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PLANNING THE HEALTH SERVICES
OF SWAZILAND

INTRODUCT1ON

This report is the result of a two month consultancy

to the Government of Swaziland over the period 10

July - 15 September 1974. Swaziland officials requested
through the U.S. Agency for International Development,
the short term services of a health planning advisor

to assist the government in laying the basis for

a multi-year implementation programme for the health
sector of the Second National Development Plan
(1973-1977).

The specific objectives of the consultancy were defined
as follows:

1. To assess the effectiveness of existing programmes
1n tultiliing the government's policies and
priorities for healili services as outlined in
the Second National Development Plan.

2. To lay the basis for the formulation of a five
year programme for the development of health
services in Swaziland within the context of
available physical, financial and manpower
resources, specifically:

a. to make recommendations for the future

' composition of preventive services, including
MCH/FP activities, and to outline a delivery
system for these services, focusing
particularly on the rural areas;

b. to make recommendations for the development
of curative services including a long range
plan for outpatient services and hospitals,
with particular attention to rural areas;

c. to assess training requirements in the health
services field with special attention to
paramedical and auxiliary personnel, and
to recommend action to meet these requirements;

d. to assess the administrative and supervisory
requirements of the curative and preventive
programmes proposed and make appropriate
recommendations.



This report will be in four parts. The first will
describe Swaziland in general terms, as well as setting
out its demographic and disease pattern in somewhat
greater detail. The second part will describe and
analyse the present workings of Swaziland's health
services. Part three will examine in greater detail
the work of the hospital services. The final part will
examine past health planning efforts in Swaziland and
make recommendations about future development of the
health services.

Appreciation

A document such as this cannot be prepared without

the help of many people. Virtually without exception,
everyone from whom assistance was requested during

the course of the consultancy supplied the necessary
help. All Ministry of Health personnel, whether

at headquarters or specific institutions, were unfailingly
helpful (as were those at mission hospitals). The
Ministry of Finance was extremely cooperative and
provided an economist to assist with the work. U.S.A.I.D.
personnel were always efficient and helpful, especially
with the Regional Development Officer. A list of

those with whom contact was made is appended, although

it does not include the names of many individual

health workers who were met with only briefly in the
course of visits to their institutions.



I, THE COUNTRY
[

1. Geography

The Kingdom of Swaziland is a small landlocked country
of 6,700 square miles situated between Mozambique and
the Republic of South Africa. The country is divided
into four topographical regions each of which runs
from North to South of the country. These are, from
West to East, the Highveld, Middleveld, Lowveld and
the Lubombo plateau. The Highveld, in which Mbabane
the capital is situated, is mountainous with a high
average rainfall and a near temperate climate. The
Middleveld, containing the other major town Manzini,
consists of rolling grassland and the climate is drier
and subtropical. The Lowveld, occupying 40 percent of the
country, is an area of bushveld cultivation with a
humid almost tropical cllmate Flnally, there is
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similar to that of the Middleveld. The road network
of Swaziland is relatively well developed. Except
during very heavy rainfall most areas of the country
are readily accessible by road. Because of its small
size no part of the country is more than a half day's
drive drom the central Mbabane-Manzini corridor.

2. Government and Administration

Swaziland gained independence from Britain in 1968

with the King (Ngwenyama) as head of state and with a
constitution based on the British model. The Ngwenyama
suspended this constitution in 1973, and a special
commission is now engaged in drafting a new constitution
more in line with Swazi tradition. As an interim

measure the former cabinet under the old constitution,
consisting of the senior ministers, continues to function
as a council of advisers to the King. The country is
divided into four districts, Hhohho, Manzini, Shiselweni
and Lubombo, each administered by a District Commissioner.
Government responsibility for the organization and
provision of health services falls under the Ministry

of Health. All questions of finance, for both

recurrent and capital development purposes, and
negotiations with aid dorors, are the responsibility

of the Ministry of Finance and Economic Planning.



3. Economy

The economy of Swaziland is highly dualistic. The
modern sector, largely based on the export of sugar,
citrus, forestry products, iron ore and asbestos and
on a growing tourist industry, accounted for a total
of 54,000 people in wage employment in 1972, or about
30% of the working age population, and for 86% of
gross domestic prodact. The majority of the population
still depend upon subsistence farming based on maize
cultivation and cattle rearing, but this sector only
accounted for an estimated 14% of G.D.P. Over 40% of
the total land area is occupied by individual tenure
commercial farms, mainly owned by Europeans.

Per capita income (market prices) for 1972 was estimated
to be R130.00, but distribution is highly skewed

(one Rand = U.S. $1.50). 1Income accruing to Swazis only
has been calculated to be around R84 per caplta. However,
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only R4R per capita, Household hudget surveve show

the average weekly money income for a homestead (average
eight persons) to be R4.42, to which should be added

a little over three rand of home produced food. Thus a
rural homestead of eight has a weekly income of less
than R8 (there are close to 40,000 rural homesteads in
the country).

4. Demographic Situation

In 1974 the population of Swaziland was estimated

(based on 1966 census data) to be 475,000. Of that

total all but 3% were Africans. Of the African population
94% shared the common Swazi linguistic, historical and
cultural tradition. Population density was 71 per

square mile. The four districts of the country

contain about equal numbers of people as follows:



Table 1

POPULATION DISTRIBUTION BY DISTRICT: 1972

District Pop. (No.) Pop. (%)
Hhohho 115,000 25.6
Manzini 121,000 27.0
Shiselweni 115,000 25.6
Lubombo _ 98,000 21.8

49,000 100.0

1. Based on projections of 1966 census data.

About 85% of the population live outside designated
urban areas. The only significant urban/peri-urban
concentration, of around 73,000 people, is made up of
tne two towns of Mbabane and Manzini, which are about
25 miles apart, and the 'corridor' which connects
them. Mbabane, the capital city, has an estimated
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Kwaluseni and Matsapa).

The age distribution of the African population, as
shown by the 1966 census, was as follows:

Table 2

POPULATION, AGE DISTRIBUTION: 1966

Age Male (%) Female (%)
Under age 5 17.5 16.9
5-14 ' 31.0 28.6
15-49 41.1 43.1
50-64 6.9 6.2
64 and over 3.5 5.2
100.0 100.0

From Table 2 it can be seen that over one-sixth of the
population is under the age of five and almost one-half
under 15. There are now around 20,000 infants under
the age of one. Females comprised 53% of the total
1966 population and males only 47%. This inbalance

is primarily the result of the absence from the country
of males emploved in South African mines. In 1973

the female population was estimated to contain roughly
46,000 women aged 15 to 25, 32,000 aged 25 to 34 and
22,000 between 35 and 44.



The birth rate is of an order of 50 per 1000. In 1966
the death rate was estimated at 20%21 per 1000 and the
expectation of life at birth only 44 years. One recent
'guesstimate'puts infant mortality at 125 per 1000 live
births. Population is growing at around 3% per annum
(in 1973 there were approximately 23,000 births and
9,000 deaths).

5. Disease Pattern

The pattern of disease in Swaziland is similar in

nature to most other third world countries in that it

is shaped primarily by low incomes, inadequate diets,
very limited access to clean water and a generally low
standard of hygiene for the mass of the population - and
most particularly for those living in the rural areas.

In 1971 there were 137,000 'cases treated' at government
and mission hospitals, as shown in Table 3. (the data
llavé Leen yruuped L ausi instances inilu siwplilied
categories). It can he seen that the bulk of disease

in Swaziland in readily preventable. Smallpox has

been eliminated from the country, and cholrea has not
appeared in spite of its presence in neighbocring
Mozambique. Diptheria and poliomyelitis are not common
occurrences and leprosy does not pose an important
problem.

Close to one-third of the population (140,000 people)
live in endemic malaria areas. In 1971 testing of
one-fourth of that population turned up 73 indigeneous
cases of malaria, indicating a total of perliaps 300
cases in all. However, the Annual Medical and Sanitary
Report for 1972 reports "an explosive outbreak of
malaria of epidemic proportions", although no precise
numbers are provided. Bilharzia is a major problem and
its incidence is on the increase in keeping with the
expansion of agricultural irrigation schemes. It is
estimated that 100,000 of the total population live

in bilharzia controlled areas, perhaps three-fourths

of them within the Mbabane-Menzini corridor. Tuberculosis
cases are on the increase but this may result primarily
from increased awareness of its prevalence and better
means of diagnosis and case finding. The incidence of
veneral diseases is rising sharply. The most important
diseases remain to be such largely preventable ones as
gastro-enteritis and respiratory tract infections.



Table 3

CASES TREATED AT GOVERNMENT AND MISSION HOSPITALS: 1971

Discase category

Medical examinations etc.

Dental caries

Normal deliveries

Accidents, poisoning and violence
Upper respiratory tract
Gastro-enteric

Obst, & Gynac.

Venereal

Eyes and E.N,T,

Parasitic & helminthic

Skin

Whooping cough, measles and mumps
Nutritional

Cardio-vascular

T.B.

Asthma

Rheumatism

Malignant ncoplasms

Other discases

Cases

16,600
9,000
4,600

10,200

14,100

11,900
5,200
4,700
4,000
3,300
3,000
2,900
2,600
1,600
1,100
1,100
1,000

300

39,300

136, 500

Deaths

109

23
341

877




I1. THE HEALTH SERVICES

This part of the report will examine the health services
of Swaziland. However, for convenience of presentation
more detailed data about the distribution, utilization
and efficiency of hospital and clinic curative services
will be presented in section III.

There were no modern health services in Swaziland until
early in this century. A government hospital was built
in Mbabane in 1909. Mission hospitals and clinics

were established in the 1920s. A second government
hospital was constructed in 1927, and the present clinic
system introduced in 1934. By 1952 there were still only
200 hospital beds in the country.

1. Overview

The modern health care structure of Swaziland comprises
services offered by government (prlmarlly through the
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organizations and private practioners Private practice

embraces 11 full time medical practioners, three
dentists, five pharmacists and a few other health
workers located almost entirely in the two main urban
centers. There is also a private, bedded clinic in
Mbabane. The occupational health sector comprises a 70
bed hospital, three bedded dispensaries and a half

dozen other clinics, and employs a dozen doctors plus

a number of other health workers. There are two mission
hospitals of 322 and 100 beds respectively and close to
20 staffed clinics. The missions employ, in all, about .
350 people of whom about 100 are health workers, including
10 medical doctors.

The government health sector is operated almost entirely
by the Ministry of Health (other government activities
include two Public Health Inspectors employed by town
councils, some school health nursing, etc.). Government
health services are administered almost entirely

£from the centre and do not include such commonly

seen features as District Medical Officers. The
Ministry is headed by a Minister, with the Permanent
Secretary being the highest ranking civil servant.

The Chief Medical Officer (C.M.0O.) is the senior health
professional in the Ministry and takes direct responsibility
for the curative services.

There is a Senior Medical Officer of Health in charge
of preventive services, under the C.M.0. The Principal
is in charge of administrative matters (accounting,
registry, salaries, etc.), including Central Medical
Stores.



The seven government hospitals contain over 1000 beds,
about 600 of them being in five general hospitals and

400 in mental and T.B. long-stay institutions. The
hospitals offer only curative services, although they

also supervise about 30 clinics which provide both
preventive and curative activities. 1In addition there

are four Public Health Centres, with another due for
development, located at the sites of the five major
government and mission general hospitals. These centres
carry out only preventive health care activities, e.g.
immunizations, ante-natal examinations. Other government
units include the Public Health Inspectorate (environmental
sanitation), the Malaria and Bilharzia Central Centre.

The National Tuberculosis Control (and Smallpox Eradication)
Centre, the Central Public Health Laboratory, Central
Medical Stores, a blood transfusion service, and a

mobile Eye Clinic. The Ministry employs close to 800
persons, divided approximately as follows: 20 doctors,

300 nurses, 100 other health workers and close to 400
ancillary personnel. The budget of the Ministry for Fiscal
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2. HosEitals

Table 4 lists all bedded institutions in Swaziland. The
present volume of general hospital beds of 2.3 per

1000 of population is around two-thirds the figure commonly
found in industrialised countries.

The number of hospitals in the country has risen from
nine to eleven over the last ten years. Government
general hopsital beds increased between 1964 and 1973 by
almost two-thirds (375 to 608) and mission beds

by a quarter (342 to 422). All hospitals in the

country showed an increase of around 25% in their

bed numbers getween 1964 and 1973 (50% in the case

of Siteki) except for Mbabane which almost doubled

in size.

Specialist hospital facilities comprise the mental
and T.B. hospitals located on the site of an old
barracks. These are primarily holding institutions
rated at 200 beds cach; although the T.B. beds are
only one-quarter utilized the mental side is full.
Specialist curative services include regular monthly
visits by a team of specialists from South Africa.
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General Hospitals

Long Stay Hospitals

Institution

———————

Sub-Total 1123

Sub- Total 470

Bedded Clinics

Sub-Total

Total

Table 4

HOSPITALS: AND OTHER BEDDED INSTITUTIONS: 1974
r

Government

Mbabane
Hiatikulu
Pigg's Peak
Mankayane

Nhlangano2

Mental Hospital
T.B. Hospital
Leper Station

None

.

Other

No. of No. of
beds M ssion ° beds
322 Rale .gh Fitkin, Manzini 322
180 Gocd Shepherd, Siteki 100

50

41

15
608 422
200
200

70
470

0 Fourteen 60

1.
2.
3.
4.

A doctor is not usually posted te this hospital.
No docror; operates in conjunction with Hlatikuly Hospital.

Industrial.
Private.

Havelock Hine3

Mbabane Clinich

Three

Bo. of

23

93



3, Clinics

There are close to 60 (mostly) rural clinics in the
country, about one for each 8,000 of population.
Government runs 30, the missions 18 and the industrial
sector most of the rest. The government clinics

offer both curative and preventive services, although
they are all non-bedded. They are in the charge of a
staff nurse who lives at the clinic, and in some there
is a second nurse or nurse aid. All the clinics have
refrigerators and most have telephones. The clinics are
supervised by medical staff from the hospitals, as
well as Public Health Centre nurses, who should visit
them regularly. The three government hospitals at
Mbabane, Pigg's Peak and Mankayane have responsibility
for three to six clinics each while Hlatikulu Hospital
covers 17.

The major difference between the government and mission
clinics is that the latter are usually bedded i.e. the
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not the four Good Shepherd ones, and so can perform
deliveries. The 14 RFM clinics average over four beds
each. It appears that the total number of clinics in
the country has risen from about 40 to 60 cver the

last 10 years, with government clinics more than doubled
from 14 clinics to 30.

4. Preventive Services

Preventive services are offered at the Public Health
Centres, at the rural clinics, through special smallpox,
T.B., Malaria and bilharzia programmes, and by Public
Health Inspectors and health assistants.

There are Public Health Centres at the government and
mission hospitals at Mbabane, Manzini, Hlatikulu and
Siteki, another is due for development at Pigg's Peak
Hospital, and public health nurses function at the two
government (sub) hospitals at Mankayane and Nhlangano.
Thus all seven general hospitals in the country have
public health services either within their compounds
(in the case of government hospitals) or nearby (in the
case of the two mission hospitals).

The Public Health Centres are operated by about 25 nurses,

of whom around a half dozen have had special training in
public health. About half the 25 nurses are posted to

-11-



the Mbabane centre from where the other centres are
administered. Although the staff do some travelling they
spend relatively little time outside their centres, e.gq.
the Manzini nurses spend only one day a month travelling,
although they always meet with a very good response when
they do go out and have had several requests from
villages for regular visits. The major recipients of the
services offered are undoubtedly the people of the towns
in which the centres are located. The work of the centres
is restricted almost entirely to immunising and vaccinating
children, and ante-natal and other examinations. They

are now also carrying out some family planning activities.,

The work of the special control units is directed
primarily against malaria, bilharzia and tuberculosis.
Although malaria had been under reasonable control
there was a major recent outbreak and the disease
remains a serious threat. Bilharzia control is still
in its experimental stages, except in the urban areas.
T.B. follow-up studies show that of those under
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42% successfully completed; during the period 1969-71
the figure was 40%; and for 1970-72 more careful work
showed that only 30% had completed treatment, 12%

were still under care, 19% had died, 37% had 'defauvlted'
and 3% were unknown.

Environmental sanitation activities are the work of the
country's half dozen Public Health Inspectors and 52
untrained health assistants. The work of the inspectors
has in the past been concentrated largely in the towns.
Although there have been many regquests for projects in
the rural areas, the lack of staff has made it difficult
to respond positively. Of the health assistants 30

are employed in malaria work, 11 in T.B. control, and

11 others in town cleaning and protection of water
supplies.

Very little in the way of health education or nutrition
activity (other than the distribution of food) is being
carried out in Swazilend. In fact, in general it can
be said that the preventive services of the Ministry

of Health offer very limited coverage to the population
of the country. This fact can be best illustrated by
looking at the work of the maternal and child health
services.

~12-



5. Maternal and Child Health and Family Planning

In 1972 only about one-quarter of all births in Swaziland
were institutionalized. (There were virtually no
supervised domiciliary deliveries). Of these 6,000
deliveries one-half took place at five government
hospitals, and the other half at two mission hospitals
and their related clinics (20% at the clinics).

Perhaps as many as 60% of all pregnant women were

seen by a doctor or nurse before delivery. Over the

six years since independence it appears that
institutionalized deliveries have increased from around
4,000 to perhaps 6,500, and ante-natal first attendances
from almost 7,000 to around 14,000.

It is not possible to determine the precise coverage of
the child population by the health services, but the
statistics of the Public Health Centres and government

clinics indicate very limited coverage. In 1973 these
institutions saw only 12,400 different children in the
mMmAarefFfitvra oA A Iavide Anmh ttam mAAmn AR mrrA s e
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of over i1 times. (Ante-natal coverage totalled 11,100

with the average number of visits being 3.4) Based

upon these figures it can estimated that the Public
Health Centres and government rural clinics are reaching
less than 15% of the under-five population. This
percentage must be very significantly smaller in the
rural areas. The two mission hospitals and 18 clinics
would also, of course, be reaching some number of
additional children.

One estimate has it that in 1973 there were 350 I.U.D.
insertions and 2,300 women using oral contraceptives.
The country has declared its support of the concept
nf family planning and efforts are being made to
develop appropriate programmes. The major obstacle
for the health ministry in this respect appears to
be thc relatively limited cutreach of its services.
At present family planning is offered primarily
through the Public Health Centres, although some
other agencies, such as the mission hospitals, also
provide services.

6. Manpower

The health care industry in Swaziland is emproying

about 1,300 pezople, of whom about 700 are health workers.
Government employs close to 800 persons, the missions
around 400, and perhaps 100 others are employed elsewhere.

-13~



Another 100 or so students are in training within the
country and 40 outside. Table 5 shows the position
with regard to registered health workers and nurses.

There are about 125 expatriate health workers in the
country. About 45 work for government, 35 for the
missions and 45 in the industrial and private sectors.

In the case of doctors and most paramedical specialties,
expatriates represent tne bulk of practioners. Over

60% of the doctors and even more of the paramedicals

are located in Mbabane and Manzini. Government employs
only somewhat over one-third of the country's doctors

but close to 60% of the paramedicals. The largest single
group of health workers in the country are nurses. Of
the over 400 in employment, government has 310, the missions
80 and an estimated couple of dozen are in the industrial
and private sectors.

The Ministry of Health employment total of close to
800 people comprises approxlmately 20 doctors, 20
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(including 18 auxiliaries and 12 expatriates) and 370
non-medical ancillary staff. Only four of the government
doctors are citizens, and a dozen of the paramedicals.
However, all the paramedical auxiliaries and all but

a dozen of the nurses are local personnel as are all

the non-medical staff. Between the years 1266 and 1973
Ministry of Health employment almost doubled, from

423 to close to 800. Nursing employment increased

from 130 in 1966 to 310 in 1973. Of all Ministry salaries
5% went to doctors, 35% to nurses, 17% to other health
workers -and 43% to non-health staff.

Although thers are a dozen different nursing groups in
the country, based on various past combinations of
education and training, they can be fitted into three
basic categories; the registered, enrolled, and
auxiliary nurse. At present there are perhaps 40 to
50 auxiliary nurses in the country and these mostly
have less than 13 years of combined schooling and
nurse training. There are about 140 to 150 enrolled
nurses and they most have less than the 14 or more years
of combined schooling and training expected of
registered nurses. (Consideration is also goven to a
second qualification in midwifery.) Current nurse
training comprises either three years of nursing and
one year of midwifery after 12 years of schooling

-14-



Table 5
MEDICAL AND NURSING REGISTER: MID-1974

) L 5 ] Lmu}oygr — Logagion
Total (Active) Citizens Non Cit. Govt. Mission Ind. Priv. Mbabane/Manzini Other
Doctors 532 7 46 20 10 12 1 33 20
Dentists 5 1 4 1 o 0 4 5 o
P harmacists 83 1 8 2 0 1 s 6 2
Lab. Techniciana 8 3 5 5 3 0 0 5 3
Radiographers 8 2 6 6 1 1 0 4 :
Physiotherapists 33 1 3 2 (s} o 1 3 0
Public Health Inspectors 6 4 2 6 0 0 0 4 2
.cher paranedicals 74 o 7 3 o 1 3 6 1
Nurses! 410 375 35 310 50 -2 - 225 185

1. Includes all matrons, sisters and staff nurser, who may be either ‘regintered' or 'enrolled'; as well as 18 auxiliary nurses.
2. There are another & registered doctors who are inactive and 11 others who zre not based in Swaziland.

3. Plus 1 other inactive practitioner. )

4. 2 occupational therapists and 1 optometrist, sanitarian, chiropodist, toxicologist and dental mechanic.

5. Of the ]9 citizen doctors and paramedicals 15 were employed by government, 2 doctors and 1 dentist were in private
practice and 1 doctor was not active in medicire.



('O'lLevels) or four years of nursing plus one year
midwifery after 10 years of schooling (Junior Certificate).
It is intended to phase out, over the next five years,

the present group of enrolled nurses through upgrading
courses. At present nurses are trained at the Ainsworth
Dixon Training College attached to the Raleigh Fitkin
Memorial Hospital operated by the Church of the Nazarene.
About 15 nurses per year are now in the pipeline.

Additional training programmes include the recently
started nine months tc one year nurse aid course at the
Roman Catholic Good Shepherd Hospital (six qualified

in 1972). There are now 27 students in training, most
drawn from Junior Certificate 'failures'. This programme
was initially planned as a 22 months course with about
half of it being in public health. Largely due to
concern at the time over the place of a two year nurse
within the existing government salary structure (and
perhaps over 'standards' as well) the course was reduced
in length and virtually all the public health aspects

remnsrad

Other in-country training includes a one year ccurse

for health assistants begun in 1974 with an intake of
21. It is intended to continue this training for a
period of four years resulting in an output of around

80 trained health assistants (the Ministxy now employes
about 40 untrained health assistants). Recruitment is
from Junior Certificate level, including a pass in maths
and science. The students are living in tents at two
very small town locations. On the job training is given
to laboratory assistants, dispensers and microscopists
(the Ministry now employes about 30 of thes auxiliaries).

Overseas training is being taken by about 40 Swazis, as
follows: Medicine 29; health inspector, technician and
physiotherapy three each; and pharmacy and sanitary
engineer one each. Of the medical students, four are
still doing pre-medical studies at the University of
Botswana, Lesotho and Swaziland, and eight are in a

rather doubtful programme in Mozambique. Five of the

17 other students are in the U.S.A. (3), U.K. (1) and
South Africa (1), and the other 12 are in African countries
(Zambia 6, Tanzania 2, Ghana 2, Nigeria 1, Kenya 1).

The expected dates for the completion of studies of

these 17 students are: 1972(1), 1974(1), 1975(s), 1976 (6),
1979(3). (One of the students due to return in 1972,

from the U.S., seems to have gotten 'lost').
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7. Finance

During FY 1973/74 the Ministry of Health was scheduled
to absorb 8.6% of the total government recurrent budget.
The planned recurrent expenditure of the health

ministry for FY 1974/75 was R2,275,000 (the actual
figure will almost certainly be higher) or almost R5

per capita (which may be the highest figure of any
African country). Over the six years since independence
the recurrent budget rose in money terms by 137%, or

23% per annum on average. However, almost half of

that rise can be credited to inflation. Nevertheless,

an average rise in real terms of around 12% per year

is twice the figure projected for the current plan
period, as well as that which is expected to be sanctioned
for the next plan period (up to 1982). At 6% per annum
Ministry of Health spending would retain about the

same share of total government expenditures as at
present.

In addition to The 1v/4//5 MInlstry Oor Health recurrent
budget cf R2, 275,000 cnothcr R380,000 has been

allocated to the capital budget. The missions are spending
from fees and donations closz to another R300,000 and

other expenditures are being made by the industrial

and private health sectors. Total expenditures on

modern health care in Swaziland therefore comes to

between R7 and R8 per capita.

The recurrent budget of the Ministry of Health has

been divided more or less steadily since independence
as follows: salaries 55%, drugs 15%, grants to missions
8%, food for patients 5%, headquarters administration
5%, and 'other' (transport, utilities, equipment
maintenance etc.) 12%. Of the salaries item 5% goes

to doctors, 35% to nurses, 17% to other health workers
and 43% to non-health staff. Thus nurses take 61% of
the wages paid to all health workers.

For the first time the 1974/75 budget shows expenditures

by institution, except for Central Medical Stores
purchases, as shown in Table 6.
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Table 6

Ministry of Health Budget: FY 1974/75 (in R.000's

Institution Amount

1.
Headquarters 369

Central Medical Stores 4412
Laboratory Services 47
Malaria and Bilharzia Centre 99
Public Health Centres 60
T. B. Centre 49
Public Health Inspectorate 44

Mbabane Hospital 5093-

Hlatijulu Hospital 3354.

Pigg's Peak Hospital 893 -
Mental Hospital 87

Mankayane Hospital 676
T. B. Hospital 50
Nhlangano Hospital 32
2,278

1. Includes 249,000 in grants, primarily to missions

hospitals.
2. Of which drug purchases 325,000, other purchases
71,000, and operating costs 45,000.
3. Includes the running costs of 4 clinics.
4. Includes the running costs of 17 clinics.
5. Includes the running costs of 6 clinics.
6. Includes the running costs of 3 clinics.
It can be estimated that hospital services (government
and support to missions) is taking around 70% of all
~ Ministry expenditure, preventive services 20%, and
clinics and headquarters administrative costs most of
the balance of 10%. Mbabane lospital is absorbing
close to one-third of the Ministry's toral recurrent
budget (around R700,000 including the hospitals
estimated share of Central Medical Stores issues).

Since independence (1968/69~1973/74) the development
budge of the Ministry has averaged R156,000 per annum
(less than 3% of the total capital budget). Of these
expenditures 62% went into the hospitals, 11% to
clinics, 8% to Public Health Centres and 19% for
'other' (vehicles, central medical stores, etc.).

The two mission hospitals receive about one-third of

their operating costs in the form of Ministry grants,
another third from patient fees and the final third
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from donations (mostly the labour contribution of the
missionary health workers). 1In 1973 the budget of
Raleigh Fitkin Memorial Hospital was almost R350,000
and Good Shepherd around R90,000.

Fees for medical services provide government with less
than 5% of running costs. Government intends to keep
charges for the bulk of the population more or less

at their present level, however for wealthier sections
of the population privately financed medical services
will be encouraged where possible.

General and 'first class' health services (so-called
'full paying') are available at government and mission
hospitals. For general outpatients government charges
a 20 cent fee at clinics and 30 cents at hospitals
which includes drugs, and for general inpatients 25
cents per day to a maximum o’ five days (R1.25) which
covers all costs. Government employees enjoy free

. ,
£ -~ e s el —e o~ l em maa
nufnatient mava An o firci-cloco bosizs bul mush pay

R2 per day if they wish to avail themselves of first-
class inpatient services. Private persons utilizing

first-class outpatient services pay R2 plus the costs

of investigations and drugs. As inpatients they pay

R4 per day plus the costs of investications and theatre
fees. The missions charge one to two rands per curative
outpatient visit, but a smaller fee for an immunization.
Inpatient charges are R2 per day at Good Shepherd and

50 cents plus extras at RFM.

8. Some Observations

In the abscnce of extensive preventive and promotive
health care activities it is incvitable for there to
be a continuing heavy load of illness in the communitv.
Therefore curative services will always be utilized

to the degree they are made available, at lecast in

the absence of a financial barrier. However, curative
services alone can never serioulsy decrease the
incidence of the sorts of illness that are prevalent
in Swaziland; they can only alleviate the suffering

of a portion of the i1l until they become ill again.
The relatively highly developod hospital services have
shown little ability to alter the incidence of the major
diseases of the country, e.g. gastro-enteritis,
respiratory infections, worm infestations, venereal
disease, tuberculosis, eye infections, malnutrition,
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measles and whooping cough. Those diseases which have
shown a marked decline in recent years (e.g. malaria,
smallpox) have been controlled through mass preventive
campaigns and not through the work .7 the hospital
services.

The past development of health services in Swaziland
has been largely concentrated at the hospitals. The
proportion of health resources being expended outside
the hospital environment comprises only a relatively
small part of the whole. In the future, if any significant
change is to be made in the very large volume of
morbidity and mortality in Swaziland, it will be
necessary to give virtually absolute priority to the
development of a rural infrastructure capable of supporting
the preventive work that is the basis of all health
promoting activities within the organized health sector.
The problem becomes one of bringing health care to

the people rather than waiting for the sick to come

to the hospital or clinic. At present very little
mobile work is beinc carried ant and anch eritincal
activities as hcalth and nutrition education parely
exist., It the rural infrastructure is to be truly
extensive - given the financail constraint of the size
of the recurrent budget - it will be necessary to
incorporate the use of auxiliary personnel into its
development.

Because of the demographic structure of the country no
substantial change in the present pattern or morbidity
and mortality can be expected in *the absence of greatly
improved coverage by the MCH services. A major decrease
of infant mortality, now estimated at around 125 per
thousand, is a necessary accompaniment to the widespread
acceptance of the child spacing and family health
programmes now being stimulatced by government. The
proposals that will follow are calculated to maximise
the potential spread and effect of MCH and associated
family planning activities.

One important aspect of the health care system is

its relatively rigid separation into curative and preventive
parts. This separation is epitomised by the offering

of ante-natal care at government clinics but not

delivery services. Public Health Centres are at present
reaching relatively few people and then virtually only

in the towns. They are in effect urban public health
centres and function basically as extensions of hospital
outpatient departments. The number of pecple being

reached by the Public Health Centres actually declined
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between 1971 and 1973, as did total attendances. The
Public Health Centres and 30 government rural clinics

are reaching not more than 15% of the country's under-five
population with preventive health care services. There
is much too high a concentration of high-level nursing
staff at these centres in relation to the work being
done. Each centre needs not more than perhaps 2 or 3
public health nurses who can organize the work of a
greater number of auxiliary personnel. These centres
could also be doing some minor curative work, which
would save a great deal of valuable time at the hospitals
as well as making things easier for patients.

Detailed proposals for manpower training in a number
of areas will be offered in a later section. However
it is apparent that no significant expansion and change
in the present limited health care system can be
accomplished without the creation of a proper cadre
of auxiliary nurses. The output to be aimed for over
tho nout 2ocads ol Lhese wwu year auxiillary nurses
would have to he significantly grcater than that of
registered nurses. There is also need for a group of
village health workers who will remain part of their
own communities and not become Ministry of Health
employees. Details of this particular scheme will
have to be worked out, e.g. numbers to be trained,
venue of training, etc.
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IITI. THE CURATIVE SERVICES

1. Volume: Outpatients and Inpatients

In 1972 there were in Swaziland a total around 800,000
outpatient visits, as shown in Table 7.

Table 7

1 L)
OUTPATIENT VISITS: 1972 (in 000's)

Institution New Total 1968

Hospitals; Government 902 1442+ 98
Mission 20 52 47

Public Health Centres 9 67 293.

Rural Clinics, Government N.A. 339 137

Mission Clinics4- N.A, 160 75

762 386
1. Does not include most of the industrial sector
and P Lvace practice.

2. 1971,

3. 1969.

4. Plus sidvokodvo Railway Clinic.

In 1968, at the time of independence, the total number
of outpatient visits came to just over half the 1972
total. Thus total outpatient attendances grew at an
average of 25% per annum between 1968 and 1972, and
now average not much less than two per person. By
international standards this is not a particularly
high figure.

In 1972 there were in Swaziland a total of 29.2

thousand hospital admissions; almost 20,000 in government
hospitals and 10,000 in the two mission hospitals.

The resulting rate of hospitalization was 65 per 1000.

In 1968 there were 25.7 thousand admissions. Thus
hospital admissions have been growing since independence
at an average rate of 14% per year.

2. Distribution

A survey was undertaken to determine the effective
catchment areas of the country's hospitals. The
results are shown in Table 8.

The two hospitals in the country with over 300 beds

each, both located within the corridor - a distance
of 26 miles apart, drew three-quarters of their
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Table 8

GEOGRAPHIC SOURCE OF HOSPITAL ADMI{SIONS: JANUARY 1974

Hospital Corridor (X)
Local Other
Mbabane 185 200(68)
RFM(Manzini) 365 180(80)
Local (X)
Hlatikulu 4012+ (59)
Good Shepherd (Siteki) 41 (21)

Pigg's Peakd

Includes 66 admissions from unknown locations.

Includes 130 admissions recorded as being from Nhlangano, plus some unkn. wn number of others lxvxng ia the proximity of

Hlatikulu who gave it as their address.

Cther (Z)

179(32)

136(20)

Otler (miles)(X)

S~"9 20-44/743:

4. 240 (41)
6:: 91 (79)

Maximum mileage was 44 in the case of Good Shepherd and 70 for Hlatik.alu

Pigg's Peak-Hospital reported 102 admissions from ' Pigg's Peak area'

en: 2 from ''Tshaneni’area’.

Total

_6301-

681

Total

685
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\admissions from within the corridor. Although the
survey data are not perfect, they clearly establish
the fact of the limited catchment areas of the
country's major institutions, although it appears
that the government hospital at Mbabane does draw

a scmewhat greater number of its inpatients from
further afield than does the mission hospital at
Manzini (as the detailed data corroborate). However,
it is still the case that only 3% of Mbabane's
inpatients are drawn from Lubombo District and <%
from Shiselweni (30% ofrom Manzini and 61% from
Hhohho), although between them these two Districts
contain just under half the country's population.

The population of the corridor is producing more

than one-third of Swaziland's inpatients - over 11,000
in 1973 - but contains only one-sixth of the population.
On average, over one in seven of the corridor population
is hospitalized each year (a rate of 150 per 1000) but
for the rest of the country the comparable. figure is
AnTy ahnnd ana in 20 /80 oo 1000 0 mhe boopitalizalion
rates correspond to bed distribution. Almost 60% of

the country's general hospital beds are located in

the corridor, but only about a sixth of the population.

3. Efficiency

One important measure of a hospital's efficiency is its
bed occupancy rate and lenght of inpatient stays. Of
course, there is a limit to just how quickly patients
can or should be put 'through' a hospital stay, but
under conditions of bed shortages a more rapid turnover
is almost certainly to be preferred to a slower one. In
cases where patients are paying fairly significant

fees, as at mission hospitals, it becomes more difficult
to apply this type of criterion for purposes of
analysis. The data provided in Table 9 are fairly

rough and should not be read in an overly precise way,
although their order of magnitude are certainly
significant.

Mbabane and RFM, the two corridor hospitals, had
unusually long average length of inpatient stays (12
days). This reflects the low level of pressure which
exists to clear beds in the relatively overbedded
corridor area whose population is already being
hospitalized at the rate of 150 per 1000. The very
high average bed stay (156%) at Hlatijulu produces

a rapid turnover of patients, half the average length
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2,
3.
4.
5.

Hogpital

Government

Mbabane
Hlatikulu
Pigg's Peak
Mankayane

Nhlangano

Mission
RFM
Good Shepherd

1971.

April 1973. _
January 1974

1972

These are estimates

Bedal'

341
180
50
41
15

322
100

Table 9
HOSPITAL EFFICIENCY

Annual Admissions

Avirage

Average Length

Estinmated Cost

Cost per Inpat.

only, except in the case of RFM.

Admissional- per Bed (No.) Bed jtate(Z) of Stay (days) per Inpat. Day Stay
8663 28 g832: 11.6 R.6 R.70
7217 40 15:3- 5.6 R.4 "R. "2
1339 27 n. t. n.a. n.a.

2138 52 n. . n.a. n.a.
1076 72 D.-t. n.a. n.a.
5496 17 ot 12.0 R.5.30 R.54
2960 13 6:3- 9.1 R.2 R.18



of stay of the two corridor hospitals. However, there
also may be a management (or statistical) problem at
Hlatijulu in that admissions are shown to have
increased by two-thirds in the one year 1970 to 1971.
As must be expected because of fee diferentials, the
average bed stay was much lower at mission than government
hospitals.

Because data on the allocation of drugs to hospitals
were not available (as well as for outpatients
expenditures) it was not possible to calculate the
precise costs of inpatient days at different government
institutions. However, the estimates given are not
likely to be very far from the actual figures. The
average cost of an admission to Mbabane hospital,

at R.6 per day, is 70 Rand. For Hlatikulu the comparable
figure is less than one-third. There is a similar
difference between the two mission hospitals, RFM and
Good Shepherd. However, in the case of both government
and mission hospitals the figures may be somewhat
influenced by different case loads, e.d. almost one-fift+h
of all admissions are for materxnity, but only cne-eighth
of inpatient days.

Relatively little information is available about clinic
operating costs. The average running costs of the 14 RFM
clinics is R.1552 per year, with an average profit

of R.471 each. Drugs and wages take 95% of the costs,

in about equal parts. Government clinics may be
operating at about twice the cost level of the mission
clinics; one reason being that government salaries are
higher.

4. Some Observations

The relatively high rates of hospitalization in Swaziland
hide a gross disparity in utilization between those
living in Mbabane-Manzini corridor and the rest of the
population. It must be stressed that these different
utilization rates result almost entirely from differing
possibilities of access to health service facilities.

It is clear that the hospital system is reaching only a
distinct minority &f the country's population. For
example, less than 10% of all deaths occur in hospital,
and this total has remained static between 1969 and 1972.

It has been argued that because the country is small
and possesses a relatively good physical infrastructure
that an ever larger centralized hospital should be
developed that could offer its specialized services to
the whole of the country. The data presented here
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indicate very clearly that the exist ‘ng hospitals

and health services are alrcady being disproportionately
utilized by the small urban population. It is quite
clear that little if anything, in terms of the country's
health indices, could be gained from the further
development at this time of the central hospital in
Mbabane or most of the other services being offered
within the Mbabane-Manzini corridor. In practice,

the hospitals and other health institutions not only
have restricted catchment areas but their staff have

vey limited mobility and therefore offer relatively
little support to the work of outlyirg facilities.

This is so despite the small size of the country,
ralatively good physical infrastructure, and probably
the highest per capita government and total expenditure
for health care in Black Africa.

The hospitals must serve the surrounding population.
That this is not best done by significantly increasing
the number of hospital beds is overwhelminagly evident.

Ttomact heo oachizecd Dy oo policy Of lahiay piiiary hiealils
care, in all its aspects, to +he rural population, A

programme aimed at improving the work of the hospitals,
as opposed to expansion, should be undertaken,
particularly in terms of hospital and health service
management and administration.

The present clinic system needs to be reoriented and
expanded. The work of individual clinics must be
broadened to include more outreach work (including a
regular mobile schedule for staff) and the addition of

a smail number of maternity beds and perhaps one or

two holding/observation beds. The present basic

staff of the clinics - one registered nurse and one
health assistant - should be expanded to include at
least two auxiliary nurses, and one health assistant.

In keeping with their changed functions, the clinics
should have their title changed, perhaps to rural health
sub-centre. It would also be appropriate tc develop
several rural health centres at strategic points around
the country. Such centres would function in conjunction
with some number of surrounding clinics/rural health
sub-centres and be able to provide a wide range of
preventive activities, outpatient care and MCH/FP services.
They would also include a limited number of curative
beds. These centres would be supplied with their own
transpoxt.
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IV. PLANNING RECOMMENLC\TIONS

A. Health Planning in Swaziland

1. First National Develiopment Plan

The post independence development plan stated the princi-
pal objectives of the plan to be the improvement of the
well-being of the mass of the Swazi Nation and that,
"consequently, the Government attaches great importance
to improving the health services which affect the every
day life of most of the people". It was stated, as

a matter of policy, that whatever services government
could afford would be provided at a fraction of the

cost to the beneficiary. It was further said that,

“The wealthier scction of the community would, ss a rule,
prefer medical services which are privately financed.
There is no intention of replacing these services by
publicly financed services. On the contrary, the pri-
vate services will be encouraged and can bc expected to

e alast Al
APaA .

In the further expansion of the services priority was to
be given t~ preventive activities, as this was the area
"where the greatest benefits to the people could be
obtained from any given expenditure". 2and yet, for
"reasons of operational efficiency and financial
practicabhility" it would be "necessary to expand the
existing hospitals moderately, as and when finance
(becomes) available". Table 10 shows planned and actual
expenditures by the Ministry of Health over the period
of the first development plan.

Table 10

DEVELOPMENT EXPENDITURES: FIRST PLAN PERIOD (In Rand)

Plan (%) Actual (%)
Hospital Development 290,000 (55) 530,000 (75)
Rural Clinics 100,000(19) 21,000 ¢( 3)
Urban Health Centers 75,000 (14) 33,000( 3)
Other!- 65,000 (12) 123,000 (17)
Total 530,000(100) 707,000(100)

1. Central Medical Stores,; public health office and
labs, vehicles, etc.
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Over the four years 1969/70 - 1972/"3 the Ministry ex-
ceeded its planned expenditure by one-third, and spent
as much for hospital development (R530,000) as was
originally intended for all health sector expenditure.
A full 75% of the development budget went into the
hospitals, and much of the rest of the expenditure was
hospital related as well. Rural clinics took only 3%
of expenditure. Actual health sector expenditures dur-
ing the first plan period appear to have been at con-
siderable variance with the priority which was to have
been given to preventive activities and improvement of
those "services which affect the every day life of most
of the pcople".

2. Second National Development Plan

The second national development pPlan states the "greatest:
needs for hcalth services (to be) thcse of the young and

the inhabitants of the rural arcas" ... and that, "there
is now an urgent need to reorientate priorities for
develonment in +he neal+h FinlA arran Fvam cavermadid Aol

institutional facilities centered on urban areas and
toward different kinds of programmes which are cheaper
and more closely geared to the preventive aspects of
health so that a wider impact may be achieved on the
health problems of the rural population at large."
The plan goes on to discuss the implications of such
policies in terms of improved standards of public
health, maintenance of present levels of curative
services while improving their standards and distri-
bution, and creating "a situation within which a sub-
stantial moderation in the rate of population growth
can be achieved within a reasonable period". Four
priority areas for development were singled out:

a) expansion of preventive services in the rural
areas;

b) improvements in the quality and distribution of
basic institutional facilities;

c) development of health education; and,

d) expansion of training programmes.

Once again, in discussing curative services, the plan
document states "the belief of Government that over the
next Plan period large-scale hospital developments
cannot take priority over essential improvements in the
preventive services .... (because) in a mainly rural
economy the benefits from hospital developments tend

to be quite narrowly concentrated among the urban
population. This is probably also true in Swaziland
despite its small size".
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It is quite categorically stated to be government's
"intention, therefore, over the ngxt five years, to give
priority to the development of preventive services whose
benefits will be much more widely spread among the rural
populaticn as a whole." The plan also takes note ot the
unresolved policy issue concerning "the necd for a cen-
tral referral hospital in Swaziland within which all
specialist services would be concentrated. The develop-
ment of such a hospital, towards the end of this decade,
will be the ncext majcr phased health seivice development
in Swaziland". The plan does not explain the ways in
which in only one plan period the health situation in
Swaziland will have improved so markedly as to justify
the sharp reversal of health development priorities that
is implicd in the above.

The plan contains relatively few proposals for health
manpower training. In so far as doctors are concerned
it is stated that almost as many medical students are
already studving abroad as the countrv wili be able to
absorb by 19228, The major new dircction for fraining
appears to be the possibility of "setting up a small
training centre to provide pre- and in-service courses
for public health inspectors, health assistants and
public health nurses." Table 11 shows planned expendi-
tures by the Ministry of Health over the first three
years of the plan (1973/74-1975/76 and an initial
estimate for the fourth year (1976/77).

Table 11

PROJECTED DEVELOPMENT ENPEMDITURES: SECOND PLAN PERIOD (In Rand)

1973/74-1975/76 (%) 1976/77(%)
Hospital Development1- 665,000 (55) 360,000(77)
Rural Clinics 184,000 (15) 160,000 (23)
Public (Urban) Health Centers 73,000( 6)
Other?2. 279,000 (23)

T,2071,000(99)3- 466,000 (100)

—
.

R750,000 for Mbabane Hospital, or 73% of the total.

2. Housing R120,000, rural sanitatica R99,000, public
health training centre R50,000 and Central Medical
Stores R.10,000.

3. Does not add due to rounding.

As with the first plan, the second allocates 55% of total

health sector expenditure to hospital development (in the
end the first plan actually spent 75% on the hospitals).
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'B. Recommendations

Projections for the decade 1972-1982 indicate that a%t its
end Swaziland's population will still be overwhelmingly
rural and dependent upon subsistence agriculture for its
existence. Although the total population wili hav: grown
by almost half and Mbhabane doubled in sizc the Mbabane-
Manzini corridor will still contain onlv a fi¢.h of the
population of the country. It is also important to note
that the percentage of the labour force in wage emplnv-
ment will remain virtually unchanged. This is not to
imply that Swariland will not experience many changes
over the next decade, but to emphasize the need to plan
health services in ways that accord with rexlilv.

The recommendations that follow imply a departure from
previous policies directed toward the e2xpansion of the
hospitals. Such a shift will be necessary if the rural
health service infrastructure is to be sufficientiy
strengthened so as to be able to support the pLOMOthG

- A v«v—a.-ﬁni_‘..f\ -~ mde A e 4D R s
wm—eer [ b e B N—ULJ\,\./-LLA.L.LJ -LAL L,~H., L \JJ

maternal and chiid health and family nlanning - tha¢

are the only possible bases of improved health ca~e in
Swaziland. It is intended that the proposals should not
exceed the 6% per annum growth ceiling that has been im-
posed upon Ministry of Health expenditures, although

more detailed work on some of the cost implications still
needs to be done. Although the recommendations will be
set out in four separate section (manpower, the rural
infrastructure, hospitals, organization and administration)
they are intended to complement each other so as to make
a coherent whole.

The recommendations are of the sort that ave iike.y to be
of interest to both bilateral and multilateral donors.
Although certain projects are more likely to appeal

to one denor than to another it might be advantageous

to attempt to interest one or two donors in the entirc
programme, perhaps with one taking on the construction
portion and another prcviding any needed tcchnical
assistance personnel.

1. Manpcwer

Swaziland's major manpower requirement is for sufficient
nurses so as to be able to increase the numbher assi gned
to an expanding network of rural institutions while still
maintalning adequate hospital cover. At proesent the

country enjoys a relatively large number of professional
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level nurses, although considerably tess than a quarter
are working outside the hospital environment. The
absence of Medical Assistants makes it all the more im-
perative that enough of the right type of nurse become
available to staff the rural services.

Over the next decade Swaziland should aim at having three
nurses at each of about 40 government clinics, plus perhaps
two each at 30 mission and other clinics. In additiocn,
the number of nurses now engaged in direct public health
and related work should about double. IFf a number of
Rural Health Contrcs wers tn bhe escallichod these would
also require additional nursing staff. Expansion of
hospital beds so as to keep up with population growth
would require ar incrcase of one-third in the number of
hospital nurses. Table 12 shows the proposed pattern of
nursing expansion over the next decade.

Table 12

SrUFUDLEU LNCREASE 1IN NUKSLING S'LUAR R

1974 1985

Hospitals 1
Government 250 330 °
Mission 60 gol-

Clinics

Government 30 1202
Other 30 603-

Public Health - 30 60
Rural Health Centeres - _254-

Total 400 675

1. To cover a one-third increase in bed numbers.

2. To cover a rise in clinic numbers from 30 to 40 and
an increase of nursing staff to 3 per clinic.

3. To cover an increase of nursing staff 1 to 2 per
clinic.

4. Perhaps four to six centres.

Government would be expected to absorb over 200 of the
proposed increase of 275 nurses. This figure represents

about two-thirds of the present nursing cadre. Such a
level of increase would make difficult any other man-
power increascs. It is therefore proposed that a level

of nurse be trained that could be employed for roughly
half the cost of the present registered nurse.
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The current entry point to government employment for
registered nurses is R1452 per year (although un upward
revision is currently under discussion). A two year
trained auxiliary nurse should have an entry point to
employment of around R684 or perhaps R732 per year.

Thus it would bLe possible to employ about *“wo auxiliary
nurses for ecach registered nurse. Such a wage differen-
tial should be suificient to keep the two cadres clearly
distinguishable and yet not be overly discriminatory
toward the auxiliary.

Too much attention cannot be paid to setting right the
career and salary structures of auxiliary cadres. Many
otherwise admirable schemes have failed on these scores.
If at a later time it is considered appropriate to per-
mit movement from one cadre to another through upgrad-
ing it should be allecwed only on the basis of very
strict control. Unrestricted movement could only succeec
1 desLruydny Lite enllie LONCEDT OF dan dAUxiliary nurs.ing
cadre. In fact the present group of Swaziland registerec
nurses if actually made up of both 'registered' and
'enrolled' nurses (somewhat more are registered than
enrolled) and the enrolled group is being phased out
over the next five years through an upgrading programme.
This has happened partly because the training gap bet-
ween the two groups is relatively too small to justify

a professional and auxiliary type differential. 1In any
event, the present group of enrolled nurses were nmostly
trained under colonial circumstances and, therefore,
should not be 'penalized' for having been born tco soon
to have trained as fully professionalized nurses.

It is proposed that government take responsibility for
the training of registered nurses at a new school to be
constructed either in Mbabane or Hlatikuly (there are
good arqguments for both locations). Auxiliary nurse
training would probably most easily be accomplished

at R.F.M. Hospital where plans (and funding) already
exist for the expansion of nurse training facilities.
Output of the nurse auxiliary school should be about 35
each year, requiring an intake of approximately 40 to
45 per annum. If the programme could be gotten under-
way by 1976 (the major bottleneck would be the develop-
ment of the nursing school in Mbabane to which the pre-
sent RFM students would transfer) there could be an
output of 270 auxiliary nurses by 1985.
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objection to continuing with their training in keepina
with requirements and budgetary constraints. I¢ would
also be feasible to train some of tphe proposed two
year auxiliary nurses at Good Shepherd - say, o dozen
of the 40 or 45 projected for annual intake - inscead
of these nurse aide.

All previous manpower studies have agread that !'he number
of such hcolth workers as doctors, dentists, pharmacists,
optometrists, physiotherapists and radiographers roeauired
by Swaziland is too small to justify local tralning.
Enough Swazis are already in overseas medical training so
as to satisfyv demand over the next decade on sc, although
some few additional places might be roguired in the event
of wastage from training. Sone very few otheyr pluces
might be needed in dentistry, pharmacy and perhaps one or
two other areas. (Training of health service administra—
tors will be discussed latecr.)

It is alsgo stronyly recommended that shert Eraining
courses for up to 10 weeks duration be org..iiized ror
‘village neaith workers' (in Botswana thev uve calleAd
family welfare educdators). These people should b given
the rudinents of personal and public health care techni-
ques, including nutrition and health educat on. and child
care and family planning. They should alsns L taught to
recognize and treat a few simple diseases, how to identify
and cope with malnutrition in children, and how to follow-
up tuberculosis patients and their contacts. Such a group
of hecalth workers would provide a point of contact for

the hcalth services at family level. It is absolutely
essential that they be supported by frequent visists from
more highly trained health workers and with additional
in-service training. Although they should not b~ salaried
as such, som2 form of monetary incentive ccoulsd be made
available, 2.g. R10 per month. The initial training
courses for these village health workers should be
underiaken as close to their homes as possible, for
examplc at the nearest hospital. To begin with these
people might be drawn from the planned Rural Development
Areas, although they certainly should not be limited to
them.

2. The PRural Infrastructure, and Public Health Centres.

A greater number of staff would make it possible for the
health services to extend their functions more fully into
the countryside. The present clinic network is already
sufficicntly extensive so that almost 60% of tjh- popula-
tion as it was distributed in 1966 lived within 5 miles

of a health facility. Given increased nucleation of popu-
lation over recent years would mean that around two-thirds
of today's population are so resident, and probably 85%
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at Pigg's Peak and Mankayane. There is already =a ~7¥pansion
programme in progress at Pigg's Peak, and Ma:l.yane Hospital
could be turned into a "proper" institution w.th the pusting

of a mediccl officer and a few paramedical cstaf¥, .nd :he
addition of 40 to 50 beds and a few pieces of equinmment. At
the present level of running costs at these roe hosritals
such an ecxpansion programme chould not increase the yeonrrent
budget of the Miniztry of Health by much more than 19 »2r annum.

The prosent discussion about either substantially rebniidirg
Mbabane Hospital and increasing its bed capacity to 500 by
1920, or constructing a totally new "referral' hospital at
another point within the corridor could only postpone by at
least a decade the development of an app.Lopriate health
delivery zystem in Swaziland. The building costs alone

would take virtually the whole of the capital budaet »f the
health ministry for tho foreseeable futre, and the subsequent
running costs would absorb an even greater ¢haie than the
almost one-third of the recurrent budget now Leins taken by
Mkabane Hospital. It is werth noting that a 500 hed hospital
would result in Mbabare's havinag a hed-nannlatiorn varin in
1880 ¢f onc bed for eacn 00 yeople. Sowme paris of ine
hospital could certainly be upgraded or replaced (especially
if no recurrent costs are involved), but the nreliminary
plans that have alrecady been prepared bear 1itt1. reclationship

to any conccivable volume of work the hospitul might reascnable
be expected to perform in the foreseeable future. This 1is
particularly true with regard to the proposcd overating
theatres, which may have been influenced by the monthly
presence of the specialist team from Johannesburg.)

The work of Mbabane Hospital is not efficiently organized.
Doctors (or expatriate medical studnets in any cvent) must

see every outpatient, and so have little time for wisiting

any outlying health units. In fact Mbabane Hospical is
responsible for supervising only four clinics, about the

same number as such very small hospitals as Pigg's Pear and
Mankavane (which hasn't even a doctor on itz staff) . hnt RFM
supervises 14 clinics and Hlatikulu manages to cover 17.

The Mbabane Hospital doctors must be reliecved ¢ 7 many of

their routine tasks, e.g. they micht see only referred
outpatients, so that they might set up a substantial programme
of visits to smaller health facilities. The true function

of a "referral" hospital, in a country in which it is difficult
for patients to reach it, is to strengthen the work of the
so-called peripheral units with regular and prolonged visits.
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4y, Organization and Administration

Many organizational and adminis tvatlon issues have a]*eady
been discussed and no effort will bPe made to summarize them
here. However, some additional questions will be touched
upon in this section.

One of the more striking aspects of the health dalivery

systemr ol Swaziland is its rather sharp division in*o curative
and preventive parts. It would be more efficient for all
health facilities to be carrying out both curative atcl
Freventive activities, although some vertically ovasaized
programmes must continue to exist, e.qg. malaric or bilharzia

control. It 1s also likely that the vholzs of the health
services would benefit from a somewhat greater decentralization
of their activities. It might also be more approp: ‘ate if

such activities as nutrition were admiristratively crouped
together witn the Ministry's other preventive activities.

At present there is too little difference in _he fees being
Chanld at goernmPnt institutions to urban and rura patients.

P
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to health care it would he more oguitable for rural clinic

fees to be reduced from 20 cents to 10 cents and, to compensate
government, urban hospital outpatient fees to bhe raised from

30 cents to 35 or 40 cents. It is also time tha: more

careful analyses were done of hospital costs, and charges to
so-called full paying patients adjusted (raised) accordingly,
perhaps to something like R10 to R20 per day (afterall even

a hotel room costs close to R10 per day).

There is need for government and the churches to coordinate
their respoctive efforts in the health field more efficiently
$0 as to avoid the type the type of overlap of government

and mission (or mission and other mission) units that now
occurs. It is also the case that the mission operated rurse
training school has yet to make important progress with the
localization of its teaching staff; a high prioritv should

be viven to this matter. There also appears to be an unnecessarily

high rate of student wastage frem training at the school.

The health care statistics being collected in Swaziland
concentrate almost entirely upon disease data, and in their
present form are not very useful for planning purposes (at

the moment even government and mission data are being lumped
together). Some of the statistics are definitely erroneous,

e.g. that of the Public Health Centres, kit much more significant
is the lack of organization of the types of fundamental data

that have been presented in this report. The Ministry of
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Health, in conjunction with the Ministry and Finance ar:
Central Statistical Office, should set up a permanent system
for collecting these types of basic health service deina.

The question of collecting vital statistics remainrs unsclved
in Swaziland, as in the rest of Africa. If the rural health
delivery system were sufficiently extensive it could make an
important contribution to the development of these vital
statistical data.

The Ministry of Health needs staff to under-ake the c¢oilection
and organization of data, to plan developmcnts in the rural
sector, and to administer the hospital services and the

rural facilities. A very high priority should be given to

the training of a health statistician and a health planner

for the Ministry of Health.

In additicn, hospital/health service administrators should
be trained immediately for the hospitals at Mbabkane and

Hlatikulu and later for Pigg's Peak and Mankavane. Because
training of personnel must take some time it would be useful
“ - e e emea b L B T S, R Ll n e L navr e e - . e LT ~ T
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hotding the npost of health planner/statistician. A voung

economist with statistical skills would be most appropriate
(perhaps from the Overseas Development Institute in the
U.X.). If a more experienced person is sought it is more
important that they have worked in a Third World country
(preferably Africa), even if not in the health field, than
that they have done some health planning in the context of
Eurcpean or U.S. conditions.

C. Summary of Major Recommendations
Manpower
1. Development of a cadre of two year trained auxiliary

nurses, probably at RFM Hospital.

Implementations:

a government approval;

b. determination of the location of the school;
and if at RFM their approval;

c. donor support (if required);:

d. curriculum design, including local and
technical assistance participation;

e. construction plans,

Further planning detail required about:
training costs at the proposed school;

a.
b. employment costs on an annual basis of the
proposed output of auxiliary nurses.
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External assistance may be required for:

a. technical assistance for®curriculum design;
b. training for nurse tutors (unlikely) ;

c. construction costs (unlikely);

d. some limited support for the recurrent costs

of the school in its early vyears.

Construction of a government training centre for
nurses and some other categories of health workers.

Implementation:

a. government approval, including determination
of the location of the school;

b. donor support;

c curriculum design, including local and
technical assistance participation;

d. construction plans.

Tiiveihar mTavmumdersr Jadlatl amvendaand Lo

- e e e e @ - s """“"“J bl S S, —-\-—1 MMMMM Cass o va

a. determination of the precise number of places

regquired at the school, especially for para-
medicals, auxiliaries and public health nurses;

b. training costs at the proposed school;

c. employment costs on an annual basis of the
proposed output from the school;:

d. approximate construction costs.

External assistance may be required for:

technical assistance for ~urriculum desiyn;
training for nurse tutors;

construction costs;

support for the recurrent costs of the school
in its early years, including technical assis-
tance personnel for teaching.

OTiN o Bt o gl ¢}

Training of ‘'village health workers'.

Implementation:
a. government approval;
b. curriculum design.

Further planning detail required about:

a. number to be trained;
b. training venue.

External assistance may be required for:

a. construction ccsts.
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The Rural Infrastrusture, and the Publ-'c Health Centres

1. Construction of up to six clinics over the next
decade (in addition to the six already irciuded in
in the current development plan).

2. The addition at each clinic of maternity units
averaging three beds, and one observation/heiding
bed.

3. Development of four to six Rural Health Centres over

the next decade.

4, Expanding the work of the Public Health Centres
to include much greater coordination with the
hospitals und other health service facilities.

Implemcntation:

a. government approval;
h. Aonor anpnnri
C. construction plans.

Further planning detail required about:

a. recurrent costs of the proposed clinics,.
health centres and delivery units, within
the context of a growth of budget of 6% p.a.;
b. approximate construction costs.

External assistance may be required for:

a. construction costs, including staff housing
at rural clinics and health centres.

Hospitals

1. Government should absorb the costs of only 200
additional hospital beds over the next decade;
these beds should be distributed between the
non-corridor hospitals.

2. The proposed major expansion plans for Mbabane
Hospital should be re-examined with a view
toward making them much more modest, especially
those aspects that will affect the recurrent budget.
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Mbabane Hospital should take greater responsibility
for the work ot outlying health units.

Implementation:
a. government approval.
Further planning detail required about:

a. recurrent costs arising out of any propnsed
hospital expansions.

Organization and Administration

1.

Greater integration of curative and preventive
services.

Fee differentials to be increased between rural
and urban facilities.

Greater coordination on health matters between
yuveLtment and ilssiuns, includlny a more rdplid

[ o DA 8

operating nursing school.

Reorganization of the health statistics collection
system so as to put more emphasis on the gathering
of such data as is useful for planning purposes.

Training on a health planner, a health statistician
and at least two hospital/health service administrators

Recruitment of a health planner/statistician.

Implementation:

a. government approvel;

b. mission approval for number 3;

c. donor support for numbers 5 and 6.

Further planning detail required about:

a. revenue implications of changes in fee schedules.

External assistance may be required for:

a. training of a planner, statistician and
hospital administrators;
b. recruitment of a health planner.
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CONCLUSION

At the entrance to Mbabane Hospital there is a faded

picture portraying an African village by the side of

a stream. Leading out of the village and winding up

a steep hill is a path on which can be seen 'the halt

and the lame' climbing upwards to reach a hospital

located at the very topmost peint of the hill (with

a Union Jack topping the hospital). At the entrance

to the hospital are two Europeans in white medical

coats waiting to receive the ill after the long

journey up the hill. This picture portrays in the

most basic way that which has been, and often continues

to be wrong with health care in very many parts of

the world- heth 'developed' and 'devéloping': health workers
waiting at the gates of their institutions for the ill to
come and recelve treatment. What is most needed instead, of
course, are health workers, who because they are located
amongst the people, are able to prevent illness before it
STours.  DUVIITVWAOTe i Ll wOrld lhe coliyvinud OL le2diih Ceore
to the people. and malking people part of their own hoalth
care system, 1is the very essence of a successful health
delivery system. Under conditions of severe economic contraints,
shortages of skilled health workers, massive illiteracy,
difficulties of transport and communication, and =211 the
other common characteristics of Third World countries it
becomes even more important that health delivery systems be
designed it such a way as to be as close to the people it is
intended to serve as is humanly possible. If this concept
were to be more thoroughly incorporated into the health care
policies of Swaziland it would be reasonable to expect
fairly quickly a significant improvement in the overall
health indices of the country, particularly with regard to
infant and child mortality. One very important aspect of a
lower rate of infant mortality is that such a change is
almost certainly a necessary, although yrobably not a sufficient
precondition by itself, for altering the unsatisfactory
demographic situation that now prevails in Swaziland.
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ACPONUDLIA L
PERSONS SEEN

Ministry of Health , Headquarters

Dr. P.S5.P. Dlamini, Minister for Health and Education
Mr. N.D. Ntiwane, Permanent Secretary

Dr. F. Friedman, Chief Medical Officer

Dr. M.Z. Dlamini, Scnior Medical Officer of Health
Mr. D.T. Nkosi, Principal Executive Officer

Mrs. P.T. Mdziniso, Chief Matron

Mr. D.M. Manyvatsi, Principal Accountant

Mr. L. Mthethwa, Senior liealth Inspector
Mr. C.V. Mavuso, Staff Officer

Mr. E.V.S. Masuku, Food Officer

Mr. A. Dlamini, Accountant, Food Office.

Other , Ministry of Health

Dr. M. Chuene, Medical Officer of Health (Malaria and Bilharzia Control)
Mr. A. Dhladnla, Mbabane Hospital Secretary

Matron N. Mabuza, Hlatikulu Hospital Matron

Motron WS, Moberzz, Mbabanc lospital lacion

Dr. E.D. Rwalrwai. Pigg's Peak Hospital, Medical Officer in Charge
Dr. S.P.N. Shongwe, Mbabane Hospital Superintendent

Nursing and other staff; at Mankayane and Nhlangano (Cottage)
hospitals, Public Health Centres in Hlatikulu, Mbabane and Manzini,
T.B. Unit in Manzini, Public Health Laboratory in Manzini, Central
Medical Stores at Matsapa, and T.B. and Mental Hospitals also at
Matsapa.

World Health Organisation

Dr. G. Dibue, WHC Representative (based in Lusaka)
Dr. M. Felszer, WEJ Team Leader (Basic Health Services)
Mr. K. Vinayagam, WHO San’tarian.

Mission Hospitals

Dr. S.W. Hynd, Raleigh Fitkin Memorial Hospital, - Medical Superintendent
Dr. P. Riley, Raleigh Fitkin Memorial Hospital , Surgeon

Sister N. McNabb, Senior Tutor, RFM Nursing School

Sister M.L. Koten, Good Shepherd Hospital, Matron.

Ministry of Finance

Mr. James Nxumalo, Permanent Secretary
Mr. Andrew Brown, Chief Economic Planning Officer
Mr. David Goldsborough, Economist.

Other Ministries

Mr. B.M. Nsibandze, Secretary to the Cabinet
Mr. S. Dlamini, Permanent Secretary, Establishment and Training.
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APPENDIX 1
(Cont'd)

Central Statistical Office

Mr. Gani, UNFPA Demographic and Vital Statistics Project
Dr. Huppert, UNFPA Demographic and Vital Statistics Project
Mr. M. Wormsley, Statistician.

Otherg

Mr. Langmead, U.K. High Commission

Mr. H. Greenidge, U.N. Resident Representative

University of wWwarwick Research Team, Economic and Statistical
Techniques.

USAID/OSARAC

Mr. Charles D. Ward, Regional Development Officer

Mr. George T. Eaton, Program Officer

Mr. George E. Lewis, Assistant Program Officer

tit . Thowas G. ricvonougnh, Education Officer

Mr. William H. Johnson, Food & Agriculture Officer

Mr. Robert S. Burford, Controller

Mr. Columbus H. Spaine, Assistant Controller/Accountant.

U.S. Embassy

Mr. David B. Bolen, Ambassador

Mr. George Lane, Charge d'Affaires

Mr. Donald McConnell, Second Secretary

Mr. Patrick J. Duffy, Administrative Assistant.
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DOCUMENTS CONSULTED

Books

1. A History of Swaziland, J.S. Matsebula,

2. Development in Swaziland, T.J.D. Fair, G. Murdoch, H.M. Jones,
Witwatersrand University Press, Jo'berg, 1969.

3. Swaziland: The Dynamics of Political Modernization, C.P. Potholm,
University of Cal. Press, 1972.

Swaziland Government Reports and Documents

1. Annual Medical and Sanitary Reports, Ministry of Health,
1964, 1966, 1969, 1970, 1971, 1972.

2. Annual Statistical Bullerin, Central Statistical Office,
1972, 1973,

3. Estimates, Recurrent and Capital, Treasury, 1968/69 - 1974/75.

4. TFlaxen (sample household) Survey, D.W. Flaxen, November 1972,

5. Kingdom of Swaziland, Staff List, 1973.

6. Mbabane Hospital Development Plan, Ministry of Worlks, Power
and Comnunications, November 1973.

7. Population Census 1966, Central Statistical Office.

2. Tuel Iludepeudeuce Develupment ¥lan, July 1YbY,

9. Report on the centribution 9f the Rural Sector tc National Income,
D.M. Lukhele, Central Statistical Office, July 1973,

10. Report on High Level Manpower Requirements 1973-1982,

11. Second National Development Plan 1973-1977.

12, Swaziland Survey of Manpower Resources and Requiremerits April
1969 to March 1974, December 1970.

13. Training Report, Department of Establishments and Training,
Office of the Prime Minister, October 1972.

" 14, In addition to the above reference was made to many government

files and individual papers.

Non-Government Reports and Documents

1. Education in Transition: The Report of the Polytechnic Mission
(The Loken Report), March 1973.
2. Hlatikulu Hospital Preventive Health Services, R. Dennis,
Jan. 1974,
3. Mbabane-Manzini Regional Planning Study.
4, Nazarene Health Services, Annual Report for 1973,
5. Programme for the Development of Environmental Health Activities
in Swaziland, K. Vinayagam, Jan. 1974,
6. Program for Training Auxiliary Nursing Aides, M. Felszer, 1973.
7. Radio Communication System - Swaziland,
African Medical and Research Foundation, Nairobi, May 1974.
8. Raleigh Fitkin Memorial Hospital Accounts for 1973.
9. BSouth African Medical Volunteer Service, G. Cohen,
South Africa International.
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