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population of whom more than 80% are African [21] and
historically and socioeconomically disadvantaged due to
apartheid spatial and homeland planning [22], inequality
in public funding allocation [23], social exclusion and seg-
regated access to public sector amenities [22, 24]. At ZAR
91 994 ($6 822), the average annual household income in
the Free State in 2010/2011 was substantially lower than
that of the country as a whole at ZAR119 542 ($8 865)
[25]. In 2012, the Province had the third lowest life ex-
pectancy for males (53.0 years compared to 61.5 years in
the Western Cape Province) and the fourth lowest life ex-
pectancy for females (59.9 years compared to 67.5 years in
the Western Cape Province) [26], p. 217.
The South African health system is made up of the

public and private health sectors, with the former being
operated by the various provincial government health
departments. The public health sector is divided into
primary, secondary and tertiary health services provided
through various health facilities located within and man-
aged by the different provincial departments, under
monitoring by the National Department of Health [27].
Since its advent to power in 1994, the new South Afri-
can government has put a succession of charters, pol-
icies, strategies and plans in place in an effort to
strengthen public health system performance and to en-
hance health service delivery [28]. In addition, the na-
tional and provincial governments have increasingly
adopted the WHO building blocks approach in assessing
public health system performance [29]. In spite of all the
plans and strategies and regulatory and policy interven-
tions, and despite a clear agenda for quality health care
and significant annual expenditure, public health system
shortcomings continue to endanger the health and lives
of South Africans and have resulted in a loss of confi-
dence among users [30].
A review of mortality trends and differentials across

South Africa covering the years, 1997 to 2012
highlighted serious public health system challenges in
the Free State as reflected by the higher mortality rates
due TB, HIV/AIDS and lower respiratory tract infections
compared to the national rates [31]. More specifically,
the proportion of deaths attributable to HIV in the Free
State was 36.1% as compared to 35.7% in South Africa at
large, the proportion of deaths attributable to TB was
4.9% compared to 4.6% nationally, and the proportion of
deaths attributable to lower respiratory tract infections
was 6.5% compared to 4.6% nationally. A review of data
from the District Health Information System (DHIS)
(2015), indicates that immunisation coverage amongst
children in the Free State declined from 97% in 2011 to
87% in 2014 [32]. The caesarean section rate increased
from 22% in 2011 to 25% in 2014, thereby indicating the
possibility of system deficiencies from antenatal care up
to delivery. The tertiary hospital bed utilisation rate

increased from 73% in 2011 to 93% in 2014. This could
have indicated challenges in the ability of the lower
levels of care to intervene timeously and appropriately in
order to prevent health complications. While the TB
cure rate improved from 73% in 2011 to 76% in 2013, it
again declined to 75% in 2014.
These patterns and trends suggest that there was a

general decline and widespread weaknesses in the Free
State’s public health system. This situation appraisal
sought to investigate healthcare managers, frontline ser-
vice providers and community stakeholders’ perspectives
of the health system challenges related to poor public
healthcare service delivery in order to inform health sys-
tem strengthening in this context.

Methods
Setting and design
The Free State has an estimated population of 2.87 mil-
lion of which about 80% are dependent on public health
services. The study entailed a multi-method appraisal
[33] of information collected in the form of unit man-
agers’ presentations, stakeholder group discussions and
validated in community and provincial level ‘indabas’
(meetings convened to address a particular matter, in
this instance the provincial or local state of public health
services), during a process of provincial executive leader-
ship transition in 2013.

Population and sampling
The study population broadly consisted of the public
health service providers and community members in the
Free State. The healthcare providers that participated in
the data gathering were purposefully selected based on
their role in the public health provisioning system, in-
cluding unit managers, district clinical specialist teams
(DCSTs), subdistrict managers, clinic supervisors, and
primary health care (PHC) and hospital managers (de-
tails in Step 2 below). The selection of community mem-
bers who participated in the validation of the data was
also purposive; i.e. persons who attended the community
and provincial indabas and those present (including pa-
tients) at unannounced visits to public healthcare insti-
tutions across the Province (details in Step 3 below).

Data gathering and problem identification
Figure 1 outlines the data gathering and problem identi-
fication procedure.

Step 1 Understanding the health system
At the outset, a review of departmental policies and guide-
lines was conducted. Thereafter, key stakeholders, includ-
ing programme directors, hospital chief executive officers
(CEOs), hospital board members and non-governmental
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fragmentation and lack of coordination of public health-
care services and referral systems were major factors
impacting on the quality of care.
Another challenge negatively affecting delivery of ser-

vices in the current study was the lack of adequate se-
curity or alarm systems in the facilities for the safety of
staff, patients and property. As highlighted during dis-
cussions with community members, there had been a
large number of thefts and burglaries at the facilities,
which called for the provincial health department to put
measures in place to prevent reoccurrences and thereby
place staff and patient safety first. Most of the clinics in
the Province were fairly to very old and had unsuitable
infrastructure to accommodate large volumes of pa-
tients. The infrastructure challenges and the lack of an
organised and efficient booking system and timed ap-
pointments resulted in patients going to clinics very
early in the morning and often being sent back home
without receiving treatment. Longer waiting times were
particularly experienced during rainy seasons and in the
winter.

Health workforce
A Brazilian study observed that disparity in the distribu-
tion of qualified health professionals was a major chal-
lenge resulting in unequal healthcare provision [51].
Similarly, an Ethiopian study observed that a motivated
and committed health workforce was needed to expedite
healthcare reform processes [52]. The problem of staff
shortages was echoed in a Zambian study where patients
were being attended by non-clinicians [53]. A Georgian
study observed that where there was no clear vision and
plans for HRH development, employees would inevitably
leave to seek better opportunities elsewhere [54]. An-
other Ethiopian study showed job dissatisfaction and de-
motivation of the public healthcare workforce in public
hospitals had potential impacts on the overall health sys-
tem. Increased skill levels resulting from the provision of
quality training, increases the level of service, which in
turn increases the effectiveness of the health system [55].
As emphasised by stakeholders in the current situation

appraisal, while the burden of disease had been increas-
ing, the numbers of health professionals were decreasing
in the Free State. It is of concern that even under these
circumstances, the Free State Province failed to develop,
nurture and integrate a community health worker cadre
sufficient to provide support and alleviate the staff short-
age pressures. This indicated that the health system
strengthening in respect of HRH was needed in order to
provide healthcare services to the population. Assigning
a competent workforce that matches the patient load
could decrease the likelihood of death or serious compli-
cations of patients and minimise diagnosis, care and
treatment errors.

The challenge of unavailability of appropriate skills in
the Free State was mainly due to resignation and suspen-
sions as the provincial health department was experien-
cing leadership and HRH management challenges. Some
participants also highlighted that there was an exodus of
operational managers of clinics due to more attractive
work opportunities elsewhere – in the private sector or
in other provinces. It was thought that the Free State
public health sector was unable to recruit as quickly as
was required, failed to retain requisite skill, and that the
local training institutions were also under-resourced im-
plying a lack of opportunities for new HRH develop-
ment. The participating stakeholders often associated
HCW motivation with the provision of allowances, the
level of safety of institutions and manageability of
workloads.

Information
A wide range of health information technology including
equipment and know-how is in existence to generate,
store and disseminate health information within health-
care systems, including electronic patient records, clinical
databases, and financial and administrative systems [56].
However, a review and meta-synthesis of 20 studies in 11
countries identified operational challenges of DHIS2 in-
cluding, inter alia, funding and HRH shortages, unmet
training needs, inappropriate data, insufficient data secur-
ity, and poor stakeholder communications [57].
In the current situation appraisal, stakeholders re-

ported that requisite computer hardware and accom-
panying DHIS software were often not sufficiently
provided at the local level. Patient record keeping was
then done manually and this contributed to long patient
waiting times and file losses and duplications. Searches
for files for follow-up visits were cumbersome and re-
sulted in new files being opened when old ones were not
found. The capturing of prescriptions of medicines for
patients at clinic pharmacies and medicine stock was
also done manually due to lack of computer hardware
and connectivity. Therefore, medicine tracking and
stocktaking was done poorly and clinics frequently ran
out of stock. This was exacerbated by a lack of adequate
numbers of pharmacists and pharmacist’s assistants who
could not be recruited because of lack of funds. Further-
more, the information that needed to be captured on
DHIS had to be manually delivered first to the district
offices for processing prior to submission to the corpor-
ate office for uploading on the DHIS. The capturing of
prescriptions for medicines for patients at clinic pharma-
cies was also done manually. This resulted in an inability
of pharmacists to track and trace previous quantities of
medicine dispensed and patient adherence patterns.
Generally, disease tracking and reporting was thus un-

reliable. The local community health centres and some
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district hospitals were particularly negatively affected by
unavailability of health information system hardware and
software. In the main, these facilities also did not have
reliable internet connectivity which constantly hindered
transmission of information to the provincial and na-
tional health departments for monitoring of disease pat-
terns and programme treatment outcomes. There was
also increasingly a need for health information that
would enable reduction of medical errors, improve cost
efficiencies and improve the overall quality of public
healthcare services.

Medical products, vaccines and technologies
One derivative from the right to health is that all people
have the right to medical products, vaccines and medical
technologies including access to devices and procedures
[58]. The UN Development Group (2003) defined access
to affordable essential drugs on a sustainable basis as
having continuous access to a minimum of 20 of the
most essential drugs within 1 hour walk from the popu-
lation [59], p. 89. The WHO defines a well-functioning
health system as one that guarantees access to “essential
medical products, vaccines and technologies of assured
quality, safety, efficacy and cost-effectiveness, and their
scientifically sound and cost-effective use” [9], p. 20.
Nevertheless, there are many challenges resulting from
the technology itself, end-users and environments that
continue to undermine efforts to provide UHC in this
regard. Research in three BRICS and Global South coun-
tries, China, India and South Africa, showed similar bar-
riers to strengthening and developing health technology
assessment systems such as lack of expertise, weak
health data infrastructure, rising healthcare costs, frag-
mentation of healthcare systems and growth in non-
communicable diseases [60].
In the current situation appraisal, stakeholders were of

the opinion that medical product, vaccine and
technology-related challenges particularly entailed lack
of access and unaffordability, procurement, storage and
distribution issues. Patients visiting public health facil-
ities considered unavailability of personnel, medicines
and devices to perform diagnostics as indicative of lack
of access to services. Procurement of medicines was cen-
tralised at the provincial head office through a trading
account operated by the medical depot on behalf of all
the provincial hospitals and clinics. Medical products,
medicines and medical device needs assessments were
done at the peripheral facilities by the facility-based pro-
curement officers who would capture the requirements
on a Demand and Acquisition Plan for further process-
ing by the provincial health department. The major chal-
lenge relating to some of the lifesaving medicines was
that they were almost all under a transversal contract
that was under the purview of the national health

department. Provinces were not allowed to procure out-
side of these contracts. For the provinces to deviate from
this system, they first would have had to request permis-
sion from the national health department. Sometimes
permission would be granted particularly when a medi-
cine shortage crisis was looming due to failure of the
nationally-appointed suppliers to supply and deliver
medicines and drugs that were ordered. Even though
centralised procurement is considered to be a national
pharmaceutical strength, the inefficiencies of suppliers’
performances created inefficient and unsatisfactory de-
livery of health services, medicines and other medical
products. The situation was further compounded by
shortages of appropriate pharmaceutical staff and ICT
systems.

Financing
Challenges identified by stakeholders in the current
study under this a priori theme included insufficient
health system financing, increasing costs, financial
unsustainability and lack of financial autonomy. The
provincial treasury allocates equitable share for health
services based on the provincial government’s priorities.
Health is currently the second priority following educa-
tion [61].
The application of monetary inducements requires

careful planning and management in order to avoid low
staff morale [62]. The OSD was implemented in South
Africa with the intention to increase the retention of
HCWs in remote and rural areas through improved re-
muneration. However, stakeholders in the current situ-
ation appraisal suggested numerous problems with the
implementation of the OSD policy, ranging from inad-
equate planning to budget overruns and some unin-
tended negative consequences, including both doctors
and nurses’ unmet expectations, inequalities in the
amounts received, perceived unfairness and dissatisfac-
tion, and divisions among the different categories of
public service providers. When the OSD policy was im-
plemented, this brought about an increase in costs of
employee compensation inclusive of benefits and perks.
Implementation of the OSD policy and instructions from
the national public services and administration depart-
ment created difficulties in respect of salary and grade
progressions as the instructions were that corrections of
salary and grade progressions had to be done retrospect-
ively. This created budget pressures during the ensuing
financial year to the extent that some critical health pro-
grammes had to be abandoned and others deferred.
The factors thought to cause inadequate financial re-

source allocation to meet the requirements for operating
the health system included the high costs of OSD,
RWOPS, office rental, pharmaceutical products and
other consumables. Permission to do RWOPS for both
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the medical professionals and allied professions in particu-
lar, created huge staffing gaps against fixed salary pay-
ments for services not rendered, when it became exploited
due to poor monitoring by management. RWOPS is a sys-
tem created by the Public Service Act of 1994, Chapter
VII, Section 30 [63]. This section empowers the political
head of a department to give permission for qualifying
employees to do remunerative work outside of their nor-
mal employment. Public service doctors, nurses and other
professionals can thus be permitted to perform work in
the private sector after their normal working hours. How-
ever, this situation got exploited due to poor and cumber-
some monitoring. This, in turn, caused staff shortages,
truancy, and misuse of public service equipment due to
pursuit of additional remuneration by professionals.
Consequently, there was workforce dropout, resigna-

tion and early retirement due to limited
budget allocation for HRH, unfilled vacancies, employee
suspensions and high workloads – all of which nega-
tively affected the availability of healthcare services. This
stifled the effectiveness of the public health system and
may have led to reduced levels of community trust in
the system and decline in its use by the public health
sector dependant population. As a result financial alloca-
tion to the public health sector was further reduced
(R2). This reduction had to be managed by the provin-
cial department itself through transferring funds from
one financial account to another based on the month-
by-month user statistics and re-direction of funds to
high-pressure areas.
Health systems should raise adequate funds to ensure

that citizens can use the services when needed and are
protected from catastrophic expenditures and impover-
ishment that may follow. Proper budgeting processes
should be embarked upon as informed by the data ob-
tained from the DHIS, which should reflect and describe
the disease patterns for better planning and decision
making. In the Free State public health system this
process was frustrated by unreliable data inputs from
peripheral facilities due to lack of appropriate technology
for record keeping and patient information. A com-
pounding problem was the lack of financial management
knowledge of the HCWs and managers which led to
budgeting and resource-allocation challenges. As a re-
sult, the budgets were unreliable and under-budgeting of
services commonly occurred. This led to instances where
funds for budgeted commodities would run out in the
middle of the financial year. The poor track record of
under-budgeting and unreliable payment of suppliers led
to some of the critical suppliers refusing to deliver or-
ders of medicines and devices due to delayed payments
and non-payments beyond the agreed 90-day period.
This state of affairs was exacerbated by unnecessary hos-
pital admissions and over-prescriptions of medicines by

medical doctors, particularly those who were
inexperienced.

Leadership and governance
In the current situation appraisal, stakeholders thought
that poor leadership and governance of the Free State
public health sector was negatively impacting service de-
livery. This was thought to equate to ‘risk to patient care’
which was cited in 38 of the 44 reports. This perception
was exacerbated by instances where patients felt that the
staff attitude was unacceptable and reported that at
times even patients requiring emergency attention were
ignored.
Leadership and governance (or stewardship) of health

systems is a complex yet critical building block of any
health system [9]. The leadership and governance func-
tions are crucial for equitable healthcare service
provision across the public health system. Leadership
and governance is however one of the most difficult
functions of health systems to define, measure and
monitor. This requires attention because without appro-
priate investment in the leadership and governance of
health systems, any gains that are realised from invest-
ment in public health service delivery are unlikely to be
sustained over the long term.
Citing Management Sciences for Health, Gilson and

Daire emphasized that South African health managers
must always be ‘managers who lead’ [64], p. 70. These
authors argued that there were two main reasons why
health system leadership is crucial: firstly, challenges of
policy implementation and, secondly, challenges of or-
ganisational structures and culture. In the Free State,
centralised decision-making without devolution of dele-
gations to the DHS failed to provide the district and fa-
cility managers with the means to lead and manage. The
situation appraisal observed that stakeholders believed
that where there was weak leadership and poor govern-
ance in the presence of good policies but poor imple-
mentation, unsatisfactory priority setting and lack of
governance structures to ensure accountability, the risk
to patient care increased and provision of quality health
service was compromised. The risk to patient care was
further exacerbated by the absence of hospital boards in
the majority of hospitals, and the fact that the clinic
committees were weak to non-existent as they were
mainly run by volunteers who attended meetings on an
ad hoc basis. Also, the provincial health council had col-
lapsed and the provincial AIDS council had been re-
moved from the Premier’s office. Under weak leadership
and poor governance, the culture of fragmented service
provision – described as ‘working alone together’ [65] –
continued.
The current study has an important limitation. The

first author was the executive authority and the third
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