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Background: South Africa is implementing national health insurance (NHI) and primary
health care (PHC) re-engineering, and has concomitantly introduced the Human Resources for
Health (HRH) Strategy. These policies are underpinned by the National Development Plan
(NDP), which aims to address widespread inequality and inequity.
Aim: The aim of this study was to analyse the alignment of national HRH-related policies to
implement NHI and PHC re-engineering and determine knowledge gaps and research needs.
Method: A narrative review of the NDP, PHC re-engineering, HRH and NHI strategies was
carried out, supplemented by key HRH reports, data and articles.
Results: Current policies stress NHI and PHC re-engineering without effectively addressing
shortages and maldistribution of HRH across the provincial and public–private divides. In
line with PHC re-engineering, the HRH Strategy emphasised strengthening of community
health workers (CHWs), professional nurses (PNs), mid-level workers (MLWs), medical
practitioners (MPs) and clinical specialists (CSs). Four of these, CHWs, MLWs, MPs and CSs,
are varyingly still in absolute shortfall, as well as being inequitably distributed across the
provincial and public–private divides. The seeming adequacy in the absolute number of PNs
may disguise provincial and public–private sector disparities. Although expedited HRH
development and equitable deployment are crucial, it is also vital to resolve extant education
and accreditation challenges delaying HRH policy implementation.
Conclusion: The current lack of alignment of HRH policies does not portend well for the
successful implementation of NHI and PHC re-engineering. Knowledge gaps include the need
for further clarification of ideal multi-disciplinary team compositions and responsibilities.
Keywords: health policy; national health programmes; primary health care; health care
workers; health care disparities; state; government.

Introduction
Difficulties in the financing, training, deployment, retention and performance of human resources
for health (HRH) are global challenges.1,2 In 2013, the worldwide deficit of health care workers
(HCWs) was about 17.4 million, including 2.6 million medical doctors or practitioners (MPs) and
9.0 million nurses and midwives.1 South Africa’s unique HRH challenges stem from a two-tiered
public–private order that produces highly inequitable health care access and outcomes.3,4 Half of
the national health resources are spent on 16% of the population covered by medical schemes,
while the other half are spent on the 84% public sector-reliant population.5
Unremitting health care inequality and inequity contradicts the aim of the National Health Act
(61 of 2003)6 to transform the national health system. The Act requires the National Health Council
to monitor HRH utilisation across the public and private sectors. It also provides for a district
health system (DHS) with municipalities responsible for their own primary health care (PHC)
budgets. Primary health care clinics are the entry point for patients in need of preventative care
and diagnosis and treatment of minor ailments. Professional nurses (PNs) with additional PHC
training usually render these services, with MPs visiting on a rotating basis.
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Launched in 2012, the National Development Plan (NDP)7 is the country’s blueprint for sustainable
growth until 2030. One of the ‘critical actions’ of the Plan is to phase in national health insurance
(NHI). The 2017 National Department of Health’s (NDoH) White Paper8 envisaged that NHI will
bridge the gap between the public and private sectors. National health insurance is being phased
in over a 14-year period, with the first phase (2012–2017), which focused on public sector
strengthening, already in the past.

http://www.phcfm.org
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The NDoH’s HRH Strategy for Health (2011)9 mainly
emphasised the strengthening of the following types of
HCWs in line with PHC re-engineering: community health
workers (CHWs), PNs, MPs and clinical specialists (CSs)
(community-based), as well as mid-level workers (MLWs)
(district hospital-based). Primary health care re-engineering
aims to improve community health through three streams:
ward-based outreach teams (WBOTs), school health services
and district clinical specialist teams (DCSTs).10 The DCSTs
were necessitated by the high maternal mortality in the
country, that is, almost six in every 10 maternal deaths were
potentially preventable.11 The WBOTs are managed by PNs
who are additionally responsible for post-natal and CHWreferred home visits to patients.12 The HRH Strategy also
described other workforce implications of PHC reengineering such as the need to re-establish the MP’s function
as a key clinical role player in the PHC team.
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Sector PHC Team (2017)27; the Clinical Associate National
Task Team’s report, (16) CA Training and Profession (2017)28;
and the Albertina Sisulu Executive Leadership Programme in
Health’s (ASELPH) (17) Rapid Appraisal of WBOTs (2015).29

Findings

Aim

South Africa’s transition to democracy since 1994 included
the introduction of free health care policies, the DHS and
prioritisation of PHC, which all contributed to ensure more
equal distribution of HCWs as well as greater access to
services.30 However, district-based PHC implementation was
confronted with the emergence of a human immunodeficiency
virus (HIV) and/or acquired immune deficiency syndrome
(AIDS)-tuberculosis (TB) co-epidemic, as well as a rising
burden of chronic non-communicable diseases (NCDs).31
This drastically increased the need for public health services.
However, constant emigration of health professionals to
wealthier countries and to the well-resourced private sector
undermined the strength of the public sector.

This study analyses the alignment of South Africa’s latest
HRH-related policies to give effect to the critical mass and
combinations of HCWs required by NHI and PHC
re-engineering. Specific review questions were, firstly, to
determine the level of congruence between the NDP (2012),
PHC re-engineering (2011), HRH (2011) and NHI (2017)
policies; secondly, to describe the current and required
numbers of CHWs, PNs, MLWs, MPs and CSs and thirdly, to
identify knowledge gaps and areas for research.

In 2016, Rispel16 noted that South Africa had higher ratios of
health professionals than the WHO minimum norms and
also had ‘well-established training institutions (among the
best in the world), highly skilled [HCWs], effective
professional regulation, and sufficient fiscal space for
relatively high remuneration levels compared with many
other countries’. Nonetheless, different types of HRH crises
were occurring in the country, including a staff-shortage
crisis with more than 100 000 public sector vacancies in 2010.

Methods
Information to answer the pre-determined research questions
was sought by means of a narrative review of secondary
documents conducted by all authors independently with
subsequent discussions to reach consensus on the relevance
and implications of each document. The main documents
reviewed include the government’s (1) NDP (2012)7 as well as
the NDoH’s (2) PHC re-engineering (2011),10 (3) HRH (2011)9
and (4) NHI (2017)8 policies. The supplementary policies,
strategies, reviews, reports and databases reviewed include
chapters of the Health Systems Trust’s (HST) South African
Health Reviews of (1) 2014–2015,13,14,15 (2) 2016,16 and (3)
201717; the World Health Organization’s (WHO) (4) Evidence
on CHW Programmes (2007),18 (5) Recommendations to
Optimize HCW Roles via Task Shifting (2012),19 (6) Health
Statistics to Monitor the Sustainable Development Goals
(SDGs) (2017)2 and (7) Global Health Observatory data
repository (2018)20; the Global Health Workforce Alliance’s
(GHWA) report (8) CHWs for the Millennium Development
Goal (MDG) Delivery (2010)21; the Medical Research Council’s
(MRC) (9) PHC Re-engineering Staffing Norms (2012)12; the
NDoH’s (10) Policy on Recruitment and Employment of
Foreign Health Professionals (c2006),22 (11) Strategic Plan for
Nursing (2012),23 and (12) Policy Framework and Strategy for
WBOTs (2018/19–2023/24)24; the Competition Commission’s
(13) Health Market Inquiry (HMI) (2018)25; Econex’s report,
(14) Doctor Shortages (2015)26; the Foundation for Professional
Development’s (FPD) report, (15) Role of Doctors in a Public
http://www.phcfm.org

The MRC’s PHC Re-engineering Staffing Norms (2012)12
provided the following counsellor (CHW) and health
professional and staffing norms per 10 000 client visits
expressed as the required number of full-time equivalent
posts: CHWs – 0.63, PNs – 1.52 and MPs – 0.08. When applying
these norms to the actual PHC utilisation rate, there were
shortfalls of 1652 CHWs, over 10 000 PNs and 361 MPs in the
public sector. Thereupon, assuming a ratio of one CHW to 600
people, a civil society publication32 estimated that over 60 000
CHWs were needed. The NDoH’s HRH Strategy (2011)9
indicated the numbers of public sector vacancies for PNs as
44 780 and MPs as 10 860. These differences show that the
extent of HCW shortages is debatable, depending on the
information that is used. Still, as indicated by the WHO’s
Health Statistics for the SDGs (2017),2 at 5.88 per 1000
population, South Africa’s skilled health professional density
over the years 2005–2015 was higher than that globally at 4.56
per 1000 population. Skilled birth assistance in South Africa
over the years 2005–2016 at 94% was higher than the 81% of
India, but lower than the 100% of China and the Russian
Federation, respectively, and the 99% of Brazil. Female life
expectancy in South Africa in 2015 was 66.2 years, that is,
substantially lower than 73.7 years globally, 78.7 years in
Brazil, 76.3 years in the Russian Federation and also somewhat
lower than the 69.9 years in India. Interestingly, at 2.75 per
1000 population, India had less than half of South Africa’s
skilled health professional density. Current HRH challenges in
South Africa pertain especially, but not exclusively, to CHWs,
PNs, MLWs, MPs and CSs as elaborated below.
Open Access
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Community health workers
The WHO’s Recommendations to Optimize HCW Roles via
Task Shifting (2012)19 viewed rational distribution of tasks
among cadres of HCWs as a promising strategy to improve
access and cost-effectiveness within health systems. The
GHWA report, CHWs for MDG Delivery (2010)21 showed
that CHWs provided a wide variety of services to
communities, contributed to the lowering of maternal and
child mortality rates, and assisted in decreasing the burden
and costs of communicable diseases such as TB and malaria.
A renewed focus on a more diverse skills mix and a greater
role for CHWs may result in an increase in their numbers
relative to the number of professional HCWs in the future.1
The WHO’s Global Health Observatory (2018)20 combines
community and traditional health workers in a single category
making country comparisons of the number of CHWs difficult.
For some countries, including Brazil and the Russian
Federation, no relevant statistics are provided. The ratio of
0.192 for traditional and CHWs per 1000 population indicated
for South Africa dates back to 2004. To the extent comparable,
this was substantially lower than the 0.581 per 1000 population
in India and the 0.831 per 1000 population in China in 2011.
The NDP (2012)7 envisaged that PHC services will be
strengthened by broadening district-based programmes such
as the CHW programme. The HRH Strategy (2011)9
acknowledged that while the role of the CHW was central to
the PHC initiative, historically this role was inadequately
defined in South African HRH policy. Efforts are now under
way to recognise CHWs as formal HCWs. To better integrate
them into the general health system and existing community
structures, task shifting to CHWs should be considered in
relation to the roles of other HCWs.33 The HRH Strategy
directed that the scopes of practice of all health professionals
need to be revised to shift tasks to the category of HCW
(including CHWs) that can perform the work most efficiently.
Evidence suggests that CHWs are best suited to strengthen
the demand side (e.g. to increase the number of women
seeking antenatal care and skilled birth assistance), promote
health and prevent illness, and encourage appropriate
referral for minor ailments and injuries.9
ASELPH’s Rapid Appraisal of WBOTs (2015)29 revealed many
challenges pertaining to CHW development, including that
the organisation and timing of available training (particularly
the need to complete phase 1 before starting work) was
inadequate, slow progression through the training phases,
inadequate instruction materials, unconducive learning spaces
and budgetary constraints. The WBOT Policy Framework and
Strategy (2018)24 also indicated that conditions in some
geographical areas made it difficult for the WBOTs to cover the
expected number of households. Also, a lack of uniforms and
nametags compromised CHWs’ identification and acceptance
by communities: ‘Community-based health workers are
neither workers nor volunteers’.24 The Framework and
Strategy reaffirmed plans to fully integrate CHWs into the
formal health service delivery platform.
http://www.phcfm.org
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Despite recognition that CHWs are a critical resource for
comprehensive PHC, there are few data available on their
supply and distribution in South Africa.13 The HRH Strategy
(2011)9 indicated a shortage of 14 279 CHWs and 9874 homebased care workers in 2015. The MRC’s (2012) PHC
Re-engineering Staffing Norms calculated a need for 44 792
CHWs.12 This was based on the following assumptions: a
population of 6000 per WBOT, eight home visits per day per
CHW, five CHWs per team, 300 households per CHW and a
total of 6999 teams. In 2014, the media34 indicated the numbers
of ‘ward-based’ CHWs as follows: Eastern Cape – 4284
(42.3%), North West – 1872 (18.5%), Gauteng – 1062 (10.5%),
KwaZulu-Natal – 846 (8.4%), Free State – 678 (6.7%),
Limpopo – 546 (5.4%), Northern Cape – 486 (4.8%) and
Mpumalanga – 348 (3.4%). These data, which excluded the
Western Cape Province because of ‘a separate provincial
system’, suggested that CHWs were inequitably distributed
with just more than two-fifths of CHWs located in the Eastern
Cape. In the same year, this province accommodated only
15.3% of the total public sector-dependent population.13
Thereupon, Gauteng with 23.3% and KwaZulu-Natal with
23.5% of the public sector-dependent population, both only
had about one-tenth of the country’s CHWs.

Professional nurses
Although the NDP (2012)7 envisaged the training of ‘more
nurses’, the HRH Strategy (2011)9 indicated that a shortage of
22 121 nurses would occur in 2015. Ten years before, in 2005,
the number of nurses in South Africa at 3.4 per 1000 population
far exceeded the WHO’s minimum norm of 2.0 per 1000
population.35 The WHO’s Global Health Observatory (2018)20
indicates that at 5.2 nurses and midwives per 1000 population
in 2016, these health professionals were less well supplied in
South Africa than in two of the BRICS countries, the Russian
Federation, 8.7 per 1000 population (2015) and Brazil, 7.4 per
1000 population (2013). As measured by healthy life expectancy
in 2016, the need for nurses and midwives was, however,
highest in South Africa (55.7 years), followed by the Russian
Federation (63.5 years) and Brazil (66.0 years).2 In 2015, as with
around half of all WHO member countries, two of the BRICS
countries – China, 2.3 per 1000 population (2015) and India, 2.1
per 1000 population (2016) – had less than 3.0 nurses and
midwives per 1000 population. The seeming adequacy of
South Africa’s nursing workforce, however, disguises disparity
in public–private distribution. The Competition Commission’s
HMI (2018)25 indicated that of a total of 149 381 nurses in the
country in 2015, 109 477 (73.3%) were employed in the public
sector and 39 904 (26.7%) in the private sector.
Before the closure of the nursing colleges in South Africa in
the 1990s,36 basic nursing training entailed a 4-year general
diploma at a nursing college in a training hospital. Taking
place in the ward from day 1, the training was practical and
produced confident, caring and skilled nurses who then
completed a further year in midwifery, psychiatry or
community nursing. However, the course was changed to 4
years at a university or university-linked college. The
repercussion is expensive theoretical training, with nurses
Open Access
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often having little confidence, poor attitudes and many
abandoning the profession.
The Strategic Plan for Nurse Education Training and Practice
(2012)22 required specific competencies for nurses and
legislative changes for a revised scope of practice. However,
the nursing profession remains plagued with challenges with
respect to education, staffing and regulation.37 As early as
2015, Rispel and Bruce14 warned: ‘A major crisis is looming
unless issues of curriculum quality and relevance, nurse
educator quality, educational resources, and governance of
nursing education are addressed’. The NDoH has been
planning to provide nursing staffing norms for the last
5 years, but has not yet done so. All higher education
institution (HEI) nursing programmes need to be aligned to
place nursing on a par with other health professions within a
unitary educational system.38 Public nursing colleges
producing about 80% of graduates need more time to fulfil
the criteria to be accredited as HEIs. The higher education
sector and South African Nursing Council (SANC) are slow
in accrediting nursing programmes. Moreover, poor basic
public schooling in the country fails to produce students able
to cope with the high demands of the nursing curriculum.39

Mid-level workers
In 2008, Lehmann40 indicated a need to increase knowledge
about MLWs and their role in and impact on health outcomes
internationally. The clinical associate (CA) was introduced in
South Africa with the first group of students graduating in
2010. The introduction of this cadre was a government-initiated
strategy to address the shortages of health professionals,
particularly in rural areas.41 In 2017, the CA National Task
Team27 reported that CA students were being trained and
worked in district hospitals as PHC generalists providing care,
treatment and medical services to people living with HIV.
Unlike clinically trained (PHC) nurses who practice
independently, CAs work under the supervision of an MP, but
this can change over time as the CA gains experience.42 Ideally,
CAs will perform many of the routine tasks consuming the
MPs’ time, allowing them to focus on more complex work.43
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Formalising and expanding the training of MLWs at HEIs has
never even reached the planning and development phase.
The HEIs need to be informed about the requirements for
MLWs based on service plans, how training will be financed
and the plans for employment and career pathing.
Despite the appreciation for CAs,28,41,42,43 this new cadre has
also generated serious concerns. According to a 2017
Parliamentary Monitoring Group report,44 CAs were ‘ignored
in rural areas’ and ‘poached by the United Kingdom’. In
2016, the scope of practice for a CA was promulgated by the
Health Professions Council of South Africa, but has yet to be
signed off by the Health Minister. This implies that it remains
difficult to define MLWs’ roles within multi-disciplinary
teams.

Medical practitioners
Although the NDP (2012)7 envisaged ‘[i]ncreasing the
numbers of medical professionals’, the HRH Strategy (2011)9
indicated that a shortage of 3930 MPs would occur in 2015.
The WHO’s Global Health Observatory (2018)20 shows that
over 45% of member states, including South Africa, have less
than 10 MPs per 1000 population. Compared to the other
BRICS countries, the supply of MPs at 8.2 per 1000 population
in South Africa in 2016 was somewhat higher than India at 7.6
per 1000 population (2016), but substantially lower than the
39.8 per 1000 population in the Russian Federation (2015), 18.5
per 1000 population in Brazil (2013) and 18.1 per 1000
population in China (2015). Thereupon, as measured by
healthy life expectancy at birth for both sexes in 2015, the need
for MPs was highest in South Africa (62.9 years) and lowest in
the Russian Federation (70.5 years) and Brazil (75.0 years).

The CA National Task Team’s Report (2017)28 identified
challenges relating to funding of new posts to accommodate
CA graduates, creating career paths to prevent brain drain
once graduates have repaid their bursaries, and lack of clarity
about their roles relative to other clinical staff. Only 794 CAs
completed training at three universities in South Africa from
2010 to 2016, of which 720 commenced practice locally. The
HRH Strategy9 estimated that about 1350 CAs are required
for district hospitals (five per district hospital). There was,
thus, a substantial shortfall in production, and the need
remains to substantially increase CA training at no risk of
overproduction.

The FPD’s report, Doctors’ Roles in Multi-disciplinary PHC
Teams (2017),27 indicated elaborate roles for MPs, including,
inter alia, to provide holistic care to patients, contribute to
health promotion, provide clinical support and governance,
mentor and support other team members, ensure continuity
of care through effective referral, advocate for the community
and improve health outcomes through an understanding of
the social determinants of health. However, the Competition
Commission’s HMI (2018)25 indicated that of a total of 20 067
general practitioners in the country in 2015, 11 299 (56.3%)
were working in the public sector and 8768 (43.7%) in the
private sector. Of the 11 827 medical specialists, 4233 (35.8%)
were working in the public sector and 7595 (64.3%) in the
private sector. The comparatively few available MPs in South
Africa were further maldistributed across the provinces, with
an overconcentration of medical specialists in Gauteng
(42.2%) and the Western Cape (27.4%) in 2016. At the time,
these provinces accommodated only, respectively, about two
in every 10 and one in every 10 of the country’s public sectordependent people.17

Mid-level worker programmes sometimes fail as a result of a
lack of synergy between the processes of regulation,
production and employment.42 It seems that the CA
programme in South Africa may suffer the same fate.

The National HRH Plan of the NDoH (2006)45 recommended
an increase in the undergraduate medicine programme
output from 1300 to 2400 graduates per annum. This growth
never occurred as anticipated. South Africa thus entered into

http://www.phcfm.org
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a bilateral agreement with Cuba to alleviate acute MP
shortages in the public sector. About 3300 medical students
were sent to this country for training of whom 657 have
graduated since 2004.8,46 Econex’s study on Doctor Shortages
study (2015)26 opined that even the South African private
sector may have too few MPs, that is, there were just 2.5 public
and 9.2 private sector MPs per 1000 population in 2013 – the
combined average was 6.0 per 1000 population, compared to
15.2 per 1000 population globally.
The HRH Strategy (2011)9 was uncertain how many MPs
emigrate, but between 2004 and 2009, 17% of MPs who qualified
did not report for community service. In 2016, the media47
reported that between 70% and 80% of MPs preferred not to
work for the state. The same media stated that although foreign
MPs were eager to work in the country, bureaucratic challenges
often prevented this. As articulated in the Policy on Recruitment
and Employment of Foreign Health Professionals (ca. 2006),22
the government maintains a general principle that no foreign
HCW may seek employment without a formal letter of invitation
or employability. There is also need for better integration of
foreign MPs into the public sector: ‘the level of fragmentation
characterising the milieu, with tensions along language, ethnic,
racial, gender, hierarchical and professional lines, was adding to
foreigners’ difficult integration’.48

Clinical specialists
The HRH Strategy (2011)9 indicated that a shortage of 5677
medical specialists would occur in 2015, but nevertheless
expected that the DCST in each district will consist of four
CSs (paediatrician, family physician, obstetrician and
gynaecologist, and anaesthetist), as well as an advanced
midwife, advanced paediatric nurse and advanced PHC
nurse. The cross-disciplinary approach has proved to be
successful if the DCST team shares a common vision and has
a work plan to guide the priorities and facility support
visits.49 The purpose of DCSTs is to enhance clinical
governance at the lowest level of the health system to
improve the quality of maternal, neonatal, child and women’s
health (MNCWH) care in South Africa, through strengthening
four pillars of clinical governance: (1) clinical effectiveness
(use of evidence-based protocols); (2) clinical risk
management (safe care without harm); (3) professional
development and management and (4) creating demand and
improving accountability for MNCWH.50
Oboirien et al.’s15 findings revealed that although the DCST
was considered to be an important innovation, with high
expectations about their role in PHC strengthening, the
extent of the DCSTs’ integration was highly dependent on
existing capacity, flexibility and ‘matching of expected roles
to resources’. Also, role indistinctness and conflict at the
system-wide level was experienced in the implementation of
the DCST strategy, suggesting a need for more effective
management of implementation systems.51 In 2014, Voce et al.
reported that only a small proportion of districts had a fully
constituted DCTS, but that teams, dyads (where present) and
individuals were fulfilling key responsibilities towards
http://www.phcfm.org
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improving the quality of clinical services.52 As of March 2015,
besides various measures having been put into place to
measure effective implementation of the DCSTs, 49 out of the
52 districts in South Africa had appointed at least a minimal
team (a dyad – nurse/doctor pair in one discipline).53
In 2014, a Ministerial Task Team (MTT)54 recommended that
a conditional grant should be established to cover maternal
services that include a line item covering DCSTs to ensure
their sustained public sector funding. The MTT also
recommended that HRH policies should be revisited to
improve health professional retention and CS coverage in
rural areas, including requirements for community service
for specialist registration, rotation as part of registrar training
and periods of deployment in regional hospitals in
underserved areas. However, as far as could be determined,
data on DCST and CS numbers and distribution are not
available, thus ruling out assessment of the progress made in
implementing this key HRH intervention to address high
maternal mortality in South Africa.
In 2018, Feucht et al. reported that in confined areas in South
Africa, DCSTs were generating innovations focused on key
service delivery improvements, with notable outputs and
with documented reductions in institutional deaths and
fatality rates over time.50 Along with concurrent
implementation of a range of evidence-based interventions
to achieve these reductions, the improved processes and
skills that the DCST innovations introduced were ‘obvious
enabling success factors’. However, observed weaknesses in
reviewed DCST initiatives included that quality standards
such as respect and dignity, communication and emotional
support were not addressed. These authors recommended
that the development and scale-up of DCST innovations
needed to be institutionalised and have to include effective
support and action from the relevant health managers.

Summary
Key observations from this review are the following:
(1) Despite policy recognition that CHWs have a critical role in
comprehensive PHC, there are few data available on their
supply and distribution in South Africa. Available data
suggest wide disparity in the provincial supply of CHWs.
(2) Professional nurse training is currently severely
compromised by non-alignment of policies and statutory
processes. (3) Because the role and regulation of MLWs have
not been finalised, their development and wider deployment
are being delayed. This means that an important HRH
strengthening opportunity is being missed. (4) The allocation
of MPs in the public sector is misaligned and is not adequately
addressing PHC challenges. This is because there is no
consensus and national policy on how and where best to place
doctors to best meet the demand for medical services among
those most in need. (5) For CSs to make an impact in the public
sector, there should be at least one full complement of DCSTs
in every district. At the moment there is a real threat that PHC
re-engineering will not be achieved if the rural–urban and
public–private divide among CSs distribution is not closed.
Open Access
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Gaps and areas for research in terms of HRH requirements
for successful NHI implementation and PHC re-engineering
include (1) further clarification of multi-disciplinary team
compositions, roles and responsibilities; (2) social factors
affecting health professionals in rural areas and health
professional retention for the DHS; (3) clinical governance
roles of MPs in their interaction with other HCWs and
communities; (4) resource and support needs of WBOTs and
CHWs and (5) progress made in establishing the DCSTs.
Novel models to calculate staffing norms for new policies and
services are constantly being developed. This review
concentrated on the most recent available information; however,
techniques to calculate optimal staff categories, combinations
and activities differ and are variably used in different settings. A
further limitation of this review is that it is not based on primary
research. Future research could consider wider consultation
with key informant groups across the public and private sectors
to report their experience and perspectives.

Conclusion
The NDP (2012), PHC re-engineering (2011), HRH (2011) and
NHI (2017) policies are well drafted with beneficent intent.
These policies provide the overall vision and strategies for South
Africa to pursue equitable health care for all. Nonetheless, the
latest HRH policies fall short in that there is disjuncture between
them and that they are not translated into synchronised strategic
plans to produce sufficient numbers and more equitable
distribution of HCWs. Aligning the policies and expediting
their strategic implementation are essential to reach the desired
goal of UHC through NHI and PHC re-engineering, and to fulfil
the 2030 NDP vision of reduced health inequality and inequity.

Acknowledgements
The authors thank Ms T. Mulder, medical editor, Faculty of
Health Sciences University of the Free State, for technical and
editorial preparation of the manuscript.

Review Article

Disclaimer
The views and opinions expressed in this article are those of
the authors and do not necessarily reflect the official policy or
position of any affiliated agency of the authors.

References
1. World Health Organization. Global strategy on human resources for health:
Workforce 2030. Geneva: World Health Organization; 2016.
2. World Health Organization. World health statistics 2017: Monitoring health for the
SDGs, sustainable development goals. Geneva: World Health Organization; 2017.
3. Van Rensburg HC. A history of health and health care in South Africa: 1652–1994.
In: Van Rensburg HC, editor. Health and health care in South Africa. 2nd ed.
Pretoria: Van Schaik Publishers, 2012; p. 61–120.
4. Mayosi BM, Benatar SR. Health and health care in South Africa – 20 years after
Mandela. N Engl J Med. 2014;371(14):1344–1353. https://doi.org/10.1056/
NEJMsr1405012
5. Statistics South Africa. Whither a demographic dividend South Africa: The Overton
window of political possibilities. Pretoria: Statistics South Africa; 2017.
6. South African Government. National Health Act No. 61 of 2003 [homepage on the
Internet]. 2003 [cited 2018 Jul 07]. Available from: https://www.gov.za/
documents/national-health-act.
7. National Planning Commission, Republic of South Africa. National development
plan 2030. Our future – Make it work [homepage on the Internet]. 2013 [cited
2018 Jul 08]. Available from: https://www.gov.za/documents/nationaldevelopment-plan-2030-our-future-make-it-work.
8. National Department of Health, Republic of South Africa. White Paper. National
Health Insurance Policy. Towards universal health coverage [homepage on the
Internet]. 2017 [cited 2018 Jun 28]. Available from: https://www.gov.za/sites/
www.gov.za/files/40955_gon627.pdf.
9. National Department of Health, Republic of South Africa. Human resources for
Health South Africa. HRH strategy for the health sector: 2012/13–2016/17
[homepage on the Internet]. 2011 [cited 2018 Jul 08]. Available from: https://
www.gov.za/sites/default/files/hrh_strategy_0.pdf.
10. National Department of Health, Republic of South Africa. Provincial guidelines for
the implementation of the three streams of PHC re-engineering [homepage on
the Internet]. 2011 [cited 2018 Aug 07]. Available from: http://policyresearch.
limpopo.gov.za/handle/123456789/882?show=full.
11. National Department of Health, Republic of South Africa. Saving mothers 2014.
Annual report and detailed analysis of maternal deaths due to non-pregnancy
related infections. Pretoria: National Department of Health; 2014.
12. Daviaud E, Subedar H. Staffing norms for primary health care in the context of PHC
re-engineering. Cape Town: Medical Research Council; 2012.
13. Day C, Gray A. Health and related indicators. In: Padarath A, King J, English R, editors.
South African health review 2014/15. Durban: Health Systems Trust, 2015; p. 197–332.
14. Rispel L, Bruce J. A profession in peril? Revitalising nursing in South Africa. In:
Padarath A, King J, English R, editors. South African health review 2014/15.
Durban: Health Systems Trust, 2015; p. 117–125.
15 Oboirien KO, Harris B, Eyles J, et al. Understanding roles, enablers and challenges
of District Clinical Specialist Teams in strengthening primary health care in South
Africa. In: Padarath A, King J, English R, editors. South African health review
2014/15. Durban: Health Systems Trust, 2015; p. 45–55.
16. Rispel L. Analysing the progress and fault lines of health sector transformation in
South Africa. In: Padarath A, King J, Mackie E, Casciola J, editors. South African
health review 2016. Durban: Health Systems Trust, 2016; p. 17–23.

Competing interests
The authors declare that they have no financial or personal
relationships that may have inappropriately influenced them
in writing this article.

17. Day C, Gray A. Health and related indicators. In: Padarath A, King J, English R, editors.
South African health review 2017. Durban: Health Systems Trust, 2017; p. 217–339.
18. Lehmann U, Sanders D. Community health workers: What do we know about
them? The state of the evidence on programmes, activities, costs and impact on
health outcomes of using community health workers. Geneva: World Health
Organization, 2007; p. 1–42.
19. World Health Organization. WHO recommendations. Optimizing health worker
roles to improve access to key maternal and newborn health interventions
through task shifting. OPTIMIZEMNH. Geneva: World Health Organization; 2012.

Authors’ contributions
N.M. conceived the idea, conducted the literature search,
analysed the findings and took the lead in writing the initial
manuscript. C.H. contributed to the analysis of the findings,
searched the databases, reviewed and edited the manuscript,
and led the writing of the final manuscript. N.M. and G.N.K.
assisted in the design of the article and also reviewed and
edited the article.

Funding information
This research received no specific grant from any funding
agency in the public, commercial or not-for-profit sectors.
http://www.phcfm.org

20. World Health Organization. Global health observatory data repository [homepage
on the Internet]. 2018 [cited 2018 Nov 20]. Available from: http://apps.who.int/
gho/data/node.main.HWF?lang=en.
21. Global Health Workforce Alliance. Global experience of community health
workers for delivery of health related millennium development goals: A systematic
review, country case studies, and recommendations for integration into national
health systems [homepage on the Internet]. World Health Organization. 2010
[cited 2018 Nov 20]. Available from: http://www.who.int/workforcealliance/
knowledge/publications/CHW_FullReport_2010.pdf.
22. National Department of Health. Policy on recruitment and employment of foreign
health professionals in the Republic of South Africa [homepage on the Internet].
2006 [cited 2018 Oct 28]. Available from: http://www.equinetafrica.org/sites/
default/files/uploads/documents/GOVhres310108.pdf.
23. National Department of Health, Republic of South Africa. The national strategic
plan for nurse education, training and practice 2012/13–2016/17 [homepage on
the Internet]. 2012 [cited 2018 Jul 08]. Available from: http://www.sanc.co.za/
archive/archive2013/linked_files/Strategic_Plan_for_Nurse_Education_Training_
and_Practice.pdf.

Open Access

Page 7 of 7

Review Article

24. National Department of Health, Republic of South Africa. Policy framework and
strategy for ward based primary healthcare outreach teams. Pretoria: National
Department of Health; 2018.

40. Lehmann U. Mid-level health workers. The state of the evidence on programmes,
activities, costs and impact on health outcomes. A literature review. Geneva:
Department of Human Resources for Health, World Health Organization; 2008.

25. Competition Commission of South Africa. Health market inquiry. Provisional
findings and recommendations report. 2018 July 5. Pretoria: Competition
Commission of South Africa; 2018.

41. Moodley SV, Wolvaardt L, Louw M, Hugo J. Practice intentions of clinical associate
students at the University of Pretoria, South Africa. Rural Remote Health [serial
online]. 2014;14:238. [cited 2018 Jun 28]. Available from: https://repository.up.
ac.za/handle/2263/43626.

26. Econex. Identifying the determinants of and solutions to the shortage of doctors
in South Africa: Is there a role for the private sector in medical education? 26
August 2015 [homepage on the Internet]. Econex; 2015 [cited 2018 Jun 28].
Available from: https://econex.co.za/wp-content/uploads/2015/08/ECONEX_
Doctor-shortages-and-training_FINAL1.pdf.
27. Slaven F. Report on the doctors for primary health care symposium. 2017 Mar 28.
Pretoria, South Africa: Foundation for Professional Development; 2017.
28. Clinical Associate National Task Team. Report of the clinical associate national task
team 2017. Clinical Associate Training and Profession. Pretoria; 2017 (Unpublished
report).
29. Jinabhai CC, Marcus TS, Chaponda A. Rapid appraisal of ward based outreach
teams. Albertina Sisulu Executive Leadership Programme in Health [homepage on
the Internet]. 2015 [cited 2018 Nov 22]. Available from: https://www.up.ac.za/
media/shared/62/COPC/COPC%20Reports%20Publications/wbot-report-epublr-2.zp86437.pdf.
30. Van Rensburg HC. South Africa’s protracted struggle for equal distribution and
equitable access – Still not there. Hum Resour Health. 2014;12:26. https://doi.
org/10.1186/1478-4491-12-26
31. Mayosi BM, Flisher AJ, Lalloo UG, et al. The burden of non-communicable diseases
in South Africa. Lancet. 2009;374:934–947. https://doi.org/10.1016/S01406736(09)61087-4
32. Spotlight. How many CHWs do we need? [homepage on the Internet]. 2015 Nov
30 [cited 2018 Dec 01]. Available from: https://www.spotlightnsp.co.
za/2015/11/30/5-many-chws-need/.
33. World Health Organization. WHO guideline on health policy and system support
to optimize community health worker programmes. Geneva: World Health
Organization; 2018.
34. Malan M. Community healthworkers shafted by SA’s policy shambles [homepage
on the Internet]. Bhekisisa Centre for Health Journalism. 2014 Sep 12 [cited 2018
Nov 22]. Available from: https://bhekisisa.org/article/2014-09-11-communityhealth-workers-shafted-by-sas-policy-shambles.
35. Wildschut A, Mqolozana T. Shortage of nurses in South Africa: Relative or
absolute? Case study report, forming part of the HSRC study: A multiple source
identification and verification of scarce and critical skills in the South African
labour market. Pretoria: Department of Labour; 2008.
36. Coovadia H, Jewkes R, Barron P, Sanders D, McIntyre D. The health and health
system of South Africa: Historical roots of current public health challenges. Lancet.
2009;374(9692):835–846. https://doi.org/10.1016/S0140-6736(09)60951-X
37. Blaauw D, Ditlopo P, Rispel LC. Nursing education reform in South Africa – Lessons
from a policy analysis study. Glob Health Action. 2014;7:26401. https://doi.
org/10.3402/gha.v7.26401
38. Oxford T. Bringing policy to fruition in training South African nurses. Mail and
Guardian [homepage on the Internet]. 2016 [cited 2018 Jun 28]. Available from:
https://mg.co.za/article/2016-05-13-00-bringing-policy-to-fruition-in-trainingsouth-african-nurses.
39. World Economic Forum. Annual report 2016–2017 [homepage on the Internet].
World Economic Forum; 2017 [cited 2018 Jun 28]. Available from: http://www3.
weforum.org/docs/WEF_Annual_Report_2016_17.pdf.

http://www.phcfm.org

42. Doherty J, Couper I, Fonn S. Will clinical associates be effective for South Africa?
S Afr Med J. 2012;102(11 Pt 1):833–835. https://doi.org/10.7196/samj.5960
43. Doherty J. Addressing staff shortages in public hospitals. A role for clinical
associates? [homepage on the Internet]. Public Health Association of South Africa;
2013 [cited 2018 Aug 07]. Available from: https://www.phasa.org.za/wp-content/
uploads/2013/02/Jane_Clinical-Associates.pdf.
44. Parliamentary Monitoring Group. Delivery of Health Services: National
Department of Health; Auditor-General of SA; Provincial Departments of Health:
Free State, North West, and Eastern Cape [homepage on the Internet].
Parliamentary Monitoring Group; 2017 [cited 2018 Aug 08]. Available from:
https://pmg.org.za/page/Delivery%20of%20Health%20Services.
45. National Department of Health, Republic of South Africa. National human
resource plan for health [homepage on the Internet]. 2006 [cited 2018 Jul 08].
Available
from:
http://www.equinetafrica.org/sites/default/files/uploads/
documents/SOUhres_200307.pdf.
46. National Department of Health, Republic of South Africa. Annual report
2017/2018 [homepage on the Internet]. 2018 [cited 2018 Nov 23]. Available from:
https://www.gov.za/sites/default/files/DoH%20annual%20report%202018.pdf.
47. Brits E. SA health sector faces a crisis. Bhekisisa Centre for Health Journalism.
2016 Oct 09 [cited 2018 Nov 22]. Available from: https://www.news24.com/
SouthAfrica/News/sa-health-sector-faces-a-crisis-20161008.
48. Segatti A. Migrating for Work Research Consortium. A disposable workforce:
Foreign health professionals in the South African public service. WORC Report No
7 [homepage on the Internet]. African Centre for Migration & Society; 2014 [cited
2018 Aug 07]. Available from: https://www.health-e.org.za/wp-content/
uploads/2015/10/A-disposable-workforce-Foreign-health-professionals-in-theSouth-African-public-service.pdf.
49. Feucht UD. Keeping children alive and healthy in South Africa – How do we reach
this goal? Perspectives from a paediatrician in a District Clinical Specialist Team.
SAJCH. 2013;7(4):124–126. https://doi.org/10.7196/SAJCH.680
50. Feucht U, Marshall C, Kauchali S, et al. Innovations in the clinical care of mothers
and children in South Africa: The contribution of district clinical specialist teams.
S Afr Med J. 2018;108(3 Suppl 1):S38–S43. https://doi.org/10.7196/SAMJ.2017.
v108i3b.12808
51. Oboirien K, Harris B, Goudge J, Eyles J. Implementation of district-based clinical
specialist teams in South Africa. BMC Health Serv Res. 2018;18:600. https://doi.
org/10.1186/s12913-018-3377-2
52. Voce A, Bhana R, Monticelli F, et al. District clinical specialist teams. In: Padarath
A, English R, editors. South African health review 2013/14. Durban: Health
Systems Trust, 2014; p. 45–58.
53. DCST Recruitment Status Update (March 2015). In: National Department of
Health, editor. Reducing maternal and child mortality through strengthening
primary health care (RMCH). [Unpublished presentation]; 2015.
54. Ministerial Task Team (MTT) on District Clinical Specialist Teams. Report to the
Honourable Minister of Health, Dr Aaron Motsoaledi. District Clinical Specialist
Teams in South Africa [homepage on the Internet]. Department of Health; 2014
[cited 2018 Nov 18]. Available from: http://www.health.gov.za/index.php/201408-15-12-55-04/category/100-2012rp?download=186:district-clinical-specialistteams-in-south-africa-ministerial-task-team-report.

Open Access

