanslon of those services. In the 1870's the
mission hosplitals cameé under the South African Depariment of
Health's authoerity. Thereafter these came under the control of

various homeland b dlies.

Each homeland 18 divided into health dlatricts whlch has a
reglional hosgplital and a number of satellite c¢linics, which have
other smaller clinics under it g control. (as shown

diagrametically).
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Tha aituation therefore forces most men and some womenh into the
migrant labour system. There are largely female-headed households

because of migrant workilng husbands. For the women left behini
the prospects of filnding sultable employment are scarce. "The
lack of adult education, job training programmes and child care
facilities in rural areas meke Lt harder for women to overcome
thelr Inferlor occupational status". (Richardson. [988 p.43).
Rising unemploymeht and inadequate sgriculturs compounds the
-gltuation of poverty and we find that health riaks increass as

income decreases.

Overcrowding: The 1ahd la not agriculturally viable to sustain
it's population because of poor farming land and overcrowding.,
There Ais a low development of the level of faraing. People in
rutal, homeland aroag cannot asurvive off the land., The
popylatilon density 48 extremely high and this contributes to
ovarcrowdlng. The areas arg unable to provide adeguats

subsistentce for the poople to surviva.

Physlcal oondltlions: They are appalling and characterissed by
overcrowding, poor water supply and inadequate sanltation

Bystems.

8ocial oconcditionsg: Those are poor and weak inh a gltuation where
they need to he strengthened for soclal suppart. "Migrancy has a

disagtorous effect on family relationshipa”, (de Bear. [984 p.G4)
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This chapter lllustrates that rural conditions show low levels of
smployment and increaslng unemployment. The inadequacles in
agriculiure also Ilncreasss the situation of poverty. The land 1s
not able to . sustain the population antd the physical
iﬁfrastructure guch asg water supply and s=anitation ate
inadequate. We find malhutrition evident with high infant
mortal;ty rates. The responsibllity for the provision of health
services has changed hands from beinp provided by missions and
churches. to the South African Department of Health and currently
by the homeland institutiong. We find the health sarvices belng

characterised by a lack of facilitles, funds and staff.

CONDITIONS

The difficulty of the poor inh obtalnlng health servicss in the
rural areas 1s compoundecd by l3olatlon from ragources and a lack

of availabllity of health resourcos.

Employment and occupation: The rural population Lg sngaged in
mainly Jlow skilled, low pajd Jobs with a limited range of
options., They are trapped in an inferlor economic sltuation
because employment prospecie are bleak. People need to find jobs
in order to survive bhecause they cannot survive by farming.alone.
It wag found by the Tomilnson Commission that by the mid-70's
there would be a need for t,6 million Jobs, however by the mid-

80's only 17% were created. {de Beer, 1984 p,33).
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RURAL HEALTH

¥hen we examlne the rural health sydgtem in South Africa we find
it closely related to the macroscopic view of South African
goclety, that is, one which is characterised by unequal soclo-
geonomic and raclal apportionment. The he&ltl care situation is
- one of a daveloping goclety. "...condltions in the bantustans are
such that foreing people to llve there la, in fact; sentencing a
large number of pedple te death by {llness and starvation". (de
Beer.. 1884 p.47). The creatlon of the bantuatahs has pughed the
poorest people Into dreas of poverty and the assoclated problems
of unemployment, housing shortages and ganerally inferlor soclo-
economle conditions. Thuese areas (the homelands} are unable to

provide adequate subsistence for the population.

The health ¢f the rural populatlion cannet be seperated from their
living conditiona. Poor wages are glven which are lnadequate to
meet the needs of the rural people. Malnutrition is a major
problem and research hag shown that there has been a decline in
the 1living conditions over tha last 20 years. The general
sltuation 18 of overcrowdlng, lack of washing faclllitles,
inasdequate sanltation and poverty. Where services do exist peoble
cannst  uge them  beacause of low wages and/or lack of

trahaportation.
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in public funding we also find =& curative care bilas over
preventative or primary health care. This 1is Llllustrated in the

table balow.

PHC expsncliture as a % of total hea’th exvendituro

1976 2

1979/80 " 2,85
1980781 2,09
1982 = 4,8

¥Who should finsnce preventative health care? According to Price
(1987 p.47) it should come from bpublic funds, that 1g, the
government. Privata practitioners provide "indivitual" services
and not those designed for the whole commynliy because it is
outside their control, e.g. sanitation, disesss control and

health edugation on a broader, communlty lavel.

For raclal 1inequalities to be eliminated, a larger amount of
resources needs to ke allocated to health care. However these
funds should bes chanalled towards services gnd programmes that
would peneflt the largest number of poople. For this goal to be
achieved we nsed to allocate more of the health hudget for
praventative rather than curative sgervices, and we have to

lncrease Hhealth gervices to the poorest areag, namely the rurval

homelands.
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Differentlal sxpenditure on health gervices (for Whites, Indians.
"Coloureds and Blackas) 1s the most obvicus evidénce of raclal
diseriminatien in  the health policy, and is Lllustrated in the
table below. South African_ soclety is characteriged by
inequalities and the health secior ls no exception. The tabla
helow glves the total population and raclal breakdown with the

gcorresponding breakdoewn of the health budget,

Pop. as a % | Expenditure as a ¥
Blackgk 73,7 114
Indians 2,7 7,8
Coloureds 8,8 | 29,8
Whites 14,4 h1,0
¥includes homelands . 199:0

(Sources: Earle et al, 1987 and SAHWCO 1989).

The 4dtructyre of South AFfritsan health services is peared towards
curing dliseages of the White population and "the bulk of
regources Ls gpant on expengive, hirh-technology dlaghostic and

curative gervices". {Sesdat, 1984 p.12}. Apart fron raclal biases
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davelopment in a broad sense. For example a healthy populatiaon
favours economic development and vice versa. To obtain physieal,
soclal  and mental well being a broader approach 18 required such
a8 upgrading soclal and physical conditions. We need more than
medical intervention to upgrade a nation's of community's health
gtatus. How doss one dafine_development? 1t i58 a #ague and broad
term. Is economic growth alone an indlcation of development? If
development 1is regarded as "lmprovement” then hon-economic

Indicators are also relavant.

_ _

In mokt economies the expenditure for the health sector is a
small proportion of the total budgét: howavat it s importance is
considerable. because the {(good) health of a natlon influencas
the wealth of a nation. "Improving health ls an important facﬁor
contributing to economic growth and development". (MecQrath, 1979
p.(18). It is difflcult to obtain relisble dats on the amount of
Grosg National Product (ONP) budgeted towards health, Estimates
range from 2% to over 6% of the GNP, Between 197! and 1981 therae
hag been & decline in expendliture on health and education. The
homelands which oxXpress the gzreatest need, get very little of
gtate expenditure. “Thare are grosgs dilscrepancles In the

distribution of resourtss Dbetween Black aud White". (Gobvadia,
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high rate. A malnourished chilld 1g more susceptible to dlgease
and infection and dies as a result, from curable illnesses such
ag diarrhoea. This situatién is true of rural South Africa and we
find that "the determinants of health stretch well beyond medical
care", {Lobsteln et al, 1984 p. ix). Varlous interventions are
‘requlired to promote health and they lneclude improving nutrition,

ensuring clean water supplies and improving sanltary conditlions.

[nfectious diseases l.e. digeases such as tuberculogis ls evident
in develeoping reglons and it's incldence decreases as standards
of living lmproves, including 4improvements in nutrition and
housing. Therefore instead of treating tuberculosls 1liself one
gshould target the cause - that ig, poor nutrltion, poverty and
lnadequate housing. Other poverty related dissases are cholera,
pastro-enterltis and typhold due to squalld conditionsa,. poor

hyepiene, lack of ¢lean water and poor seawerage systems.

In developed ¢ountrles dlsease patterns have changed not only
bacause of medical advances bhut alse because of social changes,
envirenmental and nutritional improvements. Improved living
concditions with improved nutriltion has a marked impact on health
Restructuring the health sector will occur with pensral soclo-
political retructuring. When we defined health It does not merely
mean the sbgence of lllness but it includes "a state of complste
physical, mental and social well-being" as stated by the World

Health Organisation. There is a link between health and



caloulating the mortality rate there are limitatlons because of
inaccuraciéa ln the demeographic data. Therefore thisg statistic
only gives an lncomplete indication of a communlty's health
status. The mortality rate indicates the amount of deaths and
thelt cduses. In South Africa this data is collected and
published according to age and sex, and two éaries of reports are
published; one for Whites, Indlang and Coloureds and another for
Blacks. The infant mortality rate is particularly important 1n
aggessing a natlon's health situation. It is observed (Westcott
et al, 1979 p.2) that an lncrease in infant mortality is noted by
a corresponding decrease in urbanisation, that is, ﬁe have a high

infant mortallty rate in the rural areas.

The nutritlonal status is also an important health index. Varlous
eriteria are wuged to obtain a measurement of malnutrition. For
example the Shaklr strip which ls the meagurement of the upper
arm  clrcumference | and the welght for age measurements.
Malnutrition 1is one of the effects of poverty and 1t oceurs
kecause people cannot afford adequate nutrition and thils leads to
nutrition deflclency. Poverty linked dieseases coupled with poor

. sanitation, inadequate water supplles &g well as GVarcrowding.
lead to high infant mortallity rates., The infant mertality rate
for under flves 1s extremely high amongst Blacks. (Seedat, 1984).
In a 1984 UNICEF report, infant mortallty rates for varlous
countries showed South Africa to have an extremely high rate in

relation to national wealth. Malnutrition contributss to this



care for the Whites and a second system filled with problems for
mainly the Blacké. where thelr state of health is characterised
by deprivatior Another dichotomy exlists beiween the urban and
rural areas as well as the main focus of health halng curative as
oppoged to preventative. These blased cf favouring White over
Biack: urban over ruralj and curative over preventative makes
héalth care inaccessibla and creates a éituation of the exlstence

of flrst world and third world situations.

HEALTH JNDICATORS

Different patterns of diseasses for the different population
groups 4are revealed. How do we measure health and what does this

concept niean?

The two main dindlces to Jjudge a couniry's health services are
infant mortalilty rate and life expectancy. In South Africa ihere
are two dilfferent patterns of dizeases for Blacks and Whiltes;
with Whites having low infant .mortality rates and high life
'expectanciea: that is followlng the pattern of Ilndustrial
countriea; and Black South Afrilcans haVing hlgh Llnfant mortality
rates and low life expectancles, that ls followlng the pattern of
devéloping countries. Whites suffer from "diseases of affluence"
(Seedat, 1984 p.10), whereas their counterparts suffer from

digeasges of poverty.

'In South Africa data on morbidity 1s frregular and therefore to

measure health one haz to look af the mortallty rate. In



therefore to adopt a holistlc approach to heaith. where soclo-
sconomic, political and cultural factors are not ighored but are

incorporated into policy planning.

In this chapter various toplcs are discussed including a brief
description of health services under apartheid. It shows tihat
health care 1s divided and favours turative, urban care and is
therafore inaccessiblé'to many people. The health indicators show
differilng disease patterns for different groups of soclety, with.
poverty—ralaied diseases belng the horm_for rural.South Africana.
The chapter concludes with a focus on health expenditure and
states that the homelands which require the largest amount of
resources get very little of the budget., The bias Iln expenditure

for primary health care is highlighted.
HEALTH SERVICES UNDER APARTHEID

Health services are shaped by the apartheid state. "South
Afrlcan society has modelled it's health services in it's own
lmage™. (de DBeer, 1986 p.60)}. South African health services are
~characterised by Lnefficlency, Jlack of co-ordination and a
wastage of resources, to the detriment of malority of ths
| population, Health care 1ls inaccessible because of gross
maldistribution. Current health services are characteriged by

raclal divisions and an urbanh bilas.

The  health service reflects a divided society with good health
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CHAPTER 2

OVERVIEW OF HEALTH IN SOUTH AFRICA

_In South Africa the paradoxical slituation exists where we have "a
wealth of nhatural resources etched apainst poverty and absence. of
quality of 1ife"., (IMA, 1991 p.1). We have the unique situation
of advanced, sophisticated medical technologies and facilities
couplad with widespread pdvafty- The function of a health service
ls to provide health care for those who need it, and preventailve
and promotlional sérvicss to ensure the greatest possible level of

health among the population as a whole. "South.Africa hdlds a
unique position in  the worldi racial segresation and
diserimination are embedded in a legal system which pervades all
settors of soclety. including health and health services"™. (Van

Es and Van Gurp, (987 p.i8).

The BState's lack of responsibility to provide an affordable,
aqual and easily accesesible health care aystem has alliowed for
the c¢ontinulng deterioration of the quality of health mervices.
The health sector amongst others; ls riddled with inequalities
and these have been recognised by verlous organisations. There is
a deepening crisis in the health sector, which is characterised
by a8 high degree of prevantable medical conditions and poverty-
related diseases such as malnutritlon, gastro-enteritis and
tuberculosis. These health problems cannot only bhe solved by
" increasing the numbers of doctors and hospital beds. There is a

need for politlecal, socisl and economic¢ changes, It is necegsary
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proper planning of these facllities. In the rural arsas the
. problems of duality as well as quantity of these services are
acute, Water development programmes have health as well as non-
health kenefits. For example the less time spent on fetching

water means more tilme egpent on (other) productlve activities.

There are linke between - water and healthi and lmprovements in
water supply and Storage can  contribute to reducing the Lll
‘effects of unclean water. Thare 1s a need for an adequata and
gafe supply of water. The World Health Organisation found that
water-borne diarrhoeal diseases accounta for a third of deaths of

children under § years in developing countries. (W.H.Q. t989)'

Water supplies of adequate quality and quantity ls vital. The
provigion of c¢lean water is one of the mogt pressing problems in
the area, The amount of water as well as 1t's quallty is
lmportant to a commumity. The World Health Organisatlon’s poal of
water consumption per caplta 1is B0 litres per person per day.
(Wilson, 1985 p.23). "In South Africa, Lt 18 established that the
average whlte person uses 200 litres df water per day., wharoas
sach African famlly 4in the Bantustans consumes 50 litres."

(Harrles, 1984 p.7).

Atceass to water is also affecied by the avallabllity of taps. For
the aradlcation of water-borne dlgeases (such as cholera and
gastro-anteritis) a& wel)l as water-washed diseases (such as

trachoma and malaria) there needs Lo be one tap per hougehold byt
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malnourished children through discussions and demenstratlons by

health workers, The programme acdopted was broad baséd and went

heyond only treating malnutrition.

¢ education on nutrition, balanced diets and correct feedins.

¢ pardening skills,

§ learning handecraft gkills to supplement incomes e.g. sewing,
mat-maklng.

¢ famlly planning servica,

¢ milk schemes opérating through the clinics e.g. powdersd milk
at cheaﬁer prices, and

% various aspects of child care.

In an asssessment of tha ireatment plan, the community mostly
found 1t helpful, The programme's effectiveness is also evident
by the decline of malnutrition admisslonsg ln subseduent years.
(Clarke, 1984 ©p.26). The incidence of malnutrition will only be
chacked by sfrategles thet allow for lnecresasing rural development
with special attentlon to 'agriculture, water development,
inereasing Job opportunitiea; Improved education and health
facilitles and the overall improvements of physical and

organisational infrastructure." (ibid, p.25).

HATER AND SANITATLION

Poverty-linked diseases are assoclated with poor water supplles

and poor sganltation facllities. Many are preventable through a
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-Iﬁam _ ' - | Cost at Nelspruit | Cost in Mhala | % increase
| Full ersam milk R3.,68 ﬁs.lﬁ 41,1
powder (500g)

Mielie meal (5kg) |R1,99 R2,86 43,7
 Pilchards (215g) §5c | 720 30,9
Sugar (1kg) 66¢c §0c o 21,2
salt (500g) 24 30¢ 28,0
‘Tea (t26g) ' 96c Ri,17 21,9
Brown bread - 29¢ : dbc 2047
Egps (¥ dozen) 56c 715' : 26,8

Source: (Buch.,E & de Beer,C 1984 p.2)

In =& "Save the Children's Fund" report it was established that 9
out of 10 Southern Afrlecan children are malnourlshed. The
incldence of malnutrition 1s evident in the Mhala area. "...poor
nutrition 1s Iinseperable from the distribution of land and from
it's quality ...and from the process of underdevelopment,"
(Lobstein et al, 1984 p.74). Various 1nterven£ions are requlred
to improve the gltuation such as food schemes. Although thig is
important 1t has limited Impact. However only by tackling the

causes of undernourlshment can 1t eventually be eradicated.

In a satudy of - treatment of malautrition in Kwazulu by Clarke,

efiphagls was placed on educating the parents and/or guardlans of
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wall a8 unemployment 4is high. There is a high rate of male
absenteelism hecause of migrancy. [n the BENBO Economic Revue on

Gazankulu i1t was found that more than a guarter of the men were
temporarlly absent for specific periods, Therefore difflculties
were encouhtered In developing with the high rate of women and

chlldren and so few men,

The number of people places pressure on the land. Between 1970
and 1980 the population elmost doubled, therefore there was added
prassure on arable land. "Ih Mhala only 2% can earn a living from
agriculture." (Harrles, 1584 p.4}. Agricultural produation shows
-room  for improvement. There is a shortage of essential saervices,
and Know-how. The Infrastructure of Gazankulu, especlally as.far
af the provision of water 1s concerned, 1s not yet adequate and

conatitutes one of the obstacles to agricultural development.

Mozt people cannoet produce enough food on their land and
therafore hava 1to purchase 1t, but thls is expenslve and often
unaffordable and thersfore results in malnutrition. "The average
Family receives between R40-50 a month" (Buch and de Beer, 1984
p.2), and thils covers all expenses lncluding food. The low level
of lncome 18 not sufficlent and the problem ls increased by the
high . prices of food in rural areas bacauge of trangport and lack

of compet]tion,

The followinz table shows the cosgts of basic foods in Mhala and

in the town of Nelgpruit. (flgures for 1984},
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Houslng s one of multiple soclo-sconomic conditions affecting
health and therefore "modifiéation of physlcal environment can
only have ‘& maximum effect on health if actompanied by other
aocio-economic improvements." _(Lipschitz. 1984 p.24), Adequate
housihg includés facilities:for domastic hyglena. If safe water
‘15 supplied and adequate sanitation is provided, to prevent or
control comhunicable diseases they must be accombaniéd bi good
hygiene. Housing alone does not cause tll-health and improving
conditions of shelter alone c¢annot ameliorate health, Hnwever
diceasges are assoclated with pbor houslng ¢onditions and
“1mprovad' housing becomes & necessary prersaulgite in the

reduction of these dissases.” (ibid, p.2).

ACCESS IQ FooD

Moast rural health problems are rooted In poverty and therefore to.
improve health the <first step ls to reduce poverty and improve
nutritional levels. Treatable dlseages can become fatal to a
chronically underfed child, Ungernutrition in a child's first
three years leads to stunted growthi lmpaired brain davelopment
and a susceﬁtibilitr to diseases. Access to foad is Influenced by

accest to land and  incomoe and thersfore to employment

opportunitlies.

Gazankulu has & s8mall tax base and the "economy cannot provide
sufficient employment opportunities for the economically astive

population.¥ (Moody and Golino, 1984, p.7), Therofore under- as
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overcrowded condltlons with poor ventilation. Dlseases of poverty

are found in these areas of unhealthy living conditions.

Gastro-intestihal dlseases are assoclated with housing conditions
amongst other factors and respiratory diseases such as pneumonia
is assoclated wilith overcrowding. In the period of January to
'Decémber 1983 one can see evidence of these diseases by the

numbey of admissiqns to the children's ward at the Tintswalo

Hospltal.
Cause of admission | No. of admissions | % of total
Gastrbanteritia/dehydration 271 20,4
Kwashiokor 175 13,2
Pneumonia 153 §145

| Typhold 84 i,8
Skin infectlons 64 4,8
Parafin ingestion 62 4.7
Burnsg Bo 4,4
411 other causes 479 ) _ 3641

' Total admlssions 1327 100

Bource! {Buch,E & de Beer,C 1984 p.8)

Houglng is unaffordable to most people in Gazankulu., In an area
study on Gazankulu it was found that the baslc governmeht bullt
houge c¢osts R§ 000, and tha average annual expenditure of a
family 4is R600, therefore people cannot afford it. (Moady and -

Golino, 1984 p.10).
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NON-=-HEAILTE EACTORSS AFPFECT T INCG

In this chapter, varilous non-health factors that affact hsealth
wlll be addressed. These include rural houslng: access to food
gnd nutrition: as well as water and ganitatlon. [t has bheen noted
that wvarlous soclo-economic factors affect a cummunity'a health
status. From this 'recognition came the ldea of the cpmmunity
medical approadh which cltes cortaln non-medical hasic
raquirements for attaining and maintaining good health, These
factors (housing, food, water and sanitation) are addressed
becausa health cannot be sepsrated from them. The spread ancd/or
prevalence of discases associated with these facters are
examined. Broad developmental programmes are advocated wilth co-
ordination between various departments and with the community's
involvement, towards addresging health needs of the community

with the emphasig on preventatlve agtion.

RURAL HOQUSING

In many developlng countries there are no government plans for
improving rural housing. The private sector also plays a minimum
role Iin thisz field and tharefors rural housing falls on the

shouldere of those who llve there. Many llve in squalld,
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A new soclal order with access to emplc rment, zood education,

decent housing, a living wage and avallable affective health
services must come into effect to ensure a decent, acceptable
rural héalth status. What 1§ required is & change in health
priorities, from curative orlentatlon and creation of hospltal- -
baged programmes towards more health promotion, prevention of
digeases and the vprovision 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
sanltation sysféms- 'This as well as other non-health factors
affecting, such as, housing and access to food need to be

- gisougsed.
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vosts are incurred, the shortest distances travellsd and where
the quickesf attention is received. Rural areas withess the
preaatest cosgts because transport 1ls more expengive and distances
take longer to cover. Because rural facil;ties are overburdenad
the wait for medical attentleu is often long. The effectiveness

of the health services 1s further reduced by the.absence of a

well-organiged infrastructurse.

Rural health 1s inseparsble from the economig, political and
gocial structure of the South African state. Health provision ile
filled. with the many problems of inaccesgibility, overpopulation
and poverty. The evidence of gastro—enteritis‘ tuberculosis and
malnutritlon indlcate the perpetual pattern of poverty related
diseages. The lack of education has beon ldentified as another
major problem in rural areas becauss it affectse health awareness

ag well as employment, which in turn indirectly uffects health.

Majority of the rural populatlion suffer from digeasss and
lllnesses direcgtly agsoclated .with poor soclo-economlc
conditions., Malnutritlon is an example of How the system allows
thig to contlnue. Example: after being treated for malnutrition,
children enter the gsame environment and therefore they relapse.
"It has been sald that South Africa does not have a health
service hut a dissase service, (Seedat, 1984 p.101). Good health
provision ls dependant not only on faecllitlies but also on

rallitical, scgonomlc, soclal and environmental condit;ons.
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shortageé of all level of workers (medical, nursing, paramedical)
s a serious obstacle to the effectiveness of the health system.
Resources are spent on medical education that ls peared towards
urban care with a trend towards specialisation and very little

attentlon to preventative care.

PERSONNEL

The ratio of distribution of doctors follows the "invarse care
law", that is, the least petsonnal whers they are needed the
most. The quality of care 1s affected hecause of staff shortages
and overcrowding of exisfing health services. Studlies show that
another problem regarding health personnel iz  the selectlon
process of medlical students as well as the currilculsa of medical
education. A re-orientation of medical training is a requirement
in re-prioritising health needs., What is required is more
relevant medical education. Tha use of cdoctors alone is not
feasible In delivering health care, even If their orientation of
their +tralnineg was changed. There needs tc he training of other
mors approprlate health workers who perform varlcus roles. The
use of the least trained worker who c¢an effectlvely execute tha

tagk 1&g the most efficlent use of persconnel.

Studies show that BCCBES influences ussze of sarviges.
Accesgibhlility 18 messured Iln terms of time, costs and travelling

distances. "Cheap" facllities are therefnre those where the least
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The various own departments of health are responsible for
adminisiering regources. There is‘no significant revenue, apart
from "South African" grants. In 1982 70% of Gazankulu's budget
came from South Afrlca. Therefore the South African government
has a say 1n how and where funds are allocated; (de Beer, 1984
p«58). The major hospitals are inaccessible to most people of the
rural areas. The homelands are the one s who's needs are the
zreatest but they are deptived of readily avallable and adequate
facllitiss. Rural health gervice fécilities are not comparable
with the rest of South Africa. In examining demand and supply of
health services, actual provislon does not meet the needs because
of maldistribution of searvices as well as 1napprobriate_health
care priorifies. The unfalr distribution of facillities, staff and

funds create a sltuatlion of underprovislon.

Although the Gazankulu Health Plan centres around primary health
care in the form of health centresi the lack of funds make it's
implementation impossible. "Between 1976 and .977, the South
Afriecan government's contribution to Gazankulu's budget,
declined". (de Beer, 1984 p.58). Another major drawback ls the
laok of staff. Approxlamately half the ponulation reside In the
rura)l areaR of South Afrlca but lese than 5% of practising

doctors are logated there. Thé ecrltical health personnel
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HOSPITAL-CENTRIC HEALTH SBERVICE

5

— HOSPITAL _ _
) i !
HD _ HD . HD
: b !
il sc | 8¢
1, < |
Vs Vs vs

T COMMUNITY T

HD: Health Disgtrict
8¢: Satsllite Clinic

V8! Various Services ilncluding smaller clinics

The theoratical framework 18 sultable., although practical
application is ‘neffecgtive bocause of implementation pbroblems

such as: ihadequate provision of facilitles, lack of personnel,

underutilisation and lack of Funds.
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Medical education:_ Many questions arcse at the Southern Africar
Labour apd Development Regearch conference regarding the
gtructure of medical faculties in our universities. (Pimatone,
1979), An  elitlst madical éducanion training was found which
follows Western models. This led to re-avaluating current medical

models of trainlng,

1

should there be a curriculum changs?

- should there be more omphagis on rural diseasga pattarng?

question the distributlon of doctors

is there a role for indisenous, traditional healaers?

One of the World Health Organisation s objective is to re-orient
health personhel tralning towards addressing the needs of the
communitles  served. Communlty-based wsducation  focuses on
community needs and is committed to attalning health for all.
This type of euucatlon ls provided in environments that graduates
find themselvesg in. ™ It alms to equip graduates to bhe responglve
to the health needs of the people ™. (Rosa, 1988 p.20). It ls not
.Purely academic because astudents must be able to realise and
witness the sotlo-cultural environment of the people they serve

In order to underatand how these affact health.

Problems of medical education: It lgnores the health newds of
majority beocuuse of it 8 oxcessive emphagls on nigh-technology,
hospital care. Thig im due partly to maldistributlon of medical

personnal as well as South African medicine adopting European
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HEALTH GARE HLEEAEQHX

Facllitles: Most of the rasources are apent oh curative medical
facllitiesn. which sghows a biaa towarcds hospltals rather thab
community-based medicine., In Southern Africa " the institutions -
are largely urban based and they are mogtly located in ﬁhita
areas distant from and Inaccessible to the Black majarity ".
- (Lobstaln et al. 1984 p.33), Disproporticonate budgets are
allocated for sophisticated stulpment for treating & fewer number
of the population. Facilities are lhaccesaible in terms of the

barrlers of lweatlon, cost ahd time.

Bassentlal care: The type of ocare is not " essential " as
suggested by the concept of PHC. Priorities are unrelated to
majorlty of South African's Llifesty’2s. but are rather.geared
towards Western sty;a carae, Health care Is ihversaly proportloned

to need,

Correct technology: Appropriate techhology 18 not naceasarily

" pad ", and ls seen as an alternative approach to health. In
many  countries in Africa, hilghly sapecilallsed trainlng s
inappropriate, What is required 1s a mora " grass-roots "
stratezy to administer health caie to the communilties concerned.
Often a situation of primacy exists where the bhetter health

facllities aro cencentrated ln urban centros.
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up community identified projects, Successfu; communlty projects
are those which take inte account the community member s jdeag ob

identifying priorities. Health committees can be set up through
democratliec procasses, and the health workers can provide aupport
services for the community, for example by holding workshops on
PHC.

Another 1issue ralsed i3 that users of services ghould have a say
in the type of health care they receive and 1in how it is
delivered. Health care has to relate to the needs of the people
.and poople should participate in and contribute to.the " planniﬁa
and implementation of héalth care ", (WHO report, (982 p.4). The
community e*foris in PHC projects peared towarcs social and
aconomle upliftment L1n pgeneral wlll most likely succeed wheh

they are mutually supportive.

RESTRUCTURING THE HEALTH CARE SECTOR

This tenant of the PHC approach requires a change ln the delivary
of health care, Quastions that are addressed Iln this section are
those of accessibility, corroet technology, the health care
hierarehy. affordability, assentiai core and the use of
appropriate pergonnel., Medical tralning 1s evaluated againgst
'tha needs of South Africah soclety. We ohserve a dependance on
Westarn model of health care. An important prilerlty is to

extend health sorvices to deprived communities. With budgetary

limitations there iz a need to pricrotise.
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gonditions. PHC is wide-ranging and .a broadly-based approach
which 18 net purely " health " oriented. It includes varlous
activities In non-health spheres and problems can arlse.
Administratioh and co-ordination c¢can bhecome a difficult task
becauge of the various sectors working together. The most
important aspect for thils tenant of PHG to be achleved Ls
intersectoral co-ordination, co-oparation and effactlve

‘communication.

COMMUNITY PARTICIRATION

The PHC approach emphesises communlty participation. In the
1960's  communlty development proJecfs that were undertaken
attemptad to " improve the llving conditions of poor communitles
with agsive participation, and if possible with the inltlative of
the community ". (Walt and Vaughan, 1981 p.9). The ldea 1ls %o
enable people to help themselves by ildentifylng thelr nceds,
making demanda known and being involved in the decision-making
procesg. The PHC stratopy has an emphaslg on popular involvement
in  health with active partliclipation in ldentifying neodsa,

problems and possible goluilons.

A commuhity partitipation approach 1s beneficlial because it
allowys people to underestand thelr hoealth status and ways to
lmprove 1t through preventative action., Health workers should
hot only have technical medlcal skills but they should also have

organigational tralning in order to assigt communitvies 1ln setting
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mothers ensures greater childhood survival of their children, and
therefore improves the health status. Health-orlented sducation
is esgential. " Many indivitualg and communitles can be equipped
with the knowledgé and skills to achleve better Living conditioné
and health status which are central themes to PHC ". (Phillips.
1990 p.280). People can be taught to improve thelr health by
thelr activities, namely the benefit of a proper diet, increasged

“¢cleanliness and opygeins awdreness. Health edudaticn becomas a
means  of communiration of how to prevent lliness and how to
promdte good health. 1t is therefore an importani-part of PHC In
order to achieve and maintain acceptable and reascnable levels of

gommunlty heslth.

The orientation of health programmes i1a changing 'towarda-
including many preventutive aspests such as famlly pianning and
immunigation campalegns, as well as towards broader agtivities
that directly and indirectly affsct health. This sncompasses an
integrated, holistic approach to health and health care. Health
impacts from changes in other sactors and this view of health is
tharefore not narrov and purely technical but rathe. broad and

comprehsnsive.

Despite the faet that health care goes beyond only access to
medical facllities. the major thrust of planning for health goes
1nto phyalcal facllltles which do'not necessarlly correspond wlth

improving the overall, general living standards and_anviromental
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educational, political, waconomic and soclal spheres. " The
health o©of a populatlon influences ecdnomic developmont and Ls
influenced by it. it la Ltsalf and element or rondition of
davalopment ". (Walt and Vaughan, 1981'p.89). We need tu consider
the " health " .aspect of all areas of development. The heslth
sector cannot operate in isolation to attaln the objective.of
acceptable levels of health because disease and 11l health are
multi-causal and do not oceur in a vacuum. As stated praviously
other factors contribute to hsalth, such ag sanithtion. housing,
| education and food production. What 1is required 1s co-ordination
betwaen thém‘ i.2, an intersectoral approach. When planning for
health co-operation and collaboration must be maintained at

various levels betwaen thesse sectory,

PHC has soclal as well a3 developmental dimensidns; gocial
becsuse the goal 1s to improve'qualit? of life and achieve the
Ereatest health benafits.for the people. If the geoal is attalned
(of improving quallty of Life and boing healthy) them Lt
contributes to socio-goonomic development. Wo need to promote
lifeatyles that are conducive to good hoalth. A redigtribution of
wealth Ls necessary for changes In goclety and f.r communities to
imptove the circumstances. Intervention i{u the physical and

goclal environments wlll have a positive effect on hoealth.

Another orltical factor is educatlion In the promotlon of health
and the prevention of disease. BHoth aschool and adult health

education iz LImportant, Improving the genaral education of



dh

'_g definition of health fncludes improving living conditions and
the quality of life. There is an interrelationshlp beiween health
and soclal and economic developmeﬁt. " Health leads to and at the
same  tlme is dependant on a progressive ilmprovement in
condltions and oquallty of 1ife ". (WHO opublicaton, L978).
PHC 1l therefore part of the socio~economic devélopment process.
The PHC approach ig vital towards achleving an acceptable level

of health.

In September 1978 when the Alma-Ata Declaration was drawn up it
provided a gulde towards work in the health sector. PHC is
comprehensive because It is promotive, preventative, curative as
wall ag rehabilatative. PHC does not mean.health care of a poor
quality because a good PHC strategy regquires a good referral
system and technoleglcal and organisational'support. The thrge
fundamental aspects of thils a;proach are:

1) soclo~economic development,

2) community participatlon, and

3) restructuring of the health fector.

Each of thesge three tenants wlil be examined.

BOCIO~ECONOMIC DEVELORMENT

Far thig tenant of PHC tv be achleved a fundamental redistri-
bution of wealth 1% required. Technical solutions alona do not
work baecauge illhess and dldease are alge affected by soclal and

economic  factors. Solutions need to be addressad in the
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CHAPTER B

PRIMARY HEAILTH CARIE

The . International COﬁférence on PHG met at Alma-Ata in (978 to
expfess the need for actlon by governments, and health and
development workers to promote the health of all people. The
importance of basic neéds was recognised along with the view that
development (of health or any other services) had to be done wlth
people and not only for them. In the 1950's the provision of
health services was seen as the bullding of hospltals and thé
-educating of dectors. The change In devaldpment theories brought
about & shift in bringing things closer to communities, and the
emphasis was on community involvement.-
- Definition of PHC: The Declaration of Aima-Ata defines PHC as
."Primary health care 18 essential health care based on practical,
selentifically sound and soclally acceptable methods and
technology madea unlversally acoessible fo tndivituals and
families in the communlty through thalr full partlclipation and at.
B8 Cost that the community can afford and maintaln at evary stage
of their develpment, in the spirit of self-rellance and self-

determination.™

The meaning of PHC has changed from purely “firast-hand" contaut
with the health worker to lnclude the princlples state * by the
World Health  Organtsation (WHO) 1n this definition: i.e.
agcesalbllity, community participation, preventatlve/promotional
services, relevant technolopy and viewing health as part of total

CS.T_G.
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examples indlcate that medicel needs have to be adapted 1o
specific conditions of communities and cannot be based on the

health delivéry gystems of developed and Westernised countries.
The health system should devalop as part of broader developﬁentai
programmes. Changes 1h medical sarvices alone does not improve
puklic health levels by 8 slgnlficant proportion. [t has heen
noted that 1nh the West what c¢ontributed to majc changes in
health were Improved housing, nutrition, education i.e. non-

nedlical factora.

South Africa's road to health should inolude changes in ather
sectors asg ﬁell as in medlical structures. A multi;disciplinary
approach towards combatting cisease and ill health needs to be
adopted by  incorporating housing, oconomic programmes and
agricultufe. Thlis holistie¢ approach towards solving health
problems is advocated by the primary health cars delivery system.
We therefore require the integrated. intersectoral health pollcy
bf which primary health care 1ls the cornerstone, and the
triterion Lls ‘treating the persen in the environmental situation

and not merely treating the sympiom.
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From other studlies of water supply and sanltation programmes it
wag fouhd that Improvements in the quallty of water. reduced
dlarrhoeal dlseasss by a third. Briscoe (1986 p.109) found that
Ilnereasing the availability of water reduced diﬁrrhoaal dlseases
by 34%. Both lmprovements in avallability and quality reduced it
by 40%, With excreta disposal, diseases werse rediuced by 40%.as
well, What is required 18 c¢o-ordination between variocus
departments, sSuch as the Health Department, the Department of

Water Works and Sanitation Department.

CONCLUS[ON

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 fogter the creation of
employment oppertunities in order to ensure that people have
acoess to Income and thereby sccess to food. We need to address
the Inadequate water sup.p'ply and sanitation faclllties: and
promote communlty participation. Medicine cannot be isolated from

the Boclo~ggonomic setting.

When we examlne examples from heighbouring countries on thelir
“health delivery systems {(Mozamblaue, Botswana, Lesotho), we see a
re-orientation towards addressling health needs of the breacder

community and o committment towards preventative action. Thede
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participants as well as other village members would benefit

through sharing experliences. When asked if other problems would
be - created through this project, for example would 1t divide
people Into haves and have nots; the particlpants decided that
they would help others outside the group to build should they

want 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 practiged building them. Any difficulties
encountered during_'actual preduction were discussed at weekly
meetings. Was the programme effectlive? 96% of the group completed
the bullding of the latrines. They actively helped ofhers who
were interested 4in bulldlng latrines. "People from neighbourlng
ag well as distant communitles have vislted Madobl to learn how
the .women have worked together to bulld pit latrines.” {(Collins
and Maluleks, 1984 p.4). The long term outcome wag that they
learnt to solve a community problem and could apply it to other
problems. There was also an awareness of the necessity to work
togethar to solve community problems. The community identified
the problem, the solution and wers actively involved In the
process of overcomlng the problem. The primary health care
approach was applied with ~ it's  emphasls on community

participation.
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this does not exist., In metropdlitan‘ white homes thare 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 peoplettap 1z 833:1 and in the_northern region the ratlo of
people Lis 624:1. On average there are 750 people per tap. (Buch
and de Beer;'1984 p-?)- To combat water-related diseases, health
edutation is vital in aspects regarding hygiene and nutritlon.

Also beneflcial is the bullding of plt latrines,

A sBtudy 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
- proklem ildentifled was the need to build pit Iatrines, and thu
lack of knowledgze of how to cdo s0. A women's group inltiated the
project and approached people to Help in the making of thé
latrines. Partlcipatory research was used wlth oollectlve
Investigation, analysls and action. In investigating, various

Quesfions wera acddressed.

The problem identified was that of sanitation and a lack of
knowledge of plt latrine bulilding., The reason given for wanting
. to golve the problsm was te help stop the spread of diseases. The
.group ldentifiad the soluticn as plt latrines. When questioned on

who would be benefitting from the project, 1t was stated that



The rationale behind the Primary Hewlth Care approach 1s that it
18 considered to be wuseful for addressing the health crigle.
It & objectives ars the development of basic health and other
servicesi Pphysical upgrading and the peheral development of the
community. These objectives are essentlal in order to achleve
acceptable levels of health. _ |
This integrated approach 15 geared towards alleviating the health
erigis. The struggle for health 1s not one for more hospltals
but & struggle for more appropriate, cssontlal care in a soclo-
econdmic situation conducive to development. This can best be

tackled by acdopting the Primary Health Care apptoach.
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pHC PRINCIPLES AND STRATEGIES

PRINCIPLE . STRATEGQY

1. Access Delivar gervices whare peaple
Hawd them. Use community

health workers,

2. Essentlal care | ~ Doslgn appropriate curriculum

and training to mwet communhity

naadsy .
3. cummunlty partlel- Awaraness buildlng, coummunity
pation identifled neoeds, saloction of

communtty health workers and

alogtion of health committes,

1. kKelationghlp between Integration and co-ardination of
health and developmont hoalth plannilng with other
gaettory, such ag housing, watet
supply. sanitatlen: eoducatlon
and agriculture. intarsostoral

approach,
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The emergence of the Primary Health Cate approach ncoursxl ag a
raesponse 1o the realisation that axisting, vertlical health tare

gystoms have falled 1he vast ngorLty of people. The PHO
approach's promotion of the idea that health gervice should
provide for the majority and not the priveledwped fow started
gain;ns acceptance. The previous oemphasis on high-technology;
fagillty-orientod and curative baged care 1g fuuhd tn be nelther
appropriate hor affordable care. Tachnolaglcally tentrallaed
models were unsuccsssful In bBringlng health to moat people, The
ghift of emphasis ocoured hecause of lnequalitles'ln access and
veage of health serﬁicas. PHC existed for mahy years but became
formally recognised and articulated in the_mid-?o's. The explicit
formulation of the concept took place at Alma-Ata Conforence in
1978, Slnce then it hag been espoused as jhe stroategy to adopt In

order ta move towards " health for all by the vear 2000 ".

Primary Health Care as dsefined by the World Health Organlisation
incorporates proventivo, promotlve, curative and rehabllitative
services. Jt oncompasses more than modicino alone and lneludes
oconomic . physlcal and soctal factors which affect health and
welfare. Various health and non-health activitios are incorpo-
re ed ln 1fs programmes. Encouraging slgng to ards achieving

" health for all " 1s obsarved through community particlpation in
and commlttment towards improving health by the lmpiomentation of
the varlous primaty health care rrogrammes. However itadte are
many weaknogses withln the gystom, Problems of reseurces and

funding: and 1inefflelent or lack of Intersectoral co-vparation

hampers offective PHC.
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Hoalth care ig sgan in a narrow contayt, and ig gynunvymous with
medical «¢are, which according to the PHC approach ig onlv one

gompoenaent of health care.

The eecond amproach " regards health improvements as dorived

largely from the appropriate delivery of hesalth sarvices ™.

" {(Phillips, 1990 p.169)., The vieﬁ ig that proper planning will

allow for proper delivery of health care which will promote good
health, [t does form .part of tha PHC appruach because 1t
addresses lssues of accessibility and  the appropriate allocatlon
of rtesources facilinies..and staff, It almp to enhancé the
avallablity of health care through etfectlive health planning. It
howaver lacks cortalh PHC components such ag communlty partleld -

pation.

The third ldentifled approach 18 broad in scope and views hoalth
In  the . context of gonerally Improving Living and eavironmental
condltliong. An entlre rango of activitles 18 involved from
nedicine to housing to agrleulture. It tskes cognisance uf the
fact that improving Hhealth and quality of llfe ir not nerely
achisved vie dlrect hoalth activitlos alone. It Lg thorefore
adopting the Lintograted intcersoctoral approach of 1the PHG
strategy. Decisions arc based on what the cnmmuhity porceives as

a3 noeds and 1t is a hottom-up approach, which lg integral to the

BHC approach.



49

FAMILY PLANNING: There is a need for reducing high fertllsty,
through education. The family planning programmes ate lmportant.
" Thg rnaq to  “prosterlity’ (s depicted as balhg thruﬁgh the
reduction of the bilrth rate ". (Phillips, 1990 p.240). This goal
should be included with other social welfare programmes, such as
improving women's status. Howaver the programme should not be
forced onto the communlty because freedom of choice la vital. It
15 an important component of maternal/child health. 1% helps
reduce the risks of ropeated and/or unwanted preghancles whilch
can be detrimental to both to the woman's health. Family planning
campaigns and proﬁﬁion' 1s required and it's implementation has

to be with community particlpatlion.

CONCLUSION:

The varlous appronches to health care ghow differonces 1ln dplnion

4% to who should provide care and what type of care should be

provided. Three types of approaches have been ldentlfled; namely

the medical approach, tihe hoalth planting approach and the

communlty developmet apptoach,

In the case of the first approach hoalth s rogardod meraly as

" absence of dissase '\ which 18 achisved *hrough Weatern,

technologleal lntorventiens., " High duallty, high technoloay

medical sarvicos are congilderod to he the key to improved health,

(Phillipsu, 1990 p.168).
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In areas of poorer soclo-gconomlc conditions chlldren are more
proae to ¢lseases therefore an important aspact of materﬁal;child
health_is d;seasa~orlented. These programmes are often assoclated
with family planning and health education. The services are

often seen as _ Seperate but have now bsen included in broader-
| baseqd PHC. In accordance with the concept of using community
health  workers and indigeneoug practitoners, the use. of
traditional mid-wives can be inteérated with the formal health

service.

ORAL REHYDRATION THERAPY: Whereas immunlzation is & preventative
measure oral rehydration <therapy is curative but it ls stil]
" eggential " care. This therapy ls used in the treatment of
dlarrhoeal diseames, the underlying causes of which are poor
nyglene, poor ssnitatlon, improper food handling, Infected water
anr  malnutrition. Diarrhoeal deaths ars often due to dehytatlon
anu oral rahydration therapy 15 a cheap, accessible treatment,
Bolutlens cén also be prebared -t Home. Apart from administering
oral rehydration therapy. educatlonal campalgns are egsential to
teach hyglene and propar fooe atorage and handling. There is also
a need for environmental actlon agalnit the onsat of dlarrhoes,
for example upgrading through the bullding of wit latrines. Thisg
illustrates that a specific selectlve PHC programme which 1s
initl lly seen as vertical, can he lacorporated or integrated

with other projects that have broader health related benafltg.
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Communlty heaith workers are the appropriate category of hoalth
worker to bring health te a community. They share théir knowledge
with the people they zaerva. However thls does not mean that
dogctore and other health professionéls ate unimportant., They too
are needed but thelr training hag to be adjusted towards & more
bottom-up approach.

Thr goal of health for all can be attalned by rastructurihg the
health hilerarchy. where community health workers lead the team
and the communlty Jltself comes first. Community health workers
have a varlety of skills and how they work is adaptive to iocal
gltuations. They provide accessible care to people amongst whom

they live and work.

SELECTIVE PHG

Cortaln e&pecific PHC programmes that are vitally important,

ggpecially in rural situations will be examined.

MATERNAL AND CHILD HEALTH: According to the Werld Healtb
Organisatlon " maternal/child health sSorvices arg a priocrlty
within any health system ". (Lobstein ot al., 1984 p.64). Thls is
bocause they constitute a large part of tha population and also
hecause of hiph doath rates within thess groups In many
developing world situanionh. Thoge programmes can he developed
with other progfammea. o.f. nuirition and health oducation,
Within these maternal and chlld hoalth programmes -aro The Wi

speclfic famlly planning progrdammes and lmmunisatlion campalgns.
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Jmportant actors 1ln thls regard are village/community health

workere who's work ilnvolves community improvement on a broad
scale, and preventing illness hefore Lt starts through hsalth
education and actively promoting health. These PHC workers ars
key ﬁersonnel of the health team. Warner's proposal_of changing
the hierarchy of skill in order tfo make health care mere
equitable and accessible 15 by " tippilneg " the health pyramid so
that the community comes first and the ddc;ar is " on tap not on

top "y (Werner, 1977 p.12), as shown in the dlagram below.

DOCTORS
4
1]
&
a
NURSES = g
2 E = o3 2
S 2 T o8 2
AUX]LLARIES %""‘P B — E"‘b E_{" 2
e
COMMUNITY %
HEALTH WORKERS 8
COMMUNITY
top-down vertlcal spwproach horizontal approach

{gourcest Warneri Phillibs; Lobstoln and Frontline on
Health).
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poor peopls would rather invest in items they regard as more
important than health. Secondly, It is political:; health workers
~need to work in a situatlon that allows for popular control in
development schemes. They have to work tewards a situation of
community participation in declsion-making for collective self-
reliance. (Lobsteln et al. 1984 p.43). There lg & great potential
for community health workers, hdowever their tasks will to a
great extent be determined by the concditions of the areas they
work in.

_Werner_ féund that community health worker programmes could be
sither K communlty supportive " or " éommuﬁity oppressive ", The
former affects iong term health and development of the community
favourably. wlth pgenuine commurtiity participation. The latter
howaver encourages  dependancy  and adppts a paternalistic
approach. We need to strive for " community supportive "
Programmes. _

These wotkers need to bhe sncouraged and the health sector has fo
be supportive 1in their supervision and allow them 1o take
responsibility. The doctors should be referred to when health
auxillarles cannot help. The gupport of other levels of health
professionals 1is vital, " Community health workers must be able

to rely on more skilled people for guldance and training ", {WHO

"and UNICEF report, 1978 p.40).

The top-down hierarchy needs to be addressed towards serving
1]

peopla 8 nesds angd becaming a more " people-supportive

spproach. One step ih thils restructuring of the health ssctor Ly

to " cdeprofessionalise " health.
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Community/Villape Health Workers: Lay health workers can perform
certaln tasks such as jucating the community on health matters,
such as family planning . People from within the community are
often perceived as more credible than outsiders. Gbmmunity health
workers such as those trained in Swaziland (called rural health
visltors) prove Qalusﬁle hecause they provide a service in the
absenca of eclinics. In the Swazlland project the trainees were
selected through community participation; which is a vital tenant
of PHC. Posgltive results were observed when the scheme was
évaluated. |

In many of the world 8 poorer. areas the village health worker 1s
seen as part of the soluction towards addressing the enormoys
heaith problems. " It has become clear that in the rural areas
health ocare provision could not be accompllished by health
professlionals alone ", {Werner, 19Y7 p.l). Thesge health
auxillaries are selected by the ¢ommunitiss they serve and are
accoyntable to them through a representative body. Their main
rale 1s the promotion of good health and helping communltlies
reach that goal. Their skills vary and one of thelr most
important tasks is health education. They aro also ilnvolved in
promotion of pit latrines, monitoring diseases and c¢o-ordinating
community development activities. By using simple technologles
comnunity/village health workers can also pive the peaople they
garve an understanding of health care and some skills. thereby
fostering self-rellance.

' Genefal prablems that face thla category of health worker are

firsflr economle: the problem of funding 1y ¢rltical and most
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The way li should ber
- community based

-« goneralisst

- humanlst

- proventative

Health Personnel: The medical profession is predominsntly White-
domlnated, There s a trend towards speclalisation which is
excessive In a country requiring more primary care. ™ A problem
of particular impartance in the fleld of medical practitioners in
South Africa is the unequal distribution and even maldistribution
of medical practltioners ". (Van Rensburg and Mans, 1982 p.211).
Doctors are excessively concentrated in urban areas.

The staffing of clinlcs need not be by full time doctors, Nurses
can be tralned in a practical, problem-solving approach to add to
his/her s8Kkills a more comprehenslve appreach:, The tasks would
include examinatlons., history-taking and counselling. In thls way
nurses can treat patients and refer only where they are 1ll-
equipped to deal with the broblem. The doctor therefore becomes a
consultant and trainer and there is a re-avaluation of health
worker's roles. Both Pugh and Sapire ln their research found that
medical assistants, with upgraded skillls are capable of running
clinics effectively. (in Westcott at al. 1979 p.2¥).

Reliance on the c¢linic approach alone is lnsufficlen. as the-
burden of health care provisien ﬁould fall on doctors and nurses
alone., The resulting problems would i1nclude staff shortages,

wagtage of skills as doctors and nurses wlll be doing taskg that

auxlllary henlth 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 in our
country. There :s also too much " academic " focus Ln the course
and the ourrlculum 1is too narrowly defined. Current medlical
_educgtion p;acea too great an emphasis on curative caré even
though most illnesses in South Africa .require preventative
medical solutions. " The unfortunate result of these problems is
‘that medical graduates ars inappropriately trained to meet the

health caie needs of our pupulation ". (Lazarus, 1988 p.36).

Possible solutions: To bridge the gap bhetween how medlcal .

personnel are tralned, and meeting the neads of the peopls one
golutlon would be to develop dilsadvantaged community's socio-
aconomlce sltuations., Changes need to be made in student
selection: &a differentlated educational process must be embarked
upon which 1s community orlented and incorporated traditional
medicine., The recognition of indigenecus healers ls Ilmportant .
They have to learn from each other to achieve a greater under-
standing of both patlenta/community and aeffective health care. "
" Medical education in South Africa must move away from excluslve

rellance on standards appropriate only to a small minority of

it's population ". (Lazarusg, 1988 p.43).

The way medlcal education is!

~ hospital based

1

speclallst

academic

- gurative
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PHC nurses faue constraints_ such as shortages of staff, Jdrugs
and equipment and they Lherefore cannot change Lhe healih service

They work wlthin an inadequate system. The lack of resoutces
result 1n poorer gquality of care. Health workers in tne area
. learn to cope and work within the constrainte of the gystem, and
often in the homwelands health care that 1a unacoaptable'eisewhére

iz sccepted ancd practigsed.

For .effectlve PHC especially tural PHC what is required is good
teamwork. The PHC nurges work in cllnics' and sarvé the
surrounding -areas. They Form- the " core " of the PHC team as
theit dutles include " diagnosing, treating, providing emergency
cara, ensuring safe pregnancy and dellvery, oducating the
community - about health and doing community health work ". (Buch,

1986 p.137),

PHG TEAM IN CLINIC

v

CORE

1, PHC nurse

2, Asgistant

3+ Cleaner

Support Personnel SL Supratrt Personnel
PERIPHERAL

1, Doctor

2. Soclal Worker

3. Specialised nursesg
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The taske of & rural PHC nurse 1s heyond purely curative and 15
b(oad basad, L.e. community health, They work in clinivs without
doctors and therefore have to be anle to Bupply efergency tatu.
She of he hag o be able to disgnose and treat, or rafef patlents
te tha hqspital 1f they are unable tu tredt them. They also have
a role In providing mother and child care, educating thé
communliy, supboriing community -development and bsing a link
hatween the coummunity and the health service. [Buch et al, 1984
p:2). They arv seeh as the appropriate 1ével of health worker
because they are more adaptive to the community gituation than

conventionally tralned medlcal doctors,

The ldeal number of PHC nursos ragquired for the reglon has not
yat  heen réachad because the number of nurses able to be tralned
at Tintswala 18 limited. In ssgeasing whether PHC nurses are
Bkilled for the Jobs, 1t is found that thelr curricuium inclucdes
glinleal care as woll as community care. Student attitudes are
‘evaluated and re-orionted towards relatlng to people un order not
to alionate the communlty. PHC nurses can be well tralned to
perform their duties effectively. To onsure thls PHC nursing
graduates ure furthorﬁ?zglthe.taachers of PHC nurses. To ensure
that the health service operates afflciently tha PHC hurses
refuire -a pgood support system and thls includes communicatlon,
transport and an efficient referral system. Howevel these nurses
Work In poor eondiiiona which have to he improved if they are to

have an Lmpact on health care.



B3

the quality of care that is available. Nut only is the hospital
understaffed but so are the clinles which have a vital role &n
delivering health. The estimated need for the amuunt of nurses
for the effective staffing of clinles., is more rhan double the
actual number presently smployed. At the ulinics many patlents do
not recetva full ireatment Dbuecaugse mo&t of the nursas are noﬁ
primary health tare nurses, and cannot diaghoge and trest cartaln
1llnesdes.. The ¢linic¥ are ill-squipped in térms of medication
and equipment, Gllnics need to have a good referral system to the
base hospltal. The Infrastructure and cransport'problema affect
efficlent vreferrals. The Key to a good raferral systen 1s
effective communication., There is & lack of care bevond the
clinfc itgeif, (Buch, ILvian and Stephenson, 1984 p.4). This
geans  that there 1s not enough invelvenent Ln other PHC

activitles. .

How wall do the primary health tare purses fare?

The successful implementation of PHC nurses in Soweto after the
'19?6 violence gave the lmpetus for recogniging the lmportance of
these health wotkers, From (980 PHC nurses were tralned at
Tintgwalo hospltal because it was found that they are " tho most
appropriate category of health worker for the task of dallvering
sccessible high uuallty PHC to rural villagers ", (Buch, Evian,
Maswanganyl, Maluleke and Waugh, 1984 p.1). For them to be
effective thete has to be a aufficient numbar who are effectlvely

tralned and supported, and who work In tavourable conditions.
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Problems of distance, cost and alienntion are the Rey factors in
desreasing accessibility; and Eherefora aecreases the amount of
health care belng mat, as againat the need. It is thetefora the
poor who are axcluded from he&lth care because'they are the most
affected by high costs and sxpengive tranaport. Overcoming these

barriers will increags accesslbility of health gervices.

DISTANCE CosT ALTENATION

Most live further : Cannot afford ' Staff attiyuded
than optimal dis- increése in Elitist relation-
tance frum the hesalth care ship with the
health sarvice community

BARRIERB TO ACCESBIBILITY THAT
NEED TO BE OVERCOME

What quallity of care ls avallable for the people attending health
services? ' '

Figures for the 1982 budget of Tintswaln hogpltal and the 10
cllnics in the Mhala distrlict indlcate that over 80¥% of was
utilised on staff saiaries- (Buch and de Beer, 1984 p.,14). The
doctor 1o patient ratio [g very hlgh and unfavourable, and there
18 a dire shortage of facilities and staff. Thess factors

combined with an overall lack aor limitation of regources., limlt



The cost of health care algo determines accassibility. In Mhala
the ¢o8gt Iis be?ond the means of the community. This can be seen
by the fact that when there was an incresse in feeg. attendance
dropped. Confirmation that people cannot afford care is evident.
by the fact that majority of patients are seen at the beginning
of the montkesshen paople have more money. (ibld,p.8). Night-time
care. le IMnaccessible -because cliniés are closéd. Although the
hospital. i open at night paople cannot affofd Fo travel there

bevause the usually expensive transport costs are ever higher.

Another factot hampering accessibility 16 1Ff health workers
alienate_ pecgpla. If thls ocours peorle will stop utilising the
ﬂﬁdilitiesg Health workers can prevent alienation by not being
elltist, and by developing good relationships wlth the community.
Another method of preventing allenatlon iz to be sympathetle and
to " ghow respect for traditional beliefs and practices ™. (ibid,
p.12), Examples of hsalth workers increasing alisnation of péople
from health garvices are}l not  lnforming people of their
lllnesses, using words or languages that are not understood, and
disoouf&aing or even mocking tradlitional beliefs. A method of
lncreasing accessibllity would be to traln and work together with
traglitional healers and indigeneous practitloners. This 1is

possible because care from these Bsources 18 ava;lable and

utillsed in Mhala.
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is PHO the main foocus of the health service?
Tha limiteq ragGurces are almed primarily at the hospital which

ts seen as the main foocus of the health services. The World

Health Organisaton has stated that hospitals should play a.
'supﬁoriive role  to  PHC rather than_vice versa. This L4 becausae

PHC 18 more cest-elfective and accessible. In the homelands the

hcépitals utilise most of the health budget, but these hospitals

are atill ﬁndsrstaffed and underfinanced so that the quallty of

care 1g compromised. We find that PHC 1s not central to the

health  service, Medlcal weducation 1s alsc geared towards

curative-based methods and primarily focuses on urban care.

Therafore the staff have lnappropriate training for PHC tasks.

Is health care universally accegszlble?

An accessibla gervice is one that is located close to people and
provides care at all times &t an affordable price. Tintawalo
hospital 18 the only one in Mhale and is sltuated in the north-
western ocotner of the area. Transportation to and from the
hospital is both inadequate and expengive. More than half the
posulation Lllve further away than the opilmum § km digtance away
from a4 health facillty, The Tintswalé hospital serves the entlie
district which comprises of 52 villages. The malorlty of patients
in 1984 came from only § villages., thls indlcates the hosplitals
inaccessibility. This =supports the astatement that " digrance

problems 1Influence patiept's attendance at the health service ",

{Buch and cde Beer, 1984 p.8}.
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IHE HEALTH SERVICES AND PHC

The key elements of the PHC approach will be examined in its
application 1o the homeland situation. It has been argued that
;he approach ig inappropriately applied because of the racial and
sconomlie policies. The main principles of PHC are: that it
~should be a part of egultable soecial and economic development, 1t
should be the primary focus of tha health service, health care
should be accessible and of & high quallty, and that the

community should particlpate In health igssues.

Is PHC part of equltable 80c10~8c0nONLc development?

It is unders*ood that the socivo-economic conditlons determine the
health status of people. What 1is required to correct the
imbalance iz a rediatribuuion of wesalth and partielpation in the
political process for people to be able to meet thelr socia-
sconontie needs. Accesg to lncome 15 reduired for access to
health, It has .already beeh stated fhat the homelands have &
poor soclo~sconomic proflle (inadequate and limited access to
land, poor water supply, poor educatlon and a lack of employment
opportunitles) and Mhala ls no exception, The poor conditions are
indicated by the fact that dlgeases In the homelands are
assoclated wlith poverty, PHC is therefore not asscclated with
sgultable social and economie development. Thig Key feature of

the PHC approached lg not realised yet, mainly because of unegual

distribution of wealth.
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-TUBERCULOSIS: In 1983 the incidence of tuberculosis in the tegion
was high. The number of confirmed cases at the hospltal was cloge
to 300 and Jjust under half of pre-primary school cuildren needed

treatment for tuberculogsis. (Buch and de Bear, 1984 p.4).

- CHOLERA? There was an outbreak of cholera in 1981. This disease

1s assoclated with poor and unganitary water supplies.

JNFANT MORTALITY RATE: On of the most reliable Indices of poverty
and indicater of the general standard of living of a pépulation
ia it 8 infant mortallty rate. "In a 1980 report., a RAU team
estimated an infant mortality vrate for Gazankulu of 9.34% for
glrls and 12.6% for boys." (Harrles, 1984 p.8)., Life expectancles

are also low.

In Mhala because of the 1lnadequate water supply people have
suffered from water-related dlseases such as cholera (29.4%},
infant gastro-enteritis f15-1%) and typhold (14%). The main
¢hildren & diszeases that are treated are poverty related, such as
dehydration sand malnutrition. They are also the major causes of

death in children.
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immunisation campaign were examined for malnutrition. Acceptable
recognised indicators were used to determine the nutritional
status of children. _A very high percentage of the incldence of
malnutr{tion' was found. The results of the research lndicated
that over Z6% were malnourished: Of these 22% were between
gseverly malnourished and problably malnourlshed; and over 4% were

geverly mcelinourished. (Buch, 1986 p.24).

Nutritional Status of Children

v -
Malnourighed (x26%}

[

Probably Malnourished (+22%) Severly Malnourished (£4%)

Buch and others have stated that the flsure of 26% of children
that are 'malnourished is an undere¢stimate and that the actual
figurte should be higher. However, even this flgure lg too high
and therefore measures need to Dbe undertaken to address this
problem. Malnutrition 1is a consequence of poor foclo-economic

conditions and poverty and therefore broader community measures

need to he taken.

TYPHOID: The disease ls endemic in this reglon. Between the mid-

70's and the early-80's the number of reported cazses ilhcreaged.
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WATER: The majJor =sources of water are horeholes. There are too
few 1n relation to thas number of people in the area. Aﬁart from
ingufficisnt numhars of boreholes, those that do exist are
-inhdequately mqintained anu 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' thy

affordability of people.

EDUCATION:The poor educatlonal system is evident here. Pupil-
teacher ratios are high. There are often ungqualliflied and under-

qualified teachers as gtaff and resources are limited.

The soclo-economlic profile of Mhala is extremely poor. Following

is the assoclated diseases of poor socio-ecenomic clrcumstances.
RISEASE PATTERNS

MALNUTRITION: The Mhala district is indicative of other homeland
areag, It has wlidespread poverty. low jlncoms levels: poor water

supply and poverty-related illnesses. Malnutritlon ig one such

dlsease agsoclatad  wilth poverty. Chilldren at the 1983
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S0C10-ECONOMIG CONDITIONS

To indicate the levrl of poverty in Gazankulu the Institute for
Development Studies at the Rand Afrikaans Unlvaerslty undertook a

survey, and the results are the following:

LAND: "In Mhala % 152 000 people live on 1 204 squére Kkm,
thefefore the population density is 126,2 people per square km".
~ {ibid, p.3). Tha villages are closely situated to each other and
access to land is limited. Ancther factor which hampers
develdpment is that the available lénd has a poor agricultural
potential. "The population of Mhala district has almost doubled.
in 10 years, from 66 251 1in 1970 to 128 514 in t980." (Harries,

32 Pp.3). This places a burden on already overcrowded areas as

‘Well as on the avallability of arable land.

FOOD: The yield produced by the land is insufficient to sustain
the people and often people do not haﬁe enough money to buy food.
The evidence of this is observed by the high rate of
_malnutrition- The avarage lncome ls very low ' 1a inadequate to
e8pecially as the cost of food 1n rural areas is very hiegh.

(Check chapter 4).

INCOME: Agriculture cannot provide enough money for people te buy
necegsities and therefore many people are pushed onte the labour
market. 1t has bheen estimated that more than half the familles in

Gazankuluy are dependant on incoms from mlgrant labour. (Harries,

1984 p,s).



54
CHAPTER 6

OVERVIEW OF HEAL'TH IN MHATI.A

The sample area used to examine the primary health care approach

in -~ health delivery is the Mhala district of Gazankulu, which is
an léolated area lylng Dbetween fzaneen. ahd Nelspruit in the
north-eastern Transvaal. There 13 extensive . poverty in- the
homelard and thls district can be seen ag representative of rural
homeland condltions. There are approxiamately 152 000 people
“living in the 57 villages which vary 1ln size. The health services
are underdeveloped and congirt of "one 260-bed hospital
{Tintswalo), one health céntre. ten clinics and a mobile clinic"”.

(Buch and de Beer 1984, p.1).

Health problems that are assoclarved with poverty are observed
because of poor soclo-economic conditions. "The health service
cannot overcome this poverty and cdoes not provide high quality,
accessible heslth care.™ (ibid, p:2). Fragmentatlion of health
services created by the homeland policy exercabates the
difficulties. This chapter discusses the soclo-economic .
conditions in Mhala. This is followed by an outllne of the diseasa
patterns which colncide with poverty, and an especially ilmportant
indlcator 1s 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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¢ Improvements in educatlon willl load to health awareness and
health 1iteracy. Ther: has to be an lncrease, specifically in
" health " education. Education and decent housing are essential
for promoting heaith as well as the regulation of the provision

of sanitatlon and ¢lean water,

¢ The health servieces should be accountable to the community and
should allow for community participation. which is esgential. The.
health system should be people centred. The communit& should he
lavoived in the selettion of community heslth workers and they
should be encouraged to establish local heslth devalopment
committees. The coanunity health workers should work together
with the patents, c¢hildren, educators and other workRers in the
community. People should be part of the decislon-making process

in matters that relate to them.

¢ Approprlate standards in health has to be provided. PHC with

1t s eomphasis on preventative medicine should be the maln focus

of the health servige.

CONCLUSION: The goals that are to be achieved ate those of
egquity, equallty and accessibility in the haalth gector, 1n order
to achieve an acceptable level of health, Thls can partially bo
achlavad through, adoptihg the primary health care approach. The
health of a community reflects 1t's moclo-gconomic conditleonsi

and therefore in attalning good healthy the environment has to he



¢ Health should be tecopgnised as the basic right of all peoplu.

¢ We noed to upgrade the enﬁlronment and improve both Lhe
physical and ‘yoncilo-econcmic cordlilons in Mhala., A health caro

gyatem should be woven with soclal devalopment.

¢ Thera needs to bé mote government responsibility in health care
prdvision. An increése In staff and funding Lz regquired. There
has to Be equal digtrlbution of resscurces to sérvicas. Rasource
allocatlon needs {0 be lnereased by the state to meet rural
health needs. The allscatlon of funds should be gearsd towards
the more hraventative ahd promotional medicine. There hag to be a
reallocatlon of regources (both human and material) to rural

araas.,

¢ There should be eagy accoss to ahd an even spread of
Facilitles. The distribution of services should be based on the
needs of communitles. Health Facillties have to be upgraded and
expanded. Tha health structure ls inadequate in Mhala and what ls
required iy an appropriatrse hierarchy of services and faollities,

Thete 1s a need for moblle clinies to se-ve villages without

facllities, as well as for health ¢entres and more flead clinles.

(Buch and de iBeoer, (987),

s Hchool hoalth sgervicea should be provided to acreen ehlldren

and provide care. Care of the aged ghauld alsc be provided,
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- how do the goclo-sconomic conditions affect health?

- what 1§ the impact of health services on generai development?
- do the health-fac;lities respond to the needs of the paople?
- ate the facilities adequate?

- are they efficlent and appropriate?

- arg thay effectlive in achleving the objectives of the primarY 
~ health care approach?

= 18 the community involved in health?

“The people of Mhala are living in a ﬁovarty~strickan atmosphere
and ln a neglected stats. The plea to planners are to introduce
and Implement eofficient syatema of sanitatlon and drinking water.
The major problem found was that the level of health of the rural
populatlon 1s'low and the health care situation follows that of a
davaloping soclaty becaurs of paverty. Other problems lnelude the
environmental oconditions; socio-economic conditions L.e. low
tncome levels, lack of employment and low health llteracy: and

" inadequate as well aa poor facllitles in the wafer, sanltation
and health sgectors. There 13 a high incidence of preventabls

medlcal condlitions and poverty-related dlseases.
GUIRELINES .

To create a "healthy" living atmosphere. a development Strategy
hag to address the above-mentloned problems. An overall
improvement of tha health satatus could be achleved through
various means. The following guldelihes are glven ag & way to
achleve the objectives  of the Alma-Ata Declaration and

comprehensive health care!
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"The function of the health service ig to promote hsalth For all,
to prevert disease, to cure the slck when this is possible and to
care for tham "when It is not." (Conte for the Study of Health
Policy, 1988 p,89). | |

Health services in  South Africa do not livé up to the criterla
cited In  the Alma-Ate Declaration. The current health syastem in
South  Afrilca is characterised by racial divisions. The
developmant of urban, curative care is maihtained at the oxpense
of rural, primary care; through unequal resource allocation. An
ovaLuation of the health system follows with some guldelines

towards attaining decent health lLevels of communltles.

EVALUATION

The assessment of health services and provision allows us te
learn from past experlences and improve present activities. "The
purpose of svaluation is to lmprove health programmes and the
health infrastructure for delivaring them, and to guide the
allocatlon of resources ALn current and future programmes.”

(W.H.0. 1985, p.5). In the avaluation process the following

igsues wore examined regarding heslth:



problem facring the unlt is lack of fundy and resources (both
financial and human). With more resources allocated towards rural
primary health care the unit will be ablae to continue and expand

itfg activities.



village Development Programme! The PHC approach demands clogs co-
coperation Dberwesen the community and the health sectur'régarding
all aspectis of developmént- The health services development unll
is involved in community groups in certaln villages. The unit is
involved Iln Four large and two smalier viliages in Mhaiaf In 1982
the vi;iage3 devalopment programme waa. agaoclated with the
Environmental Development Apgency and started various women's
gEroups. 'The groups wers organised a: .d basic.PHC projects and
communlty participation was astdvocated. The maln problems
jdentifled were malnutrition., poor hygelna, problem of health and
goneral illlteracy., poor quality of land, lack of adequats
sanltation and Infected water supplies. Projects war4 tharefore
csntred around these problems. The nain purpoée lg to ralse
community health awarenehs through health education, conduct
health surveys in the area and to develop & humbar of projects
guch as pgardening, the buildthg of plt latrines, in order to

inprove the soclo-atonomic clreumstances.

Other work assoclated with the health services development unlt
i the c¢reation of a resoutce centre for all to use. There is a
need to attract committed ataff who are ftrained in rural PHG.
Staff development projacts are used to provide organigsational.
sducational and communlity health skills. Peraonnsl development is
esgential tu doveloplng appropriate health cate gelivary In the
region. There is a need tor gontinual evaluation of work carrled
out. The mnost prograss has' been achleved in the educational

componant of teaching and developing PHC waorkers. The greatest
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toWards"making PHC nurses more acceptable to thelr culleagucs.
They work under difflcult conditions, as tural services are oftan
understaffed and lack rasources, Apart from dealing with puroly
health 1issuea in tho Mhala district, some PHC nurses have helped

ta sot up communlty groups to deal with relevant health and

soclial lwsues.

Thg other two projects within the personnel development programme
- are, the c¢ontinuing learhlng brogramme and the irailnlng progt-ame
for the educators of PHC nurses. The former began in 1986 and
runs. varlous actlvities 1o support PHG ‘nurses, It provides
continual educational upgrading for graduatas of the PHC nurses
training programme. The continulng learning programme alms te
halp PHC nurses with problems they encounter and to " assist them
to meat challenges and to maintaiﬁ an adequate level of clinical
and  community skills ". (Kanji and Hvian, 1987 p.1i). The sscond
project 1g a coourse run for those who teach the PHC nursés‘ [t
was also establlshed in 19%6. It ls a vital programme because

it educatas the promoters af primary health carsa.

Clinig Services Davelopment: A numbar of clinlc 8ervice
development proJects have been inltiated in conjunction wilth
Tintgwalo hospital. Tha types of programnes developed lncludes
health soreening at the school level: mass immunisation; oral
hydratior. and nutrition education uniti and assistance to cettain

health centres.
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arg ufien lsolated and it 18 atf the c¢linics where village poople
have theltr riret contact wilh health care. The duties of Lhess
nurges 19 to run Lhe clinies, provide comprehenslve care and

promete community hmalth ahd community development.

Ihe Lraining progranme was initiated in 1981, to traln regigtered
nurses gver & parluﬁ of one yeat. The obJeétiva is to edﬁcate PHC
nurses to provide conptehenslve care., Nurses From the surrounding

teplons attend thae post-graduate course, and oh ¢completlon return
to 1heir bass hosplitals, from where they are 8ent out inte the
village “wlinics, health centres o mobile clinios. Apart from
teaching them PHC skills, the cuurse ceals with how to work with
village bpeople and attsmpis to imparl Knowiedge on the " correct
attlitudes " in order not to allenate people. A necessary skill 1is
to be sensitive to the problems and needs2 of people who come [From
underdeve lopad communliies. PHC nurges have tu be supportive of
thege communitios. A major task 18 For them to " share their
khowledpe and skills wlth the communitys/villiage health workers

and with the village peopla in genéral oo {ibid, p.t),

Upon  avaluation of the course cerlain prodlems were highileghtad,
these nurses' akllls overlapped with Lhose of doctors and/or
social workers.ang he or she 1s  isolated., PHC nurses do not
roceive adogquate support because doctors fesel threatenad by
"

non Jdoctors " performing certain doctors' tasks albeit

gfflclently, (ihid. p.d). Ragently progress has however been nade
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participation and redistributlon of resources towards primary
care level are used in the Programmes and projects, Thele are
constralnts in the implementation of & proéressive PHC abproach
sudh 88 the unjusi structure of health services with it's raclal,
curative and. urban blaseg.. Another major constralnt Ls the
maldistribution :of regources allecated for the homeland health
services. Despite these constralnts the unit has strived towards
utilising the PHC principles in order to attaln more acceptable

standard of health.

The unlt has various components and they are all headed by the
éteering committes of the unit. Various projects are under.way of
which there are three of Pprimary importance; namely, the PHC
personnel developmenit:, the clinic services development, and the

village development programme.

HEALTH SERVICE DEVELOPMENT PROJECTS

PHC Persohnel Davelopment: There are varleus projects wlthin thig
programme, of which the most ‘important one 1s the tralning
programme for primary health care nurses. The training of thls
category of  nhursges ts the main objectiive of developing
approprlate pergonnel, .because these health wotkers are
appropriate for delivering health care 1in rural regions. In rural
areag, the district clinlcs are the maln facllities where from

haslth care ig delivered, and these are staffad by nurses. Thay
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gﬁm.z_

ITHE HEALTH #SERVICES DEVELOPMENT
| UNIT AND BHC

‘The health garvices develor.ent unit 15 a non-governmental
organisation and works alongside the Tintswalo hospital and the
Gazankulu Department of Health. The unit was established In 1982
and 1ls based at Tintswalo hospital. It is donor-funded, by the
Anglo-American Chairmen's Fund and 1is an outreach programme
agsoclated with the Communlty Health Debarfmant of the Unlversity
of the Witwatersrand Medlcal School. (Evian, 1988 p.i). The unlt
promotes projects that would provide for'health care for the
deprived rural areas of Gazankulu. Projects ln the training and
development of health care personnel 1s made posiible through the
unit s link  with the university. Although the unlt 1is
independantly funded 1t works closely with the universiiy and

thereby gives 1t credibllity to carry out projects.

The primary reason for the establishment of the unit was Lo re-
orientate the priorities of the hLealth sector towards the actual
needs of the people 1t serves. Racial inequality in South Africa
has resulted inh differences in health care availabili‘'y and
quality amongst various groups. The health services development
unit has tried to ptomote mptojects that will allew for change and

which "are appropriate for a future equitable health service."

{ibid, p.2).

The unit has attempted to ablde by the Alma-Ata Declaration of
1978 on primary health care. The notion of community
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EFFECTS QF THE HOMELAND POLICY

The health services of South Africa sre fragmented; This can ke
. seen in. the cass of Gazankulu and Lebowa. Tintswalo hospital
serves the Mhala distriet of Gazankuld, and Masana hospltal
serves & district of Lebowa. Initially each hogpital served
communities suirounding them irrespective of which distrlet they
people came from. Today Tintswalo doss not serve communities
cloge by if they fall undef the.Jurisdiction of Masanha. Thls
results in a wastage of time and transport costs lncrease, and
" wéakans an already inadequate suypport system ". (Buch and de
Beer, 1984 pai?)- Palicles are no longer.co-nrdinated and afforts

arg hot combined.

Péopie in Mhala have a disease proflle that 1ls assoclated with
peverty and the health service does not provide accessible care.
Oonly a small percentaze of the need for health care is met. The
primary reasons ate staff ghortages anc a lack of resources for
facitities and wessential aquipment. Socic-economie development,
which affects health ls hampered by unequal politlcul policles.
Health care iy also advsrsely affectied by seperate health
setvices, Health care Ln the homelands Jdo not reach the standards

of the PHC approath.

However c¢ectain PHC work is undertaken in Mhala and these are

dlscuyssed 1ln the next asection.



The ¢ore is the vital component of the PHC team. Mémbers need to
relate woll with each other. Leadership sheould not be elitist.
For effective results the PHC team needs to be tralhed and have a
gond 2upport base, which 1 the peripheral component of tha team.
In South. Africa rural PHC team's most pressing problem is that
there are not a suffielent number of members, i.e. staff

shortages.

*  The ingredients of a true PHC team are good interpersonal
relationships with facllltatory leadership of an adequately sized
group who have been selecied carsafully, trained appropriately and
who are well supported ", {1bid, p.140).

This goal naeds to be. achleved because io ensure the
implementation of primary health care and good team approach 1is

required.
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examined, and appropriate changes have to be made. Such changes
can he made within the huuéing and education sectors: as well as
in the provision of adequate gHa t:i'on ahd clean water.,
Developmant policies tharefore neew . ba integratad. The
objectivbs are providing nealth for all: and unitying and
integrating .the health system' with other sectors. This can be
achieved thrbugn the primary health care approach, which
addreéées the maln health problems in the_community and provides
promotive, Ppreventative, curative and rehabilitative sevrvices
‘because It is comprehensive 1in nature. Primary health care ls
conceived as a major strategy for developmsnt and as a key

towards improving healih for alt.
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