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INTRODUCTION
The South African healthcare system 
hangs on the edge of a precipice. A 
combination of profit-seeking private 
healthcare entities, under investment 
from government has driven unfair 
practices in the South African (SA) 
healthcare sector. The poor treatment 
of healthcare workers has compromised 
the quality of healthcare, resulting in a 
healthcare system ill prepared for shocks 
such as COVID-19. The ongoing COVID-19 
pandemic has brought into sharp focus 
and exacerbated a number of inequalities 
and fragilities that haunt the healthcare 
system and constrain it from delivering on 
its constitutional mandate.

One of these spectres is an irony of South Africa’s 
post-apartheid dispensation: that is, strengthened 
labour protections and the entry of women into 
occupations where they were underrepresented 
have been undermined by side effects of neoliberal 
economic policies which have accelerated precarious 
forms of work. Issues of low pay, insecure contracts 
and outsourcing, lack of safety, sexual harassment, 
extensive and intensive working hours, and lack of 
resources or equipment are some of the poor working 
conditions that nurses and community healthcare 
workers (CHWs) face. 

The link between poor working conditions for healthcare 
workers, and the quality of healthcare available in the 
country cannot be ignored. If we are to survive this 
pandemic and future crises we must safeguard frontline 
workers, restoring the dignity of their work and working 
towards a quality, universal, people-centred, resilient 
healthcare system that is responsive to the needs of 
communities, society and healthcare workers, and free 
at the point of access.

South Africa
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The SA government has inherited a highly 
fragmented health system, previously 
organized for the vast majority through 
Bantustans, and divided along deep racial, 
class and gender lines. 

Despite important reforms that have been carried out 
since 1994; unifying health provision under one single 
Health Department and strengthening primary health 
care, the system remains divided into a profit-seeking 
private system and a budget-constrained public one. 

At the heart of the problem lies the neoliberal economic 
austerity policies that have characterized South Africa’s 
governance since the adoption of Growth, Employment 
and Redistribution (GEAR) in 19961. Since then, most health 
reforms aimed at improving quality and accessibility of 
health care have been hampered by restricted, and in 
fact falling, government spending on health. Ironically 
their result may have amplified inequalities in access 
to health care. Between 2001/2-2011/12, the average 
percentage increase in real health expenditure was just 
over 7%. However, this trend towards positive growth 
was drastically reversed in 2012/13, when the delayed 
effects of the 2008 financial crisis appear to have been 
felt. From 2012/13 to 2019/20, real health spending 
grew at just 1.8% and even declined in 2018/19.

A divided and 
under-resourced 
system

Access remains skewed:

Annual per capita  
expenditure on health

to approximately

suggesting wide disparities  
in provision and utilization.

rely on public healthcare 
facilities for medical care.

84.6% of the 
population

A household survey pointed out that the 
poorest quintile was the most likely to use

while approxiamately

public primary healthcare 
facilities (68.8%),

60.8% of the richest 
quintile use private 
health care.

From R25 500.00 
($1400) in the 
private healthcare 
sector

R2500 ($140) in  
the public sector,

Every year one billion people worldwide 
are denied medical care because they 
cannot afford to pay for it. At the same 
time, 100 million people are pushed into 
poverty owing to having to find or borrow 
money to pay for health care2. 

An elitist 
healthcare system



The right to dignified healthcare work

3  Policy Brief

The ever more expensive South African private healthcare 
system, available only to 16.4% of the population, 
epitomises this.

Importantly, it is of no coincidence that the huge 
gains made by shareholders and CEOs have coincided 
with increased job insecurity as more nurses’ jobs are 
outsourced via labour brokers, while working conditions 
deteriorate as jobs are stripped of predictability and 
benefits such as health care and a minimum number of 
guaranteed hours.  Thus, private health facilities exclude the majority of the 

Black population4. The private-public mix in South Africa 
is racist insofar as it leaves out the vast majority of the 
black population; moreover, it is structurally founded on 
the exploitation on the black female health workforce, 
poorly rewarded, unprotected from job-related illnesses 
and violence, and often employed under precarious 
conditions. 

Between 2016 and 2019, shareholder payouts and 
executive pay have grown in spite of structural constraints 
faced by the sector.

Using an intersectional lens3, we see that 

This is enabled by regulations on 
agency work that exclude those

72.9% of the White population 
has access to medical schemes, 

earning above R205 433.30 
from security of contract.

only 9.9% of the Black 
population. 

compared to

The three major healthcare 
enterprises; Netcare, Life 
and Mediclinic, made 

This shareholder  
pays out amounts to

R11 billion in 
profit and paid 
R19 billion to 
shareholders 
(dividends and 
share buybacks).

an average of 
R92 million per 
week. 

The Competition Commission has pointed to important 
inefficiencies: “The [private] system is characterized by 
high and rising costs of health care and medical scheme 
cover, highly concentrated funders’ and facilities’ 
markets, disempowered and uninformed consumers…
and failures of accountability at many levels”. The 
Competition Commission points to high concentration 
of capital and lack of competition in the market as the 
cause of inefficiencies. Nevertheless, what the study 
overlooks is that under a financialized system, such as 
private health care, common business practices aimed 
at enhancing shareholder profits – minimizing taxes, 
saving on the cost of labour through outsourcing - are 
inevitable, all of which impacts the quality of services. 

While the private healthcare system will claim better 
quality health care, many of the pressures towards 
financial profits have resulted in an unethical increase 
in costs of medical services and unnecessary surgical 
procedures, thus causing infringement on patient rights 
and skyrocketing bills for patients5. 
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South African total expenditure on health

but about 50% of this figure comes from 
private money spent on private health services

The remaining

is about 8.8% of the GDP

which only caters for 16% 
of the population with 

medical aid.

84% relies on the public 
sector, which can only count 

on 50% of total spending 
on health.

As a result, the money spent on private health represent 
a loss of investment that could otherwise benefit 
society as a whole, through progressive taxation. 
Similarly, the private-public mix cannot be sustainable 
owing to the increasing burden of financial returns to 
private shareholders which eventually translate into 
labour-costs saving measures which will impact on the 
quality of service. This is shown by comparative studies 
of health provision in the US, Cuba, Canada, Sweden and 
South Africa6.

Poor labour conditions for nurses and CHWs are 
worsened by labour regulations that are not sensitive to 
the gendered nature of healthcare work. Employers have 
used these policy gaps to further exploit the work force. 
The policy gaps include working hours regulation, wage 
setting and social protection, GBV and safety, labour 
broking, and National Health Insurance. 

What are the effects of the problem? Simply, declining 
public spending, the hyper-pursuit of profit, and labour 
policy gaps have resulted in structural understaffing, 
salaries have stagnated, and working conditions have 
deteriorated. The result is an overworked, underpaid 
and underappreciated workforce suffering from high 
levels of stress, burnout, and financial debt. It also leads 
to skewed, unequal access to health care across the 
population and ultimately compromised, and racially 
marked, quality of healthcare. 

The Constitution of South Africa8 states that “Everyone 
has the right to health services…including reproductive 
health care…no person may be refused emergency 
treatment. Government must take reasonable legislative 
and other measures, within its available resources, to 
achieve progressive realisation”.  In order to meet its 
mandate, government has proposed establishing an: 
“integrated, prepayment-based health financing system 
that effectively promotes the progressive realisation 
of the right to health care for all’’. In December 2015, a 
White Paper on a National Health Insurance (NHI) was 
released, starting the process of building universal 
health cover. Consequently, an NHI Fund (NHIF) is to be 
established as a single purchaser and single payer of 
healthcare services in South Africa.

The NHIF would pay public and private providers to 
deliver the service to the public. The NHIF would be 
funded through progressive taxation: high earners 
would contribute more while the wealthiest would pay 
the biggest portion. Currently this cross-subsidization 
does not occur in South Africa because almost half of 
total spending on health is done through private medical 

As part of the Sustainable Development 
Goals, world leaders signed up to achieve 
universal health coverage by 20307. Oxfam 
believes that a world in which we achieve 
the Global Goals, end poverty and leave no 
one behind is a world in which there is a 
quality universal, people-centred, resilient 
healthcare system that is responsive to 
the needs of communities, society and 
healthcare workers and free at the point 
of access.

Towards quality 
universal access to 
health care, free at 
the point of access 



schemes, which only benefit the private sector which 
serves 16% of the population. The majority of that 
16% happens to be also healthier than the rest of the 
population. Cross-subsidization is the key pillar of 
social solidarity and would create more equity as it is 
based on the principle that health is a public good and 
a fundamental human right for everyone, not just the 
wealthy. 

However, NHI, as it is currently debated, is insufficient 
to meet this vision as it is based on a public purchaser 
and private provider model which remains crippled by 
profit seeking and cost containment. “Public funding, 
even if expanding over time, cannot satisfy the profit 
motive of the private providers while maintaining other 
expenditures necessary to provide healthcare”; thus 
cuts will follow on those pivotal expenditures such as 
labour9. The proposition of cross subsidisation, which 
will be central to universal health care, risks being 
undermined by the private-public mix where health 
remains a commodity to be sold in the market. This 
is perhaps due to the influence of the private sector 
lobby which is evident in the advisory structures set up 
by the Department of Health to bring about NHI; large 
corporate firms operating in the health sector enjoy 
strong representation in those structures and advise 
government on financing mechanisms.

Ultimately, quality and sustainable healthcare can only 
be achieved through decommodification of services: 
public investment in infrastructure and in the health 
labour force to guarantee staffing levels, living-
wages, and decent working conditions. Any successful 
strategy for the future of South African health care, 
and responsiveness to pandemics, has to strengthen 
frontline health workers and their physical and 
emotional ability to carry out their tasks10. Investment 
in the health sector should not be motivated by profit-
seeking for a tiny minority but by health outcomes and 
by the needs of the majority of the population, made 
up of working-class patients and black women health 
workers, specifically nurses and CHWs. 

RECOMMENDATIONS

As a matter of urgency there is a need for greater 
funding in the healthcare sector, as a lack of 
funding restricts rights to decent work and gender 
equality for all nurses and CHWs, which in turn 
negatively affect the quality of care for patients. 
Importantly, SA’s austerity measures in social 
security, health and education have been noted by 
the United Nations Committee on Economic, Social 
and Cultural Rights to be in contravention of its 
legally binding human rights’ commitments11. Any 
decreases in real public spending on healthcare 
amount to “retrogressive” measures in violation of 
South Africa’s domestic and international human 
rights obligations in terms of the right to health12. 
Through tackling the socio-economic determinants 
of health and channeling funds towards one single 
system of health provision, the vicious circle of 
poor health, high pressure on the system and 
inadequate services can be broken. 

Pivotal to a well-functioning health system is a 
healthy workforce, sufficient in numbers to meet 
evidence-based clinical needs of the population. 
Both private sector and public sector must improve 
the working conditions for nurses and CHWs.  This 
includes paying all a living wage as agreed in 
the Occupational Salary Dispensation for Nurses 
Resolution taken in 2018; and no less than R12 500 
per month for CHWs. The public and private sector 

Increasing government 
public spending 
on healthcare.

Create conditions for 
decent work and work 
towards a living wage. 
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must ensure opportunities for professional development 
and promotion. In all cases this includes committing to 
publish and reduce the gender wage pay gap13. There 
must be a commitment to publish and reduce executive-
worker average pay ratios that include outsourced 
workers, and in the interim to offer insurance to health 
workers and their families as well as employee benefits 
(including but not limited to medical care, sickness 
benefits, unemployment benefits, old-age benefits, 
employment injury benefits, family benefits, maternity 
benefits, invalid benefits and survivors’ benefit and 
death benefit for family) – complementing, rather than 
substituting for or undermining the fact these will be 
unified under the new legislation14. 

There is a need for security of contracts for all healthcare 
workers including CHWs, and to work to remove 
temporary and outsourced work, as outsourcing makes 
work precarious, causing workers to live with insecurity 
and worry. Precarious work is a major concern because 
people who are fearful of losing their jobs are unlikely to 
speak out or assert their rights15. Section 198A(3) of the 
LRA must be amended to remove the arbitrary threshold 
of R205 433.3016 (nurses earning above Grade 3) that 
disqualifies workers earning above that amount from 
secure contracts. An amendment of Section 198A(3)(b) 
of the LRA is needed so that labour-brokered workers 
obtain the same labour protections as permanently 
employed workers from day one of employment through 
the agency, instead of waiting for three months. The 
three-month delay creates an additional issue of 
rotational schemes to avoid compliance.

In particular there is a need for CHWs to be recognized as 
formal sector employees, and thus benefit from all labour 
policies, regulations and laws, including the BCEA and 
LRA. The crucial role that CHWs play should be reflected 
in the way that they are treated and remunerated. As 
formal sector employees, they would be able to receive 
benefits such as medical aid, UIF, maternity leave and 
pensions to ensure that they are able to cope with their 
personal and financial needs. In order to protect CHWs 
from unfair and unfavorable working conditions, they 
should be provided with strong full-time employment 
contracts which will shield them from exploitative 

Secure 
contracts 

practices and conditions, especially in the labour-
broking industry. Training opportunities for professional 
promotion need to be offered. The elaboration of realistic 
staffing ratios within CHW programmes is necessary if 
CHWs are to stop being overburdened in their work.

For both the public and private sector much more needs 
to be done to take cognizance of the fact that the 
healthcare workforce is predominantly - 90%17 - black 
and female nurses and CHWs make up the backbone 
of the healthcare sector yet suffer under poor working 
conditions and are undervalued because they are black 
women. Therefore, there is a need to implement the 
UN Women’s Empowerment Principles18. It is important 
to embed the principle of gender equality in policies 
and processes across the public and private sectors, 
extending this to governing bodies and throughout 
operations, including recruitment, remuneration/
benefits, training, promotion, and development reviews, 
paying equal remuneration, including benefits, for work 
of equal value19. In company gender equality should 
be reviewed, including contract status, regularly and 
corrective action taken where needed to improve the 
gender balance amongst employees and executive 
management. Partnering with relevant public and 
private stakeholders, such as labor unions and NGOs, to 
advance gender equality in the workplace, marketplace 
and community.

End 
discrimination 
against womxn 

Women's unpaid care work has a monetary value of $10.8 
trillion a year - three times the size of the world's tech 
industry20. Across the world, women do an average of 
more than three times the unpaid care work of men, with 
the difference rising to more than five times in poor, rural 
areas21. There needs to be implementation of workplace 
policies conducive for familial responsibilities and the 
wellbeing of nurses and CHWs through the provision 
of accessible, safe and affordable day care facilities, 

Recognize the 
burden of unpaid 
care work 
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In all workplaces there is a need to have clear policies 
that establish a zero-tolerance policy towards all forms 
of violence in the workplace and for preventing sexual 
harassment. It is important these policies are publicly 
disclosed, provided to a workforce socialized within 
the workplace so that staff know their rights. It is 
important that there are policies, procedures, grievance 
mechanisms and support structures for employees or 
suppliers to anonymously report incidents or suspected 
incidents of violence, exploitation or harassment, and 
that protection is in place for whistleblowers so that 
persons feel able to report without fear of retribution.  

The safety concerns that nurses and CHWs face as 
women travelling at night or in dangerous places to 
reach patients, and dealing with violent patients, should 
be recognized and addressed through specific policies 
and acts and through implementation of commitments 
which should include provision of dedicated transport for 
night shift workers.  The issue of housing and transport 
of health workers have to be addressed in ways that 
reduce or eliminate instances of attacks for health 
workers commuting from house to work. South Africa 
needs to step up and ratify the Violence and Harassment 
Convention No.190 (2019), which stipulates specific 
worker protections when “commuting to and from work”, 
and in addition, through the Code of Practice, address 
and properly enforce the need for a minimum number of 
trained staff within an area where threats of violence 
are commonplace22.

End violence 
against womxn 

revision of working hours allowing for flexibility but not 
insecurity, and 24/7 canteen facilities in line with the 
Code of Good Practice on the Arrangement of Working 
Time, along with innovating in order to reduce hours 
that nurses spend doing admin work and employing 
support staff. In addition, it is important to ensure that 
maternity and paternity leave is available and that its 
existence is socialized so all employees are encouraged 
to use it. Employers need to play their role in challenging 
harmful norms and sexist beliefs that see care work as 
the responsibility of women and girls and perpetuate 
economic and gender inequality.

There are various loopholes in the Basic Conditions of 
Employment Act that may be exploited by healthcare 
employers to create inhumane working hours for health 
care workers given the crisis of understaffing. It is not 
uncommon for healthcare workers to be working for 
24 hours, which compromises both their health and 
the quality of care. Therefore, there is a need for an 
amendment to Section 6(2) and Section 14(2) of the 
BCEA so these loopholes that lead to work overload 
and exhaustion for healthcare workers are removed - 
such as: blanket exclusions for certain categories of 
healthcare professionals from work-time protection 
(contained in Section 6(2)); provisions that make meal 
breaks shorter than an hour (contained in Section 14(2)); 
and the compressed work week. 

Reduce inhumane 
working hours for 
healthcare workers

In all their places of work, nurses and care workers must 
be represented and empowered in the design of and 
decision making around all policies and operations that 
affect them. Moreover, they must be empowered in the 
form of continuous learning and training at all levels 
so that they are upskilled. CHWs must receive training 
such that there is career progression. Government must 
commit to involve CHWs and nurses in the design of 
policies, including the National Health Insurance. 

Represent 
and empower 
healthcare workers

Whatever the role of the private sector in a future where 
there is publicly funded universal healthcare, there is 
a need for private sector actors to behave responsibly. 
This could include making an explicit commitment to 

Commit to 
doing business 
responsibly
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There is a need for greater transparency in the healthcare 
sector. The unavailability of data and information aids in 
continuation of a healthcare system that works against 
the nurses and CHWs that keep it afloat. As such, 
there needs to be greater transparency of data around 
workforce compositions, pay scales and so on from both 
private and public healthcare actors.

Transparent and 
accountable health 
system

CONCLUSION

This is crucial as this will not only improve the lives of 
millions of women working in the healthcare sector, 
but will lead to better and higher quality healthcare in 
South Africa. The challenges that the South African 
healthcare system faces are by no means unique to 
it. Nursing shortages, cuts in health spending and the 
casualisation of labour affect almost every healthcare 
system worldwide. Yet, in being at the forefront of 
addressing these issues and fighting for the rights of its 
workers, South Africa could have a far-reaching impact 
on the lives of millions of healthcare workers within its 
borders and beyond. All healthcare workers deserve the 
right to decent and dignified work. Black South African 
women and nurses have dedicated their time and efforts 
towards protecting and ensuring the health and safety 
of others. Now, it is time for us to do the same for them.

If implemented, these recommendations 
stand to address the key barriers to 
decent work that female healthcare 
workers face. 

respecting internationally recognized human rights 
standards – UN Guiding Principles on Business and 
Rights (UNGPs) – applying the principles in its supply 
chains and operations. This must be complemented 
with human rights impact assessments and followed 
up by public reporting. Importantly, to deal with skewed 
financial incentives, implement reporting that assesses 
the distribution of economic value across stakeholder 
groups (employee wages and benefits, payments to 
providers of capital, payments to government by country, 
and community investments), in accordance with Global 
Reporting Initiative (GRI) indicator 20123. How a company 
shares economic value created reflects how they are 
increasing or reducing financial inequalities. 
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