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MODULE 2: DECENTRALISED HOSPITAL MANAGEMENT 
 

 

 

 

1. INTRODUCTION 
 

The initial Hospital Strategy Project (HSP) proposal anticipated several areas of work 

related to the management of hospitals. These included Governance; Human Resource 

Management; Financial Management; Control and Management Information Systems; 

and Clinical Management. A situation analysis was performed to assess and prioritise 

these issues. This then led to the development of  a policy on decentralised management 

which became the major focus of work on the module from mid-November 1995. 

 

 

2. SITUATION ANALYSIS 
 

Between June and the beginning of September 1995, a situation analysis was conducted 

to assess the strengths and weaknesses of existing hospital management and, in addition, 

to assess the issues which provinces and hospital managers saw as priorities to be 

addressed through the HSP‟s work in Phase 2 of the project (mid-November 1995 to 

June 1996). 

 

The situation analysis had two components. Firstly, quantitative analysis of data from the 

RHeMIS database was used to develop indicators of hospital performance and 

management efficiency. This revealed disparities of up to 400% in performance 

indicators between hospitals both within and between provinces. This was indicative not 

only of severe under-management of hospitals, but also of deficiencies in hospital 

planning and poor data quality, which is in itself an indicator of under-management. 

 

The second component of the situation analysis involved establishing a diagnosis of the 

major problems in hospital management.  The research process involved extensive focus 

group discussions, and key informant interviews. This was complemented by a review of 

published material on South African hospital management including SMT reports and 

other research papers. Interviews and discussions were held with: 

 hospital managers in all provinces, including superintendents, hospital 

secretaries and nursing managers; 

 provincial officials involved in hospital management and planning; 

 private sector managers with public sector experience; 

 employee representatives drawn from a number of unions. 
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The situation analysis resulting from these meetings was fed back to informants to 

ensure that there was agreement on the diagnosis and prioritisation of problems. 

 

 

 

2.1 Findings of the Situation Analysis. 
 

The situation analysis confirmed that there are gross problems of under-management in 

public sector hospitals. In areas of some provinces, up to 50% of hospitals were reported 

to be unable to provide many basic hospital services such as emergency caesarean 

sections or basic trauma care. Other major and widespread manifestations of 

management problems included: 

 severe morale problems; 

 breakdowns in industrial relations; 

 chronic budget overruns; 

 breakdowns in support services such as maintenance, transport, etc; 

 poor quality control and perceptions of declining quality of care; 

 lack of communication, support and policy direction from health authorities;  

 lack of service ethos; 

 lack of management information on which to base decisions. 

 

These problems were attributed to deficiencies in several key areas of hospital 

management including: 

 general management; 

 human resource and labour relations management; 

 financial management; 

 inter-departmental and support services such as procurement and stores, works and 

transport; 

 governance and accountability to patients and communities served;  

 clinical management. 

  

These deficiencies in hospital management can, in turn, be traced back to a number of 

distinct categories of problems, including: 

 

 Highly centralised administrative systems which give hospital managers inadequate 

authority to actively manage their institutions and reduce the accountability of 

management to patients and to communities served. 

  

 Current management structures impede effective general management within 

hospitals and place control of key management functions outside of hospitals, and 

even outside of the health sector, resulting in serious delays and inappropriate 

decisions. 

  

 Management and operational systems, which are crucial to efficient management, 

are generally inadequate. 

  

 Management capacity is deficient, especially in key areas such as financial and 

labour relations management, and the capacity which does exist is severely under-
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utilised. Training, career paths, remuneration and job satisfaction are inadequate to 

produce, attract and retain good managers. 

  

 Organisational culture impedes efficiency, as officials tend to wait for permission 

rather than using initiative. Lack of delegation of authority and many other 

inefficient practices are often not required by law or regulations, but have become 

matters of habit. 

  

 

3. ADDRESSING THE PROBLEM OF UNDER-MANAGEMENT OF PUBLIC 

HOSPITALS 
 

The situation analysis, and detailed discussions with provincial and national officials, as 

well as with the National Project Committee, resulted in a consensus that further work 

by the HSP should be focused on developing a comprehensive, strategic vision of a new 

approach to hospital management, which should include definitions of: 

 the key objectives and long term vision for the hospital system; 

 critical priorities for change; 

 obstacles to change and the tools available to change the hospital system; 

 interim strategies and interventions consistent with the long term vision; 

 realistic time-frames for solutions and interventions. 

  

This consensus was based on the views that: 

 

 The scale and scope of problems of hospital management are so great that attempts 

to restructure the hospital system would have limited success unless based on a 

clearly defined, comprehensive strategic approach to transforming hospital 

management. 

  

 Although the HSP could usefully have focused on solving some of the immediate 

problems of individual provinces, strategic policy development was a priority area 

which provinces themselves were unable to devote sufficient attention to, because of 

urgent day-to-day management issues. 

  

 

4. DEVELOPMENT OF A NATIONAL POLICY ON DECENTRALISED 

HOSPITAL MANAGEMENT 
 

The problems revealed by the situation analysis indicated that an effective strategy 

would need to increase the authority of hospital managers, while also allowing the 

development of appropriate management structures, systems and capacity. Two broad 

alternative strategies to achieve these objectives were identified: 

 

1. Extensive decentralisation of management authority through the creation of self-

governing hospitals under autonomous Hospital Boards. Here, decentralisation 

would involve a shift from the direct linear control of hospitals within traditional 

public service structures, to the use of indirect controls, such as funding 

mechanisms. Under this scenario, hospitals would become direct employers of 
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staff, outside of the public service, and would become directly accountable to the 

communities that they serve. 

  

2. Substantial improvements in hospital management structures, systems, capacity 

and culture, within the existing framework of public service management 

structures. This would involve substantial delegation of operational authority to 

hospital managers, and would provide a vehicle for community participation in 

hospital matters through the creation of influential Hospital Boards. However, the 

line authority between the Provincial Health Administrations and the hospitals 

would not be broken.  

 

4.1 The Position Paper on Decentralised Hospital Management 
 

Discussions with senior officials at provincial and national level made clear that the 

organisational and political ramifications of moving hospitals outside of the formal 

structures of the public service rendered the first alternative untenable for the 

foreseeable future. Instead, the HSP was asked to formulate proposals for 

decentralised hospital management within existing public service structures. 

Specifically, the HSP was requested to cover the following areas: 

 the mechanics of decentralisation, including the organisational ramifications of 

different approaches; 

 appropriate models of governance and accountability, delineating the roles and 

responsibilities, as well as the relationship between the Provincial Health 

Administration (PHA), hospital management, and the Hospital Board; 

 mechanisms for creating more effective management in the following key areas: 

- personnel and human resources management; 

- procurement of goods and services; 

- financial management and control; 

 integration of the decentralisation strategy with existing DoH policies on both the 

proposed national and district health systems. 

 

This brief was given force by the publication of the White Paper on the 

Transformation of the Public Service which stresses the need for decentralisation of 

managerial responsibility and accountability within the public service, and calls for 

the introduction of new and more participative organisational structures. The White 

Paper envisages a civil service that is  goal and performance oriented, to be achieved 

through new forms of managerial leadership, the devolution of decision-making 

power to institutional level, and the incorporation of civil society bodies into the 

governance process. These principles became the guiding framework underlying the 

proposals put forward by the HSP in the first draft Position Paper on Decentralised 

Hospital Management. 

 

The first draft of the Position Paper was completed in mid-December 1995, and 

covered the following areas: 

 Governance and Accountability 

 Hospital Management - Structures, Systems and Capacity 

 Staffing and Personnel Management 

 Procurement 

 Financial Management 
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 Implementing Decentralised Hospital Management 

 

4.2 Other Documents 
 

The HSP commissioned three additional studies to accompany the policy proposals 

set out in the Position Paper. 

 

1. Hospital Management in Six Countries. The HSP commissioned the Kings Fund 

of the United Kingdom to produce a comparative study of international approaches 

to decentralised hospital governance and management in six countries around the 

world. The report is available as part of the final set of documents produced by the 

HSP.   

  

2. Community Involvement in Hospitals. The HSP commissioned the National 

Progressive Primary Health Care Network (NPPHCN) to research the potential role 

of communities within a decentralised hospital management system in South 

Africa. The NPPHCN conducted a review of international literature and convened 

a series of community forums to discuss issues related to community involvement 

in hospital management. The final report, entitled “Community Involvement in 

Hospitals: Key Findings and Recommendations”, was submitted in June 1996, and 

is available as part of the final set of documents produced by the HSP. 

  

3. Decentralised Financial Management in Hospital. The HSP commissioned 

Deloitte and Touche to deliver a report detailing current shortfalls in financial 

management at hospital level, and setting out methods for bringing financial 

management into line with the overall objectives of the decentralisation strategy.   

 

5. THE CONSULTATION PROCESS 
 

The first draft Position Paper on Decentralised Hospital Management became the key 

input in an extensive consultation process which lasted from January to June 1996. It 

was initially sent to a selected group of key policy-makers, but was later distributed to 

the superintendent (or equivalent) of every public hospital in the country. 

 

The consultation process began in earnest with the first meeting of the Department of 

Health‟s Hospital Co-ordinating Committee in January 1996, at which the Position 

Paper on decentralised hospital management was the main item on the agenda.  

 

Over the next five months, the HSP met with the senior management teams of each of 

the provinces, as well as with senior public hospital managers - medical 

superintendents, matrons, and administrative managers - from each province. In 

addition, the HSP held a series of meetings, both formal and informal, with a variety 

of other stakeholders in the health sector. These included: 

 hospital management experts from the private sector; 

 the heads of province-aided hospitals; 

 members of the Supervisory Boards of academic hospitals; 

 members of the District Health Systems Committee in the Department of Health;  

 experts on the legislative and regulatory implications of the proposed delegations. 
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(A full list of these is attached as the Appendix) 

 

At the same time, the series of focus groups conducted by the NPPHCN around the 

country meant that the proposals were widely canvassed with a range of community 

organisations, who suggested amendments and endorsed the model of community 

participation set out in the structures of governance and accountability proposed in the 

Position Paper. 

 

Deloitte and Touche also visited all nine provinces as well as the Departments of 

Finance, and State Expenditure, to discuss the recommendations in their draft report, 

the final version of which was submitted to the HSP at the end of February 1996. 

 

Midway through the consultation process, the HSP convened a National Workshop on 

Decentralised Hospital Management on behalf of the Department of Health. The 

workshop was held in Johannesburg on 27 and 28 February 1996 and was attended by 

representatives from the DoH and all nine PHAs, who debated all aspects of the 

Position Paper (as amended). The workshop confirmed the national consensus on the 

need to move to a decentralised system of hospital management, and demonstrated 

that in many provinces, officials are keen to move towards decentralisation as soon as 

possible. The workshop ended with a clear mandate to the HSP to redraft the Position 

Paper into a policy document for the DoH, once the remaining areas of disagreement 

had been resolved. 

 

Following the workshop there was broader consultation with affected groups outside 

the health sector. These included high level discussions with other government 

departments such as the Departments of State Expenditure, Finance, Transport, and 

Works, the Public Service Commission at national and provincial level, and the 

Ministry of Public Service Administration. There was also consultation with a wide 

range of trade unions which represent public hospital staff.  

 

 

6. KEY AREAS OF DEBATE 
 

The consultation process was extremely useful in identifying the most contentious 

issues in the Position Paper, raising points not previously considered, and suggesting 

amendments and refinements to the original formulation. These amendments were 

captured progressively in a number of drafts of the Executive Summary of the 

Position Paper on Decentralised Hospital Management. The executive summary, 

therefore, became a „living document‟ reflecting the changing nature of the debate 

during the consultation process. The intensity of the process is demonstrated by the 

fact that in the six months between writing the initial Position Paper and the drafting 

of the final policy document, the Executive Summary went through ten drafts. In that 

time some sections of the Summary barely changed while others were substantially 

altered. 
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6.1 Hospital Boards 
 

The most contentious section of the Position Paper was the chapter dealing with 

governance and accountability and, more specifically, the proposals around the 

creation of strong hospital boards.  

 

 Creating Hospital Boards. There was some initial resistance to the creation of 

boards at all, on the basis that boards would merely add another layer of 

bureaucratic complexity to the public health system, and would retard rather than 

speed up the decision making process. Against this, however, others argued 

strongly in favour of boards, on the grounds that they would act as a check on the 

unbridled exercise of power by both the PHA and hospital management. Boards 

were also seen as critical forums for community participation in hospital 

management. This position was accepted, and there is now consensus on the need 

for Boards. 

 

 Governance Powers for Boards. Once the relevance and value of Hospital Boards 

had been accepted in principle, the debate switched to the role of the Board and the 

degree to which the Board could exercise powers of governance over hospital 

management. It was felt that if both the PHA and the Board had powers of 

governance, this would lead to a duplication of authority, confused instructions, 

and would hinder rather than assist hospital managers in carrying out their duties. 

 

 The confusion was resolved by stating explicitly that, while Boards are expected to 

make recommendation to hospital management, and can strongly influence 

decisions, the Board cannot issue instructions or compel management to take 

action: such powers will remain strictly the domain of the PHA. However, the 

Boards will have a powerful influence in the overall system of governance as 

hospital managers and the PHA will be legally obliged to respond to issues and 

concerns raised by Boards. 

 

 Remuneration. A final area of debate dealt with the question of payment for Board 

members. Some provinces argued strongly in favour of remuneration of both 

expenses incurred by Board members, and for time spent on Board business, while 

others argued equally strongly that Board membership be regarded as voluntary 

community service. The matter was eventually resolved at a meeting of the Health 

Ministers‟ Forum in May 1996, at which it was unanimously decided that Board 

members should be reimbursed for expenses, but should receive no other payment 

for their services. 

 

 

6.2 Implementing Decentralised Management 
 

The other major area of contention concerned the implementation of decentralised 

management in hospitals around the country. It was originally proposed that delegated 

powers be granted to a small sample of pilot hospitals at regional or central level - 

including at least one hospital in each province - to test their ability to take on 

additional responsibility and authority. However, this proposal was rejected on the 

basis that it might discriminate against hospitals not included in the pilot programme, 
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particularly poorly functioning hospitals in the most under-served communities, and 

might cause tensions and unnecessary administrative complexity.  

 

It was therefore resolved that the implementation of decentralised management in 

public hospitals should be a staged process, with the first stage covering a limited 

tranche of responsibilities, which most hospitals can meet fairly easily. In subsequent 

stages, hospitals will be granted more comprehensive sets of delegations as they 

demonstrate that they have the necessary capacity, systems and structures in place to 

manage these responsibilities. In the final stage, hospitals would be granted all 

remaining delegations, including a full range of functions and powers for Hospital 

Boards. The aim is for all hospitals to complete all stages within four to five years. 

 

This process also highlighted the situation of  many hospitals which are currently so 

seriously undermanaged that the provinces need to initiate a process of urgent and 

direct intervention to assist them before decentralisation can be considered. To this 

end, it was proposed that each province develop a programme of management 

rehabilitation, tailored to meet the specific requirements of each affected hospital. 

 

 

7. THE POLICY PROPOSALS 
 

The Position Paper has now been redrafted as a Policy Document on Decentralised 

Hospital Management which is now due for adoption by the Department of Health. 

The key policy  proposals contained in the Policy Document are summarised below. 

 

7.1 Governance and Accountability 
 

Under the proposed system of decentralised management, the province will delegate 

significant decision-making powers to hospital management, giving them greater 

authority to manage daily operations. The province will retain overall powers of 

governance over hospital management, and will need to develop greater ability to set 

appropriate health service objectives, guidelines and targets, monitor hospital 

performance in terms of a „performance agreement‟ negotiated with each hospital, and 

provide support and capacity for hospital management where necessary. 

 

Hospital Boards will be established as statutory bodies with the following functions: 

 providing advice to hospital management in technical areas where Board members 

have particular expertise; 

 serving as a representative forum for community participation in hospital matters; 

 overseeing the performance of the hospital in terms of the performance agreement. 

 

The Hospital Board will have strong influence over the hospital, but will not disrupt 

the lines of governance and accountability linking hospital management to the 

province. However, it is anticipated that major management decisions will be taken by 

hospital managers in conjunction with the Board, and will only be referred to the PHA 

in exceptional circumstances. 

 

The Board cannot issue instructions, but will make recommendations to management, 

the PHA and the MEC, all of whom will be obliged to respond appropriately. The 
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precise range of functions performed by the Board will vary between provinces, 

between hospitals within each province, and also over time, depending on local 

circumstances and the capacity of the Board to carry out these functions. 

 

Hospital Boards will comprise approximately 15 people, a majority of whom will be 

community representatives (including elected councillors), and the balance will be 

made up of technical experts. Hospital staff and management representatives will sit 

on the Board, but will not have voting rights. 

 

7.2. Management Structures, Systems and Capacity 
 

A general management system will be introduced in most hospitals to unify and 

integrate management. Each hospital will have a CEO as the single focus of authority, 

replacing the current „hierarchical silo‟ model, in which medical staff, nursing staff 

and administrative staff are accountable to different authorities within the hospital. 

There will be a shift from a rules-based culture of „action after permission‟, to one of 

rewarding initiative, and an emphasis on accomplishing tasks, meeting needs and 

reaching targets. 

 

New systems will be developed to support decentralised management, including 

systems for human resources, procurement, and financial management. 

 

Management capacity will be developed to take on the wide range of tasks and 

functions expected of managers. New career paths associated with more attractive 

remuneration packages, commensurate with responsibility, are required to attract and 

retain skilled managers. In addition, new training and support programmes geared 

towards the immediate needs of hospital managers will be developed. 

 

7.3 Staffing and Personnel Management 
 

Central, national level bargaining over basic pay levels, increases and other basic 

conditions of service will continue, but hospital management will have the authority 

to take decisions on most aspects of personnel management and labour relations, 

including: 

 appointments; 

 performance appraisal and promotion; 

 staff remuneration, covering areas such as competency grading, starting levels, and 

performance-related bonuses; 

 discipline and grievance procedures; 

 determination of staff establishments; 

 labour relations management; 

 HR development and planning. 

 

The role of the DoH, the PHA, the PSC and other central departments will switch 

from line management of personnel, to setting guidelines and broad policy for 

hospital managers. Labour relations management will occur within the framework of 

the Labour Relations Act, and will include the creation of workplace forums, 

providing for worker participation in management,  and creating fair systems for 

grievances, dismissal, appeals, and mediation or arbitration. 
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7.4 Procurement 
 

Future systems of procurement will increase the decision-making powers of hospital 

managers, and the authority of hospital (or regional) tender committees, to enable 

them to purchase goods and services more efficiently. Changes will include: 

 increased spending bands for different types of purchases; 

 development of modern procurement systems, and strengthening of procurement 

capacity at hospital level; 

 increased direct delivery from suppliers to hospitals to minimise losses due to 

delays and thefts; 

 strengthened internal and external auditing processes. 

 

In future, it is intended that the PHAs should hold the entire health-related budget of 

the Department of Works, with each hospital receiving its own allocation. Exclusive 

provision of minor works and maintenance by the Department of Works should also 

end, and hospitals should be allowed to decide whether to use the Department of 

Works for minor works, or to procure outside architectural and construction services. 

For maintenance services, they should similarly be able to use their own staff, or those 

of the Department of Works, or of outside contractors. 

 

Similarly, it is intended that in future the Department of Transport should no longer 

have exclusive responsibility for providing transport services to hospitals. Hospitals 

should instead be able to decide whether to operate their own fleets of vehicles, or to 

contract services from the Department of Transport or from private agencies. 

Hospitals will also strengthen their capacity and systems for managing and controlling 

transport services, and will take responsibility for determining the optimal system of 

maintenance for hospital vehicles. 

 

 

7.5 Financial Management 
 

To overcome current inefficiencies in financial management at public hospitals, each 

province should appoint a  senior financial manager at a rank immediately below that 

of the Head of Department, and give serious consideration to appointing financial 

managers at large hospitals, and at regional level to cover groups of regional and 

district hospitals. 

 

Over time, the departmental accounting officer will delegate responsibility and 

accountability for financial management to hospital managers. The delegation will 

occur within the framework of the „performance agreement‟ negotiated between the 

province and the hospital CEO. The agreement will be based on the understanding 

that managers keep to their budgets and explain any budget variances. Managers will 

be rewarded depending on their performance against the budget.  

 

Key components of the delegation of authority over financial management include: 

 the development of a cost centre accounting system; 

 budgeting based on projected activities and their known costs, rather than historic 

costs; 
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 some retention of revenue generated through fees and other mechanisms; 

 authority for some virement between line items on the budget. 

 

Implementing decentralised financial management will require changes to the current, 

restrictive regulations and Treasury rules. One approach to overcoming these 

restrictions is to shift to the „transfer payment‟ framework, an accepted public sector 

accounting framework which allows institutions management control over their 

budgets and makes provision for detailed internal and external auditing. Other 

financial management frameworks, less centralised and restrictive than the current 

framework, may also be suitable to the vision of decentralised financial management 

set out above. 

 

7.6 Community Participation 
 

International experience suggests four preconditions for fostering community 

involvement in health: 

 political commitment to community involvement from the government; 

 socio-economic policies conducive to development; 

 reorientation of health professions to community involvement; 

 development of capacity at community level. 

 

South Africa has met the first two preconditions, but work is needed on the last two if 

community involvement is to occur in a meaningful way. 

 

Focus groups conducted with representatives of a range of community organisations 

around the country clearly indicate that there is a need for community involvement in 

hospitals, and that Hospital Boards are viewed as an important mechanism to allow 

for this. It was felt that Board members should be elected by representative structures 

to ensure accountability, although selection mechanisms should not be nationally 

prescribed, but should be set according to provincial, or local circumstances. 

Community representatives require adequate training in health and hospital issues to 

enable them to perform their Board duties effectively, and the provinces must develop 

plans for community involvement in health as soon as possible.  

 

 

7. THE WAY FORWARD 
 

Decentralisation will require a comprehensive, thoroughly prepared and adequately 

resourced process of change management and implementation. This involves the 

following elements: 

 a core package of essential measures to be put in place by the Department of 

Health and Provincial Health Administrations, constituting the minimum necessary 

requirements for decentralisation to be effective; 

 criteria for granting decentralised status that set out the plans, systems and 

capacities necessary before delegation of authority can be delegated; 

 a staged timetable for implementation, with flexibility for provincial and hospital 

variation. 
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The responsibility for creating the context for decentralisation lies with the national 

Department of Health, which must: 

 negotiate the legislative context  in which the decentralisation policy will be 

implemented, and provide support to PHAs in their discussions and negotiations 

with other provincial departments; 

  

 negotiate bridging funding from external or government sources to pay for key 

inputs during the implementation process. 

 

The key role in implementing decentralised hospital management, however, will lie 

with the PHAs, which will be responsible for formulating detailed implementation 

plans. The plans will be tailored to meet the specific circumstances of each province 

and hospital, and will be phased in over a number of stages, in accordance with the 

capacity of hospitals to take on increased authority and responsibility. 

 

The plan must amount to a clear programme of action to develop the capacity and 

competencies necessary to take on decentralised status. This programme will cover 

the following elements 

 

 Governance and accountability - formulation of the structure and terms of 

reference of the Hospital Board. 

  

 General management - the creation of an organogram demonstrating the lines of 

executive authority for the hospital as a whole and for responsibility/cost centres. 

  

 Staffing and personnel management - a staff appraisal and training needs 

assessment programme; and policies and procedures established and agreed with 

the appropriate provincial departments for the filling of senior posts, including 

that of the Chief Executive. Development of structures and systems for staff 

performance evaluation. 

 

 Labour relations - arrangements for the establishment of a workplace forum; and 

mechanisms for participatory management and effective communication and 

negotiation with workers. 

  

 Management capacity - detailed identification of areas where management 

capacity is inadequate, and the formulation of proposals to remedy this, either 

through upgrading the skills of current managers or by improving the incentives 

needed to bring in new capacity. 

  

 Systems development - a programme for reforming priority procedures and 

systems for financial management, procurement and personnel management. 

  

 Management of clinical processes - the development of protocols and guidelines 

for the management of common or costly conditions. 

  

 Mobilising commitment to change - formulation and implementation of a 

communication strategy to convey the aims of hospital decentralisation to senior 
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clinical staff, the hospital workforce, referring institutions, and community 

organisations.  

 

To produce this plan, and co-ordinate the management decentralisation, each province 

must appoint a full time, dedicated Decentralisation Task Team, which will work with 

managers at hospital level (in the case of regional and central hospitals), or regional 

level (in the case of district hospitals) to implement the decentralisation process. 

Hospitals will not be expected to be able to fund this process out of their existing 

budgets alone, and it will therefore be incumbent upon the provinces and the national 

Department of Health to explore potential sources of funding. 
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APPENDIX: LIST OF  CONSULTATIONS. 
 

1995 

 

19 June Eastern Cape and Mpumalanga PHAs 

28 June   North West PHA 

 

5 July    Northern Cape PHA 

7 July    Free State PHA 

11 July   National Consultative Workshop 

 

8 August   National Hospital Workshop 

10 August   N Cairns, Vereeneging Hospital 

24 August   Hospital Reference Group 

28 August   E Buch - Gauteng PHA 

31 August   Northern Province PHA 

 

1 September   Northern Province PHA 

6 September   Mpumalanga PHA 

11-12 September Western Cape PHA 

14 September   Hospital Project Committee 

28 September   Union representatives 

 

5 October   C Esterhuisen, Baragwanath Hospital 

10 October   National Project Committee (NPC) Meeting 

 

2 November   Ministers‟ Forum briefing 

7 November   Free State PHA 

21-22 November  Western Cape PHA 

27 November   Northern Cape PHA 

29 November   Combined Portfolio Committees on Health of the National  

   Assembly and Provinces 

 

6 December  NPC meeting 

13 December    Gauteng PSC 

 

 

1996 

 

11 January  Gauteng PHA 

16 January   National Hospital Co-ordinating Committee (NHCC) 

18 January   Gauteng  PSC 

25 January   T Wilson - DoH 

29 January   North West PHA 

30 January  Panel of Experts - Johannesburg 

31 January  R Hoffenberg - Johannesburg 

 

1 February   K Everingham - Groote Schuur Supervisory Board 

2-3 February   Western Cape PHA 
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7 February   Mpumalanga PHA 

8 February   Northern Cape PHA 

13 February   Free State PHA 

15 February  Ministers‟ Forum - Cape Town 

19 February  Eastern Cape PHA 

20 February  KwaZulu/Natal PHA 

21 February  Northern Province PHA 

23 February  Department of Health - top administrators 

27-28 February National Workshop on Decentralised Hospital Management 

 

4 March  KwaZulu/Natal Hospital Managers 

13 March   NHCC 

18 March  Y Pillay - DoH 

27 March   T Wilson - DoH 

 

2 April   H Badenhorst - DoH 

23 April  District Health System Committee - DoH 

24 April   E Buch - Gauteng PHA 

 

2 May    Senior DoH officials 

7 May   P Owen - District Health System Committee 

8 May   NHCC 

10 May  Ministers‟ Forum 

14 May  DG‟s Forum - North West Province 

 

10 June   Ministry of Public Service Administration advisors 

13 June   Trade Union representatives 


