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Public Health Care Spending in South Africa

and the Impact on Nurses: 25 years of

democracy?

Salimah Valiani

abstract
Though not adequately acknowledged, it is well known that nurses are the backbone and oxygen of public health

care in South Africa. This article focuses on the pattern of public health care spending and its impacts on nursing

labour supply and nursing work from 1995. It argues that given the nature and quantity of demand for public health

care, the 25 year record of democratic South Africa registers low expenditure on public health care and nurses are

at the coal face of this fundamental contradiction. Public health care is selected as a site for feminist economics

analysis not only because of the large female labour force involved, but also because of its relevance as a

public service for the majority of South Africans, namely women and those for whom they care.

keywords
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Nursing labour is the oxygen of public health

care in South Africa just as the first breath is

impossible for human beings without the

labour of mothers. Rispel and Bruce (2015:

118) assert that the role of nurses in “pro-

moting health and providing essential

health services is undisputed.” Uys and

Klopper (2013: 1) argue that the health

system in South Africa is “nurse-based.”

And, deconstructing public distaste of strik-

ing nurses, van Rensburg and van Rensburg

(2013: 830) underline that nurses form “the

backbone of the primary health-care

approach” strived for in South Africa.

These assertions are rendered visible in

examining health labour force figures. Of

the 173 761 filled public health professional

positions in 2015 (some of the latest cross-

profession data available), nurses as a

group, including professional nurses,

enrolled nurses, nursing assistants and

student nurses, compose 81 per cent, or

140,749 of the total labour force (Day and

Gray, 2015).

Nurses are not only under acknowl-

edged, but often at the receiving end of frus-

tration arising from themany stresses facing

those in their care. At a macro scale South

Africa carries what is often referred to as

“the quadruple burden of disease” (Mayosi

et al, 2009: 1). Bradshaw et al (2003), in the

first study of national disease burden,

found that HIV/AIDS, homicide, tuberculosis,

road traffic accidents and diarrhoea were the

top causes of premature mortality in 2010.

Mayosi et al (2009) coined the term “quadru-

ple burden of disease” to describe a “pro-

found health transition” underway in South
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Africa 15 years after the first democratic

elections. This quadruple burden consists

of communicable, non-communicable, peri-

natal and maternal, and injury-related dis-

orders exerting increasing pressure on

chronic and acute health care services.

Building on this concept, Coovadia et al

(2009) analyse the quadruple burden of

disease and identify four historically

entrenched epidemics and one social

problem as causes of the premature mor-

tality and high morbidity in South Africa.

Three of the epidemics are “diseases of

poverty”—infectious diseases, maternal

death, malnutrition—which are linked to his-

toric structures of impoverishment and colo-

nisation. The fourth, non-communicable

diseases, is more typical of richer countries

(Coovadia et al, 2009: 817). In addition to

these, Coovadia et al (2009, 819) identify

one key social problem, namely violence

which is rooted in a culture of war and con-

flict largely arising in the colonial and apart-

heid periods. They argue that these four

epidemics and one social problem make

South Africa “a middle income country

with health outcomes that are worse than

those in many lower income countries”

(2009: 817).

All of these approaches to morbidity and

premature mortality contribute to under-

standing South Africa’s ranking as the most

unhealthy nation in the world in the 2019

Indigo Wellness Index. The Index ranks

countries according to measures of blood

pressure, blood glucose, obesity,

depression, happiness, alcohol use,

tobacco use, exercise, healthy life expect-

ancy, and government spending on health

care.

The argument made here is that the 25

year record of democratic South Africa regis-

ters low expenditure on public health care

relative to the historically entrenched ‘four

epidemics plus one’ formulated by Coovadia

and co-authors, and nurses are at the coal-

face of this contradiction. This can be

traced by examining public health care

expenditure from the late 1990s to the

present, change in nursing labour supply

over time, and the daily working conditions

endured by nurses.

Public health care is a key site fromwhich

to evaluate South African democracy from a

feminist economics perspective because of

the significance of public services as an

investment in the collective within a

context of historic inequality that reserves

private consumption of goods basic to well-

being to a minority of individuals. Public

health care, in particular, is of great rel-

evance for the majority of South Africans,

notably women and those for whom they

care. When unpaid caring labour is no

longer sufficient to tend to the ill, it is to

public health care that unpaid caregivers,

the great majority of which are women,

turn. Furthermore, the South African health

system involves a massive paid female

labour force providing the bulk of pro-

fessional health care (89 per cent of nurses

were female in 2018)1 and unlike others, a

feminist economics approach gives weight

to centering the experiences of female

workers, especially in cultural contexts

where blame for societal problems is easily

laid on women.

The discussion is divided in three sec-

tions: the contradictions of health care

expenditure; implications for nursing

labour supply; and translation to the every-

day: nursing work, now and then. Qualitative

and quantitative evidence from three

decades, that is the 1990s, early 2000s, and

2010 to the present, is used to demonstrate

a pattern of underspending relative to

disease burden accompanied by low

nursing labour force growth and chaotic

working conditions for nurses. Persistent

inequality in its various incarnations are

woven into the analysis of each section.

The contradictions of health care

expenditure

The National Health Accounts Project of

the late 1990s framed two eras of public

health sector financing in the 1990s. The

first phase, from fiscal year 1992 to fiscal

year 1997, saw substantially increased gov-

ernment financing of public health care

and a redistribution to poorer provinces

consistent with the goal of undoing geo-

graphic disparities in health care spending

created during Apartheid (Doherty et al,

2002; van Rensburg, 2014). The second

phase, beginning fiscal year 1998, saw

falling per capita financing of health care

by government and a reversal of the redis-

tribution commenced in the first phase

(Doherty et al, 2002).
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The shift to the second phase is attribu-

ted to the global recession at the end of the

1990s as well as government’s adoption of

the Growth, Employment and Redistribution

Strategy (GEAR). Briefly, GEAR is a macroe-

conomic policy package including fiscal aus-

terity that emulated a policy reorientation

opted for in rich countries from the 1980s.2

GEAR reduced government spending on

public health care in two principal ways: by

putting limits on the tax to GDP ratio (i.e. lim-

iting tax collection through which health and

other social spending is financed); and by

requiring public spending to grow at a rate

below that of economic growth (Doherty

et al, 2002).

After a sharp fall in real public health care

spending in the late 1990s (see Figure 1),

public health care spending began rising in

the early 2000s. The nature of this rise,

however, is a matter of debate. Using 2011

National Treasury figures and estimates,

Blecher et al (2011) show a rise in real gov-

ernment health spending (actual and pro-

jected) of about 60 billion South African

rand between the early 2000s and 2014.

Others argue that the rise in government

health spending did not keep pace with

population growth and inflation, as fiscal

austerity would imply (Baker, 2010; McIn-

tyre, 2012; Delobelle, 2013; Ataguba and

McIntyre, 2018). A look at government

expenditure on health (GHE) as a percentage

of general government expenditure (GGE)

from 2000 to 2016 (latest WHO data avail-

able), shows that GHE has remained rela-

tively constant, though the official

macroeconomic policy framework has

changed in name (see Figure 3).

Ataguba and McIntyre (2018) highlight

the fact that South Africa’s GHE falls below

the 15 per cent of GGE target agreed upon

by African Union Heads of State in the 2001

Abuja Declaration on HIV/AIDS, Tuberculo-

sis, and other Related Infectious Diseases

(Organisation of African Unity, 2001). In

addition, they point out that government

health expenditure as a percentage of total

health expenditure in South Africa, at 41.4

per cent in 1995 and 48.2 per cent in 2014,

has been consistently low relative to other

middle income countries and the global

average (Ataguba and McIntyre, 2018: 71).

Ataguba and McIntyre note that South

Africa resembles the USA in this respect

(also under 50 per cent) while measures of

GHE as a percentage of total health expendi-

ture for Colombia, Costa Rica, Cuba and

Thailand have been 75 per cent or more.

Along similar lines, presenting govern-

ment health expenditure data for selected

middle income countries from 2000 to

2007, Blecher et al (2011) point out that

average government health expenditure as

a percentage of GDP is 3.5 per cent among

upper middle income countries, noting “[I]t

is anticipated that SA would spend above

the average because of its high disease

burden” (WHO, 2010 in Blecher et al, 2011:

32). Nevertheless, GHE in South Africa was

3.4 per cent of GDP in 2000, and 3.6 per

cent in 2007 (Blecher et al, 2011: 32). They

acknowledge that although real spending

on public health care has increased, life

expectancy in South Africa remains low rela-

tive to other middle income countries like

Brazil due to the quadruple burden of

disease, the large HIV and tuberculosis epi-

demic, ongoing poverty and unemployment,

inefficiencies in health care delivery, and an

inequitable distribution of resources.

Aside from austerity and fiscal policy, the

low public health care expenditure in post-

1994 South Africa has been linked to the dis-

proportionate amount of private spending

on private health care (Doherty et al, 2002;

Baker, 2010; Delobelle, 2013; Ataguba and

McIntyre, 2018). As early as 2002, Doherty

et al (2002) noted rapid expenditure growth

in private sector health care post-apartheid.

In 2012, Mills et al noted that South Africa

had the largest total health care expenditure

funded by private insurance in the world at

44 per cent. Meanwhile, reflecting the high

inequality pervasive in South African

society (consumption inequality increased

from a gini coefficient of 0.61 in 1996 to

0.63 in 2015 (World Bank, 2019)) private

health insurance coverage was limited to

16 per cent of the population (Mills et al,

2012: 133).

Blecher et al (2011: 32) discuss a

“dichotomised health system.” Citing data

of the Council of Medical Schemes, they

underline that eight million South Africans,

or 17 per cent, are covered by private

medical schemes, 24.3 per cent use parts

of the private delivery system, and 83 per

cent of the population is not covered by

medical aid, relying mainly on public

health services.
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In terms of total health care financing,

Ataguba and McIntryre (2018) argue that

the private sector serving the minority popu-

lation accounts for about half of total health

care funds in comparison to the public

sector upon which the majority of the popu-

lation is heavily reliant. This ultimately

means that cross-subsidisation cannot
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occur to the extent required in South Africa

(Mills et al, 2012). To put it differently, if

close to half of total health care expenditure

in South Africa is funnelled through the

private sector by health care consumers

(purchasing private health insurance plans),

these monies cannot be used as part of

general taxation by the state, which is glob-

ally the most widely used means of funding

public health care (McIntyre, 2012).

Implications for nursing labour

supply

This dichotomy recurs in the supply of pro-

fessionals to public and private health care.

According to the Health Market Inquiry pro-

visional findings, the private sector accounts

for not only half of the country’s financial

health resources, but also, about half of its

human health resources. In other words, an

estimated 37 per cent of general prac-

titioners, 59 per cent of specialists and 38

per cent of nurses are active in South

Africa’s private sector (Competition Com-

mission of South Africa, 2018: 270).

van Rensburg speaks of “differentially

and unequally apportioned” health human

resources, and “within country” nurse

migration from the public health sector to

the private (van Rensburg (2014: 3,7). The

proportion of nurses employed in private

health care doubled over two decades,

from 21 per cent in 1994 to 42 per cent in

2014 (van Rensburg, 2014: 6,7; Department

of Health South Africa, 2011; Pick, 1995).

This is mainly a result of the expansion of

the private hospital industry over the same

period. In terms of workload, public sector

nurses serve six times more patients than

private sector nurses (van Rensburg, 2014;

McIntyre and Van den Heever, 2007), the

daily experience of which is illustrated in

the next section focusing on working

conditions.

Linked to the differential apportioning of

nurses in favour of the minority accessing

private health care is slow growth in national

nursing labour supply. As shown in Figure 4,

between 1998 and 2018, the ratio of nurses

to population has increased very little, from

41 to 49 nurses per 10,000 population

(South African Nursing Council, 1999-2018).

The ratio, as well as its growth rate, are low

given South Africa’s high burden of disease

and the importance of nurses in health care

delivery.

Compared to other countries, the nurse

to population ratio in South Africa is much

lower than in several middle-income

countries with higher life expectancy, includ-

ing Brazil, Libya and Russia (see Table 1). Of

all comparator countries, life expectancy is

lowest in South Africa, reflecting its histori-

cally entrenched high disease burden.

Many commentators, including the

Department of Health South Africa (2011),

cite the lack of effective health labour force

Figure 3. Government Health Expenditure (GHE) as Percentage of General Government Expenditure (GGE), 2000-

2016

Source: World Health Organization Global Health Expenditure Database, 2019 (figure by author)
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planning as a failure, both in terms of data

collection and implementation (Padarath

et al, 2004; van Rensburg, 2014). Health

human resource strategies were released in

2006 and 2011 and a draft strategy with a

view toward 2030 has been in existence

since 2011. Even if the Department of

Health were to appoint an Advisory Panel

for the 2011 strategy, which it has yet to

do, given the pattern of relatively low

health care expenditure, it is unclear there

would be adequate resources to implement

a health human resource strategy. As van

Rensburg (2014: 14) emphasises, health

human resource management and quality

control tools do not compensate for the

lack of investment in health systems.

Translation to the everyday:

nursing work, now and then

High disease burden, inadequate public

health care expenditure relative to the quan-

tity and nature of demand, unequal appor-

tioning of health professionals between

private and public health care, and a low

nurse to population ratio translate into

trying working conditions for nurses in

general, and public sector nurses in particu-

lar. Health systems studies that are little

known beyond the discipline contain

accounts of day to day working experiences

of nurses that describe the intense work

effort invested by this predominantly

female workforce and the particular nature

of exploitation endured. In addition, the

links these accounts expose between staff

shortages, excessive workload, and work-

place abuse suggest some key underlying

reasons for what are perceived and experi-

enced by patients as poor nurse attitudes,

particularly in the public sector.

A 2006 study of 1780 auxiliary, enrolled

and professional nurses in nine provinces

of South Africa found that “stressors

related to staff issues were clearly the most

severe… for all categories of nurses” (Roth-

mann et al, 2006: 31). Staff issues were

defined as “insufficient staff to handle the

workload, shortage of staff, poorly motiv-

ated co-workers and fellow workers not

doing their jobs” (Rothmann et al, 2006:

31). Other top stressors Rothmann et al

(2006) identified were watching patients

suffer, patient demands, health risks posed

by contact with patients, and lack of

recognition.

Some years later, in its human resource

strategy for the health sector, the national

Department of Health estimated a

Figure 4. Nurse to Population Ratio, South Africa, 1998-2018

Source: South African Nursing Council, 1998-2018 (calculations and figure by author)

a
rt
ic
le

72 AGENDA 121/33.4 2019



professional nurse shortage of 44 780 nurses

in the public sector (Department of Health

Republic of South Africa, 2011, as cited by

Rispel and Bruce, 2015: 118).3 The same

document mentions “high numbers of

‘vacancies’ in the public sector”, noting

that the data is not reliable (2011: 21).

Without naming budgetary constraints but

linked to the austerity spending choices dis-

cussed above, the document ends the sen-

tence with “… and it would be impossible

to fund the ‘unfilled’ posts” (2011: 21).

A more recent study of 69 mostly public

sector nurses surveyed in five Gauteng and

Free State hospitals also points to shortages,

while helping dispel popular views question-

ing the ethics of nurses. Published in 2015, it

found that although over 90 per cent of

respondents were in agreement with the

International Code of Ethics for nurses as

well as the South African Nurses’ Pledge of

Service, workplace constraints prevented

them from upholding the Code and the

Pledge (White et al, 2015). The public sector

nurse respondents of the study named the

following constraints: disrespect from

patients and being blamed by managers for

errors and other problems stemming from

systemic inefficiencies and staff shortages

(White et al, 2015: 5).

Overtime, which is linked to staff

shortages, isanotheraspectofwork identified

as arduous by nurses. A survey drawn from a

stratified random sample of public and

private hospital nurses in Eastern Cape, Free

State, Gauteng and Western Cape in 2009-

2010 found that 56 per cent of the 3 784

respondents had worked overtime in the pre-

vious 12 months, and 68.2 per cent had done

so during their careers (Rispel et al, 2014: 5).

In a different way, a slightly earlier ques-

tionnaire-based study with 108 randomly

selected Gauteng nurses makes connections

between overtime, staff shortages, other sys-

temic deficiencies, and management issues.

Looking at factors influencing retention of

professional nurses, the 2011 study found

that 73 per cent of respondents had con-

sidered leaving their organisations (Mokoka

et al, 2011: 4). Of these, 39.2 per cent cited

financial reasons including poor overtime

pay and inadequate benefits; 30.4 per cent

cited organisational reasons including

increased workloads, poorly-resourced work-

places, inflexible working hours and work-

place violence; and 13.9 per cent cited poor

management, lack of managerial support and

poor communications (Mokoka et al, 2011: 4).

While management is often cited as pro-

blematic by non-management nurses, a

study of nurse managers demonstrates that

the latter have much in common with other

nurses in terms of working conditions. Based

on reflective diaries kept by 16 primary

health care (PHC) nurse managers working

in Gauteng and Free State public clinics in

2012, nurse managers were found to be

dealing with systemic deficiencies (especially

lack of the essential service of water), staff

shortages and absenteeism (leading to

managers having to perform nursing work

as well as management functions), and

Table 1. Nurse to Population Ratios and Life Expectancy at Birth, Select Middle
Income Countries (latest available data). Source: World Health Organisation
Global Observatory data repository 2018, 2019

Country (year) Nurses and midwives per 10,000 Life expectancy at birth (2016)

Egypt (2017) 14 70.5

Algeria (2016) 19 76.4

Mexico (2017) 27 76.6

Gabon (2016) 49 66.4

South Africa (2017) 51 63.6

Uruguay (2017) 63 77.1

Libya (2017) 70 71.9

Brazil (2017) 75 75.1

Cuba (2017) 79 79.0

Russia (2016) 89 71.9
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unsupportive management environments

(Munyewende and Rispel, 2014: 4–6).

Regarding management environment,

nurse managers noted that they hold little

decision-making power in the complex

chain of command which consists of district

managers at the top, area managers and

clinic supervisors in the middle, and clinic

nurse managers at the bottom (Munye-

wende and Rispel, 2014: 5). These and

other pressures were found to be impacting

on the health and wellbeing of nurse man-

agers; symptoms included fluctuations in

blood pressure and glucose levels, exhaus-

tion combined with sleep disturbance, and

emotional distress. Clearly the implications

for patients are manifold: poor infectious

disease management, long waiting periods,

and delayed emergencymedical service pro-

vision (Munyewende and Rispel, 2014: 4).

A 2015 study of hospital-based nurse

managers found equally poor practice

environments inmedical, surgical, paediatric

andmaternity units of nineGauteng and Free

State hospitals (6 public, 3 private). The detail

captured in this time and motion study is

striking. Nurse managers reported spending

25.8 per cent of time on direct patient care,

16 per cent on hospital administration, 14

per cent on patient administration and 11.8

per cent on miscellaneous activities (Arm-

strong et al, 2015: 1). On an hourly basis,

nurse managers were noted to perform 36

different tasks per hour, many of which

were unplanned, fragmented and of short

duration (Armstrong et al, 2015: 6). In the

public hospitals studied, unit managers

made several references to staff shortages

which interfered with their management

responsibilities.

Given such working conditions, it is not

surprising that workplace abuse and violence

are commonplace for nurses throughout the

hierarchy. The Democratic Nurses Organis-

ation of South Africa (DENOSA), the major

union of nurses, placed ‘safety of workers

and patients in the workplace’ as the first cat-

egory of demands in its 2013 Positive Practice

Environments campaign. A 2017 study of

undergraduate nursing students found intra-

professional violence to be one of the main

reasons for attrition of nursing students

(Engelbrecht et al, 2017). More specifically,

only 13 per cent of undergraduate nursing

students in South Africa graduate (Inter-

national Solidarity Institute, 2009, in Engel-

brecht et al, 2017: 8493). A questionnaire

completedby680undergraduatenursingstu-

dents at various levels showed that 95 per

cent of the 676 respondents who filled out

the section on violence had experienced one

or all of 12 behaviours framed as intra-pro-

fessional violence. On average, respondents

tolerated 10.5 violent events over the course

of 12 months. Table 2 details the five forms

of violent behaviour endured the most,

while Table 3 details the most typical perpe-

trators identified.

The study of PHC nurse managers cited

earlier also contains accounts of abuse,

suggesting that workplace violence and

abuse extends beyond the nurse hierarchy

in the table below. Two direct quotes from

nurse managers provide insight as to the

continuum of staff shortages, lack of

decision making power, tension, and abuse

(Munyewende and Rispel, 2014: 5):

She [supervisor] said there would be no

replacement as I only have one entry

point in the clinic . . . she shouted at me

Table 2. Five top forms of violent behaviour endured by student nurses. Source:
Data extracted from Engelbrecht et al, 2017:8500

Violent behaviour

Percentage of

respondents

Being treated differently due to undergraduate status 30.5

Being subjected to inappropriate, nasty, rude or hostile behaviour 24.9

Being ignored or physically isolated 20.6

Being at the receiving end of negative remarks about becoming a

nurse

19.8

Being shouted at in rage 17.7
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that whether I agree or not, she is going to

instruct my clerk to go to another clinic

which she did . . . she was so rude and

dropped the phone inmy ear (Respondent

1, Gauteng Province).

I had informed the clinic supervisor a

month prior to arrange someone for

relief [staff] and she had promised to do

so. Two weeks before and a week prior, I

again reminded her and she still did not

know who she was going to send to my

clinic to relieve the PHC sister on leave

… they sent me someone else whom I

was only made aware of that morning.

Another professional nurse from the

clinic where the relief sister works called

demanding that she returns back to her

clinic (meanwhile there are four pro-

fessional nurses in the same clinic)…

harassing her that she should return to

the clinic. When I checked on her she

was tearful and threatening to resign.

She found herself torn between wanting

to assist at my clinic and being recalled

back to her original clinic. This frustrated

me even more . . . the pain… I realised I

was… emotionally drained. I called my

supervisor who at that time was actually

changing from what she said . . . she

now wanted the relief sister to go back

to her original clinic while she searched

for another one . . . I refused that the pro-

fessional nurse leaves the clinic before

the relief arrived. After two hours no one

arrived. I called again . . . the nurse was

restless and having her bag in hand and

was on her way out. This really frustrated

me (Respondent 2, Gauteng Province).

As is well known, nurse and other medical

professional shortages are yet greater in pre-

dominantly rural provinces. In 2008, for

instance, the highest public sector nurse

vacancies were in the Eastern Cape (53.6

per cent), the Free State (51.6 per cent), and

Limpopo (43.7 per cent) (Day and Gray,

2008). These range from 10 to 20 percentage

points above the 34.4 per cent vacancy rate

of Gauteng in 2008. Put another way, 43.6

per cent of the population live in rural

areas but are served by 19 per cent of the

country’s professional nurses and 12 per

cent of doctors (Department of Health

Republic of South Africa, 2011). While there

are few studies of working conditions focus-

ing on rural nurses, the impact of health pro-

fessional shortages on rural nurses (who

carry much of the burden of doctor

shortages) in terms of working conditions,

overtime, and workplace violence are likely

to be worse than the impacts on nurses in

urban settings.

A 2010 study of nurse emigration and

retention rates in the first decade of the

21st century demonstrates the same

pattern revealed in research during the

current decade. Based on 21 in-depth inter-

views with a majority of public sector nurse

managers, Mokoka et al (2010) found that

the major factors influencing nurse retention

rates, according to the nurse managers,

were working conditions and hours, pro-

fessional development opportunities,

rewards, and relationships at work. More

specifically:

Nursing shortages with resultant heavy

workloads, excessive mandatory over-

time, the unsatisfactory physical state of

hospitals (without basic resources and

equipment) and demands by manage-

ment, authorities, patients and visitors

made it almost impossible for nurses to

function effectively, prompting their

decisions to leave their employer

(Mokoka et al 2010: 4).

Table 3. Most typical perpetrators of workplace violence endured by student
nurses. Source: Data extracted from Engelbrecht et al, 2017: 8502

Perpetrators Percentage of respondents

Professional nurses 24.4

Sisters in charge 21.0

Staff nurses 16.7

Other nursing students 13.6

Nursing assistants 12.0
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Similarly, a representative, questionnaire-

based study of stressors facing Free State

PHC professional nurses in both facilities

offering HIV care and those not, circa 2005,

found that 28.7 per cent of the 1 413 respon-

dents identified workload as the top factor

contributing to job dissatisfaction, 15.8 per

cent identified limited resources as the

second highest factor, and 14.9 per cent

identified lack of recognition and communi-

cation with management as the third

highest (Bester and Engelbrecht, 2009).

It is significant that remuneration does

not figure among the top concerns for

nurses in much of the 2000s. This is likely

because of the implementation of the occu-

pation-specific dispensation (OSD) reform

of 2007. This reform entailed a redefinition

of among other elements, salary scales, fre-

quency of pay progressions, career pathing,

recognition of experience, and required

levels of performance for public sector

workers. All categories of nurses were

prioritised in the implementation of the

reform in recognition of their crucial role

in public health care delivery (Ditlopo

et al, 2013). As former director of the

DENOSA Professional Training Institute,

Daphney Conco (2019) notes, “The OSD

cannot go without mention in an evaluation

of the last 25 years of public health care…
this reform brought nurse salaries to a

respectable level from the meagre wages

they earned previously.” Ditlopo et al

(2013) point-out that lobbying by DENOSA

and its participation in the 2007 public

sector worker strike accelerated the

implementation of OSD, which only

started in earnest in 2008.

During the 1990s the picture was differ-

ent with regard to remuneration but similar

with regard to work environment. Public

sector nurses and midwives took various

strike actions between 1992 and 1995. A

qualitative study with 20 professional

nurses/midwives who had participated in

the strikes found that the first reason for

dissatisfaction for all 20 respondents was

poor pay. In addition, nurses identified pro-

blems accessing vacation and maternity

leave, lack of recognition, and poor work-

place relationships especially with manage-

ment (Mabange and Muller, 2000). In line

with this, South African Nursing Council

figures show a decline of 42 per cent in

the numbers of students completing nurse

training between 1996 and 2005 (Mokoka

et al, 2011).

Conclusion

Thisarticle chartsapatternofpersistingsocio-

economic inequality and low public health

care expenditure relative to burden of

disease accompanied by slow nursing

labour force growth and trying working con-

ditions for nurses in South Africa. Low public

health care expenditure is rooted in relatively

high private health care expenditure and a

fiscal policy choice of austerity from the late

1990s, both ofwhich can be linkedback to his-

toric structures of inequality. Ultimately, over

the first 25 years of democracy in South

Africa, public sector nurses have shouldered

the bulk of the weight of this inequality as it

manifests in illness requiring professional

health care. While nurses made long awaited

salary gains through the 2007 OSD reform,

relatively low levels of investment in the

public health sector as a whole have led to

increasing numbers of public nurse positions

that are unfunded and unfilled. Low priority

given to nursing labour force development

has meant slow nursing labour force growth,

growingnursingshortages, and intensework-

loads in the public sector.

In addition to serious attention to the

elimination of inequality which makes for

exceptionally high morbidity and mortality

in South Africa, serious attention is needed

to begin undoing inequalities reproduced in

the health system, including those lived by

nurses and other health care workers.

Notes

1. This is down slightly from 93 per cent in 1998.

These figures are calculated by the author from

data of the South African Nursing Council.

2. For an analysis of the links between austerity,

public health care, nursing work and nurse

migration, see Valiani S (2012) Rethinking

Unequal Exchange - The Global Integration of

Nursing Labour Markets, University of Toronto

Press.

3. This estimate does not appear in the government

document that is publicly available, hence the

citation of a secondary source.

ORCID

Salimah Valiani http://orcid.org/0000-

0002-9111-3478

a
rt
ic
le

76 AGENDA 121/33.4 2019

http://orcid.org/0000-0002-9111-3478
http://orcid.org/0000-0002-9111-3478


References

Armstrong S, Rispel L & Penn-Kekana L (2015) ‘The

activities of hospital unit managers and quality

of patient care in South African hospitals: A

paradox?’ Global Health Action 2015, 8: 26243,

available at http://dx.doi.org/10.3402/gha.v8.

26243, site accessed May 1, 2019.

Ataguba J & McIntyre D (2018) ‘The incidence of

health financing in South Africa’, Health

Economics, Policy and Law, 13, 68–91.

Baker P (2010) ‘From apartheid to neoliberalism:

health equity in post-apartheid South Africa.

International Journal of Health Services, 40, 1,

79–95.

Bester C & Englebrecht M (2009) ‘Job Satisfaction and

Dissatisfaction of Professional Nurses in Primary

Health Care Facilities in the Free State Province

of South Africa’, Africa Journal of Nursing and

Midwifery, 11, 1, 104–117.

Blecher M, Kollipara A, DeJager P & Zulu N (2011)

‘Health Financing’, in Padarath A, English R

(eds), South African Health Review 2011,

Durban: Health Systems Trust, 29–48.

Bradshaw D, Groenewald P, Laubscher R, Nannan N,

Nojilana B, Norman R, Pieterse D, Schneider M,

Bourne D, Timaeus I, Dorrington R & Johnson L

(2003) ‘Initial burden of disease estimates for

South Africa, 2000’, South African Medical

Journal, 93, 9, 682–688.

Competition Commission South Africa (2018) Health

Market Inquiry Provisional Findings and

Recommendations Report, available at http://

www.compcom.co.za/provisional-findings-and-

recommendations-report/, site accessed October

2, 2019.

Conco D (2019) Interview with author in

Johannesburg, April 24.

Coovadia H, Jewkes R, Barron P, Sanders D &

McIntrye D (2009) ‘The health and health system

of South Africa: historical roots of current public

health challenges’, The Lancet, 374, September

5, 817–834.

Day C & Gray A (2008) ‘Table 41: Number of health

personnel by province’, in Barron P &

Roma-Reardon J (eds), South African Health

Review 2008, Durban: Health Systems Trust,

359–360.

Day C & Gray A (2015) ‘Health and related indicators’,

in Padarath A, King J, English R (eds), South

African Health Review 2014/15, Durban: Health

Systems Trust, 197–300.

Delobelle P (2013) ‘The Health System in South Africa -

Historical Perspectives and Current Challenges,

in: South Africa in CC Wolhuter (ed) Focus:

Economic, Political and Social Issues,

Hauppauge: Nova Science Publishers, 161–205.

DENOSA (undated) ‘Campaign’, available at http://

www.denosa.org.za/Campaigns.php?id=334, site

accessed August 2, 2019.

Department of Health Republic of South Africa (2011)

‘Human Resources for Health South Africa - HRH

Strategy for the Health Sector: 2012/13 - 2016/

17’, 11 October, available at https://www.hst.org.

za/publications/NonHST%20Publications/hrh_

strategy-2.pdf, site accessed August 7, 2019.

Ditlopo P, Blaauw D, Rispel L, Thomas S & Bidwell P

(2013) ‘Policy Implementation and Financial

Incentives for Nurses in South Africa: A case

study of the occupation-specific dispensation’,

Global Health Action, 6, 1, 138–146.

Doherty J, Thomas S, Muirhead D, McIntyre D (2002)

‘Health Care Financing and Expenditure’, in

South African Health Review 2002, Durban:

Health Systems Trust, 13–39.

Engelbrecht N, Heyns T & Coetzee I (2017) ‘South

African Undergraduate Nursing Students

Experience of Intra-Professional Violence’,

Gender and Behaviour, 15, 1, 8492–8508.

Global Perspectives (2019) ‘Indigo Wellness Index’,

available at http://global-perspectives.org.uk/

volume-three/infographics/, site accessed August

6, 2019.

Mabange E & Muller M (2000) ‘Strike Action by

Nurses/Midwives in a Nursing Service’, Health

SA Gesondheid, 5, 1, 22–37.

Mayosi B, Flisher A, Lalloo U, Sitas F, Tollman S &

Bradshaw D (2009) ‘The burden of non-commu-

nicable diseases in South Africa’, The Lancet

Health in South Africa Series 4, 374, August 25,

934–97.

McInyre D, van den Heever A (2007) ‘Social or

National Health Insurance’ in Bhaba R, Ntuli A,

Harrison S (eds), South African Health Review

2007, Durban: Health Systems Trust, 71–87.

McIntyre D (2012) ‘What healthcare financing changes

are needed to reach universal coverage in South

Africa’, Forum Analysis, South African Medical

Journal, 102, 6, 489–490.

Mills A, Atabuga J, Akazili J, Borghi J, Garshong B,

Makawia S, Mtei G, Harris B, Macha J, Meheus F

& McIntyre D (2012) ‘Equity in financing and use

of health care in Ghana, South Africa and

Tanzania: implications for paths to universal cov-

erage’, The Lancet, 380, July 14, 126–133.

Mokoka K, Ehlers V & Oosthuizen M (2011) ‘Factors

influencing the retention of registered nurses in

the Gauteng Province of South Africa’,

Curationis, 34, 1, 1–9.

Mokoka K, Oosthuizen M, & Ehlers V (2010) ‘Retaining

professional nurses in South Africa: Nurse man-

agers’ perspectives’, Health SA Gesondheid, 15,

1, 1–10.

Munyewende P & Rispel L (2014) ‘Using diaries to

explore the work experiences of primary health

care nursing managers in two South African pro-

vinces’, Global Health Action, 7: 25323 http://dx.

doi.org/10.3402/gha.v7.25323, site accessed

August 6, 2019.

Organisation of African Unity (2001) Abuja Declaration

on HIV/AIDS, Tuberculosis, and other Related

Infectious Diseases, Abuja, available at https://

www.un.org/ga/aids/pdf/abuja_declaration.pdf,

site accessed August 8, 2019.

Padarath A, Ntuli A & Berthiaume L (2004) ‘Human

Resources’, in Day C, Ntuli A & Ijumba P (eds) in

South African Health Review 2003/2004, Durban:

Health Systems Trust, 299–315.

Pick W (1995) ‘Human Resource Development’ in

Harrison D, Nielson M (eds), South African

Health Review 1995, Durban: Health Systems

Trust, 103–113.

a
rticle

Public Heath Care Spending in South Africa and the Impact on Nurses 77

http://dx.doi.org/10.3402/gha.v8.26243
http://dx.doi.org/10.3402/gha.v8.26243
http://www.compcom.co.za/provisional-findings-and-recommendations-report/
http://www.compcom.co.za/provisional-findings-and-recommendations-report/
http://www.compcom.co.za/provisional-findings-and-recommendations-report/
http://www.denosa.org.za/Campaigns.php?id=334
http://www.denosa.org.za/Campaigns.php?id=334
https://www.hst.org.za/publications/NonHST%20Publications/hrh_strategy-2.pdf
https://www.hst.org.za/publications/NonHST%20Publications/hrh_strategy-2.pdf
https://www.hst.org.za/publications/NonHST%20Publications/hrh_strategy-2.pdf
http://global-perspectives.org.uk/volume-three/infographics/
http://global-perspectives.org.uk/volume-three/infographics/
http://dx.doi.org/10.3402/gha.v7.25323
http://dx.doi.org/10.3402/gha.v7.25323
https://www.un.org/ga/aids/pdf/abuja_declaration.pdf
https://www.un.org/ga/aids/pdf/abuja_declaration.pdf


Rispel L, Blaauw D, Chirwa T, de Wet K (2014)

‘Factors influencing agency nursing and moon-

lighting among nurses in South Africa’, Global

Health Action, 7,1, 23585, DOI: 10.3402/gha.v7.

23585.

Rispel L & Bruce, J (2015) ‘A profession in peril?

Revitalising nursing in South Africa’ in Padarath

A, King J, English R (eds), South African Health

Review 2014/15, Durban: Health Systems Trust,

117–126.

Rothmann S, van der Kolff J & Rothmann J (2006)

‘Occupational Stress of Nurses in South Africa’,

Curationis, 29, 2, 22-33.

Sherry, K (2015) ‘Disability and rehabilitation:

Essential considerations for equitable, accessible

and poverty-reducing health care in South

Africa’ in Padarath A, King J & English R (eds),

South African Health Review 2014/15, Durban:

Health Systems Trust, 89–100.

South African Nursing Council (1998-2018) ‘Annual

Statistics - Provincial Distribution of Nursing

Manpower versus the Population of South

Africa’, available at https://www.sanc.co.za/stats_

an.htm, site accessed August 2, 2019.

Uys L & Klopper H (2013) ‘What is the ideal ratio of cat-

egories of nurses for the South African public

health system?’, South African Journal of

Science, 109, 5/6, 1–4.

van Rensburg A & van Rensburg D (2013) ‘Nurses,

industrial action and ethics: Considerations from

the 2010 South African public-sector strike’,

Nursing Ethics, 20, 7, 819–837.

van Rensburg H (2014) ‘South Africa’s protracted

struggle for equal distribution and equitable

access - still not there’, Human Resources for

Health, 12, 1–16, available at http://www.human-

resources-health.com/content/12/1/26, site

accessed November 13, 2018.

White J, Phakoe M, Rispel L (2015) ‘Practice what you

preach: Nurses’ perspectives on the Code of

Ethics and Service Pledge in five South African

hospitals’, Global Health Action, 8, 1–8.

World Bank (2019) ‘The World Bank in South Africa -

Overview’, available at https://www.worldbank.

org/en/country/southafrica/overview, site accessed

August 7, 2019.

World Health Organisation (2019) Global Health

Expenditure database, available at http://apps.

who.int/nha/database/ViewData/Indicators/en,

site accessed May 3, 2019.

World Health Organisation (2018) Global Health

Observatory data repository - Life expectancy

and Healthy life expectancy, available at http://

apps.who.int/gho/data/node.main.688?lang=en,

Site accessed August 8, 2019.

World Health Organisation (2019) Global Health

Observatory data repository - Nursing and mid-

wifery personnel, available at http://apps.who.

int/gho/data/node.main.HWFGRP_0040?lang=en,

site accessed June 16, 2019.

Salimah Valiani is an independent researcher and visiting lecturer at the

Centre for Researching Education and Labour, University of Witwaters-

rand. She is the author of the research monograph, Rethinking Unequal

Exchange: the global integration of nursing labour markets (University

of Toronto Press: 2012), and has published a range of policy papers,

journal articles, as well as popular articles on economic justice. She has

served as a researcher and economist in unions and nongovernmental

organisations in Canada and South Africa since 2001. In 2012 she received

the Feminist Economics Rhonda Williams Prize – an award recognising

feminist scholarship and activism in the spirit of the African American

economist and advocate, Rhonda Williams.

a
rt
ic
le

78 AGENDA 121/33.4 2019

https://doi.org/10.3402/gha.v7.23585
https://doi.org/10.3402/gha.v7.23585
https://www.sanc.co.za/stats_an.htm
https://www.sanc.co.za/stats_an.htm
http://www.human-resources-health.com/content/12/1/26
http://www.human-resources-health.com/content/12/1/26
https://www.worldbank.org/en/country/southafrica/overview
https://www.worldbank.org/en/country/southafrica/overview
http://apps.who.int/nha/database/ViewData/Indicators/en
http://apps.who.int/nha/database/ViewData/Indicators/en
http://apps.who.int/gho/data/node.main.688?lang=en
http://apps.who.int/gho/data/node.main.688?lang=en
http://apps.who.int/gho/data/node.main.HWFGRP_0040?lang=en
http://apps.who.int/gho/data/node.main.HWFGRP_0040?lang=en

	Abstract
	The contradictions of health care expenditure
	Implications for nursing labour supply
	Translation to the everyday: nursing work, now and then
	Conclusion
	Notes
	ORCID
	References

