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The exiremely complex fagmentation of heelth services in the greater South
~ Africa has lead to confusion, duplication and uncoordinated planning,

B _ This study aéscsws the hospital' componem of the health services in one dx_'s.i:rete |
'g_eog:aplﬁcal area where service responsibilities a_fe particularly complex.

* Bach of the hospitals identified within the study aren was visited and, after a short
- conducted tour, detailed information was obtained on a standard questionnalre _ '
during interviews with senior hospital personnel. Final detaj] was obtained. by °

inspection of various functiona) components in each hospita} ' -

Proposals regarding the process of reglonalising the hospital services in a future
 post-apartheid era (when palitical boundaries, particularly homeland boundaties,
have disappeared and the health services can be ranonahsed under a unified
health authanty) are made.

The Imajor finding 1s that, while some eﬁpansion is needed, the existing facilities
can be reorganised into a functional complex at minimal cost and limited
disruption of services,



 STREEKSORGANISERING VAN HOSPITAAL INFRASTRUKTUUR IN DIE
OOS-TRANSVAAL GEBIED

: CRISP, Nicholas Gilhmur, MBCHE
Universiteit van die Witwatersrand, 1991

ABSTRAK

 Die uiters koniplekse fragmenteﬁng van gesoﬂdhéid.é&iemté"iﬁ- die groter Suid
Afrika het verwarring, duplisering en onkoordineerde béplanning veroorsaek,

Hierdie studie ondersosk die hospitaslkomponent van die gesondheidsdiensfe i

een afgebaakende geografiese gebied waar verantwoordelikhaid vir- dienste
besonders kompleks is,

Elke hospitaal wat binne die ondersoekgebied geidentifiseer Is is besoek en, na
'n-kort toer, i3 gedetaileerde inligting versamel op 'n standardiscerde .vraestel
" tydens onderhdud met senior hospitaal- personeel. Finale detail is iﬂgewi;i deur
~ inspeksie van verskeis funksionele komponente in ellze hospitaal.

Voorstelle met. betrekking tot die streeksorganisering van hospitaaldienste in n
toekomstige post-apartheid era (wanneer politiesegrense, veral tuislandgrense,
verdwyn het en gesondheldsdienste gerasionaliseer kan word onder een unitere
gesondheidsowerhieid) is gemaak,

Die hoofbevinding is dat, alhoewel ’n bietjie uitbreiding nodig is; dic bestaande

fasiliteite herorganiseer kan word in ' funksionele kompleks met minimaal kostes
en beperkte ontwrigting van dienste,

it
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1. INTRODUCTION -

| ~ Health services in the greater South Africa are severely fragmen.ted by virtue of -
_© both consu'mnonal and health legislation: The Self-governing territories and the
- Independent States provlde services in their own right in terms of the National

 States Constitution Act; 1971 (Act 21 of 1971).! The Department of National

 Health and Population Development has functions in terms of the Naticasl Pohcy o
for Health Act, 1990 (Act 116 of 1990) % and section 14 of the Health Act, 1877 -~
(Ac* 63 of 1977).3 The four Provincial Administrations have functions described
© in section 16 of the same Act plus delegated functions from section 14, Section 20

. describes the funetions of the Iocal authorities, Local authonty responsiblhncs are
complicated by a multiplicity of structures generically grouped by this term but _

-governed by several totally different Acts of, legislation. These mclude the

- Provincial Government Act, 1986 (Act 69 of 1986)*, 4 , the Black Local Authorities
© Act, 1982 (Act 102 of 1982) S and the Regmna] Services Couneils Act, 1985 (Act -
109 of 1985). Finaily thc_Cpnsﬁtu.tlon of the Rc_pubhc_of South Africa Act, 1985
(Act 110 of 1985) 7 gives & health function to sach of the three houses of
_ _parliaxﬁcn_t; Houss of Assembly for whites, House- of R‘cpreéant’atives_ for

* coloureds and House of Delegates for Asjatics ("‘Own Aﬁ'm'rs*'). -

However, the man-in-the-street does not understand nor pay hesd to such
complications. When ill, an individual seeks health care fre.cn the most convenient,
trusted and familiar service. This results in a complex, though logical, self-referral

© pattern.

Furthermore public health service facilities have grown and developed for various
historical reasons, with commensurate adaptions to resource allocations which do
not necessarily bear any relation to the needs of the community to be served.

Population figures are unfortunately unreliable, especially where they need to be
‘most accuiate. This, plus the false and ungeographical border determination,
severely inh_ibits" the ability to plan accuratly and has contributed to many

1.



'ﬁhnecess'ary an‘ci: {llogical _dévelnpments in the past.

This study of hospital services forms part of an ongoing, in-depth 'Study'into health -
services. in Kangwane and the surroundmg region. Other studies examine the
CImic and othe.r primary care services, intersectoral issues, and ccrtam vertical
_ .semce.s such as TB ambulanccs and mental health care. |

. The primary _object_i_ve. of t_h_é hospiﬁl'study was to make bmp‘nsals regarding the _
process of regionalising the hospital services in a future post-apartheid era when

o _-polmcal boundaries parﬂcnlarly homelanﬂ boundanes have d:sappeared and -

'. the health servit:es can be ratmnallsed under a uniﬁed hﬁalth authonty

A secondary objective was .fn makc more di_:tailed tccoi:nniendations"witﬁ fespect_' o

1o -SOI‘l:.lE_..Of. the ho_spitals in order to impmve_ their'.présent fi_mctioni_ng-,

| _The area of the Lowveld»Escarpmcnt Raglonal Services: Council, mcludlng the .
Lebowa and Gazankulu districts of Mapulaneng and Mhala respectwely and
' Kangwane in its entirety was identified as 2 logical, contuinous geographical area, |

" (FIGURE 1) The phymcal mf.rastrucmre, geograph:cal barers such as mountains

and rivers and the sociosconomic constztuhon of the populatlon influenced th:is o
decision. The final influence was the fact that this area forms. an existing
- sub-planning unit of the R'xin 2t Development Advisory Conunittee.

Thirteen hospitals were identified within this area. Two were then excluded.
' The South African National Tubsrcilosis Association (SANTA) tubercnlosis
~ hospital in Barberton has been_m_mlude:i as it does not function as a general
hospital. Secondly, the provincial hospital in Waterval Boven was assessed td be.
structurally a large ponc]smc rather than a hospital. The eleven Temaining -
facilities included in the survey are: Tintswalo, Mapulaneng, Matekwane,

Lydenburg, Sabie, Bongani, Themba, Rob Ferreira, Shongwe, Barbeérton and |

Embhuleni. (Bongani was later considered to be a ward of Themba hospital but
some details are still reflected independently.)
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- There is very little infermation available in the published literature which rclé_i'tes

- directly to the subject under investigation. Bven less is available locally.

_Publ:catxons concernmg reorgamsmion of services are conspmuous by thcur-
' absence, o _ o

 Several publications are available which address district and regional health
planning. ®° Local documents tend to concentrate on minimal standards. 114

" Whilst these documents meke a valuable contribution to the plavaing process,

they do not attempt to address the complications which: hava arisen from the :
‘ pohtical legames Emm the past o

The National Ptan for Health Faclities ™ which was "ssued by the Department

of Health and Welfare on belialf of all the health authorities in the RSA" fn.
~ November 1985 is, in fact, designed for 'white’ South Africa. On page efghtof the .~

«document it is stated that "the major complicating factor (in facilities planning) s

the continuous influx of patients from the self-governing and indepenﬂéﬁt_ black |

states to the white areas of the RSA for health services....It is, however, essential -
that community health centres for citizens of these states be provided in their own
areas to prevent to (sic) influx into white arees.” The document does state that
funding of community heaith cantres (CHC’s).in black areas would have to be
~ pravided simultanecusly

The document makes no reférence to joint planning or coordinated provision of
services and/or facilities. It is stated that the provinces would determine which
hospitals would provide a regional function. No mention is made of any
corisideration to be g.wen to the self-governing and independent black states when
planning this function.



‘Together with recent political'dcvelo;mi_ente have come ‘documents which |

 recoguise the current deficiencies in coordiriition. The Health Matters Advisory = - o

- Committee (HMAC) [now the Health Matters Committee (HMC)] approved a

mechamsm for the coordination of teaith facilities in 1990 *¥ and extended the _' .

" mechanism in a modified form to mqlud_e all private facilities this year, 1991. 15

Finally, the size aed com'positi:jxi of the pepulaﬁons ‘of the vatious compbnents of
“the study areg are a matter of speculatlon. Hospltal dramage areas have been
i regarded as magsmnal district boundaries. These are very clearly not the irue

drainage aceas. The 1985 census 7 has proved to be Inaccurate and inconsistent . -
. (except for the fact that it records an undercount everywhere), especially | m the - -
" rural areas. 1819 Attempts ! have been made to Justl.fy the demagraphlcdata sources .

used.. Health status and eﬁciency of the supporting primary heglth care
' mfrastrucnue has been largely educated guesswork a.lthough the services’ wor]nng'
documents have been ce‘.sulted



. METHODOLOGY

81 - Objectives
The objectives of the study were; -

* to describe the ex:shng thospital facﬂmes with particular regard to
© . current and pntentzal capaclty ' :

o fo place the e,xisnng hospital fac:liucs within the context of a
S rational geographical mode! - ' :

* to make ‘conctete reoommendatxons for ‘future plannmg to the
health authorities '

32 Oueonnaire

A standard questlonnaite was complled in order to ensure that the =

descriptiOn of each facility would be comparable The questionnaire
(Annexure 1)is dwided into sections.

* budget information

o physical facilities and infrastructure, including the buildings and the .

site services requued for its continved functioning

*  functional units for patlent care, climqal services, support sewices
' and special support services

. L .
“' personnel and management

6



o A suppomng questxonnalre was distributed to doctors in order that a
' brcadth of opinion might be obtained on certain issues. '

A stﬁndai‘d checklisf was used for the estimation of dompleteness of -

.- aquipment in outpat:ent and casualty departments In the case of wardsa - "

_ few items were chosen as mdicators of basic acceutermen*
' 'The questionnaire 'combines both -objective and subjecﬁve assessment.

- The gnestionnaire was not piloted as the investigators betv#eejl them have
" diverse experience in the administration of several types of hospitals, It was

decided that each hosp:tal would ‘ae so different that adaptatlons would

have to be made in any case. The framework was accepted as the

minimum requirement to which any addmonal mformation could be addcd T

- and whlch would ba a bonus.

3.3  Investiga ﬁon

" Duting Tuly of 1990 nine of the eleven Hospitals were visited. Seven were <

wsited by both investigators. A third control investigates (MP) atteﬁ_ded -

four hospital visits, Two more were visited by only one investigator (NC).
The remaining two hospitals were visited in August and September by only
ong investigator (JG). Each investigation was completed within one day.

* Astandard procedure was adopted. A short conducted tour of each facility
was done in order to get an idea of the lay-out of the facllities so that |
meaningful discussion could take place during detailed questioning.
Thereafter as much of the detailed information as possible was obtained
during interviews with the hospital's Superintendent, Secretary, Matron and
other informed personpel, Thirdly a more detailed ingpection of various
functionsl components in the hospital was carried out. '

7



_ _In all cases the information obtained i3 incomplete and in all cases. the
questxonnan'e had to be adapted irt order to accommodate the spemﬁc way
 in ‘which the wards are allocated and the hospital Jaid out. '

- No hospital was revisited, A comprehensive report was written for each
facility. These repoIts were submitted to the Medical Supeﬁntendents for

. comment together with the recommendatlons and proposals. The relevant =

~ role players were invited to & presentation of the findings and given the

" opportunity to correct any erroneous reporting. Extremely limxted changes

were made to the original reports and ncme of these affectad the .

recommendaﬁons.

- 34 Biases and varia

'There were two main investigators and some of the cbservations in fhe’ -
latter half of the study were made by only one or other, There is therefore -
* the potential for inconsistency. The investigators did, however, examine

seven hospitals together, four with a third control, and spent much time

discussing -and stapdardising findings. Every effort has been made to_'
confirm the facts (rather than impressions) recorded.

The backgrounds of the investigritors and their perspectives of what js and
is not acceptable does introducs a bias, The conclusions are none-the-less
based on the facts recorded,

The main aim was to determine functionality and not to deseribe the
quality of the present functioning service. The latter is seen as a fluid
measure which alters with season, managers and extraneous events but the
physical structure is less subjected to short-term change. '

L]



"h There is no doubt that this . *thodc]ogy has ]lmltatlﬂhs but it is the
- author’s belief that de5p1te the somewhat SubJecttve, qualitative rather than
qumlntatlve methodology used, the results are relatwely ubJectave ancl"
 biases are minimal, The information obtamed is believed to be a true
. reflection’ of thie reality and the optxons and ret:ommendatlons concluded -
_are based on fact. ' '



. FINDINGS
41  Hospital beds, budgets and equity (Table 1)

" The popﬁlatioﬁs being serﬁedhy each hospital have generally baen' taken

to be terde facto populanon of the defined mag;stenal district w1thm which

e cach hosp;tai is geographically situatcd However, patjents obviously nse

 the facihty of most. conVemence or personial preference. For mstanca_ .

peopla living in the Komatipoort area are likely to use services at Shongwe o

-or Themba hospltals just as much as Nelsprmt Likewise Matekwane

- hospital serves southern Mhala and ot purely Mkhuhlu, Tt also serves

- part of the Wh:te. vaer drea, as does Themba ‘Thospital,
" 'There are abcmrt '1;5 mﬂ_liohipéopie living i‘:i_the ares ﬁnder consideration.

The sources of dcn:n'ograj;hic data were: the 1985 census _adjué’ced fora 15,1
pg'rc"eht undercount and 2,9 percent annual population growth; a 1989
‘Human Sefences Research Council (HSRC) sample census survey of the
- Kangwane "areas; and Department of National Health and Population
" Development (DNHPD) figures for some urban areas iﬁciuding black local
) aurhdrity areas. It should be noted that the HISRC figures, in whichi there
is most confidence, are between 35 and 50 percent higher than the figures
caleulated for the same areas from the 1985 census adjusted as described.
This suggests that the non-Kangwane populations may be scnously.
underesﬁmated in table 1

~Thers are apprmdmately 3000 hdspita_l beds available in the facﬂitiés:'_

reviewed in the study. It should be noted that the bed tallies for each

facility (on counting the actual beds available per ward) did not match the
total bed capacity claimed for the facility. In some cases the actual beds -
available are less than the stated bed capacity of the facility. In three
hospitals patients were doﬁb]ing up in beds or sleeping on the floor.

10



" BUDGETS AND RESO_URCE All;ocmow' |

{FACTLITY [Popuintion [Reglstered |Observed  (Perceglage [L989 Regh- [Reglstered lgll‘bndgetllndndes B {Estimated  [Annuslex- [Hospital per
of drainzge Jhed e ot feredbed  [Joedsper:  {1950/1991  Jellades “Tnospitat  [pendittre * mdpet/iead pattent-day
atva *z cupacity capacify beds in use  Joccopancy % {1008 (8T 1)) ‘ _ |budget  * [perbed in . [poprlation -

: : . {population | - (Rwlil) fuse (B served,

Tatgwalo (| 148396 | 260 340 131 % f2e |1.7's_ 05 tres s 81 7 724 5 6554
Comtined | 228270 | 454 518 114 % 110 199 . 177 - [Most Some 49D g9t l65*b. . [8131
[Mrteiwane || 79874 | 194 {17 n% 2 P43 68 INo Iva- {68~ sz - feseb. hoassec

iMaputancag i 200200 | 454 03 5% |%4s 231 9.6 i s 11 "~ fi4 410 Y 4425

liytenbarg || 5400 | 139 137 99 % & 203 28 [No. Mo 28 w48 ja 8451

{fsabic 36000 ] 116 100 B5 % 51 pz - lzz - e Ne . f2z 27000 - |75 10450

Feadim || 120000 | 308 | 2¢2 87T% la " hss INe S Mo hss. se200 - |m30 a2

tehoens i . 1 ) . .
fBarbedton || s1oo0 | 206 284 Jss% 51 25 s o No. - lss - posss - he {1591
hemba [IG0 | 558 500 s0% 183 |1._53 leg - 1=  fra {a v o '

Combines [| 333000 | 628 574 91 % 35 89vd  |iss ¥re ves o jus 19083 |34 5895

{|Bongani g T0 74 106 % foo=e = |« *d o *a g, W v .

lshongwe -} 732000 ) 218 350 61% o jaed 1225 [Yes Yes . . o1 pssor {30 5425

lexehntens || 201000 § 102 201 CEIRE joss I EX) Yes Yes 44 krm . lm 7598

Frotal 1500670 {2815 925 {012 {68 9085 - bsar bsaas - Is1 7935

*a See ot : : . )

v “Tintswalo and Matekwaze scrve overlapping popalations. Formcpmpmﬁn{mﬁm&nrﬁuumﬁnimmhsbmmbmdand mpmdmtformembtﬁatmmﬂtbmmrﬂw

c Es:imaleﬂocwpmq from peroent - otbndsmuse. Inmlitymumluwer,pmbaﬂyabum'w% :

i Thembamdﬂongsmmmmcamemglm Samepupulsunnmdfnrhoth. Bcuganilsmﬂyannﬂﬂ}ﬂugm:ﬁot’memw Buﬂmdupuu!'lumto pnptﬂaummtosaremﬁmfor'nlunba )

and then for both.,

e Eslimsted ocoupancy.-
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| _ "ﬁic_ superiittendents of each hospital provided figures on the total hospital -
expandifuré. In the case of the self governihg territory facilities this was
the budget for the "hea’™ ward" and included clinie services and some -

-'-mamtenance “The "total budget“ ineludes seconded staff, drugs, dental

services, but ez;cludes ce.nu'al head office expenditure, capxtal e.xpendltuf e

* nursing college costs, _environmental health expenditure, population.

 development programme costs, major works departtment expenditure and

~ special contracted services. (In the case of Shongwe hospital, when all
these casts are included, the total health ward expenditure mcreased frcn:n_
R12 25 n:ulhon 10 R16 5 million for 1989)

| 'Ti'a_nsvaél Provincial Admixﬁstra_tion:('I?A) hospital budgets reflect direst

-hospital expenditure and the expenses incurred by the District S'urg'eon o

service, Mamtenance budgets are not reﬂected and nor are thc cummmty
" :based health services, S T

The -ac‘tual axpenditure on the hospital per se in the health services of the -
 self-governing territories is almost impossible to determine. In order to

* adjust the health ward expenditure to be comparable to direct hospital
* expenditure, the former was reduced by 26 percent. This figure is derived
from a detailed costing study of costs in the Shongwe health ward?

A sum of R77 million is budgeted for the inteinal running costs of these
10 hospitals in the 199071991 financial year. (This dogs not include the
 running of any peripheral clinics.) '

It will be noted from Table 1 that the budget for Matekwane hospital is
somewhat different from the other hospitals in that it includes capital
. redemption costs. This is because Matekwane Hospital was built for the
Gazankulu Department of Health by, and is run by, Life.c;a're; a private
company who manage numerous health facilities in Sonth Africa, Capital
redemption forms part of the budgeted costs for 20 years. The real running

12



 costs are unknown, On ai estimated capital cost of RS miltion, and a 20%
annual interest the loan repayment amounts 0 R1,643 mil]ion. '

'The hospltahsatlon cumponent of the health care is thus R?ﬁ 9 m.i]hon o
There is therefore an estimated avcrage: of R26 246 to be spent this ycar _
per huspltal bed. Alternativclv, R51 is- budgetcd per head -of the

. populatlon for the whole stucly 4rea for 1990/91

The mdmdual faci]ity budgets per head of population served are not fmﬂy
comparable as the actual and theoretical dramage areas §% not
e%ﬂm It 1s, however, clear that the actual money available on each -
_-ho :pital’s budget bears no constant relation 1:0 the bed capaclty nf the. o
g facﬂuy ' ' -

_'I'Ile costs per patient day would be particularly useful but the available -
data on bed occupancy is very speculatwe The DNHPD figures for annual_' '
bed occupancy averages for these facilities range from 51 perccnt for.

Barberton hospital to _210 percent for Shongw.e hospital. The approved bed |
totals are used in the calculations rather than the actval beds in vse,

The qutpatient load of ach hc;spital differs, as does if% maintenance cost -
and the expenditure on clinicy/transport, ete. As a result jt is difficult to
estimate inpatient costs, and therefore to make accurate comparisons,
without collecting primary data. There are however, several obvious
observations: - ' :

4.1 a)
Rob Ferriera hospital expenditurs is about double the cost per bed

of other hospitals arid three times the cost per bed of Mapulaneng
and Themba hospﬂals '

13-



The disprbpoﬂﬁ:iate expenditure on Rob Fcrraira hospital is
related to the fact that it performs several spemahst funetions, has

a very active theatre (performmg several technical surg1ca1

- procedures) and has to maintain an intensive care unit too, These |
sPécJ_‘aliscd sérvices cdnsumc funds. ' | '

Rob Ferriera already sérves to some extent as the regional referral ..
" hospital. The second set of figures flhustrates the situation from the
r».gional fatnllty perspectwe

41ty

Barberton hospital is only half occupied most of the time ana'txﬁs‘
. makes the cost per patient day signiﬁcanﬂy more expensma than
' shown here, '

Bven 80, Barberton hospital is the least cos_t-e&ecﬁve fé,cfﬁty"on' _
pure bed eust. Bven if the population for eMjindini js elevated from -
 the original estimate of 11 000 to the most recent assessment c_.-f 19
000, the bed population ratio of 3,65 would decrease to 3,3 per
1000, and expenditure per capita in the magisterial district to R99. *

4.1 c) - | |
Mapulaneng hospitﬁl is ﬁc ﬁlost underfunded facmty ) -
4.1 d)

The bed cost of Matekwane hospital may .be. falsely elevated -
because the budget includes capital redemption. Also outpatients

arg cut to a minimum as only referred outpatients are seen and this
makes it difficult to compare Matekwane’s costs to the other

14
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' hospitals. Furthermore this budget s due for revision before the
" end of the financial year and is likely to he clOser'tQ R8 million. " -

C4le)

 The ﬁguréé showing the. coinbined hﬁ‘i&]ﬂ. resources for Tmtswalo o

- and Matekwane hospitals are a little exaggerated by Matekwane s
' capltal redamptmn and high costs. N

Thers are 144 registered and appmved beds not presently used but S

 some 254 additional beds miade available in other hospitals (which
are not approved). There is therefore 2 final excess of 110 bedson ~
- the 2815 ;approve_r_’l in the regiqn-, gmng 2 total of 2925 b‘e;ds"in use.

_-'ShOngwe hospltal is opcratmg 132, beds more than the approved. .

number, Tintswalo 80 more and Mapulancng 29 mare. BEven with
these inflaied hed ce~ ities, these three hospitals are 100 percent '
or taore occupicd virtually alt of the ﬁ'me_. '

' 4-1-g)'

The average per capita hospitalisation budget for the population of - |
the self-governing territories allocated to the hospitals of those

regions is R41 including Matei:wane and R39 excluding Matekwane, '

compared to R98 for the population of the "RSA! allacated to the
- Transveal Provincial Administration (TPA) hospitals. However,
many inhabitants of the self-governing territories use TPA hospitals
and vice versa. The expenditure pér capita of true population
drainage per facility is impossible to determine, '

15



The ﬁmctionality and quality of the facilities is reflected in Table 2. It
"must be noted that the accessibility has been assessed with dlsregard to
any existmg const:tut:onal borders, -

Space refers to the Capgbity of the physical structure to acdommodate the
‘work, ' - '

Quality refers to the scale of obvious maintenance requirsments.

: -Stmctural design refers to appmpriate. archxtecture for climate and space -
utilisation, including masterplan layout, '

" Infrastructural 'accés'_sfsiting 'ref_eré to macro access for p'aﬁents and
services to the facility,

‘Functional access refers to micro access to parts of the facihty 1tselt', for
patients ancl to the facility’s services

In this case there is no doubt that Matelwane hospital fulflis all the criteria

for an excellent facility which is well placed and accessible for the

population in its geographical area. On the other hand Embhuleni

hospital, which is a magnificent building (and therefore scores highly), is

extremely inaccessible and a badly placed facility. All the other facilities

are fairly accessible and functional and of reasanable standard except for
Bongani hosp:tal.

" Bongani is totally dilapidated and in fact does not serve any functiori it a
hospital, It should rather be seen as a remote additional ward of Thernba
hospital, taking care of chronie patients particularly those suffermg from
tuberculosis.

16



FACILITY

TABLE 2 o
FACILITY seace! QuUALTEY; | STRUCTURAL | INFRASTRUCTORAL |  FONCTIONAL FUNCTIONAL
: pallentsfservicts condiiion ©  DESIGN . | . ESS/STTING ACCESS ACCESS
: appropristeniess yoods, rall patlents . services
Tintswalo 1-42 1-4 3 P s 2
Mapataneng, 3 2 3 4 4 4
Matekwane 5 5 5 5 s B
Yydeniurg 3 3 z ] 4 4
Satic 3 3 2 3 .3 2
Bougant 1 1 1 .1.‘ 2 2
Themba 3 2 3 BE) oz 4
Raoh Ferrei 3 1-5° .4 5 5 5
Shongwe 2 z.4¥ 3 -2 2 1-2
Barberton 3 3 Z 3 2 3
Embhuicri s s .5 1 5 5

{Scored: 1 = Poor; 2 = Aversge; 3 == Good; 4 = Vory good; § = Exeflent)

1 gvallability of space for werds and services.

ZSonmpansv:iand, mmped;nmbnﬂﬁn‘ga.iommm.-mm) . _
' %mbﬁﬁﬁaﬁrm—wbﬁe&mm&qﬁcu& ofa'vnyw bntmld beumded.aﬂhmgm#urdaﬁudyﬁﬂlem.

4Some parts very old, cmaped; nes bulldings (OPD theatres - very 2ood.)
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" Table 3 tabulates the essential services to each facllity, It rcixiforces the -
) _comrnents regarding Bongani. The water supply is dubious, the sewerage

. system is totally inadequate, there is no spare capaity in the kitchen nor

'_.the laundry, and the hastni plus the nurses’ home are in need of urgent
major repair.

Three of the TPA hospitals do not have laundries of their own. They

 either contract their Iaundry out to private contractors or send them to the
“hospital in Middelburg. The laundry at Themba hospital is in a eritical

*condition while those at mehuleni and Barbcrton hospitals also need '
'_attentlon ' a

All: of the hospitaIS' (éxoapt Tintswalo and Bongahi) have sf.-ﬁre’ chj:’iacity in o "

| their kitchens. Most of the hospitals have some maintenance reqmrements,
' Iargely malor, and mostly urgent,
| 'It is distressmg that at least half of the hospitals are still on manual
~ telephone exchanges. This bampers communication and impairs the
- proper referral process necessasy in cases of emergency. Most hospitals
‘have some or other form of radic communication in addition to their
| telephone systcm

The Figures reflected in Tahle 4 are subjective assessments of ward layout, -
quality of inpatient accommodation and the average nccupancy of the
bospital made by the investigators on the day of the visit, The estimates of
the proportions of out-patients referred to Hospital, admitted from
out-patients and the distribution of the catchment population of the
hospital were made by the senior hospital staff, These estimates were
confirmed with several members of stafl at varions points within the
facility. There has, however, been no attempt o correlat the ﬁg‘ure.;‘g&’ OFPD
or admission registers. '
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SERVICES TO FACILITY

TABLE 3
FACILFTY || warER - SEWERAGE WASTE MAINTENANCE | WORKSHOP KFTGHEN LADNDRY | TELECOM | MORTEARY
Titwalo Limitcd Ovn plant offelle | Remote Major backlog: all | Poordy - Pon Spare capaeity It | Mamust |9 :
| Severe  Problem reticufation | dumping. - toilets, kitchien, equipped small new mechines 5 Enes Not adequate |
Mapulsneng +f Limited . Own plant " | Remote - Painting, cledning Adequate: ' 'Spa_l"é At mavimumn Manual. | Adequats
Unljmited | dumping £ -imor ' . caparity capacky - % infines 6
Mitczwane || Unlimited Redlcalated Remote None - few Adequate. Spare Spire | Manual Attequate
_ Unlimited dpmpiog ) ) capacity capacity 3 in-lines 6
Iydenbucg || Untmited Refteutarcd | Remote | Majorrewkingand | Adequate Spare . . - | Nuas Automatic | Adequate |
- TInlimited dumping roof pepalrs capacity (conftact): 4 Indines [
Il sakic UnfEmited Feticulatcd Remole Minor pataiing ' Adequate . Spare | Hose Moauust .. | Adequate
- ' | Unlimired dumping and repalrs : capacity (coutsact) | 3inlines {6
Bongnal  Poocvalume Septic tanks Own, it Totally delapidatsd - | Poody 1 Atmsdmom 5 Af movimem Manusl | Unused
‘Dubious overflow . and $urn ‘equipped capacity capachy | 1indlae | B
Thembs Untimited | Retlculated Remote Revamp - laundzy, | Adequate | spare Inadequas | Amomatic | At madtoum
i Unlimited: dumping Hfis & st o good capadity Needs ¥ in-lines . capadity
11 Robr I}nnmited Reticuiated Remate: Revamp black . : 'Adupale&_' Spare None | Automatic | Adegoate
Femeira Unlimited - dumping seciion | Med eqoipped: _capacity " {contract) - 14 inlines | 18 + Private’
Shongwe Pump Shared plant Remove | Lauediy,cld | wer Bquip.necls | Macoapacity . | Mamwal | Spare
problems. | Spare capacity toownplt - % bolldings: equipped repiacing - Equipment ént | 12 Iincs 15
vools, pajnt : . { Spare capacity _nt order
Barberton Unfimited Reticolated Remote - Only minor | Adequafe - T Spmz. 1 madimoan Auntomatic | At madimem
| Unbimlted dunping Receatly revamped L . capagity apacily 4 in-lies 9
Embhsleni § Daliaited Own plant Localbum  § Noms~ ' adequate. Spre | Overmaxmuom | Manual Adequate
: [ Unlimited end bury [ in good condition n capacity ++ | capacity | Zintises 15




TABLK 4

. 'WARDS

FACILITY WARD LAYOUT QUALITY OF WARDS

INPATIENT

| oCCUPANCY!

omnmnsrnom.sz '

OUTPATIENTS PROFILE

| ADMGTTED

- plecemeal additions :

2%

Mapalaneng Goad - Diauble storey Fajr. Minor matnlenance

<%

V4e10m

Malekwane Exellent. All under Exellent

single raol | Brand new

f7s® -s0m .
£ %

>90%

Fair 1o gond

| Eydeaburs Raclal zepregation
. both sides.

Ol - bift o0

| Black> 70% .
{ “White < 509

__W-lﬂﬂ%’?; o
B-5% )

[ Few

| Fair to good

Sable Rarial scgregation _
. th sides

01 - buil on

1 Riack 50%-60%

‘White < 50%

. Haphazard - ritn by Yoral -
GPs - unsatisfactoey

Haphaind < run by locaf

| GPs - unsatistactory

Bonganl . Add-on-and-add-on. Poor Very poor

100%

10%

| Themba Ml storey * herwie fine | Ty

50% &

i -1_0%:._. B

- Blarks poor

Rob Ferreira || Muld stors
Racialseg: .o

' White 50%-60%

|-W- most

. B.-none

W 5%

| BS%10%

Shongone: 4} OM ~pirecnteal cxpansicar

Newr wards good, Old very poor

Black 2 202

-} Very bew

ueknenvm

0ld add-on

Fal to good
both sides

. Witite < 409%F

“{ W-none
" | B-znone

Good Yt iots.of amps 4 Exelicnt exessive

- Black 30%-40%
< 50%

Nu sives ot cst fibie

No figares of estimazes svall.

de@ oa dey of visit.

Zgubjective estimates by superintendent and other staf, _
%mwmpmmmmwmtom&me Grs,noma.orb.-
4} arge priportion of mpprogeiste bospitalisation.




Besides Bongani, which fs very poorly laid-out and not a good Zacility, all
' the other hospitals are quite useable facilities. The TPA hospitals ate all
_ built on 2 féciélly segfegatéd basis. The facilities for whites aré in all cases
. better than the fucfiities for blacks, It is however only in the case of Rob
o Ferreira that major mairitenance would bé'.ne'cessary on what s curreﬁtly
 the black section to bring it up to an acceptable. standard. Having saxd this
it is important to immediately state that all TPA hospital beds were
- oEﬂcially made "open", available to any race, just after completlon of this °

-.study’s fielilwork. The jmpact of this on occupancy and utlhsatiﬂn of these o

: faci]mes has not been assesscd

| Mapulaneng, Tmtswalo and Shongwa hosPitaIs and the black section of
-Raby Ferreira ‘hospital are extremely full, All the other facilities are .

relatlvely less occupied. Barberton hospital has a low occupancy; It isnot

" tlear why this should be the case and, in fact, it seemed to the investigators |

that a large propdrﬁén of those who are 'atl::tua]ly.adnizitbed do ot real]y

 require hospitalisation (eg aneedotal reports indicated admission for dental - -
extraction and scaling of teath and the caesarian sectmn rate is 50+ 60 -

- percent) ' |

The pattern shown in the estimated out-patient profiles in Table 4 reflects

current thanagement of the health service. The difference. befwegn

Mapulaneng, with less than one percent of its patients referred and an

admission rate of less than ten percent, compared with Matekwane

hospital with more than ninety percent referred_and at least one third of

those admitied, is striking, Ideally all out-patients seen in any hospital

should be referred from a primary health care network outside of the

hospital, When this is the case personal experience in other similar

hospitals hias shown that between one quarter and one third of out-patients
are admitted. '

21



 Another interesting point of note is that some hospitale"servicé

o predommantly the local populat:on living in the immediate vicinity of the
Facility and is not the population resident in the district meorerzcaZZy serv:ced o
e by mefacxlny In effect Méipulaneng and Themba hospitals, for example, '

©are bemg used as chmcs for theu' local populatmns

43 " Clirjical; diagnosti ’t. grapeutic anddi en!

- 'I'ht. diag1105tic and clinical therapeutic services are reﬂected in Table 5.'

' 'The South African Institute for Medical Research (SA]MR) heslaboratory . -

- services at several hospnals The Inshtute is responsible for by far the

' majonty of all pubhc sector laboratozy tests performed in the area. A’ o

. private firm of pathologists operates axtenslvely in the pmvate sector of
medlcal care in the area. ' : :

Xeray facilities in the hospitals are generally quite good. Rob Ferreira
hospital has two X-ray facilities. The older one is far less adequate than
 the very modem new.one.

- All the operating heatres seen are very functional and totally adequate for
most general and emergency surgery. Rob Ferreira hospital has an
enormous theatre complex with one theatre specifically aflocated to
urological work and another one shared by ophithalmic and ear, :nose and
throat (ENT) work. The major problem with the theatre complexes in the
smaller hospitals is a lack of recavery facilities. Theatres are for the most
part very well eqmpped. Rob Ferreira is so well equipped that it is
capable of handling patients with aorta grafts, hip replacemerits and other
major surgery. Only Rob Ferreira has a proper and fully equipped

-intensive care unit (6 beds). An intensive care unit is being planned for

‘Chembs hospital. In the meantime all hospitals have somie means of
coping with patients with more serious clinical and post-surgical problems.
(High care rooms, etc.) ' |



TABLE S

CLINICAL SERVICES

FACTLIYY

LABORATORY

X-RAY

| THEATRES

| pHYSIO.

Tiniswalo

1 own b

Far

4 Exeellenl

plus ovm

Fai:lammpui-

| 3 Average

. None

"Referio

SAIMR Maptla

-1 Gaod

' Adequate

None

| Lydenburg

| Refer 10

SAIMR Nelsprult .

{ Good

|E

None .

Good

Sabie

Refer to

- SATMR. Neisprult

| 2 Average’

Nine -

Adequate :
Central prepack.

Boagani

. Nome

Themba

SAMunpmnIscs

| Fair

4 Average '

Inadequate -

Mimimal
Jum adequate” -

i i

Rob Ferpelra

SARMR on premises

Exceileny

} & Excetpent

| Verygood

Coamped

Own Job, well cquipped
Sufficlent space

"] 2600a -
1 Poor

: - Shared, cramped.

. Aderate
_Central prepack -

SAIMR. on premises.

.8 Avcrage

Adequate.

| Wone

Embhuleni

Ova Ieb

Very pood

T 3 Excellent

Adequate

Spacious -




. Physidthcrapy and ocupational thcr'apy services are largely deficient. Rob
. Perreira has both of these services plus an orthopae.dlc and orthotlcs
_wgr!{shop ' '

It also has a medical technical maintenance .workshop for medical

' ﬁqulpment maintenance. No other hosp1tal has any of these facilities. The -
TPA hospitals use these facilities but the self governing temtones contract
""sennces pm'ately In many instances the service i poor. _

The : phmaccuﬁcal distn'butian neﬁvork'_in the :Study ﬁrea is: extremely .
fragmented but all of the hospitals have reasonable pharmacy and storage

o 'accommodanon. Some TPA hospltals obtam prepacks from Mlddelburg )
hospital, othiers " fromt Nelspruit and the Kangwane hospitals obtain .

prcpacks.ﬁmm their own central store, _also in Nelspruit. The Gazankulu'

and Lebowa Hospitals obtain pharmaceuticals by yet other means,
'~ Gazankulu has embarked on a pilot initiative with a private pharmaceutical

-company'(Lennon Petersen Associates), Tt is not surprising that simple -
essential pharmaceuuc&ls are out of stock from time to time in some
facilities. s

4.4 _ Personnel

The personnel situation in each of the hospitals varies quite considerably.
“The detail of personnel in each of the hospitals is reflected in Table 6.

All hospitals have some form of mandgement structure which -purpbns to

‘involve the community, In nearly all instances the commumity
"repreSentanon" is in fact not representahve. and comprises & nominated
Board. '



TABLE 6

PERSONNEL AND MANAGEMENT® |

FACILITY

POSTS

EXPERIENCE

ON.GOING
IN-SERVICE

MEETINGS - -

- MEETINGS

- UTTLISATION OF |
| QUALIFICATION -

Tintswalo

Mapufanesg «

All adequate

-Grossly inadequate

Especially medical

Doctors forsign-

‘Regular

Al gIaff

'Re'gl'l..lh.t T

‘| Regular
per calcgony

' Faltiy sppropeinte.

Matebwane

All adequate

‘Somevacant

MNurses no-info.

Fair-
All calegories

R

All staff

Regular

Regular

- Falr

Lydenburg

Adequate hat needs
another Dpctor

paramed e

Good

| Regular

" Failr: too small

o applv

Sabje

{§ Adequate but all

dociocs part-ime

(Except Doctor) -
Regulat

Falc.0osmall

to apply -

Adeqguate but no

_doctors full-tice

Reguiar

i Nful. appropriate .

Mequa(e

All murses

Regular-

. Good

Rob Ferreira

Lots of part-time
spedialinis Adequate

All stait

Regular
- All staff

| Repatse

- -Ndlalways
enforced

Shongwe

Adequate

All siaff

R;gmu-. -

Regular

‘Key pasts ooly

Others otate:

Rﬁ.;gn'lgr_

Regutr

Fair

Embhuieni

Reguler

Regalar -~

.mnh_r :

High inmov::r

T of the hosplials have nominated Hoepital Advisory Boards except Bongan] which Ius an elected commiitée,
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REGIONALISATION DEFINTTYOMS AND PRINCIPLES

51 Definitions

The terin “regzmmlmrmn“ is used to refer to the process of pat:ent-referral' .
and services procurement hetween hospital facilities in a ¢ mimated

. 'maxmer within a- defined, logical, geographlcai area with- a umform :
' _mfrastrucmrai accessibillty '

o _The regmnahsatlon pmct:ss antl(:lpates the dlssoluuuu of the exlstmg' '
 political ‘borders, ‘whi¢h are not based on any geographlcal or

e . infrastructural logxc. It. ‘also anticipates - the’ "defragmenﬂng of_

' prcventtve/pmmonw and curative health services into a umtary system. _ B

5.1 _a) Di.sti_-ict.(or Com_ uﬁi:ny) -hosm"‘tal_

This refers to a facility that is staﬁed by doctors and s capable of
at least stralght-forward and common surglca] procedures (e-g.
caesarean sections, laparotomies, manipulation under anaesthetic,

. sim}ﬂe internal fixations; and burr holes),_l and of diagnosing and -

~ treating common and uncomplicated ‘medical conditions, In .

. principle these hospitals would have no medical specialists on their
full-time staff. In effect what should happen is that a cadre_;_ of
general specialist would develop. With the support and in-service
trajrﬁilg 'of the district staff by specialisis at a regional level, 'thése :
staff would be cohipetent to handle all common and most
emergency situations.

It is important to remember that this applies not only to doctors but
to all health staff, paramedical, nursing, etc included. C
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Itis félf_ that the full-time presence of a specialist at a district
hospital would retard the development of the "general specialists” -
~~ and deny the rest of the region the specialist expertise. It'is a

reality that specialists are rare S0 centx‘ahsmg them would allow the L

greatest banaﬁt to the whole region,

CItis acmw:eagea that there are bi'g and small district hospitals and
 some degree of flexibility would be needed. However, the principles
mentioned still hold.

. Eéach District Hospital would service a network of community or
- peripheral services (ﬁxcd and mobile chmcs plus health centres) N
 The relatmnsh:p of these facﬂmes tc- the hosp1tals is not vvlthm thc_ .
.bnef of this mvestxgatmn

- Thjs description encompasses that made in the National Plan for
Health Service Facilities™* The National Plan norm, however,
requires that four pnvate medical practitioners practise in the area
and that a primary health care service must already be established
within the area. The definition in the National Plan presupposes
full-time medical oiﬁcérs in district or community hospitals, '

5.1 b) Regional hospital

This i a hospital which receives referrals from a network of district
hospitals, in a logical geographical and infrastructarally accessible
region. Such & facility should be able to do specialist surgical work
and to diagnose and manage complicated medical problems, It
should not be providing experimental medical services nor highly
technical and sophisticated services such as radiotherapy or other
 services where economies of scales are not achieved. Techmical and

support functions such as pharmaceutical supply, medical equipment
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' sem::mg and repalrs, and orthotics workshops should be controlled
reglonally. '

This facility would have a major regional teaching and tratning
- function. It may also have to provide a "district hos‘pi'tal" functinn

* for the local community, Again this definition encompasses that of o

the National Plan for Health Semce Facnhtles u

51 c) Te m Iy hosplta

These facifities should be dealing with rarities and I:ughly techmca]
_ problems Patients with super-specialist problems would be referred
.from reglonal and district hospitals. These would mclude
procedures such as coronary artery angloplasty, li..hotripsy, heart
transplantation, ete. '

5.1 d) Other

There are cbviously grey areas where the activities of different
levels uf hospital care overlap or where the skills of a particular
doctor enable one hoépital to manage conditions which another
hospital of a comparable level cannot manage. However, for the
purposes of modelling a health service, these definitions are useful,

The hospital component of patient care must not be seen in

isolation, The socio-economic and health status of a community and
- the ability of the primary health care infrastructure to fulfil their

needs will strongly influence the grading and need for hospitals,



‘52  Reasons for B,egjcma!isaticn

The. ranonalc behind the regmnahsatxon of hospital services, and all othcr '

“health services that are attached to them, are many. _
It is anticipated that better otilisation of existing facilities will be
realised. There will almost certainly be a decreass in the
- duplication of existing factlities and a substantial decrease in the use
 of transport in order to provide services to the facilities, '
7 521b)

The regionalisation of more complex medical services would make
the decentralisation of expertise from major matrbpo]itan areas -

possible, It would be possible to provide a cost effective speclalist'_ o

- service locally which would resultina reduced load on GaRankuwa

| hospltal (Pretoria) - presently the referral hospltal for 6 of the 10
hospitals in this region (and for all of the hospitals in ‘the
self-governing territories situated in the northern Tre_insvahl.)

520

The presence of specialists in the region would permit better

training of district hospital personnel and in-service training within

the area, Conversely, specialists would be more acutely aware of the

circumstances in the facilities from which their patients are referred

and would develop a closer relationship with the district hospital
personnel. a
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52d)

'Paﬁents reqmring specaa]:st care would spend far lcss time

' travellmg It adtmttcd they would be nearer to relatives who wnuld |
be able to visit them. Besides the convenience to the patlent, this

" would also save the health services a considerable sum of money.'

_ .Perhaps the greatest savings in tnnc and cost would be with respect -
to follow-up repeat VIs1ts ' :

'5..2f) | |

- Regioxiélisatiqu--bf ths secondary health care system would ensure
a miuch better support to district hospitals and primary health care

facilities in the periphery. . This support ranges from better and.
more regular in-service training to greater .avaﬁabﬂity for telephonic
consultations, to better communication about patients referred in
from or sent back to the periphery.

' The co-ordination of laboratory services, pharmaceutical supplies,
the blood bank, as well as the Jaundry, stores and other support
services would no doubt result in better services, probably be much
more efficient and cost Jess, |
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6. OPTIONS FOR REGIONALISATICi¢

Three reglonalisation opt:ons dre dxscussed but only Opnon A is senously

confcmplated

61

' _ 'The followving'assumpﬁons 'apply_iﬁ'all'tluee opﬁ'ons': '-

. 6da)

| ) ‘True desegre_gaﬁon of existing facilities will he realised.

C 61b) -

‘The geogfaphical and inf.rasiructura.l aféé chosen for the stady is )
reasonable and manageable with the exception that the southern

- portion of the Berstehoek lealth ward of Kangwane ha easier and

mare direct aceess to Ermelo and Middelburg or Witbank and
should be excluded from the region under consideration during -
further planning.

6dc)

Al hospltals are regarded as being referral centres for a primary

health care infrastructure, This appHes to both inpatient and
out-patient sectiors of the hospitals, In other words no hospital
should be a primary comtact point for the provision of minoxr
ailment sexvices to patients, :

¥
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6.2 gi:_tigg A

OPTION A. Rob Ferreira hospiml the regional hospital
~ with 2l other hOspitals distnct hospitals.

~ This is the most obvious option. Rob Forvcira hospital is the most
- atiractive for specialist care as far as facilities are congerned. The facili ity

- 1s well designed and constructed, especially on the present white side which

has a capacity of about 130. There is-an extremely well equipped theatre

- complex, there is already a six-bed intenswg care unit which is lnghly_ |
functional, and there are technical workshops uvailable on thdprémiéés; -

Nelspruit, in which town the hospitsl is situated, also has the best
 infrastructural access to the whole region under disoussion, Of all the .
' hespitals int the ares reviewed, Rob Fetrefra (Nelspruit) is the most directly
LTS the-way" to - the next biggest centres of the "
. Prctona-Witwatersrand-Vercamgmg area. In addition, Nelspnlit has an
" Intetnational aitport which “altfield s highly accessible for casualty
evacuation and transisr of patients to the academic centres. Nelspruit a]so .
'has the best c1v11 and industrlal infrastructure in the area. o

Were Rub Ferriera to become the regional facilify for the area the
question arises as to what district facility would be available for the
immediate environs of Nelspruit. Most locals, for at least the foresecable
future, are likely to be whites and Asians. These people are predomivantly -
private pa_tieixts making use of privacc general practitioner services.
However, the non-private patiems do need at least pﬁmary health care
- services outside of the hospital an.s access to district hospital services. The
present local authority clinics at Currie Street and the Municipal building,
os well as at Nelsville, plus the distriet surgeon service and the TPA family
plamﬂng'clim‘c could become comprehensive public sector pnmary ¢are

32



cenires, Regﬁrd.ing the need for district hospital services,'it is iikely that
' 'the load of local referred panents could imbalance the rsgmnal functmn .
- of thls facxhty it refen-ed to the regmnal faczhty d:rect]y '
' :Thi's oPﬂcm is exp‘anded in the recomm&ndations_.
OPTION B Themba hospital ss the regional referral unit,

A.majdr‘advantage of this option is that Themba hospital is the biggest -

facihty available for such a referral unit. It already provxdes sxgmficant

_ speciahst services bymeans of full-time employed specxallst staff.

 Theré are also certain palitical considetations. Tt may be impqrtam.as part
of an affirmative action process of redressing past discrimination to
emphasise that there is no reason why the high care refetrﬁl hospital of ihé
: ..reglon shonld not be situated in an area where the majonty of residents
are, i and will be black, Townships, especially large ones such as Kabokwem
- and KaNyamazane, will have to be developed in the long term 50 that they

do not forever remam dormitory towns for commuter populations. Movmg

State-provided services and administrations into these areas is part of this
- Process. - ' '

_ There are however several negaﬁve points. 'I’heniba hospital reqtires
" major adaptation and refurbishment m 6_rder to accommodate éuch
regional functions. Were this facility to becorne the regional referral unit
for the whole Eastern Transvaal area, a new district facility, additional to
Themba hospital, nﬁajr be needed for the Kabokweni/KaNyamazane area.
Secondly, Kabokweni (Themba hospital) is not infrastructurally well placed
for access to the major routes to the metropolitan centres, nor to the
airfield,

B



Fina]lja-, eithough this is net a Stron'g argument, Themba is also physica]ly
. removed from the potent:al source of speclahsts, at least for the
foreseeable future, It s tikely that specialists, black or white, would

_ probably choose to live in Nelspruit or White River rather than in the -

more isolated area of Kabokweni once the Group Areas Act i is abolished,;
. an Ob_]BcthG that the State Premdent Mr FwW de Kierk has on Several .
: 0063310118 indicated will be achxeved in 1991,

In'_this model Rob Ferreira w_ouid becbme_- a district hospital and would

2 _' have to refer patients to Themba hospital for specialist care. This seems. o
. less likely to happen as most specislists glready work in Nelspruit and at -

: Rob Ferreira hospxta] and wonld merely go to the private facility where'-'
o they would semce predomjnantly white and As:an patients '

: 'I‘he seeondary care facllmes that do exist at Rob Ferreira huspltal, such
as the ICU , would be wasted since one could not ]ustlfy two sueit famhtles '
~ so close tOgether‘ ' -

N‘eaﬂy all of the other hospitals would take longer to transPort patients to -
Themba than to Rab Ferreira and the tert:zuy referral route from Themba
aust pass Rob Ferriera hospital.

64  Option C . vl

OPT‘ION C. Rob Ferreira and Themba hosliitnls as a jdi_ni regional
referral unit, )

In this option the two facilities would operate as orie anit, each r¢ . Jnsible
for certain specialist services. An advantage is that this option would allow.
for mere space for specialist care. The most pragmatic allocation would be
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to- allocate’ surgical-type 'specialitiés to Rob Ferrcira hospital and the
non-surgxcal—type speciahties to Themba hospital. This is purely becausc :
o the emting tacilities available at the two hospntals and the desm: to
move rapidly into a ratlonahsed system mthout waltmg for long term o
hospital expansmn suhemes ' '

'Ihe problems described under Optmn B still apply, namaly that Themba -

A hospxtal as a facility needs a fair amuunt of mamtena.nce and that it is not | |

L ideally placed in a referral line towards the next centre of referral.

. *However the main problems rélate to the many specialities that are _'n‘_eéded
0 service the scpérétéﬂ medical and surgical departments, For example,
_radiologlsts, pathologlsts anaesthetists (for medical ICU and theau'a), and

' even the physicians and surgeons themselves are Often required ta consult -

e one anather about their patients, These specialists would have to travel'. :

: be.tween the facilities or else be duphcated at each. The laboratory and

- Xeray facilities themselves would have to be duplicated. All this is- likely

- to undarmmc many of the efﬁclency gains of regwnahsatmn
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7. - OPTIMUM BED CAPACITY OF A REGIONAL HOSPITAL FACILITY

It has been difficult to assess the exact number of regioﬁal hospital beds required |
. for this region. ‘Such planning would require a separate study and would bave to

. take into account popu]aﬂon gmwth and movcments aver the next 20 years. It

__ _'would also have to take into account the effect on demand of the new pnvate
o hospltal that will be opcnmg in the near foture in Nelspruit. Hawever, it Is kely

that the beds currently available for provincial use would not be sufficient, Rob -

-Fernera hospital’s present capacity provides 0,21 beds per 1000 existing .

- population. The 138 beds dev:loped for the non-white population. groups are for - o

. the most part of an inferjor standard and require tpgrading.

'._Figures'- of - |
I acute care bed ~ / 300 population and o |
1 'chr'on'ic cafe Bed / 1500 populhtion S N S -

have been suggested by Buch and de Bcer based on work (done in this same
 area) with respect to propc:sed minimum standmﬂs u S

This would mean that the 1,5M population of this area would requite 6000
- hospital beds, 5000 for acute care and 1000 for chmnic care, This is double that
which " is avaﬂable in the edsting facilities. It is not clear whether the |
. recommended bed norms include mpatient beds situated in heaith czntres.

Glatthaar ' supgests 1 secondary care bed per 1000 population (including
maternity). By this norm only 1450 beds would be required, including thase in the
community health centres. This is half of those beds already available in hospitnls _
alone,

It is likely that the real peed les somewhere between the two. Where a primary
heaith care infrastructure functions weil and health status is fair, 2,5 district beds

L]
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pet 1000 (acute and chronic) pi-obably constitutes reasonable inpatient capac_"'y.
N Ill this area 3750 district bec_is would be required now, exclusive of any regional

-Glatthaé‘.'xf' 13 suggests one regional hospital of 600 to 800 beds per mﬂlion: o
~ population, or 0,6 - 0,8 beds per 1000. The DNHPD 2 works on two beds per

1000 population for regionsl hospltal plannmg but it is unclear how the drainage
: populatmn is denved. - S

 One regiona! hospiml bed per 10 distcict beds would seem to be & reasonable
ratic (based on- personal'cxpaﬁeme of the proportion of patients admitted to

dJsmct hospitals who reqire regional-level-type care), though references of this .

- sort are conspmuous by their absence,

. The ratios are obvlously dependent on several diverse mﬂuences such as health

status and accessibility and competence of the primary health care netwark'as . -

aiready mentioned. The regional hospital size will likewise depend on the
: competence of the district hospital network.

On a basis of this 1:10 ratio a present regional hospital would require 280-290
beds, This is on the understanding that this does not include any district beds for
the local population. Additionial beds could be pro\rided for this purpose in thé_e
same facility,

However, on Bucl’s recommended bed ratios per 1000 population, the present
population would justify 6000 community hospital'beds-anﬁ a 600 bed regional
hospital, (Either by enlargement of existing facilitles or building additional
facilities). | |

Once again, the truth is likely to lie somewhere between the two extremies. The
1:10 ratio translates to 0,25 regional beds needed per 1000 population, or 375
beds. There js little doubt that a properly functioning PHC infrastructure would
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" redunce thé Iciad on the existing holspi'tals. Itis non’e-the»-less evidant.that additioné]
district beds are necessary in soms aress, These should take the form of health. -
. centres wheraver posmble :

" The present bed to populauon ratio of 1,88:1000 is reduced to 1,75:1000 if Rob'
Ferriera’s capacity were to be entirely reserved for a regional function, A total :

- district bed availability ratio of 2,5:1000 population would mean a need for 3750 |
- beds plus a 375 bed (0,251 1000) referral hospltal. [4125 beds] '

: It' the southem pnrtlon of the Eerstchoek area s excluded fmm thzs reglon as -

- already suggested, the requirements drop to 3424 district and 342 regional beds

. re8pect1vely This is felt to be a reasonable target for the present population. Any
' planmng processwﬂl have to take oogmsance of demographlc trends for thayfr next :

L two decades at Icast.

. Furthermore, it is essential that & separate study be done to determine the true

catchment and service areas of each hospital before dccldmg where the additional '
beds should be provided. o R
It would appea?_r that Rob Ferrieta needs to provide 342 regional beds and 300
district beds, makin'g‘ a total of 642 beds (more than double tﬁe_'. present 'capaci'ty.)'.

 Whilst only inpatient bed capacity Is discussed here, it must be remembered that |
a hospital must provide numerous services. The phymcal size, layout and
relationship to services is widely referenced in the literature 391122 Outpahent |
services should be secondary care facilities but this is possible only if the pnma:y
health care metwork is thoroughly developed and efficiently run. The
fragmentation of primary and secondary care responsibilities undermines the
potential of both and will continue to pressurise all authoritias to bmld more
hospitals. '
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8. RECOMMENDATIONS

o The'recomméﬁdaﬁm are broadly grouped into

B .tkase:wh_z‘c}s' app@ to the gene}xﬂ refew! mzdservmngpaﬂ‘em

* ."tkose wh:ch _pertam to ‘Rob Femem ho.spiml with regzonal ko.spxral
' : .requrremenw 10 be cam:dered

e 'recqmmenda}iom'_specﬁc 10 each community hospital facilly

b)

Recommendations v.:ch avply to the gerera I referral and servicing
The ho'spifal éoihponent Of health camcannotbe seen in isoiatibﬁ'.- | )
The fonctioning of district hospital facilities, the need for their

expansion and their adequate staffing depend on the proper "

functioning of pnr.zru-y health care services and elevation of healfh _

+ gtatus. Where hospxtals are flooded with patients whose problems .

do not require doctor care the answer is not necessarily to enlarge
the hospital.

¥t district hospitals are to see only refrred patignts then the
primary health eare services available within focal authorities

-would need to be éxpanded and adapted to incorporate minor

ailment curative care and maternity servicés, and the primary
health care services which are not available in the rural areas

would need o be developed.

There wotld have to be a well advertised and strict policy of not
accepnng unreferred pahents for hospitahsation and out-patient
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8.2

b)

* Recommendations which, pertaln to Rob Ferriera ho

services in all hbspitals, especially at Rob Ferriera. There is
obviously a commensurate obhgatmn to davelop PHC services.

Sotithem Eerstehoek, and therefore Embhuleni hospital, 'shc‘mld be-

B '_'excluded from the region as the infrastructure mekes Ermela a

more logical refcrral oentrc {or even dedleburg}

when regional hospital requireme are considered

With Exbbuleni hospitals referrals reallocated away from Nelspruit
the immediate bed raqmrement for the regional hospnal is 342

_ 'heds‘ ¢! per 10 district beds)

THe 308 beds presently available at Rob Ferriera hospital would
prowde for the district beds (2,5 1000 populanon)

The real requirement is therefore an additmnnl 340350 hed

regional facility.

‘This s felt to be & realistic estimate of the true needs, In the |
- absence of a competent and comprehensive PHC system and a

shortage of district hospital beds, Rob Perriera with its present
capacity is likely to be severely stressed as the regional hospital,
This stress is unlikely to be relieved by the new private hospital,

Certainly the current black section of the hospital requires
substantial upgrading and investment,

Tha South African Defeace Force (SADF) would have to move out
of the ward whick they presently uccupy.
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The unused wards would have to be opened. '

Expansion Iy required in the short to medium term in order o fulfl
the needs for a regional role, The grounds of the hospital have
plenty of space, on a relatively flat terrain, for development of _fhe.
infrastructure and future expansion to the wards.

The theatre and ICU facilitles are likely to be sufficient for dist’ribt
needs, especially once the private hospital is opened, and partially. -
fulfil regional needs. This will require further study.

Tlie._ fact that thers is no laundty on the hoépifal premises is & -

~ potential prubiém which may be overcr_imé if a sufficient, adequate

and accessible laundry contract can be obtalned. -

- 'The planned private hoépital which is under construstion may draw

the specialists away from the public health facitity and thus make
the public sector’s acoess to (private) specialist staff more difficalt,
In the event of Rob Ferreira becoming a regional hospital it would
certainly have to have full-time speciatist staff posts. An option mray
be to make the regional hospital a satellite facility of an academic
hospital.

The specialiﬁt functions currently being provided on a full-time basis -

at Themba, Tintswalo and Shongwe hospitals should be transferred

to the full-time staff establishment of Rob Ferreira hospital. This
would allow consolidation and reinforcement of specialist services,
Immediately available are internal medicine, psychiatry,
ophthalmology, gynascology, and general surgery services at leasth
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_b)_

decommeridations specific to each community hospital facilf :

' As far as the district hospnal component of the study is concemed,
further recommendatmns can be made, -

All the other hospitals need certain menagement changes in arder

to ensure that they are referral facilities and not pnmary facilities
' for thie local population. Mapulaneng and Themba hospltals have
- this _problem. Bosbokrand and Kabokweni respectively wrgently
need health centres to cope with primary health care needs, Simple
~ ‘minor ailments, aatenatel care and uﬁcbmpiicatgd deliveries are
obstruting. cutatiw care which 'must b'e hQSpitai based, -

The impression. of the study is that there is an urgent need to-
concentrate on upgradmg clinic facilities and services, to improve
 teaining and support siructures for primary care, ‘to improve

- coniihunication to ensure this support and to iusist that mo

unreferred {(non-emergencies) he seen at hospitals.

This structure will ensure that the minimum number of hospital
beds (both district and regional) will be needed. Obviously if the

district hospitals function well, with competent staff, then the

regional hospital will not be unnecessarily burdened.

In some instances some restructuring of the district hospitél.mcilities
will also be necessary. :

f)  The area served by Tintswalo, Mapulaneng and Matekwane

hospitals needs another 60+ beds on paper, not-withstanding
equally urgent essential upgrading and development of the
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PHC network. It is unclear as to where these beds should be

provided as the referral and servicing pattern is complex. It
s, however, the author’s feeling that there should be no

consideration of building on at Tintswalo at this stage, apart

from the matermty unit which is currently under

construction. The proposed training centre is accaptable and
not directly related to the brief of this study Additional
inpatnent beds would be a high pnonty as part of the
upgrading of the PHC network. ' -

Mapﬁianeng isa very adequate but highly aﬁused fadility
There is an wrgent and desperate need for staff_
actonimodation and redefinition of the methods of provldmg-. '

' the whole health service of that area,

Bongani hospital must be demolishéd‘ and a 20-bed
community health centre erected on a new Slte in the

community 1o be served,

Itwould be toc expensive to rehabilitate the buﬂdings. There
is an insufficient sewerage systém and very poor

‘accommodation for staff, The second best option would be

to down-grade the facility to a health centre or clinic in
order to avold the need for the extensive servicing presently
required. It is no longer advisable to treat tuberculosis
patients in sanatorjums, which is what this basically is.

- Bongani is in any case not very well situated and there is

very poor accommodation opponun'itjv in the imzn_édiate
vicinity of the hospital for any staff. |



'i'he Nsikasi / White River area"would_'lose 54 -Bcds in this -
'procéés, Themba is, however, designed to accommodate

these 54 beds 806 w.wu do so. This area needs 830- 850
district beds, a deficit af 250~270 beds .There is an urqent :

" need for at least one, and perhaps two, health centres m'
‘Kabokweni, and similarly so i KaNyamazane, in order to

provide midwife obstetric facilities, casuaiiy and primary
health care services in the community. |
Thesmba hospital should NOT be contemplating either ari
intensive care unjt (JCU) nar extension of the matemxty

capamty

The ésmbﬁshjng of an intenisive care umit costs an 'enoﬁf‘rmus

- amount of money and should be carefu}ly considered in the
~ . absence of permanent speciallst staff, '

The area served by Shongwe and Barberton hospitals,

* including northern Eerstehoek, has a pdpulatiqn'o'f 480 000

to 500 000. Somewhere in the order of 1200 to 1250 district
beds are required. The 646 presently available provides for
half of this need, Shongwe ¢ severely over-giretched while
Barberton is under-utilis.d. Shongwe should NOT be |
contemplating ward expansion as it may be a far more
appropriate solution to plan a new,.more accessible facility
elsewhere in the region. A proper drainage pattern study
should be undertaken prior to further action.

- Shongwe hospital needs to consolidate existing facilities for

better functioning as a district hospital. It aiso desperately
needs extensive structural maintenance in several places,
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| especially the maternity ward. "This facility is not an uption'

for a regional hospital"gwing to its poor -sfting. '

 The -seﬁrices provided by Barberton hospital need to b_e:'
reviewed in order to find .out why the utilisation of the

facility is so much lower than expected.-

Irrespective of whether Eerstehoek s served by Nelgpruit or
'Ermal’o,' Emblmleni is 'ext_reme_ly pooriy_situated and may
have to be closed as 2 hospital, Part of the building, perhaps
the present maternity section, would be useful as a health

“centre, A facility in southern’ Eers'tehoék could justify an o
' _additibimlli?ﬂ beds on paper! This facility is h‘lﬁpp:ﬁj)_k’iﬁ_tﬂ c
" to the needs of the community end is totally under-utilised,
This is latgely due 1o the pdnr infragtructural accéssjbi]ity o
“and lack of population in the immediats vicinity of the
" hospital. As a result of this, amongst other factors; it is
“extremely difficult to staff the hospital. At present this

facility is merely a consumer of funds. Urgent attention to
the PHC infrastructure may resurrect the vsefulness of this
facility. It will always be an expensive hospital to run.

Au alternative may be to adapt the building to serve as a
uriversity, téchnicon or school cpmpus, or a centre fur the
aged or disabled,

The Sabie / Lydenburg area needs 260 beds and has 255,

These two .hospitals plus Barberton and Matekwane

 hospitals need no urgent changes. There are some

maintenance requirements.

13
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However, all the TPA hospitals need some. reorganisatioh,
_ either minor or maj¥ly in order to cope wﬂh rac:al -
desegreganon

- Most of the hospitals have urgent maintenance requircméhté. These
- should be attended to before any contemplation of expagsion.or
. alterations. Thentba, Shongwe, Tintswalo and Mapulaneng hospitals

o ‘have urgent and substantial maintenance requitements,

The eqmpment available at all the mon- 'I'PA hosplta]s needs : o
improvement and upgradmg : '

-Staff acc'ami'n'odat'ion and tecreational facilities are gr'ossl}r lackixig, :

especially in the more remote hospitals. This applies to nonunursmg. _

~ professional staff, but also to professional nurses, at all hospitals
. especially in the hospitals of the self governing texitaries. -
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"5 . CONSTRAINTS

- 'Ihere are severel constramts to the immediate rcgmnahsataon under any of the
three options proposed.

" The first 1s obvmus and relates predommant]y to the multilateral co-operation
- which ig needed between divcrse authorities due to the censutuhonal lcglslahon
- of the da}r.

The second is the fragmentation of both the levels of health services (primary, -
secondary and tertiary) and the levels of clinical care within secondary and tertiary

" medical care, The clinics and health centres are the responsibility of' dif‘f.ereﬁt. o

" . authontles from those of the hospitals and yet deferent again from that of the .
B academic hospital authorities. :

’Ihlrdly, any change is h'kely to constitute a threat to ccrtain carefully constructed |
~ personal emplres.

Option A undoibtedly provides the best soluton, It s strongly recommended that
~ all planning for expansion to any facility outside of Option A be stopped in the
short term and that the authorities firstly concentrate on achieving a proper
hgional structure from the primary care level by committed co-operation,

Maintenance must receive attention urgently. Planning for the short term must
include a detafled study into the expansion of Rob Ferriera hospital to cope with
a reglonal furiction. This will include full-time specialist staff, pararsedical services,
ote.

The services provided by clinics autside of the seif gove.niig_g territories (Section

30 areas, including private industrial clinics, and local authorities) must be

sxpanded to include curative health care; the so-called "Section 38A nursing
sarvies”s
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_ However, it is fu‘nﬂy beheved that there are ways of mtcgrahng the hospital and _
clinie semces of the whole rcgmn, even undex present legisiative constramts. It is

- worth, domg this in the interests af prowdmg comprehensive, affordable health “

. care as well as is possible in order to develop ‘models for regional health services -

 whiich can be the basis for future'haalt'h policy and ! jistation.

It is not neceséa:y to wait for consﬁtutiona’l' E:hang‘e before regionalisation plans -
can be made. It is esssntlal that the authonu&s represcnted in the area use every
" existing co—ordmating channel and forum in order to design and l.mplemcnt a
-regmnal plan. o ' |



TABLE 7

CURRENT AND PROPOSED BED CAPACITIES OF HOSPITALS

[leactLyry HPopulatlon of dralnage  |Registered bed cupacity - {Observed bed capacity ~  {Desired capiity " Jchange from corrent Change feom curent
_ ' . (0.25 reglonal Bads/2000) e '
Tintswalo 14B 395 260 | 340 an e 51
1 Combined d 228270 454 518 571 117 53
[Matekwaze 99 874 192. 178 200 g .
[[Mepataneng 201 000 464 493 503 JETS 10
{fLydenburg 53400 137 137 17 7 34
{fsapie 36 000 116 100 %0 % - 1ao
HRob Ferreirs 120000 308 268 0 - ; 32
- 642 13 .
Regional eatchment 1369 670 34z 374
[Barberton 81 00D 296 284 203 53 - Bl
. {Thembs 333 00 E 500 j 83 s {333
Comhined 333 000 1 6 57 833 " Joos 259
fBongani [ K 74 Tove Cm0ee i
"Shongwe 232 000 218 350 5807 S 230 -
[Eabhrieni | 70 900 192 201 | s 17 28"
otal T 360 670 2 215 b, 925 3 424 Add. community beds|611 *b (199 b
{3 766 Tolal add. beds " . jp41 b

*z Assuming Bmbhufeni contlsmes as small hospital serving only Nowth Eerstehoek populstion of 70 GOB,
*b . These are net gures Le. if beds are closed these must be added to the new beds to be opened.
*c Bongani serves same popuistion a3 Themba, Recommend closipg Bongani.




4‘._ .

10,

'_REFERENCE'LIST# |

Government Prmter National States Ccmstltut:lon Act, 1971 (Act 21 of

1971). -

“_'Govemment Printer National Pohcy for HeaIth Act 1990 (Aut 116 of
_.1990) - : -

 Government Printer. Health Act, 1977 (Act 63 of 1977).
" Government Printer. Provincial Government Act, 1986 (Act 69 of 1986).

Government Printer, B.laick' Local Authorities Act, 51982' (A.:tiozof-is?sz);

Govemmr-ut Pnnter chlonal Services Councﬂs Act, 1985 (Ast 105 of
1985) '

Gnvemment Prmter. Constitution of the Repubhc of South Afnca Act,_
1985 (Act 110 of 1985). |

Kleczkowski BM, Pibouleau R, eds. Approaches to Planning and Design
of Health Care Facilities in Developing Areas. Volume 1. WHO: Geneva,

- 1976,

'Kleczkowski BM, Montaya-Aguilar C, Nilsson NO, eds. Approaches to

Planning and Design of Health Care Facilities in Devalopmg Areas.
Volume 5. WHO: Geneva, 1985,

Amonoo-Lartson R, EBbrahim GJ, Ranken .]'P District health care:

challenges for planning, organisation and evaluation in developing
couitries. London: Macmillan Press, 1984,

30



o

14

15

16
17.

18.

19,

ﬁep'artniént of Health and Welfare. National Plan for Health Service B

| Facilities. P;ctdrr:a: Department of Health and Welfare, November 1985,

Coetzer PWW, Smith FCA. Omvattende Gesondheids dienste, Universitet
van Prctnna, Fakulteit Ge'ne;-;sk_undc,- Departement
'Gemecnshapsgesondheid Pretoria: 1988, | R

Glatthaar E. Mémbran’dum' aan Transvaal Departement van :

'Hosp.taaldmnste" Minimum Gesondheid standaarda Universiteit van

Pretoria, Fakulteit Geneeskunde, Departement Gemeenskapsgesondhcld

R Twcede Konscp Februane 1989,

Buch E, de Beer C, M&ﬁﬁmm Standards for. Pe'rsc.)nal Health SeiviceS -

Mhala The Centre for the Study of Ht;alth Pohcy, University of the.

W1twatersrand .Tchannesburg 198’?

Health Matters Advisory Committee, Decision 2/90 from the minutes of

‘the mceting of J anuary 1990. Pretoria: 1990.

Heaith Matters Committee, Decision 3/91 from the minutes of the mectmg -
- of 14 February 1991, Pretoria: 1991.

Population Census : Report Number 02-85-01, Geographics] Distribution
of the Population, 1985, Central Stetistical Services, Pretoria: 1985.

Report for the Gazankulu Department of Hexlth, 1989, Infraplan, Pretoria.

Stoker DJ, Owen JH, Memorandum to the Department of Home Affairs,
Kangwane Government: The sample population census in Kangwane.
Qctober/November 1989 .Human Sciences Research Council. Pretoria,
1990,

51



20.

21,

Gnam W, Pn'éc M. Costing study of the health services in the Shongwe

health ward of Kangwane. Report ta the Department of Health, Kangwane

~ Government. (Personal communication.) 1990,

_ Mavrandoms J, Schneider H. Kangwana clinic management report, Report-
" to the Department of Healh, Kangwane Government. (Pcrsonal |
: commumcatmn.) 1990. .

_'.D'epMent van - Nasioﬁale Gesohdheid on Bevol]dngaontwﬂtkéﬁﬁg, -
" Sub-Direktoraat: Fisiese Fasilitsite. Fislese Fasﬂ:teite - Handleidmg

B _Pmtona 1991,

52



 arrmom

53



iHn&erﬁLu_ o | DbaTE:

- NORTHERN TF&MBVQQL AND HAMEWANE REGIGN HUBRITALS QURVCY

| snmrxum ) BUDEET

What is Ehe total budget (1996G/1991) for this .
 hnsplta1“ : _ o | e e,

‘What is the matimated proportion allecsted to
L khe hﬁ pitml itaal¥7

Describe the estimated trainayge APEET  wh vk rer tnarunueny

'_nluldlalvnlln'lnnnunnuuuauruiu\(ullnlr’ﬂﬁulnlnhlnlnuKullnlunllﬁn

Il&!lIll‘lliill'lillillll‘lllllllD'l‘ll‘l‘l[l!‘”i‘lﬁll‘ﬂ.ﬂ'}llIllilllllilﬁill

nnluuun'l_lnl|||laulul\tIvnn_‘liu»lnnnnlnnl-liulh'lllnlntll-lulu'l_nllun

What 1ls the estimabod nmpu?atiﬁn in-fhat éraa?

Hew s tha hﬁ%ﬂltﬁl’ﬁ budgwt estimaten and aliscated?

DESERIBEO 'nl!all!'Il)llll‘lllIlﬂllllhlulllﬂllllﬂll!“ll!lltrllﬂ‘ll‘

lllll‘ll|I\‘l‘atlllllI‘\Iuﬁll‘!lil“Iﬁ‘ll‘_llI.II."Ill'l!‘illl"!l‘lll'l!II!IHI.

CHOM R R N T RE W M N E A B oA R B NI L EU A MR R UK NN AR WK RE RN RN RN R kNN NN

HU LR BY O EU RS A0 R LdE kY AR RN MR N MW RN NN AN M AN DN RSN

HMevw murh nutmnmmv ia’ thare in fhe vote allu:atmmn 7

DE“C&IH ’ lllIIInllnﬁuunn-nullltululllllInnuuuinnlnll_nlnlnnul_

qxuu||nunup|unnu»u'uununnununqllllllnduulnunln-lluhllntn"uannun
4 F B K ¥ %R W H N KN F NN NN HR YRR N NS F A HE AN E N R BN NRF NN R HENFE R RN

UMY A RT AN U N IR R A KR ET AR NN I N E AU NP A kR RN BN AR A E R AT KA

Howw much avkonoay ls there in the actual sxpenditurs?

DEE’SGHIRE:‘ nn.llIlllﬂlilll“!li}liilhnll‘llll.lﬁlIlﬂll.llllbl_lflﬂl‘
ﬂ‘lﬂ!"‘vﬂﬂll“l#lllllﬁ’l‘ull"lﬁlhll"’!l'\lll“l!!lll!l!nlﬂﬂl!ll
Iﬁil!llll!l"lflHI!li!lllllﬁllh\lll!lllllllIlilll.litlli.l.lIl‘“lIII'IIHIRH

B B0 P RN g W MR NN RN AN RN R W NN NN FR NI d N F N B S HBY YR ER

How much deregulation ig euperlenced in the budget? _
DEBCRIBE: AW E RN oo Mg R R RN W RN N N KA MR RN W R MR KN R NN
lllnllll‘l‘l'l.llInnlllnlll\l'll‘_llIIIIII‘"IIIIllnll_llllh.ﬂ.lllll
n!hl'll'll|I.Iuilllnll.lu‘l.lllll.!l..l.llIlulﬂllﬁ_llll“l_l"'.h

W U N R oA Y N e Rk N RN NS LA E R RN NN AN ER O REE RN R RN MR Y

.ﬁTTﬁCH LORY OF 1920/1991 BUDBET ESTIMATE.
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) 5.;'5

el
1.2

1.3

Cdak

b

1.7
1.8
1.9

BUILDINGG
What is the total capazity of the hospital?

What is the present functioning capacity?

How maty Fully sguipped OT s are thare?

How many beds reﬁar»rd for mother—lodgars?

CBECTION 2 1 PHYSICAL FACILITIES

'Hmw.mannyPD tnnsulting rooms are thers'

 Rank on a scale of 1= &
)

. badw

bads |

bads

poory 2 = sversge, 3 = good, 4 = very gred, 5 ~ pueellent)

11

e

Funufiphai.araa space auality
' : B LS W=} (1 -~ 5

&ﬂmimiﬂtratinn' .

 Laboratory 1

X=rays. -

Physinthawapy.-

Pharmacy

Shoras

Wat de ,

OFD '
State of repair of existing buildings. Loz %
Dasign of exiﬁtinﬁ buildings.’ I 2 3
Lavoud of existing buildings, 203
ﬁe%iqn and layout of master-plan. 1 2 3
Infrastrustural a;:egmibility of facility. 1 2 3

. Funcﬁimnal apmaﬁaihility for patients. 1 2

Funcklonal accesaibilit? Foor nervices. 12 03

2 B B2 B OB B B

O Ui [ %

oM

31




L WATER

- What la the

What is the

_Nﬁét is the
- What is the

What s the

_pmmﬁ_/ sourae capaslty®

storage capacity?

volume of water used par day?

waber source? (boreholes, rivar,eﬁt?

Y

| Bed
~11Fm~eupaﬁtmncy mﬁ_ﬁha supply 7.

=

At

1

he |

Coyr

BEWERABE AND WASTE.

“What is the liguid sewage velume per day?

J

|

~Nhét type oF sewag@'nlmnt?~(dxidatiun[-muhicipal, atc)-'

Illillﬂﬁ‘.llll|l_.'-H_l\l*lﬁll\ll'lﬁIlI'IIRIIIﬂh'!lllllll'ﬁlInllil.llnllll‘l__

“Dan the present ioad be handled gaslliy? -

Can plant marage plannsd hnspitai expansion?

I ingineratinn available?

 Is there an adeguate refuse site?

YES / NO.

YES / NO
YES / NO
YEE / MO

What
4o

40 2

4%

MATNTENANGE

maintanancs e urgently reguired? DESCRIBEE:

Major: auwus

moEfw AN R R RN EH NN N Al N NS LY N NN E NN R KRR

AT R W N R W NN M AN W N E N RN N KN N A KN N R YN RN NN RN R TR

H MW HH R KA T H AR EFE RN LR NN R AN N IR Y T R EN A RN

W RN R E A RN R kAR HR AR N AAEYE RSN RN

Mordaerstar

BRR WA WA

LI I TR I I R R B B B R B DR RN B B A B R R B L L R R B B

Il_lll\l!\llililulllllllllllIIllllii‘h‘l‘.\ll‘lil“nllilll!ll'lll

d4 K 0 MR R E N R o E R M NN A N N N N H MR E RN R RGN

Mimors R R B R M R W e R UM N KN R RN K E M RN E N H M NR MR N W E A R KRR RN

anI|Ilk!'lliﬂlll)l!lﬂ‘llNlllllllallll-)lﬂl!illl!!lll\llllllll'
L .

WoH A A NR E AR RN R KR NH MM R W N X RN RN RN R RN RN

R E G W ER ND M AT RA N HY NN

H WML RYERAT D e AN RN
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SEETION 3 ;-nurpﬁr:nga_nEﬁaawnENT_{apnr

1.1 What pvmpmrtinn m# nut—patxenta ara raFerrad? _ | __' Y
1.2 .Prupmwtiun n# cungultatimns rasultzng in admissimn?lﬁmu;gﬁzg
Z:i?3' prmpurt1pn mﬁ_:nnaultaﬁiana_whigh_are_rgpeatg? 1 "
-1»4 _Eéﬁgraﬁhiﬁal'wpuﬁ¢a_nF pat;énts ranges Fram | -_km.tm - ke :
1,8 ;Prnp'm;tmh' oF &impats.sa'nté; living < Sk feom hosp? | ral
1'1.6 Frnpartimn of hmspmhal’a dralnags pupulatimn  : : ”%EE
o Miving £ Blkm from hmspitai? : o o L&
2 fj EﬁUEQmen§1ahﬁﬂcbﬁaﬂmah1@5_hkeaentnaﬁd wakingi' _
- C BRESENT  WORKING
EQ1 .Vadiﬁai:smétu1ﬁm"" YES / NO "_ YES / WO
L2 Glucometar .' YES /N0 vES / NG
2.3 'Emérgenc§ t}nlley . YE8® / NO | _vEs“z N
28 Laryngoscogs © YEB / ﬁai T YEQ-)END
2.5 =04 Deutrose water . YES / MO YEE / NO

=
i



SECTION 4 1 INPATIENT WARDS
1 PAEDIATRICE |

1.1 Is theve a separate section in the hospital? YES / MO

1.2 Is a working lncubator avaiiahls-ih the ward? YEZ / NQ

1.3 Are there elsan nappies in stock? o YES / NO

_'i.ﬁ_:Numher'mF patients in the ward todayt

1.8 Tatal rumber of beds available in wards

3.6 Proportion with cdocher’s notes in previmué 24 hrs . M
1.7 Proportian pf'patients appropriately present:  ;._ %

T;1;B. Prdmetiun of patients pressnt for medical reasen:(  :__£

1,9 Patients sdmitted:

1df 2d ! ma| aal sa| sa| 7d| wd | 9a | t0d|1ta|1na]iza|sad |viaa |

M

3

14



b

MATERNITY -

.32,1__15 thare_a'aéparaté socticn 1n the Hospital? YES / Mg
2.2 Ié-a'wwrkihg'incubatmr available in the ward? YES / NO
2.3 ‘Are there sufficient samitary pads in stock? YEE 7 NO

%4 Number of patients in the ward todays '

E,S_ ?utal aumber oF beds available in ward:

2.6 Pfupartiqn'with:ﬂdctnrﬁs-hatas in previous 24 hre RO

2,7 PFroportion ﬁﬁ_patiehté'apprwpriately present: %
. 2,8 Proportieon of patients preﬁentffdr medical reésqn: %
2.9 Patlents admitteds S

dd| 2d | 3d | 4d| B4 | 4a | 7d| 8 | 9a [tod|i1a)10d] 13a]14d|>140 |
ne.|
- ]




3 MEDICAL -
3,4 Is thers a separate sectipn in the hespitai?  YES / NO
3.2 Is a working Dx set available in the ward? = . YES / NO

3.3. Ake_there 1V admin sets inxgtw:k?.._' | . YES / WD

3.4 Number of pativnts in the ward today:

3.5 Tutal number of beds available in ward:

T.6  Proportion with doctor’s notes in pre?iuu6124_hw; | '._ %l

-$;?j Prbpnktinn b#;#atients-abprd@riately preaént:':-  R B

3.8 Propartion of patients pr95entgﬁqr medi:é1 réasuh:_ B

Hds s s e e P et e et

";3.9 Pétienfs admitteds . . _ ' _ R .

da)ad| Bd|ad| Su| &d| 78] @d | 9¢ | 10d|11d[12d [ 13d| 14d | >t 4d

Q.

%

L&



4 - SUHEERY R N
4,1'~Ih thare - a geparata seutiun in the haapmtak“ YES 7 NO
4,2 'Iﬁ_a wnrking laryngnSznpe-avaxlable in the ward? YEZ / NO .

4.3 . Is thare afmabile'qugehfsupply in the ware? YES / NO

4.4_'Nﬁmber hF'patieﬁts in the ward £aday~-

- 4.5f.Tata1 Humber of beds available in ward:

Ak Proportion. with do:tnr -3 nutaa in previaus ¢4 hes
__4.?':Fraport1nn e patients apprnprlataxy presents { . AR 4

:“q;EZ.Pradetinh o patients pr@saht far medical reasnn:  § %

4,9 Patlents admitted:

1o | zd | 30| ad| B9} 6a) 74| Ba | 94 [10d|110}12d 130|180 214d |

nQ .

I

5_ : INTENSIQE CRRE / EXTRS DARE UNIT
‘5.1 Is thare an ICU 7 ECY in the huapatalﬂ _ YIES /4 NO

]

5.2 what is the bad capacity? betls
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1

E
1.2

The. 1ahnratnrv 15 trun By

BECTION 5 ¢ CLINICAL BERVIDES
. LABDRATGRV"- :

IIE thwre a - 1ahmratnrv an the hnnplial pramzsas? o

'BAIMR_.'

.HnspiEaI

CPrivate

Hnthar-

YES
ves
 YES

YEB
| YES

RN
/ N
/ ND -
£ND

/ NO-

Ara the equipmanu and dispasablaa ava;lahle tn du the #al

Dpistrict

- Hospitalw

Bedditional

for

Regional

Hospitals

_1uw1ng 1nvestlgatinn§? i

TEET
Urina_micfn
UE |
Elucoss
Compat

Hb

WEE

M. fa slide -
. YDRL -

Blood Q&saa
Thyroid funct.
LH

FEH

Liver funct.

Bact. culture

Flatelets

é);EGUIPﬁENT

 YEs /s Mg

YES / WO
Cyes s N
ves 7 Ma”
YES / NO
. .
YES / NO
YES / MO
YES / NO
YES / NO

. YES / ND
YES / MO
YES 7 MO
YES / NE .
YES / ND
YES / NG
YES / ND

18

1) DIBPDSQBLFS

'vﬁs £ ND

YES / NO

YES 4 ND

YEB 7/ NO -

YES /. NO

- YES / NO

MO

g
1}
BV N

NO
NG

YES Y NGO

YES /7 ND .

YES 7 NO
YES / NO
YES / NO
YES / NO

YEB /7 NO



2.3

©X-RAYE

“Are the equipment and dispasables available %o do the fol
Clowing investigatimnﬁ? L . ) . :

Digkrick TEST -

" a) EDUIPMENT

b)Y DISPOSABLES

A

Hospitals = . _ _ . :
< GRR YES / ND YES / MO
. Longbone XR © . YES / NO VES / NO
‘Abdomen ¥R YES / NOD YES /. NO
Ve - YES / NO YES £ NO
¢ pEs YES. 7 NO YES /7 MO
. Additivnal = I R,
T o o o
.. Regional PBarium studies YEg / NO YEB /7 MO
Hospitals - B - o " _
. Scanning XR YES /7 NO - YES / NO
Wltra-sound YES / NO YER / ND -
. 2.2 Whit is the percercage of wasted plates? ol
-.._. . '- . . . o
X—raye inspected in the wards:
WORD (calu)) BAD TOTAL
g tinterpretable) {uninterpretanle)
Hgdical ' % % x
Suﬁgical  % A %
FPasdiatric % %o %
TOTAL % % e




1

THEATRES

:Diﬁtrict hospitals

3»1

" %3

I thara a warking: Emyle a maching in OT7.

.Ia_tha?e an adequata working unygen HAaRlY in.gme

Im-a stocked smergenty trolley availabla in QT%

Reginnal hnspitala (additinnal!

' 3u4

3-5
-

3»7 :

5.8

a8

is- Lhere & waeking ventilator in ea:h OT°
Is there a wuwking card;ac mmnitnr in eaah HT?

ﬁre CvE - cathetarﬁ available in thﬁatre?

The" ﬁerv::@ intarval an Buyla 8 machinaa anu

’ vapurlaara iy .

Hmw many anaeaihﬁtica wera done in the lamt izmthﬁ'

(GA*a and regional blocks -~ exclude Ln’m)

CHow mar anassthetic— / DT*ralated d“athﬁ Wwere

recorded in the past 12 aths?
{within 24 hrs of anaesthesial

s

YES
vES

yEg
yE®
YES /

7 NO

4 ND

"mth o




) ssnfinw_a-=mauwpaar_aamv:méa

R
1.2

2;1_
sz
_2.3-
2.4

=N

1.2
B

3.4
3.5
3.6
3.7

- Heaw - mdny mwalﬁ can he perved per dayﬂ

Hnw mary mea]q duea tkhe EITCHEN serve per day°

{mapacity of eywlpment and_apace)

Is the kitzhen glean and tidy? S YES /s ND

1s thpra & LAUNTRY om the premisaﬁ? B I  YES 7 NO

I# nut, wh-we ig the laundry dmne?

Whak die thé 1&gndry s daily load? ' "_dky'ﬁg?day“.'

What i3 the laundey capacity? ' Tdry. kg day
(capaoity af asguipmert and space) s ket
Is there clean linen available in the laundry?  YES / NO

‘Ara there swificisnt refridgeration #acilztmaa o
foir vacoines in the PHARMALY? o . YES /

ND -

What iz the Flonrﬁpace o pharma:y shores? _ " 3
H&w many 1téma are diﬁpahsad per weasky 1 Pkepack

Bulk

Total
Ngra PeoVE tabs ever 0/8 in the past 12 mihs? YE® / NO
Nés Paracgtamol syrup /8 in the past 12 athe? | YES / NO
How long doss it take to supply a clinic order? -

| N

Is the pharmaceuticals store tidy and uncluttered? YES /
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5.2

I there basic mquzpmant in Lhe haspita’ W'*kSHQF
suffirlent Far minor maintenance? ' . .

Hew a#ten is the buiier 1nspmcted?

is Hadical aquip. rapa:red mn hhapltal pram1aaﬁ°'

Hew tong dmes it +aka %@ get B BQG mach:ne

*rapairsﬁ?

ia there au?Fiuiant MDRTUARY qpaca?

Ia thara an adequata past mnrtEm Fanml;ty?

YES / NO

 mEh

CYEE /. ND.

mth

YES / ND.
U YEE / NO



e,
7.

o

1.3

.. SECTION 7 @ SPECIAL BUPPORT SHRVTUES

Staff aceammodat Lan

Fur:what'prapartimn of professiconal mt vff

© powts i accommodation avallable o hoepita®

premis&s? (erciudﬁna Nqueg)

Fraction| = %

S '

Fnr ‘what prmpartian o prmFesaiunal staff
posts s sccommodation. Pead;ly available
naaw the huapital?

- What prmpmrtimn of Murging mk&#F i trdinzng

are accommodeted on the hospital premises?

What proportion of tiradned nurees can be

- acmommodated on the hospital gremises?

S

-

 Telscompunicat ions

The #ollowing telecammunitations ars available:

[ Tt
42'.."

-a.1  Telephones _ YES / NOD Lda~tines .
- ~ sxehanges
Be) . Facsimlle YEE / ND
B Telex YES / NO
d.) Radiophone YEE / NO
What im the average pericd (zumwlativel per : :
month that telesomounications {(in or out) are _ ~hr
inadequate vr totally abamnt?_ et b it
The switch-board operatars all spaak and
Cwrderstand English well? YES / ND



BUESTIONNAIRE FOR DOCTS
Ductmrﬁ’ aﬁEPSHMEHt af paramedsca1 $ervimas.

Piaﬁﬂe nark the apprapr:ate box with & Rross . vx "__

YES

1t LABORATORY

Het Are you of the opinion that the most
important  liboratory tests are readmly'
_avmilahle &t the I'naza\pit‘sstl.'"rl

' 1.2 Are ymu sahia%xad wiih tha qumlzty uF
. the reaults? :

1#3 Are ymu AatxsFiad with the time taken
' _tc prndu:a results? S

-1«4 ﬁra yuu Eatxgﬁied with thm tima taken
' to get rasults pf tents set away?
{2g histology, culfures, e=to)

 {Cummwnts overleaf)

'X RAYS

BT

Are you satisfied with the timm taken
kp get a routing X-ray taken?

TR

L2 Are vouw sstigfivd with the quality of
. bhe ¥X-rave avallable? _

4T THEATRES

el Are vou satisfied with the wyuality of
eguipment available in theatrp?

F2 . Are vou satisgfind with bthe quantity
Cand saphistication of eguip availabile
in theatrae?




BECTION B~ PERSONNEL -
ATTACH COPY OF STAFF ESTABLISMENT LIST

1 Pogts’

s | FmEp | vacant | Frozen | tovaL
. | MEDIBAL | e

NURE NG

PARAMEDCAL
OTHERS

..'.

R Anmual staff turnover

B Past 12 months | _Hésighed{Tranakerred_ -'Rppbinéad.:

g

| MEDIGAL

NRSING

FARAMEDICAL
OTHERS .

B Traiming and Eﬂp@riaﬁqe

o ) Pnst’basi: gualification €2 yrk '2~5-yw$1:ﬁ~1b"vrs ->10'?ﬂ4'
.1 ewparipnce v - . ' .
MEDICOL Y " o
_ NURSING (FROF NURSES) . o T e
FARANMED ' : _ : e
. ot o : : . s :g
2,2 1 Specialisad Dourse Diploma Dagras :

gualification

PEORLe| Certif| peop le | cartif|people | cert 1]
MEDICAL.
i
NURSTNE
FRARAMED v

[



' 3,3 Is there a ragular in~5ervica—kwaining prmgramme Fmr EuaﬁF“
| .”MEDIGAL o o vesswo
NURSING e | o yms swo
PARAMEDICAL '. _f3ﬁ7.-_ S . vEs s NE)
DMIN . vew/no
.3.4':Ia thare & cnliege / s:huol of nursing attached o
- -._t.n the Hnspital? o o _ YES / ND
- Daaa the auhaml in:lude PrmF Nurse tra;ning? | _YES ? N

Fad Iz thers an ad@quata raFerenra Iibrary Fop - &ll - S
staff? - . _ _ ) __"YEB /NG

-4 -Management

"4.1 _ﬁra thare ragular management meetingq? _ o YE$ f'Nﬁ_
A2 ﬁrm'ﬁheré regular staff meetihgs?- E . YEB'{-Nﬁ-

.4«3: Is there a cleav griaVance pro:edure _ -
- far all the staff? . _ o . YES / NO

4.4 Are there anvy staff incentives schemes? :
{af rewards, bonug, merit, certlficates) ' YES / ND

EKPLAIN:!B‘!I;IHuullullntﬂi!l#ll!.unlhllnlln!u'ﬁliiln.l!uiqili.'
o WA N KW N dRY N F NN K N F R WS N RN AN RA NN N K R R NN H AR RN AN E RTINS KN N WA
T w e WMy R RN N N WE R R AN HT AW R E SRR L M RE N MR MW N DU N R R HE RN

iln"lil.*_l.anl13IllI'-llRi‘l‘ll‘*‘Ul“llR"l"n"lll"l'l"‘ll‘ll‘ﬁll

4.5 Are stadff quali#icatimns and e#périunue ' '
: appropriately utlised? YES /7 Ni)

" . .
EXPLQINIQO*RIlI”lIllllﬂ‘lillll\lnIIHl&IU’!'.Ihlllaluill“n#fll&‘l
BE R NN N R R WA B RER N NEE RN WA MA W N kNN AN KA KN YA R ER NI N BN
MR AN W R AR Mok R NN E RN NN KR A D E N od kR B RN RN NN R MR MR W NHRE R AR KAk

A Kt Rod U WA % N RH N RS KNS N N LR RAT R RN AR AR R AR K

4.6 Comment on the stock coakrol PFOQrAMME/S euwsssnanrarsaanan
ER AR N RN R R R g M RN WA RN MR KN W LN H RN R NN NRH RN R WA RN N AN
LU B B BB ] : BAH AR MY AT M E NN AR AT YW W URE W RN NI RN d I.I

AW W d M WM N W oE Wk N b ) ER S MRE RN E N U N RS H AN T AN KD NEDrEa RNk
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'Cnmmﬁnity_participatiwn

- Are there Gommunity r@pvéﬁenﬁatiVEg prasant
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