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Achieving the health Millennium Development Goals for 
South Africa: challenges and priorities
Mickey Chopra, Joy E Lawn, David Sanders, Peter Barron, Salim S Abdool Karim, Debbie Bradshaw, Rachel Jewkes, Quarraisha Abdool Karim, 
Alan J Flisher, Bongani M Mayosi, Stephen M Tollman, Gavin J Churchyard, Hoosen Coovadia, for The Lancet South Africa team*

15 years after liberation from apartheid, South Africans are facing new challenges for which the highest calibre of 
leadership, vision, and commitment is needed. The eff ect of the unprecedented HIV/AIDS epidemic has been immense. 
Substantial increases in mortality and morbidity are threatening to overwhelm the health system and undermine the 
potential of South Africa to attain the Millennium Development Goals (MDGs). However The Lancet’s Series on 
South Africa has identifi ed several examples of leadership and innovation that point towards a diff erent future scenario. 
We discuss the type of vision, leadership, and priority actions needed to achieve such a change. We still have time to 
change the health trajectory of the country, and even meet the MDGs. The South African Government, installed in April, 
2009, has the mandate and potential to address the public health emergencies facing the country—will they do so or will 
another opportunity and many more lives be lost?

Introduction
Political change in South Africa since the end of apartheid 
has placed the country on a new trajectory of hope in 
which human rights are replacing racial and sexual 
discrimination. Institutions of the state are being built 
on notions of redress and equality, with parliament 
representing all ethnic groups instead of a white minority. 
In the health sector, political change has aimed to reduce 
inequities in health and health services, integrate the 
disparate homeland health-care systems into one South 
African health-care system, and reorientate services 
towards primary health care. Concurrently, the govern-
ment has had to resist the vested interests of corporate 
companies in South Africa and worldwide that could 
cause harm to health, especially the tobacco and 
pharmaceutical industries. User fees were removed for 
maternal and child primary health-care services, abortion 
was legalised, and more than 1300 clinics were built. 
Government policy to remove discrimination and 
promote wealth redistribution has led to initiatives that 
include improved pensions, a burgeoning number of 
social grants, and a social expenditure programme to 
build houses, and provide clean water, sanitation, and 
electricity. 

Challenges in achieving the Millennium 
Development Goals
In the 15 years since the fi rst democratic election the 
health policies and programmes in South Africa should 
have led to substantial improvements in health, and 
achievement of the Millennium Development Goals 
(MDGs). Yet a review of progress towards the MDGs 
shows that South Africa has made some progress towards 
several intersectoral goals, but progress has been 
insuffi  cient or even reversed for many of the health goals 
(fi gure 1). Since 1994 life expectancy has reduced by 
almost 20 years—mainly because of the rise in 

HIV-related mortality—and average life expectancy at 
birth is now 50 years for men and 54 years for women.1

The proportion of the global burden of disease borne 
by South Africa, with a population of only 48 million, is 
disproportionately high (fi gure 2). The total disability-
adjusted life-years for high burden diseases in South 
Africa is almost equivalent to that of Bangladesh, which 
has a population three times as large and living in much 
worse poverty. The Lancet’s Series on South Africa has 
shown that the country faces a convergence of several 
health challenges.2–6 In addition to HIV and tuberculosis 
epidemics, a very high burden of morbidity and 
mortality results from violence and injury, chronic 
diseases, mental health disorders, and maternal, 
neonatal, and child mortality. The combination of acute 
and chronic diseases spanning all age-groups and 
socioeconomic strata imposes a massive burden on an 
already weak and underdeveloped public health-care 
delivery system, struggling to overcome poor 
administrative manage ment, low morale, lack of 
funding, and brain drain.

South Africa exemplifi es a country that has undergone 
a protracted and polarised health transition, which is 
shown by the persistence of infectious diseases, high 
maternal and child mortality, and the rise of non-
communicable diseases.7 This confl uence of several 
transitions (health, demographic, and epidemiological) 
needs to be understood in the context of the country’s 
development pathway;8 South Africa has been 
substantially shaped by its colonial and apartheid past 
that divided society by race, class, and sex.2 The end of 
apartheid presented demands and challenges to 
redistribute wealth and tackle unemployment. The 
neoliberal economic policies and increased integration of 
South Africa into international markets resulted in only 
modest economic growth. High unemployment has 
persisted, and income inequality has grown and 
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continues to be one of the highest in the world.9 
Expansion of basic services and a massive increase in 
social and welfare benefi ts have reached nearly a quarter 
of the population, but health problems and social 
inequalities that are rooted in poverty persist. For 
example, non-communicable disease is rising for poor 
people,5 and child mortality is twice as high in the rural 
Eastern Cape compared with the more urban Western 

Cape, and four times higher for black than for white 
individuals.10

Paradoxical lack of health improvement
South Africa launched a concerted national and state 
response to public health challenges, mostly through 
policy and legislative change, but also by substantial 
growth in the value and types of social grants, and 
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Figure 1: South Africa’s progress so far towards achieving the Millennium Development Goals (MDGs) by 2015
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expansion of the number and range of health 
programmes, especially in primary health-care settings. 
South Africa introduced a tobacco control policy in 1993 
and was one of the fi rst countries to do so. By 1999, a 
comprehensive tobacco control policy was in place that 
included a ban on smoking in closed public places; a 
substantial decline in smoking was subsequently 
recorded in large sections of the population.11 One of the 
fi rst pieces of health legislation passed while Nelson 
Mandela was in offi  ce was the Choice on Termination of 
Pregnancy Act (1996), which almost immediately aff ected 
women’s health and maternal mortality.12 Furthermore, 
data published in 2008 suggest that diff erences in public 
health expenditure between rich and poor health districts 
have substantially narrowed, with greatly increased 
expenditure in poor districts.13 Yet a recurring theme 
across all reports in The Lancet’s Series on South Africa is 
the paradox of persistently poor health outputs and 
outcomes despite high health expenditure and many 
supportive policies. 

Failure of leadership in tackling the HIV epidemic4 is a 
fundamental reason for poor health outcomes. Delays with 
the scale-up of antiretroviral treatment has exacerbated the 
tuberculosis epidemic and led to the emergence of 

multidrug-resistant (MDR) and extensively drug-resistant 
(XDR) tuberculosis, health-care provision being dominated 
by AIDS care, and thousands of preventable deaths.14 Early 
gains in maternal mortality have been reversed by the rise 
in the number of pregnant women with HIV infection,3 
and the rates of heterosexual transmission of HIV continue 
to be high. These shortcomings need to be reversed 
urgently by devising and implementing essential 
interventions to slow heterosexual transmission of HIV. 
This Series has identifi ed fi ve main areas where challenging 
contradictions help to explain the disconnect between 
investments in health and persisting poor health 
outcomes.

Centralisation versus decentralisation
Most successful health programmes in the past 15 years 
have arisen from centrally directed regulatory and 
infrastructural interventions (eg, tobacco control, food 
fortifi cation, clinic building, Mental Health Care Act, 
drug pricing, and essential drugs list). These successes 
contrast sharply with the failure to build capacity to 
implement such policies and programmes, and to 
monitor implementation. Consequently, implementation 
of straightforward health interventions has been 
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suboptimum—eg, prevention of mother-to-child trans-
mission of HIV, and provision of antiretroviral 
prophylaxis after possible exposure to HIV from rape.

Despite successful consolidation of a fragmented 
public health service, South Africa is still struggling to 
establish an eff ective district health system. Weak central 
stewardship and a preponderance of vertical health 
programmes have often overwhelmed managers at the 
local level. Even though decentralisation through the 
establishment of a district health system is at the heart of 
the National Health Act (2004), only one province has 
enacted the legislation to give districts the necessary 
authority. Responsibilities and accountability have been 
formally shifted to district health management teams, 
but operational decisions are still largely centralised. 
Recruitment and retention of staff  at a district level is 
challenged by the increased rewards in provincial or 
national posts, or in the private sector.

Tertiary medicine versus primary health care
Health expenditure is dominated by tertiary-level hospitals; 
30% of total public health expenditure is spent on super-
tertiary hospitals based in Johannesburg, Cape Town, and 
Durban. Although these hospitals have important regional 
referral and educational roles, health needs are country-
wide and most of these will not be met by high-level 

centralised services. The rapid rise in demand for chronic 
care for HIV and tuberculosis, non-communicable 
diseases, and mental illness emphasises the need for 
strong primary and community care. The South African 
Government needs to re-examine the distribution of 
resources between the diff erent levels of care.15

However, reorganisation will have to be balanced by 
preservation of the excellence built up in regional and 
tertiary hospitals, which could provide an important 
stimulus for quality improvement across all levels of the 
health-care system.16 Successes with achievement of high 
rates of adherence to antiretrovirals for patients with 
HIV/AIDS has occurred in sites where health-care 
workers and managers have recognised the importance 
of patient-centred care, continuity of care, and community 
support during treatment.17

Attention to HIV/AIDS versus strengthening of 
health systems
Tireless campaigning by civil society about the need for 
leadership and policy changes to provide treatment and 
resources for response to the HIV epidemic and the sheer 
scale of devastation has fi nally led to a requisite response. 
More than half a million people are now on antiretroviral 
treatment in South Africa, and the target, which is 
unprecedented worldwide, is 1·5 million by 2010. Targets 

Trend Eff ects on health system Social implications

Maternal, 
newborn, 
and child 
health

Rising adult mortality rates causing increased number of orphans 
and vulnerable children
Rising maternal and child mortality and morbidity 
(75 000 newborn and child deaths per year) and high levels of 
young child undernutrition
3·4 million orphans (19% of population younger than 18 years) 
and rising 

High numbers of pregnant women needing intervention to 
prevent mother-to-child transmission of HIV, and to start 
antiretroviral treatment
Increasing number of people needing inpatient care
Major long-term morbidity arising especially during the 
neonatal period because of low-quality care (eg, cerebral 
palsy, retinopathy of prematurity), low birthweight, and 
possible later development of chronic diseases

A lost generation of children and orphans
Lost intellectual development and earning potential 
because of poor environment early in life 
Increasing care burden on elderly people
Increasing incidence of non-communicable diseases 
and other chronic morbidities

HIV and 
tuberculosis

Prevalence of HIV increased rapidly since early 1990s; signs of 
stabilising but no clear sign of slow down; South Africa has the 
highest number of people infected with HIV worldwide
Fuelled by the HIV epidemic, the number of new tuberculosis 
cases doubled during 2001–06 and rose again to 
382 000 (2006–07); South Africa has the fourth highest 
number of new tuberculosis cases worldwide
Increased numbers of drug resistance, including extremely 
drug-resistant tuberculosis

Target to put 1·5 million people with HIV infection on 
lifelong treatment by 2011
Increasing requirement for second-line drugs and more 
complex regimens
Side-eff ects from long-term use of antiretrovirals
Crowding out of other diseases especially in acute 
hospital care
High number of health personnel infected with HIV 
underlines the insuffi  cient number of qualifi ed nurses

Increasing care burden on elderly people and young 
children
Increasing family poverty due to cost of treatment 
and loss of income
Spread of drug-resistant tuberculosis in community
Overwhelmed health system resulting in poorer 
service for all

Chronic 
disease and 
mental 
health

Non-communicable diseases accounted for 35% of disease 
burden in 2000
Prominent in urban poor population, and also emerging in 
rural areas 
Ageing of population and urbanisation will increase burden from 
non-communicable diseases
Rising death rate from diabetes, hypertensive and kidney disease, 
and cervical and prostate cancer
16·5% of adults have suff ered from a mental disorder in 
preceding year

Increasing demand for care services and a range of services 
including behaviour modifi cation
Persistent poor disease outcomes
Psychosomatic conditions will persist if underlying mental 
health problem is ignored

Loss of income from breadwinners being aff ected
High costs of care can be catastrophic to family
Increasing informal care demands often borne by 
women

Violence and 
injury

Rates of interpersonal violence and injury have been decreasing, 
but remain unacceptably high

High demand for emergency services
Violence in care settings
Further stress and demoralisation of health-care workers

Loss of income, especially for young people 
Post-traumatic stress and long-term psychosocial 
consequences that have been largely unmeasured
Intergenerational cycle of violence
Further loss of social cohesion

Table: Major health challenges for South Africa2–6
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for prevention of mother-to-child transmission of HIV 
infection and infant treatment are similarly ambitious. 
This Series has drawn attention to the reinvigoration of 
parts of the health system in response to the HIV 
epidemic.4 However, these lessons risk being ignored 
because the pressure to rapidly scale-up successful 
programmes could lead to vertically insulated initiatives, 
and cause distortions across the rest of the health 
system.18

The eff ect on human resources for health is proving 
pivotal. In addition to shortages in medical personnel, 
growing evidence suggests that HIV programmes are 
exacerbating problems by creating an internal brain 
drain. Improved terms and conditions for work attract 
skilled health workers from other programmes within 
the public health sector.19 The energy, resource 
mobilisation, and innovation catalysed by the response to 
the HIV epidemic must be harnessed to achieve a 
strengthening of the rest of the health system. Generally 
a great deal of attention and resources have been absorbed 
by selected health programmes at the expense of 
developing a functional district health system. The 
country urgently needs a broadened vision of health care 
in which treatment and preventive programmes for HIV 
and other disorders are incorporated into a comprehensive 
primary health-care system and are supported by detailed 
planning, assessment, and monitoring.

Public versus private health care
Gross inequities remain in health expenditure. 55–60% 
of total health expenditure is spent in the private sector 
on less than 15% of the country’s population. The scale 
of the private sector is such that the capacity of the public 
sector to respond fully to the health crisis is restricted 
because private medicine absorbs disproportionate 
numbers of skilled nurses and doctors. Furthermore, 
the public–private balance in health care has changed 
greatly in the past decade. Government expenditure on 
health care for individuals who are not members of a 
private medical scheme has been stagnant until the past 
6 years  despite the massive additional burden on such 
services because of the HIV epidemic. By contrast, an 
uncontrolled cost spiral has occurred in private medical 
schemes.20 For many years a national health insurance 
scheme has been mooted as a way to raise substantial 
resources to improve health systems in the public sector, 
mainly by salary improvement for health workers. But 
this possible solution has not moved beyond discussion 
documents. Sobering experience in South Africa 
suggests that the public sector has restricted capacity to 
develop, implement, and monitor health contracts with 
the private sector.21,22

Health sector versus multisector interventions
Several analyses have underlined the role of social 
determinants for health and clearly shown that 
multisectoral interventions are needed.8,23,24 Biomedical 

interventions to prevent the spread of HIV are unlikely to 
sustain reduced transmission and incidence of HIV 
unless commensurate attention is given to strengthening 
of families, decreasing violence (especially intimate-
partner violence), changing of the existing culture of 
men’s behaviour towards women and children, creation of 
solutions to migrant labour (mostly for men), and relief of 
poverty. More eff ective multisectoral policies and actions 
must also be implemented to target alcohol control, sexual 
violence and inequality, diet and physical activity, hygiene 
and sanitation, and sustainable development.

The eff ect of continuing the present approach
The widespread emergence of MDR and XDR 
tuberculosis is a warning sign of serious problems in the 
health system. This Series reports an almost inexorable 
rise in the burden of major diseases, which is leading to 
a vicious cycle of increased expenditure, distorted and 
declining responses by the health system, out-migration 
of human resources, and increased social disruption 
(table). An indication of such a scenario is that the cost of 
providing initial treatment for HIV within the present 
conservative national guidelines is estimated to rise to 
about a third of total health expenditure by 2012, and 
HIV incidence does not seem to be declining.
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The individual, societal, fi nancial, and political costs of 
South Africa’s huge burden of disease are overwhelming 
the country’s resources. Failure of stewardship in health 
will not only cripple South Africa’s commitment towards 
the MDGs, but undermine the country’s ambitions to 
ensure economic prosperity and social cohesion. But we 
still have an opportunity to change the downward 
trajectory. For example, this Series suggests that the lives 
of almost 50 000 newborn babies and children could be 
saved in the year 2015 if South Africa reached high, 
eff ective coverage of prevention of mother-to-child 
transmission of HIV, and achieved eff ective intrapartum 
and newborn care,3 which would put the country on 
target to achieve MDG 4 (fi gure 3). 

The past and present social and political environments 
have created a resilient and resourceful nation, which is 
profi cient in stimulation of social demand for public 
goods, and in presenting robust and insistent challenges 
to governments for delivery. Many managers, health 
workers, researchers, and members of civil society in the 
public health sector, as well as communities, are 

committed to achievement of greatly improved delivery 
of health and social services. Several technological and 
organisational innovations that have been developed in 
South Africa and adopted in the public health sector have 
the potential to substantially increase access to treatment 
and services in the community and primary health-care 
settings (panel 1).

Further innovations will arise from necessity as 
clinicians, public health practitioners, and managers 
attempt to respond to increasing demand. However, the 
vast and growing numbers of individuals in need of 
health care, especially antiretroviral treatment, and poor 
health outcomes from the present model of care makes 
the present approach unaff ordable and undesirable. No 
clear implementation plan is yet envisaged for the scale-
up of antiretroviral treatment, nor for the source of 
necessary fi nancial and human resources. Explicit and 
transparent discussions are needed about the costs and 
capacity of the present health system to expand HIV 
treatment programmes. Improved data collection is also 
needed to monitor the health system, including health 
outcomes. The capacity of managers to implement and 
interpret such a system must be strengthened.

Priorities for action
South Africa has no option but to scale-up eff orts to attain 
the MDGs. This Series has identifi ed several interventions 
and packages that should take priority (panel 2), such 
as HIV and tuberculosis treatment and prevention; 
prevention of mother-to-child transmission of HIV and 
care of newborn babies; chronic disease prevention and 
management in community and primary health-care 
settings; and violence and injury prevention. A concerted 
eff ort is especially needed to reduce the number of new 
HIV infections. The HIV/AIDS emergency, however, 
should not overshadow the urgency of taking bold steps 
to tackle alcohol consumption, or behaviours associated 
with the growing prevalence of non-communicable 
diseases.5,6 Neglected interventions such as promoting 
exclusive breastfeeding also need to receive increased 
attention.

A theme throughout this Series has been the need to 
incorporate priority interventions in a comprehensive 
primary health-care system that is targeted to the needs 
and available resources of South Africa.36 Such an 
approach demands attention to social determinants of 
health and building capacity for delivery of cost-eff ective 
interventions to the poorest and most vulnerable 
individuals. The perspective of the health-care service 
needs to change from focusing on servicing of 
immediate medical needs to becoming responsible for 
maintaining community health. A district model of care 
would bring service management closer to the 
community, and create an increasingly democratic  and 
equitable health service.

Bottlenecks that constrain the capacity of the health 
system to deal with the vast and growing burden of 

Panel 1: Examples of innovations in health programming 
in South Africa

Maternal, newborn, and child health
• Large-scale implementation research (eg, for kangaroo 

mother care)
• Audits of deaths of mothers and children25

• Twinning of hospitals and clinics
• On-site mentoring within health system26

• Development of mothers-to-mothers support groups27

• Use of participatory research to improve malnutrition 
management28

HIV and tuberculosis
• Widespread implementation of lay counsellors and 

community workers29

• Universal use of rapid HIV test kits
• Shift towards nurse-driven treatment and care
• Development and introduction of electronic clinical 

information systems30

• Outreach support for nurses in tuberculosis programmes31

Chronic disease and mental health
• Development of simplifi ed clinical protocols32

• Inclusion of adult health indicators in national health 
survey to monitor the prevention and control of chronic 
diseases and their risk factors33

• Outreach support from hospital to clinics

Violence and injury
• Development of family courts
• Establishment of peace committees
• Use of group interventions and microcredit to reduce 

violence34,35

• Settings-based approach (schools and cities) towards 
improving environmental determinants
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disease should be identifi ed and tackled urgently to 
achieve: improvement of morale and commitment of 
health workers; scale-up of mid-level workers; task-
shifting; standardisation, expansion, and strengthening 
of community health-worker programmes; accelerated 
and expanded programmes to provide fully trained 
health workers; and enhanced capacity of public health 
managers. Immense political and intellectual commit-
ment by senior public service policy makers and 
managers is needed to achieve these goals. The 
Department of Health needs to build expertise and 
provide leadership in technical specialties such as 
human resources and fi nancial management. 
Concurrently, the Department of Health must have an 
increased stewardship and advocacy role to transform 
the system through redistribution of resources to 
primary health care; the possible implementation of a 
national health insurance system; engagement of private 
practitioners in providing primary care; increased 
investment in training institutions and programmes; 
intersectoral interventions and national policies that 
ameliorate key social determinants; and increased 
accountability of the whole system.

At the provincial level, making the district health 
system work must be the priority. The key actions needed 
are accelerated implementation of legislation outlined in 
the National Health Act (2004), resource mobilisation for 
appropriate staffi  ng, integration of diff erent types of 
service providers, and standardisation of management 
structures and roles. The capacity and authority of 
district management teams must be built simultaneously 
to rationally and equitably distribute and manage 
resources. Improved collection and analysis of data 
related to inputs, processes, and outputs are needed. For 
example, the overall shortage of health workers is 
exacerbated by lack of data and analysis. A study of six of 
the poorest districts in South Africa found that the total 
supply of professional nurses and counsellors to primary 
health-care facilities approximated to WHO standards. 
However, these cadres were haphazardly distributed 
between and within districts because of the absence of a 
human resource information system and stewardship.37 
Similarly, many community health workers are employed 
by non-governmental organisations, and funded by the 
government, but little coordination exists between 
them.38 Strategies are needed to develop skills for 
collection and analysis of data to generate information 
for planning, prioritising, and monitoring and evaluation. 
Public health observatories would have an important 
role for provinces and districts by making population 
and health indicators readily available, and engaging a 
wide range of stakeholders.39

This set of priorities has at least two important 
implications for the way the Department of Health 
functions. First, priority health programmes should no 
longer receive the majority of attention and resources, 
which at present are implemented vertically and often 

bypass decentralised structures at the district level and 
below. More resources will need to be deliberately and 
carefully allocated to allow managers at all levels to 
provide stewardship and leadership to integrate a range 
of programmes within a specifi c health setting. In turn, 
programme managers will need to devolve authority to 

Panel 2: Call for action

We urge the South African Government to:
• Restate commitment towards achievement of all MDGs, and make this target a focus 

of the planning commission to ensure multisectoral actions to address the social and 
environmental determinants of health

• Reaffi  rm the comprehensive primary health-care system as the framework for 
achievement of health for all

• Implement all provisions of the National Health Act (2004), including the 
development of a decentralised district-based primary health-care system, and 
establishment of structures for community accountability

• Substantially scale-up HIV prevention actions
• Openly discuss options for health funding with special attention to antiretroviral 

treatment and national health insurance
• Increase resources for training and retention of health workers in the public sector
• Strengthen surveillance, monitoring, and assessment of public health programmes, 

with special attention to inequalities
• Link together and benchmark fi nancial and health indicators to ensure cost-eff ective 

use of resources
• Ensure increased accountability of policy makers, managers, and health personnel at 

all levels by strengthening participatory structures and establishing a strong culture 
of service

• Provide inclusive leadership that engages with all stakeholders

We urge universities, training institutions, health councils, and researchers to:
• Restate commitment to a person-centered comprehensive primary health-care 

system, and take action to reorder priorities within institutions
• Accelerate production of fully trained nurses and mid-level health workers
• Review training programmes for medical specialists to provide an eff ective service for 

the public sector, with increased support for generalist doctors and peripheral facilities
• Review curricula for training of health workers to work in a system focused on primary 

health care
• Increase resources for research to support implementation and assessment of health 

interventions
• Increase the priority of actions to address countrywide inequities

We urge civil society to:
• Ensure governance and accountability at all levels of the system (envisaged in the 

National Health Act) by active participation in clinic committees, hospital boards, and 
district, provincial, and national health forums

• Strengthen comprehensive primary health care by advocating integration of social 
determinants of health in programmes and polices

• Engage with communities and their structures during all stages of planning and 
implemention of primary health-care programmes

• Engage in employment practices that ensure long-term sustainability of the health 
system

• Support improved working conditions for health personnel in the public sector
• Ensure that provincial and district AIDS councils are established and function eff ectively
• Use their resources to complement the eff orts of the formal public health system

MDGs=Millennium Development Goals.
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local managers and district structures, and work with 
them to tailor focused packages of care. Simultaneously, 
the authority and responsibilities of district management 
teams should be expanded with respect to resource 
allocation and decision making.

Second, the Department of Health will need to 
proactively engage with regulatory authorities and 
training institutions to accelerate the qualifi cation of 
doctors, nurses, and mid-level workers, and broaden their 
professional abilities for implementation of an expanded 
range of services at the district and primary levels. The 
principles of primary care should be established for all 
these services. Concurrent mentoring of health workers 
will be needed to improve quality of care.

These recommendations pose a challenge not only to 
government but to the local health-research community. 
South Africa has a stock of internationally renowned 
medical scientists developing new medical interventions, 
but the vast majority of deaths could be avoided if 
coverage and quality of existing effi  cacious interventions 
was improved. Therefore, use of research to support the 
development of a comprehensive primary health-care 
system must be a priority to translate knowledge into 
interventions. An increased share of resources must be 
invested in research that allows decision makers to 
estimate local burden of disease, identify and monitor 
the eff ect of priority interventions both inside and 
outside of the health sector, measure the distribution 
and effi  ciency of expenditures, and assess the 
eff ectiveness of health workers.40

South Africa’s distinctive modern history exemplifi es 
how social determinants such as politics and race can 
powerfully shape the health of people. The historical 
legacy of disruptive and forced human movements, 
alcohol abuse, sexual risk taking, sexual violence, and 
patriarchal ideals of masculinity—which commend 
bravery, risk taking, control of women, and willingness 
to use violence to defend honour—has left millions of 
people exposed to many, often severe health risks. 
Macroeconomic and trade policies of the past 15 years 
have failed to reduce income inequalities and might 
have negatively aff ected diets and social cohesion. The 
persistence of substantial sexual and income inequalities 
continues to fuel the HIV epidemic, and violence and 
injury. The failure of rural development policies is 
retarding health improvements and encouraging rapid 
growth of squalid urban slums. Political borders are not 
impermeable—for example, the political and economic 
instability in Zimbabwe is directly aff ecting the health 
of both Zimbabweans and South Africans.41

A continuing engagement across government is 
needed to tackle these broad social determinants of 
health and encourage all sectors to review their policies 
from a health perspective. Some important public 
policies and regulations can be directly enacted by the 
Ministry of Health, such as alcohol control, food safety 
and labelling, broadened scope of professional practice, 

and circumcision of men. But fundamental shifts are 
needed to form a macroeconomic policy that is focused 
on redistributive growth, which has been successfully 
implemented in diverse countries such as Brazil, Cuba, 
and Sweden, rather than on economic growth alone.

Despite enthusiastic support from the international 
community and the abundance of resources compared 
with most other decolonising nations, progress in South 
Africa since the end of apartheid has faltered because of 
serious failures of leadership. Large fractions of the 
population remain impoverished and disappointed. 
Potential to contain the HIV/AIDS epidemic was 
irretrievably lost. Health workers, researchers, citizens, 
and the newly installed government must recommit to 
the realisation of socioeconomic rights, including the 
right to health for all citizens. Compelling scientifi c 
evidence, global experience, and best practice have 
identifi ed a range of priority actions for reorganisation 
of the health system, attainment of equity, and removal 
of social and economic barriers to good health and 
development to allow district-based services to reach the 
poorest families. With renewed commitment to these 
priority actions and delivery of quality services, the 
country still has the potential to achieve the MDGs.
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