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While South Africa (SA)’s total health spend of 8% - 9% of gross 
domestic product is comparable to other upper middle-income 
countries, expenditure is highly inequitably spread across the public 
and private sectorsand heavily skewed towards the private sector. 
In 2017, the per capita expenditure per year was estimated to be 
ZAR5  500 for those dependent on the public health system and 
ZAR20 000 for those who were able to afford private health insurance 
cover or pay out of pocket for private sector care.[1] This has resulted 
in huge disparities between the two sectors. The public sector is 
characterised by a relatively low per-capita spend, weak infrastructure 
and governance and an inability to deliver accessible quality care 
to all who depend upon it. The private sector is characterised by 
a high per-capita spend and has a strong infrastructure, but is 
inefficient, fragmented and poorly regulated.[2] There is a highly 
skewed distribution of providers towards the private sector, and 
the models of care for the two sectors are widely divergent with the 
public sector relying largely on ‘team-based’ models of care while the 
private sector is dominated by ‘individual provider’ models of care.[3] 

This is particularly evident in the area of maternal and child care and 
caesarean deliveries – a major public health concern in South Africa 
(SA).[4,5] In the public sector, caesarean delivery rates (28.1%) are in 
line with patterns seen in other low-and-middle-income countries,[6] 
but the case fatality rate (CFR) for caesarean deliveries is three times 
higher than for vaginal delivery, and 27% of the caesarean delivery-
related CFR is associated with haemorrhage.[4] A review of avoidable 
factors suggests that in regional hospitals this could be due to delays 
in performing caesarean deliveries for obstetric emergencies due to 

overburdened services, whereas in district hospitals it could be due 
to lack of appropriate skills to perform caesarean deliveries safely and 
deal with surgical complications.[4] 

In the private sector, caesarean delivery rates of between 74%[7] 
and 76.9%[8] are among the highest in the world, reflecting high 
levels of inappropriate caesarean deliveries. While requiring further 
research to confirm definitively, the practice/care models (individual 
specialist driven), remuneration models (fee for service), medicolegal 
framework (individual) and lack of monitoring regulation have been 
offered as possible drivers of the high rates.[9] A research brief of 
the Council for Medical Schemes, the regulatory body for private 
health insurances in SA, concluded that ‘urgent steps must be taken 
to reduce what is likely to be high levels of medically unnecessary 
caesarean delivery rates in the medical schemes population’.[8]

Key challenges for policy makers in SA are how to address the 
inappropriate patterns of obstetric care in the private sector and how 
to mobilise private sector resources to serve the broader population 
dependent on the public sector without replicating those patterns 
of inappropriate care. The high levels of inappropriate care and the 
highly fragmented nature of the SA private sector make it difficult to 
develop and implement such partnerships in the current environment. 
Successfully developing and implementing new integrated obstetric 
care models that address the issue of inappropriate care and lend 
themselves to public private engagements (PPEs) could play an 
important role in addressing this challenge.[10] The development of 
such models could provide building blocks for obstetric care for the 
proposed National Health Insurance (NHI),[11] which is envisaged 
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as being the strategic purchaser of healthcare services from both the 
public and private sectors for the entire SA population. 

Efforts to improve obstetric care are particularly important because 
caesarean delivery is a commonly performed surgical procedure, and 
there is growing local concern about the appropriateness and safety of 
obstetric care in both the public and private sectors. Development of 
models for obstetric care could also inform strategies for other medical 
and surgical disciplines where similar patterns of underservicing in 
the public sector and overservicing in the private sector may occur. 
However, the evidence to support the development of such models 
is limited  – a recent scoping review of financial and regulatory 
interventions to reduce unnecessary caesarean section concluded 
that the available evidence on the effects of financial and regulatory 
strategies intended to reduce unnecessary caesarean delivery rates is 
inconclusive, and more rigorous studies are needed.[12] We carried 
out research to examine the care and contracting models used by 
five rural district hospitals in the Western Cape Province to contract 
private general practitioners (GPs) to provide caesarean delivery 
services.[13-15] Drawing on insights from the research, this article 
outlines a potential alternative model for private sector obstetric care 
with the aim of stimulating discussion by all relevant stakeholders on 
the development of new obstetric models in SA.

Prior research
The methods and findings of the research that informed this practice 
article are described in detail elsewhere,[13-15] and we summarise here 
only the key findings and insights from the research and the thought 
process in using those insights for proposing an alternative model of 
private obstetric care. 

We undertook descriptive health systems research utilising a 
mixed-methods study design to describe contracting models adopted 
by rural district hospitals to contract private GPs for caesarean 
deliveries. The setting for this research was the Western Cape 
Province where public-private contracting for caesarean delivery 
services was already in operation, owing to human resource shortages 
in rural district hospitals. Five rural district hospitals within one rural 
district were chosen following engagement with provincial managers 
and obstetric clinical managers. All had existing contracting 
arrangements with private GPs. Delivery data from the delivery and 
theatre registers were collected for the period from 1 April 2021 
to 31 March 2022 to capture the profile of deliveries and maternal 
outcomes of the five hospitals, and 27 semi-structured qualitative 
interviews were conducted with district managers, hospital-employed 
doctors and midwives and private GPs to explore their experiences of 
the contracting arrangements. 

All five district hospitals implemented a ‘public sector’ service 
model for obstetric care. Pregnant women received their antenatal 
care via a local primary health clinic, unless triaged as high risk and 
referred for antenatal care and delivery in a hospital. As none of the 
hospitals have primary care clinics in their catchment areas that 
perform vaginal deliveries other than for emergencies during daytime 
hours, women are admitted to the maternity ward of a local district 
hospital upon going into labour. The maternity ward is staffed by 
nurses and midwives, supported by medical officers. Medical officers 
assess the risks of the expectant mother and make an assessment, 
based on public sector protocols, as to whether the birth should be 
via normal vaginal delivery or by caesarean delivery at the district 
hospital, or whether the level of risk warrants referral to a regional 
hospital where more specialised expertise is available. 

The hospitals varied in the level of GP use (from 100% to 10% of 
caesarean deliveries)[15] and the contracting models (full-time public 
employment, and three private in-sourcing models - via locum 

agencies, sessional contracts and tender contracts) used to secure 
the services of doctors to assist with obstetric care. Across the study 
hospitals, the average number of deliveries ranged from 34 to 144 
per month, and the caesarean delivery rates ranged from 13.5% to 
25.2% – in line with caesarean delivery rates reported at public health 
facilities in SA, and well below rates of between 74%[7] and 76.9%[8] 
reported for the private sector. The caesarean delivery rates across the 
hospitals were not related to the contracting models used, and were 
not higher in hospitals that made greater use of private GPs – a finding 
that suggests that private-public partnerships can provide safe and 
appropriate caesarean delivery care if they are structured appropriately, 
as was the case at the five study hospitals. The implications of scaling 
up these models within district hospitals is explored in our previously 
published articles.[13-15]

The research examined contracting models adopted by rural 
district hospitals to contract private GPs for caesarean deliveries. In 
order to be able to use the insights from this research, which was 
conducted in a specific rural setting, to inform the development of 
an alternative private obstetric care model for SA as proposed in 
this article (and to inform the development of alternative models 
more broadly in other settings), we identified the key underlying 
features that we believe were critical to the delivery of appropriate 
care at the five hospitals. Six such key features were identified: 
(i)  a ‘risk-based’ service model with midwives performing normal 
vaginal deliveries and medical officers or private GPs managing 
complicated vaginal deliveries and performing surgical obstetric 
procedures; (ii)  tight clinical control and governance processes 
adhering to accepted clinical protocols; (iii)  a team-based rather 
than individual provider model of care; (iv) provider remuneration 
models based on time rather than the number or type of deliveries; 
(v) group rather than individual professional liability arrangements; 
and (vi)  processes to monitor outcomes, evaluate performance and 
apply remedial measures when required, commonly conducted at 
regular facility mortality and morbidity meetings and national audits 
by National Committee on Confidential Enquiries into Maternal 
Deaths (NCCEMD) and National Perinatal Morbidity and Mortality 
Committee (NaPeMMCo). Although our previous research was 
specific to rural district hospitals in the Western Cape, these six key 
features guided the development of an alternative model for other 
settings in SA.

Potential alternative model 
The obstetric care model currently dominant in the private sector 
is ‘individual’ obstetrician/gynaecologist (primary provider) driven. 
It is characterised by women choosing a primary provider, with 
antenatal care provided by this specialist or a GP, and the baby 
delivered in a private hospital by this primary provider, who makes 
the decisions on mode and timing of delivery and provides the 
postnatal care. The primary provider, anaesthetist, paediatrician, 
hospital and any other providers all bill separately on a fee-for-
service basis. The primary provider assumes responsibility for 
professional liability at an individual level (which many providers 
cover by charging an additional ‘birthing fee’). Aside from annual 
quality reports produced by some hospital groups and a requirement 
to report all maternal and perinatal deaths, clinical governance 
processes are weak. Furthermore, private obstetric specialists 
may decide on their own clinical protocols or guidelines. There 
are strong incentives for delivering via caesarean delivery in this 
model – caesarean deliveries can be ‘scheduled’ at a time convenient 
for the primary provider and the woman, the time costs are shorter 
and more predictable than for vaginal deliveries and legal risks are 
perceived to be lower.[16]
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The Department of Health currently licenses 
‘birthing centres (BCs) as ‘healthcare facilities for 
childbirth where care is provided in the midwifery 
and wellness model’. The BCs are required to 
be ‘freestanding’ and not within a hospital or 
part of a hospital.[17] Many of these BCs have 
struggled, as illustrated by the closure of the Genesis 
Maternity Clinic in Johannesburg, which operated 
independently from 2009 until 2015, when it was 
purchased by one of the major hospital groups. 
The hospital group announced the closure of the 
clinic in February 2023, due to ‘strategic business 
decisions’ based on the inability to expand the 
services and ensure long-term sustainability of the 
unit.[18] Utilisation of these BCs and other midwife-
based delivery models has been low for a number 
of reasons. PhD research[19] exploring private sector 
obstetric, maternal and unborn caring concerns 
in Cape Town found that competition between 
the independent midwives and obstetricians who 
are practicing in fragmented silos, as is the case 
in the private fee-for-service paradigm, make the 
‘teamwork’ required difficult. The reluctance of 
specialists to take on the risk of complicated/
emergency births without a full shared view of the 
patient history and risk profile has resulted in the 
BCs not been able to secure the necessary backup of 
specialist obstetricians in the event of complications 
arising during childbirth. As a result, women have 
been reluctant to give birth in a situation where 
specialist back-up is uncertain. The need to transfer 
to a hospital in the event of an emergency and the 
failure of medical aids to cover the full costs of these 
arrangements have also served as deterrents. 

Consideration should be given to developing 
an alternative model that addresses the concerns 
related to the BCs and that replicates the 
public sector care model in the private sector, 
incorporating the six key features that were 
identified in our research as key to ensuring 
appropriate care. This could be done by extending 
the licensing arrangements of the BCs to allow 
private hospitals/hospital groups to establish 
hospital-based birthing centres (HBBCs), and 
amending the Health Professions Council of 
SA (HPCSA) ethical rules to allow hospitals 
to employ or contract with the necessary staff 
and professionals to provide the full range of 
services through a risk-based multidisciplinary 
platform. The key features of the HBBC model are 
summarised in Fig. 1. For comparison, the current 
public and dominant ‘individual provider’ private 
sector models are also summarised. 

The HBBC should operate with a public sector-
type multidisciplinary team approach, with nurse/
midwife ward-based care supported by various 
levels of medical providers (medical officers, 
registrars doing specialist training and specialist 
obstetricians) providing back-up where and when 
needed, according to the risk profile of the mother. 
The HBBC should be responsible for providing all 
the pre-atal, delivery and postnatal care. Expectant 
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mothers choosing to give birth through the HBBC model would 
engage/contract with their HBBC of choice. Upon registration, 
the expectant mother would undergo a risk assessment (based on 
public sector protocols) and be placed on a risk-appropriate ‘care 
plan.’ A nurse/midwife would be allocated to the expectant mother 
to oversee/provide care, to ensure continuity of care and comfort to 
the mother. Low-risk deliveries could take place at the HBBC ‘ward’, 
performed by the ward-based nurse/midwife with medical providers 
providing back-up support. In the event of complications at birth, the 
mother can be easily transferred to the hospital’s high care, theatre 
and neonatal unit infrastructure. 

The HBBCs should be remunerated through a global fee for the full 
maternal care episode. Different global fees would apply for different 
care plans based on the assigned risk  categories and resources. The 
care could be financed through private ‘out-of-pocket’ arrangement or 
by private health insurance for non-public sector-dependent mothers, 
and through PPEs for public-sector-dependent mothers. The providers 
(midwives/medicalofficers/registrars or obstetricians) working at the 
HBBC should be remunerated on a time basis (full- or part-time 
employment/per hour/session/monthly), not on a per case or type of 
delivery basis. The level of remuneration should be commensurate with 
the level of skill and expertise of the provider. Professional indemnity 
could be covered by the HBBC on a group basis, and each HBBC 
should be required to provide reports to a regulated monitoring centre. 
The HBBCs should be required to be licensed to operate and accredited 
on an annual basis, with accreditation dependent on performance and 
compliance with protocols. 

The implementation of the HBBC model would require the 
HPCSA to relax current restrictions on hospitals employing doctors 
(and specialists). The relaxation of these restrictions would be in 
alignment with broader policy imperatives such as those emerging 
from the Competition Commission’s Health Market Inquiry[2] and 
a survey of key stakeholders (although with a limited sample) that 
indicated support.[20] However, the acceptance and implementation 
of these kinds of alternative models, which require a move from 
current individual to team-based models, challenge existing power 
relations and vested interests and will encounter resistance from some 
providers. A development strategy based on thorough engagement 
and ‘buy-in’ from all stakeholder groups, incremental iterative 
implementation and offering the alternative model as an additional 
choice (to providers and mothers), as opposed to simply replacing 
the current model, would be critical to successful implementation. 

The HBBC model could contribute to better maternal and obstetric 
outcomes in SA via two routes. First, it will offer women an alternative 
care model in which many of the ‘perverse incentives’ of the current 
dominant ‘individual provider’ model have been removed and which 
will potentially deliver more appropriate care. Second, it would be 
more conducive to public-private contracting for obstetric care. The 
public sector currently does not make use of private sector providers 
to provide obstetric care for public sector-dependent patients within 
the private sector. This can be attributed to two main factors. 
First, the private sector is highly fragmented, and the public sector 
would need to contract multiple parties (hospital groups, individual 
providers, radiologists, etc.), making the contracting process complex.
[21] Second, the current ‘individual provider’ private sector care model 
also makes it difficult for the public sector to exercise control over 
clinical governance, monitoring and evaluation, and the consequent 
high level of inappropriate care. Making the HBBC the central – and 
only  – contracting party will simplify and address the concerns 
about contracting complexity, and create a platform for addressing 
concerns around clinical governance, monitoring and evaluation 
and appropriateness of care. The regular audits of maternal perinatal 

outcomes conducted at facilities and nationally could be co-ordinated 
at this level and involve all healthcare providers engaged in the care of 
mothers and newborns in the HBBC.

Conclusion
There are major concerns regarding public and private maternal 
healthcare in SA. New models for private sector obstetric care that 
address the inappropriate patterns of care in the sector and allow 
private sector resources to be mobilised to serve the broader population 
dependent on the public sector, without replicating those patterns of 
inappropriate care, could improve obstetric care for all women in 
the country. Developing, piloting and implementing alternative 
models of care could also assist in informing the development and 
implementation of the broader reforms for universal healthcare being 
envisaged for the country. The potential alternative private sector 
obstetric care model outlined in this article is aimed at stimulating 
discussion by all relevant stakeholders on the development of new 
models for improving obstetric care in the country. 
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