
A Health Service Plan for South Africa* 
I N THE AUTUMN OF 1942, the Govern
ment of the Union of South Africa 
appointed a Commission on National 
Health Services to inquire into all 
aspects of national heal th from gen
eral medical practice to hospital serv
ices, medical training, nutri t ion, and 
housing. Since t ha t time the Com
mission has been hearing evidence, 
with a view to legislation, and has r e 
ceived recommendations and pro
posals from various political and pro
fessional groups. 

A comprehensive proposal has been 
put forward by the Medical Associa
tion of South Africa, which has a 
membership of more than 2,000 doc
tors or about two-thirds of the reg
istered practitioners. The plan en
visages a nat ional heal th program 
providing both medical care and gen
eral heal th services to all members 
of the community. I t would be fi
nanced by the State, directed by a uni
fied authority, and the medical and 
allied professions would have pri
mary responsibility for the technical 
aspects of the program. While rec
ognizing t h a t the system would have 
to be introduced gradually, because of 
the immediate lack of sufficient medi
cal personnel, the Medical Association 
nevertheless urges t ha t first steps be 
taken as soon and as rapidly as pos
sible. 

The proposed plan was drawn up by 
the Medical Association's Planning 
Committee, appointed in April 1941 
to outline the broad objectives of an 
ideal heal th service and to recom
mend a part icular program which 
would command the unanimous ap 
proval of the Association members. 
Early in 1942 the Committee pub
lished a s ta tement of certain general 
principles which should underlie the 
Association's proposals. In Decem
ber a questionnaire was sent to the 
members of the profession, accom-
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panied by a preliminary draft of the 
Planning Committee's proposals and 
summaries of other proposals put for
ward by branches or individual 
members. 

From the replies to the question
naire, the Committee drew up a draft 
of recommendations embodying the 
basic principles and a detailed plan. 
Before its presentation to the Na
tional Heal th Services Commission, 
this draft was in tu rn submitted to 
the members of the Medical Associa
tion and approved by more t han n ine-
tenths of the 785 members who voted. 
The Federal Council of the Medical 
Association assumed1 t h a t unex
pressed views could be ignored; the 
members who did not reply were either 
indifferent or felt tha t a change was 
inevitable and tha t they would be 
"fitted in somehow" in the new sys
tem. 
Basic Principles 

The general principles formulated 
by the Planning Committee and a p 
proved by the Federal Council 
stressed, first, t h a t mere "doctoring" 
will not solve the heal th problem. 
The curative services must of course 
be increased and improved, but pre
vention is basic. Freedom from want 
and poverty will do more to build up a 
healthy community t h a n any amount 
of medical t rea tment . The medical 
profession must take the lead in 
planning for the "future progres
sively-democratic medicine." The 
British Medical Journal quotes the 
authors of the plan as saying "We are 
prepared on our own initiative to sur
render some of our independence and 
to become to the extent hereunder 
laid down 'socialized.' . . . We are 
only prepared to do this, however, if 
we are satisfied tha t the State, as rep
resenting the people, will carry out its 
obligations for the successful working 
of a heal th service." Among these ob
ligations, they include nutri t ion, re 
search, housing, and public heal th 
services. 

The other principles are t h a t a good 
heal th service can be evolved only 
under unified direction—that is, direc
tion should be centralized but activi-

1 Supplement to the British Medical Journal, Jan. 1, 1944, p. 2. 

ties decentralized; t ha t such a heal th 
plan can be carried out only by Sta te 
financing and by close cooperation be
tween the Ministries concerned and 
the medical and allied professions; 
and tha t these professions must have 
a direct voice in the organization and 
control of the service. 
Organization and Control 

The Planning Committee proposes 
a National Health Advisory Council 
which will plan and initiate the pro
gram and lay down the broad lines of 
policy. Probably its first work would 
be to draft a new heal th act to co
ordinate present a g e n c i e s . The 
Council is to consist of 28 members: 9 
to be nominated by Government De
par tments ; 3 to represent the public, 
of whom one would represent native 
interests; and 16 to be technical mem
bers—8 of them medical practit ioners 
elected by the Association and the 
others to include dentists, nurses, 
pharmacists, and medical auxiliaries. 

The policies determined by the 
Council would be carried out by a 
National Health Corporation, in which 
doctors and other heal th workers en
tering the service would be enrolled, 
under the authori ty of a board of 
Governors. The Board of Governors, 
with the Minister of Health as chair
man, would be the executive body; its 
members—4 medical and 4 represent
ing the other professions—would 
serve for a specified term and be 
eligible for reappointment for one 
further term only. The work of the 
Corporation would be subject to 5-
year scrutiny by Parl iament, and its 
charter to a 10-year renewal. 

The Board would be responsible for 
providing a comprehensive heal th 
service and for spending national 
heal th funds appropriated to it in 
the form of block grants . I t would be 
empowered to acquire, build, and own 
hospitals, clinics, and heal th centers, 
and to make contracts with any 
State, provincial, or municipal au
thority for carrying out the social and 
environmental heal th services. I t 
would also be the appointments board 
for senior central and regional of
ficers of the Corporation. There 
would be close relation between the 
Board of Governors and the Advisory 
Council; in fact, all professional mem
bers of the Board would be members 
of the Council. 



Regional Administration 
For administrative purposes the 

country is divided into 19 regions, 
each of about half a million popula
tion, large enough to justify a major 
general hospital of 1,000 beds with a 
ful l - t ime specialist staff, as well as 
smaller auxiliary hospitals, strategi
cally placed and staffed by general 
practitioners, with consultant special
ists. Each region would have two 
regional directors, one for the pro
tective or general heal th services, one 
for the curative or medical-care serv
ices. They would be assisted by an 
advisory technical commitee. A 
regional public relations committee, 
comprising representatives of local 
authorities, and possibly employers' 
associations and trade-unions, would 
deal with problems of coordination 
within the area. The function of the 
regional administration would be to 
see that the central plans were carried 
out in the area, and to forward plans, 
suggestions, and criticisms to the 
central administration. 
Health Centers Based on Hospitals 

The protective and curative services 
are focused in heal th centers through
out the country. In rural areas a 
center may require only one practi
tioner; centers in cities may require a 
dozen doctors, including general prac
titioners, dentists, and pharmacists, as 
well as the doctors administering the 
general heal th services for which the 
general practitioner is not responsible. 
The centers would be linked closely 
with the nearest auxiliary hospital, to 
which the doctors working in the 
center will be attached. Buildings of 
a considerable size are contemplated; 
each doctor would have his own con
sulting room, and a separate consult
ing room would be available for the 
visiting specialist. A small theater 
for minor surgery, an X - r a y room, a 
pathological room for simple diagnos
tic work, and a pharmacy should be 
included. The heal th center is visual
ized as a hospital without in-patients . 
However, if there is no hospital within 
a reasonable distance, the center 
might have a few beds for emergency 
and observation cases and possibly for 
normal confinements. In the country, 
mobile medical, dental, and laboratory 
vans may be used. At each center the 
medical staff, sitting as a technical 

committee, would arrange hours of 
work, night calls, holidays, and other 
details. 
Relationship of Doctor and Patient 

The patient should have free choice 
of doctor among the general practi
tioners attached to the center, and the 
doctor the right to decline to accept 
the patient. A limit must be set, 
however, to the number of patients 
any doctor can accept. Only in ex
ceptional cases should a patient be 
allowed to choose a doctor at a center 
outside his own area, and home visits 
by the doctor (always to be discour
aged except in case of necessity) 
should be strongly deprecated if not 
actually forbidden outside the area. 

The plan gives the bulk of the cura
tive work to the general practitioner. 
Arrangements are suggested whereby 
the general practitioner, when he has 
reached the l imit of his skill or when 
the patient requests, even though the 
doctor thinks it unnecessary, must 
refer the patient to the appropriate 
specialist and must cooperate in car
rying out the treatment when the 
patient leaves the specialist's hands. 
This is not to be construed as unfair 
discrimination against the general 
practitioner. His role is not only 
that of "family guide, philosopher, 
and friend" but that of an expert in 
diagnosis and treatment of a wide va 
riety of conditions. 
Status and Qualifications of Practitioners 

Doctors working for the health cen
ter are to be employed by the National 
Health Corporation. They are to be 
free to come into or leave the Corpo
ration as they wish and while in the 
service are free to express opinions 
and give advice or criticism. They 
must be adequately remunerated and 
housed, with sufficient off-duty time, 
regular holidays, and a "refresher 
vacation" every 5 years. Within their 
general field they must have o p 
portunity for acquiring and utilizing 
special skill and be able to keep in 
contact with their colleagues at the 
heal th center and the hospital. 

The British Medical Journal com
ments that "a study of the South 
African proposals shows that the 
Medical Association has done its best 
to secure a proper recognition of the 
doctor's place in the community, as 

interpreted by remuneration and 
status, but has also been concerned 
to develop the newer conception of 
the duty of the profession to the com
munity, alike in the emphasis on posi
tive heal th instead of the mere rem
edying of ailments, and in the move
m e n t away from the competitive and 
towards the cooperative ideal."2 

A salary scale of three grades is 
proposed, ranging from £900 to £3,000.3 
At the outset, appointments at all 
grades will have to be made; when 
the service reaches its normal level, 
recruitment is to depend largely on 
apprenticeships. To meet the prob
lem of obtaining the same quality of 
service in rural areas as in towns or 
cities, it is proposed that the rural 
practitioner should receive, in gen
eral, a higher grading than his town 
colleague. 

Qualified medical-school graduates 
joining the service must serve a 3-year 
apprenticeship. The first year will 
be spent in a general or auxiliary hos 
pital. If at that time the apprentice 
wishes to specialize, and h is wish is 
approved, he will spend the next 2 
years in hospital appointments in his 
special field. Those going into gen
eral practice will spend the second 
year in clinics and departments in 
the preventive service and their third 
as assistants in a heal th center. B e 
ginning at an entrance salary of £200, 
apprentices will advance to £300 the 
second year and £500 the third year; 
board and lodging, or an allowance 
therefor, are to be provided. 

The doctor will be retired at age 65, 
with a pension equal to one-sixt ieth of 
h i s salary at the t ime of his retire
ment for each year of service up to 
a maximum of 40 years. It is sug
gested that 10 percent be deducted 
from salaries for the pension fund, 
which will also include provision for 
sickness and disability, and for de
pendents if the doctor dies or becomes 
disabled. 
Discipline and Education 

It is proposed that the Medical As
sociation of South Africa should be 
reorganized as a chartered society, 
with compulsory membership for all 
members of the profession. This new 
society should be charged with the 
disciplinary and other authority now 

2Supplement. Jan. 22, 1944, pp. 14-16. 3A pound is approximately $4. 



vested in the South African Medical 
Council. The society would promote 
research in medical science and r e 
forms and improvement in medical 
practice, encourage the study of medi
cine, ensure the regular conduct of 
examinations, provide for the ami
cable settlement of disputes, and 
suppress dishonorable conduct or 
practice. 
Comparison With the British Government's Proposed Health Program 

The similarity in general pat tern 
of the proposals of the medical pro
fession of South Africa, as represented 
in the Medical Association, and the 
British Government's proposals in the 
recent White Paper on a National 
Health Service (summarized briefly 
in the May 1944 BULLETIN) is evident. 
Both emphasize t ha t a nat ional 
heal th service must include not only 
medical services but improvement of 
all the environmental factors—hous
ing, sanitation, conditions in school 
and a t work, diet and nutri t ion, eco
nomic security—which create the con
ditions of heal th and prepare the 
ground for it. The Medical Associa
tion of South Africa declares flatly 
t h a t freedom from poverty and want 
will do more to build up a heal thy 
community t han any amount of med
ical t reatment—a theme developed 
even more fully in earlier proposals 
of British groups, especially Medical 
Planning Research.4 

In South Africa, as in Great Britain, 
the Governments are developing plans 
for a comprehensive national social 
security program, into which the 
heal th services are to be integrated. 
The South African Social Security 
Committee, appointed in January 
1 9 4 3 , has published its recommenda
tions, which include provisions for 
old-age and invalidity pensions, sick
ness, maternity, and unemployment 
benefits, and dependents ' allowances. 
Another appointed group in South 
Africa, the Social and Economic 
Planning Council, has submitted two 
reports which deal with measures 
supplementing the social security pro
gram and providing extension of edu
cation and industrial training, proper 
housing, improved living conditions, 

4 See the Bulletin, March 1943, pp. 43-48, for a brief summary of that report. 

subsidized food for the needy, and 
institutional facilities for individuals 
with personal handicaps. 

The British Government has an
nounced a forthcoming White Paper 
on social security, which will include 
also the preventive and environmental 
services omitted from the national 
heal th service proposals because their 
proper place was "in the wider pat
tern of Government policy and of 
post-war reconstruction." 

Both heal th systems would make 
the facilities available to the entire 
population; poverty would no longer 
be a barrier to necessary medical aid. 
Both stress freedom of choice. The 
patient is to be free to come into or 
remain outside the service; if he comes 
in, he may choose his physician. The 
individual doctor can join the system 
or remain in private practice or com
bine both types of practice; if he 
joins, he has freedom to reject a pa
tient. Both stress the importance of 
the family doctor as the first line of 
defense in the fight for good heal th; 
both emphasize the need for increas
ing the numbers of available special
ists and consultants and making their-
services available more widely. The 
White Paper terms the hospital serv
ices the keynote of the system; the 
Medical Association ties the heal th 
centers closely to the hospitals. 

The main divergence between the 
two proposals is in the administrative 
structure proposed. This divergence 
is undoubtedly due in par t to the dif
ferent stage of development of the 
heal th services in the two countries. 
South Africa has no existing heal th 
insurance or medical care program 
for the whole country. In Great 
Britain, on the other hand, nat ional 
heal th insurance was established in 
1 9 1 1 . The problem of creating a na 
tional heal th service for Britain, says 
the White Paper, "is not t ha t of de
stroying services tha t are obsolete 
and bad and start ing afresh, but of 
building on foundations laid by much 
hard work over many years and mak
ing better what is already good." 
The present services represent "a 
complicated patch-work pat tern of 
health resources," evolved a t inter
vals over a century or more and rep
resenting mainly the a t tempt to meet 
particular problems, one by one. The 
White Paper proposals have been pre
pared and put forward against this 

background of development and of 
"constructive thinking and discussion 
during the last quarter of a century." 

The services proposed for Bri tain 
are grouped into three main cate
gories—a general medical service, 
hospital and consultant services, and 
local clinic and other services. Heal th 
centers are linked with the general 
medical service. Quoting the draft 
Interim Report of the Medical P lan
ning Commission5 tha t " the principle 
of the organization of general p rac
tice on a group or cooperative basis 
is widely approved," the White Paper 
declares tha t , while undoubtedly 
grouped practice would find its best 
expression in the heal th centers, t ime 
is necessary for experimentation as to 
the best type of center and the extent 
of the public's preference for the 
group system. At the beginning, 
therefore, a combination of grouped 
practice and separate practice, side 
by side, is suggested. 

The plan for South Africa central
izes all services within each of the re
gions throughout the country. These 
services are focused in the heal th 
center or centers, which are in tu rn 
closely linked with hospitals in t ha t 
the doctors in each center would be 
at tached to the nearest hospital. 

The administrative s t ructure pro
posed for the South African system is 
simpler t h a n t ha t for the Brit ish 
plan, just as the outline of the services 
is less complex. The South African 
National Health Corporation, through 
its Board of Governors, would have 
complete responsibility for adminis
trat ion. Though the Minister of 
Heal th would be chai rman of the 
Board of Governors, the other eight 
members would be elected from the 
members of the Corporation and 
would therefore represent directly 
the medical and allied professions. 

The White Paper, on the other 
hand, would place central responsi
bility for administration on the Min
ister of Health. For the general 
practi t ioner services, however, much 
of the actual administrative responsi
bility would fall on a Central Medical 
Board, predominantly professional. 
This Board would be appointed by the 

5 Organized by the British Medical Association; a brief s tatement of some of the proposals in this report, published in 1942, was carried in the Bulletin, December 1942, pp. 11-21. 



Minister but in close consultation 
with the profession. 

In proposing a public-utility cor
poration of members of the medical 
and allied professions, to administer 
the system, the Medical Association 
of South Africa was following the 
preference expressed by a majority 
of the members who responded to the 
Association's questionnaire, accord
ing to the British Medical Journal.6 
"By a majority of something like 
twelve to one they declared against 
a medical service on the lines of the 
Civil Service or the Army. On the 
other hand, there was a majority of 
five to two in favor of a service under 
the Minister of Health . . . with an 
elected council, and the problem has 
been to reconcile a comprehensive 
national heal th service initiated and 
organized by the State with, so far as 
possible, the administrat ion by the 
profession of its own affairs." 

The Medical Association of South 
Africa was also in close agreement 
with the British Medical Association, 
its parent body, which has demanded 
t h a t the central administrative au
thori ty for the British heal th service 
shall be vested in a corporate body 
ra ther t han a Government depar t 
ment. 

In addition to the central adminis-
6 Supplement, Jan. 1, 1944, p. 2. 

trative authority, both plans recom
mend an advisory council, to consist 
of members of the medical and allied 
professions. The White Paper pro
posed a Central Health Services 
Council of some 30 or 40 members, 
who would be appointed by the Min
ister of Health in consultation with 
the appropriate professional organ
izations. The Council would select 
its own chairman and regulate its 
own procedure. Of the 28 members 
of the proposed National Health Ad
visory Council in South Africa, only 
9 would represent and be nominated 
by the Government; 3 would repre
sent the public, and the other 16 
would represent the professions, half 
of them being nominated by the 
Medical Association. There would be 
close liaison between this Council and 
the Board of Governors. 

At one important point the propo
sals of the South African Association 
diverge sharply from the recom
mendations of the Representative 
Body of the British Medical Asso
ciation and are more specific than 
those in the White Paper. In the 
plan for South Africa, all doctors join
ing the service, whether as apprentices 
or on full appointment, would receive 
a specified salary, varying with the 
quality and kind of work they do. 
The salary scale allows for promotions 

within the grades specified as well as 
from one grade to another. 

The Representative Body of the 
British Medical Association favors "a 
method of remuneration which relates 
remuneration to the amount of work 
done or the number of persons for 
whom responsibility is accepted," t h a t 
is, a continuance of the capitation sys
tem of reimbursement. "In the opin
ion of the Representative Body the 
creating of a whole-time salaried 
State medical service is not in the 
best interests of the community. 
(This was carried by 20 votes to 10.)"7 

The White Paper offers alternative 
proposals. In discussing the remu
neration of general practitioners, the 
White Paper says that , while "the 
Government do not contemplate the 
introduction of a universal salaried 
system . . . they propose t ha t doc
tors taking par t in the public service 
should be remunerated on a basis of 
salaries or the equivalent in any par t 
of the service in which this form of 
payment is necessary to efficiency. 
They contemplate also t ha t it may be 
possible in certain other cases to of
fer remuneration by salary where the 
individual doctors concerned would 
prefer such an arrangement ." 8 

7Supplement to the British Medical Journal, Oct. 30, 1943, p. 75. 
8 White Paper, op. clt., p. 80. 


