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Summary 
This White Paper describes the intentions of the National Department of Health 

(NDoH) in regard to a "massive reorganization of the current health care systems." 

The proposals are far-reaching and will have many effects on health care in South 

Africa. 

 

The Cancer Alliance (CA) represents a group of 20 non-governmental organizations 

(NGOs) and 2 independent advocates who have an interest in and are active in the 

cancer environment in South Africa. Although we have views on many aspects of 

the NHI, the CA has chosen to restrict its response to aspects which are directly 

relevant to cancer management and control. Individual members of the CA may 

also provide comment on the White Paper in their individual capacities. 

 

Some of the text below has been copied from our previous submission in relation to 

the proposed Policy Framework and Strategy on Cancer in South Africa 2016-2021, 

as it still highly relevant. 

General comments 
 

First, we fully support the intention to provide access to quality, affordable personal 

health services for all South Africans based on their health needs, irrespective of their 
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socioeconomic status. We support the move towards Universal Health Coverage 

(UHC) as expressed by the United Nations Sustainable Development Goal (SDG) 3.8 

to: 

“Achieve universal health coverage including financial risk protection, access 

to quality essential health‐care services and access to safe, effective, quality 

and affordable essential medicines and vaccines for all”. 

 

Further, we would like to express our willingness to contribute to the improvement of 

the national health system in South Africa. We will do this by continuing to comment 

on proposed policies, strategies and plans which may affect cancer management 

and control to the best of our abilities; to contribute to the development of policies 

and protocols; and to participate in discussions and forums wherever possible. 

 

However, there are aspects of the White Paper which concern us. The main 

concerns are summarized as follows: 

 

The White Paper fails to address the special needs of cancer patients 

 

We are concerned that the descriptions of the problems faced by patients in the 

existing public health sector, as well as the solutions proposed by the White Paper fall 

far short of what is required. The word 'cancer' appears only once in the document, 

and then only as one of several NCDs under 3.2 Burden of Disease.  The word 

'oncology' appears only under 5.3.3 Expanding Access to Radiology Services, and 

8.4 Treatment guidelines - where it is excluded. 

 

We submit that cancer, by its very nature, requires a specific approach from end to 

end of the health system, to prevent cancers where this is possible or practical, to 

early identification and detection, proper diagnosis and staging, rapid referral to 

levels at which it can be immediately treated, modern and effective treatment 

protocols, follow-up and attention to the concomitant problems which accompany 

a cancer diagnosis for the patient, his or her family and dependents, and employer, 

and provision of palliative care if this should become necessary.  At present we have 

a situation where there are so many gaps in this pipeline that a large majority of 

patients reach late stage disease, and there is very little that health practitioners can 

do except provide ameliorative support or palliative care. 

 

In the sections below we have drawn attention to more specific areas where the 

White Paper does not recognise the essential differences in approach.   Cancer 

requires special attention at all these levels if the burden of disease is to ever be 

successfully reduced, and if we are going to give more than lip service to the 

intention to improve the quality of life of people affected by cancer. 
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Success of the NHI depends on adequate funding and management 

 

Providing health care costs money and other resources. At a high level, the NHI 

intends to finance universal health coverage by a combination of the following 

three routes: 

 

a. Attempt to redistribute funds currently expended in the private sector to the 

public sector; 

b. Savings achieved by removal or limiting of the profit motive of the private 

sector; centralization of purchasing decisions; and driving down prices by 

becoming the major or only purchaser of health goods and services; 

c. Additional funding to be obtained by some additional taxation or 

"prepayment" mechanism. 

 

Our primary concern is that if any of these mechanisms fails to come up to 

expectations, the resulting healthcare system would be limited to providing a 

universal but extremely basic health care service, albeit to the entire population. 

Such a system would have many unintended consequences. From a cancer control 

viewpoint, we see that it would not be able to provide the services required to 

diagnose and treat patients with cancer. 

 

a. Those patients who can afford to do so would continue to purchase 

advanced services, and the existing two-tier system would be perpetuated; 

b. Those patients who cannot afford additional services would either remain 

undiagnosed, or if diagnosed, then treated minimally; 

c. Knowing the general state of the services provided, citizens would avoid 

presenting themselves to clinics until disease has advanced to a stage where 

it cannot be ignored. In the case of cancer, this means late diagnosis, with 

consequent low prospects for cure. 

 

Planning for the NHI depends critically on availability of information 

 

There is currently no recent data on the burden of cancer in South Africa. Although 

the mandatory registration of cancer cases came into effect in 2011, the process 

has been slow and lack of funding for the NCR presents a challenge.   

 

The total number of people diagnosed with cancer in 2010, the most recent year for 

which information is available, excluding non- melanoma skin cancer was 56 894.1  

The StatsSA Statistical Release ‘Mortality and Causes of Death in South Africa 2013: 

Findings from Death Notification’ released on 2 December 2014 for malignant 

neoplasms was 42 199 in total.  It can be concluded that the inability to harmonize 

                                                
1 http://www.nioh.ac.za/?page=national_cancer_registry&id=41 retrieved 20160527. 
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the incidence data with the mortality data suggests strongly that the NCR is seriously 

flawed by under-reporting. 

 

We are concerned that the NCR is not able to police the requirements of the 

regulations on reporting of cancers, and that the problems within the NCR restrict its 

ability to properly assess the degree to which cancer remains unreported - and 

hence place limits on the reliability of the data. Further, it appears that the systems 

currently in use at the NCR do not allow the submission of data in electronic formats, 

again leading to difficulties and possible non-compliance. 

 

It is recommended that a specific budget allocation be made immediately 

available for the NCR to build capacity and provide sustainability for accurate and 

current data to inform planning for and sufficient budget for cancer control as well 

as to allow measurement of the impact of cancer control within the implementation 

of NHI. 

 

There is nevertheless a danger that we focus only on the National Cancer Registry, 

when there is much data available in the records of both public and private 

hospitals and practitioners, who after all are the very points at which the majority of 

cancer patients are treated. We recommend therefore that efforts are also made to 

assess what data is potentially available, to work out ways in which this data can be 

collected, and to publish this data for use in planning for the future. If there are 

concerns regarding confidentiality of information on behalf of either the patients or 

service providers then these should be immediately addressed, as was done with the 

NCR. 

 

NHI success will be critically dependent on the development of human 

resources 

 

This aspect is crucial for the success of the NHI to ensure all disciplines and 

professions needed to supply the services will be in place.  It will inter alia also require 

training facilities to provide the skills and professions required to fit the needs of the 

SA population for Universal Health Coverage. 

 

Specifically relating to cancer control, we are concerned that insufficient oncology 

specialists are being trained and developed, and fear that possible restrictions on 

cover available by medical aid and other insurance funds, together with control 

over fees that may be charged will simply lead to a 'brain drain' where oncology 

and other specialists find overseas positions more attractive. 

 

The White Paper does not deal satisfactorily with the role of specialists, who are 

critical in the cancer environment. The bulk of oncology specialists are in private 

practice in South Africa, and apart from those specialists in the teaching hospitals 

there are very few in the public service. 
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It will not be possible to immediately make the changes necessary to train, develop 

and employ oncology professionals in the public service. For the immediate future 

the only way forward will be to form public-private partnerships to provide equitable 

services to all South Africans. This will require protocols and guidelines to be 

developed and agreed, specialists in both public and private practice to be 

accredited, and financial models to be developed to allow these to proceed. 

 

In addition, we draw attention to the WHA Resolution 67.19 co-sponsored by South 

Africa which recommends all health care workers are trained in palliative care and 

urges member states  

“to aim to include palliative care as an integral component of the ongoing 

education and training offered to care providers, in accordance with their roles and 
responsibilities, according to the following principles:  

(a) basic training and continuing education on palliative care should be integrated 

as a routine element of all undergraduate medical and nursing professional 

education, and as part of in-service training of caregivers at the primary care level, 

including health care workers, caregivers addressing patients’ spiritual needs and 

social workers;  

(b) intermediate training should be offered to all health care workers who routinely 

work with patients with life-threatening illnesses, including those working in oncology, 

infectious diseases, paediatrics, geriatrics and internal medicine;  

(c) specialist palliative care training should be available to prepare health care 

professionals who will manage integrated care for patients with more than routine 

symptom management needs” 

Office of Health Standards Compliance (OHSC) 

 

We support and commend the establishment of the OHSC. 

 

We understand2 that the draft Regulations on the functioning of the OHSC published 

for comment in February 2015 have yet to be issued in final form. As a result, the 

enforcement policy envisaged by draft Regulation 21 has also not been issued. 

Such steps are critical to ensuring that the OHSC has the necessary powers to ensure 

compliance with the standards that are endorsed or created. 

 

Serious challenges in existing healthcare services 

 

Para. 155 onwards describe some existing challenges and lay out the proposed new 

organization of health services under the NHI.  However it is our view that, although 

the restructuring measures seem to make sense, these will not on their own solve the 

most fundamental problems of the current public health sector. 

                                                
2 South African Health Review 2016 
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We agree that strengthening management skills and providing better systems are 

important.   The introduction of the Ideal Clinic model, setting of standards and 

external audits are important. Restructuring to bring services closer to people, and 

definition of a clear and sensible escalation and referral system, are self-evident. 

 

However, there are some major factors which are not effectively addressed.   These 

include: 

 

� The biggest problem in oncology care lies within the primary care clinics that 

are not equipped and trained to screen and manage early detection of 

cancer at all. The current algorithms for the ideal clinic do not include any 

real guidelines for early detection of cancer, and this results in many patients 

being diagnosed too late for effective curative intervention.  

 

� Recognition that healthcare professionals are costly, and cannot be treated 

in the same way as semi-skilled labour. For example, to become a doctor 

entails a long education process: twelve years of schooling, plus another six 

years to achieve a basic medical degree; a period of in-service training, and 

then for specialists another few years of study and experiential learning. By 

the time they are qualified they have incurred large educational costs which 

must be repaid in some way, and they are only then able to begin earning a 

living.   These people are exceedingly mobile and are easily able to emigrate 

or even move out of the clinical medical field. 

 

� Centralization of decision-making, purchasing, etc requires competent staff 

and systems, and recognition that money must be spent to perform these 

tasks properly. 

 

� Insufficient control over corruption and graft in the supply of goods or 

services, and appointment to positions.   This will need careful attention, 

particularly where, as is proposed for the NHI, there will be a large degree of 

centralization, resulting in larger opportunities for corruption and graft, as well 

as detaching visibility of purchasing decisions from the 'coal-face' where the 

actual services are provided. 

 

� Significant interference by unions in ordinary decision processes, disciplinary 

proceedings, etc. 

 

Traditional healers omitted 

 

The White Paper does not even mention the role of Traditional Healers.    This large 

group both affects and is affected by cancer in our society, and cannot and should 

not be ignored. 
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Research has been done on the roles of traditional healers; on their pervasive 

influence on society; and also on the number of people who consult a traditional 

healer in place of, or in addition to the formal health sector.  There are large 

numbers of traditional healers spread throughout the country, and they can be 

more accessible than formal health workers.  

 

We are concerned that the involvement of traditional healers has a substantial 

impact on cancer care, but that this aspect is not well understood.  In our 

experience we see that this involvement can delay presentation of patients until the 

traditional healer admits that he or she is unable to cure the disease, or until the 

patient realizes that he is in need of proper medical attention. Interaction with 

traditional healers may also cause patients to discontinue cancer treatment. We 

would recommend that more effort is made to integrate traditional healers within 

the healthcare system. 

 

Stigma omitted 

 

We know that patients are subject to severe effects from stigma; whether in the 

family, the community or in the workplace. Apart from the psychosocial problems, 

this can and does have serious consequences for adherence to treatment etc. 

 

Stigma is one of the biggest challenges in identification, reporting and treatment of 

childhood, young adult and adult cancers. 

 

Costly private health sector  (Section 3.1.2) 

 

(Para. 66-74) We are similarly concerned that the costs of private health care have 

been increasing at rates exceeding the CPI.  The cancer control environment is also 

affected by the extremely high costs of new drugs and treatments.  

 

We are of the view that some of the statements made in these paragraphs are 

incorrect, however, we note that this area is currently under investigation by the 

Market Inquiry into the Private Healthcare Sector. 

 

We  agree that  these issues need to be addressed and  that a new innovative 

model of managed care needs to  be developed to address the NCD burden in 

South Africa . Collaboration is needed between the state and the private sector to  

unpack the core issues   

 



8 

 

  
 Collective South African Voices for Cancer  •  http://www.canceralliance.co.za  

 

Electronic patient information systems 

 

Section 8.6 addresses the proposed National Health Information Repository and 

Data System.  

 

We note that one critical component of the NHI will be a modern electronic patient 

information system.   This will be essential to replace the existing archaic and 

unmanageable paper systems presently in use. A proper patient information system 

will also be absolutely essential to allow monitoring of just about every part of the 

health system - as can be seen at present through the almost total lack of usable 

information. 

 

Comments relating to lifecycle stages in Cancer Control 
 

In this section we deal with issues relating specifically to cancer control, following the 

major life cycle stages in the control process.  

 

Research and information are key requirements 

 

We consider that research and surveillance are key activities, but these are sadly 

lacking in the current health system.  All action plans require information on which to 

base their activities, and measurements will be essential to track progress. 

 

Surveillance and research are essentially two different aspects of the cancer care 

continuum that warrant separate attention. Cancer surveillance in South Africa for 

years has been neglected and the lack of real time data from a morbidity, mortality 

and survivorship perspective does not allow for proper planning for cancer care 

services.  It is vitally important that surveillance and burden-of-disease measurement 

is appropriately addressed in any NHI plans. 

 

Cancer Research in South Africa is mainly situated at academic institutions across 

the country. This is mainly funded by the Department of Science and Technology 

and/or international grants. The focus of this research includes: mechanisms of 

carcinogens, molecular epidemiology and drug and vaccine development. Cancer 

Association of South Africa (CANSA) also co-fund many scientific research projects. 

For risk reduction, treatment and palliation and social and public health research 

the Department of Health through the MRC should be responsible, however none of 

these types of research is initiated or undertaken. It remains unclear who is 

responsible for what research and who ensures that cancer research addresses the 

actual health needs of the country. In order to measure the true impact of cancer 
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control activities, research capacity should be enhanced and developed where 

needed with respect to fundamental, translational and applications research. 

 

The NDoH itself has previously drawn attention to a serious lack of information:  

 

• On the incidence and demographics of cancer;  

• On the services available;  

• On the patient experience;  

• And on the actual outcomes. 

 

This lack of information seriously hampers the compilation of any plans.   Research at 

every level should be amongst the most important actions from the outset. 

 

Balance between cancer prevention and curative activities 

 

We remain concerned about the degree of optimism that cancer can be 

prevented or avoided, with possibly less recognition of the importance of early 

detection, diagnosis and treatment.  

 

We accept that "Cancer prevention is an essential component of all cancer control 

plans..."  because a large percentage of cancer deaths could be prevented by 

reducing exposure to cancer-causing materials or occupations, by changes in 

lifestyle habits, eating habits, etc.  Recent research3 has proposed that up to half of 

all cancer deaths could potentially be prevented by changing just four of the most 

important factors. 

 

However, it is dangerous to assume that it is possible for people to make these 

changes, and for the health system to be improved sufficiently in regard to early 

detection and timely treatment in the near future.  Cancer cases, and subsequent 

deaths, can be reduced by prevention activities, but only when these prevention 

activities are properly carried out, and only after time has elapsed to allow the 

interventions to take effect.  Actions to change behaviour, such as reduce smoking, 

get more exercise, etc may take many years to show noticeable changes, and 

even then there may be long delays before the effects appear. Similarly, the current 

excellent HPV vaccination campaign can only be expected to have a significant 

impact far in the future. 

 

Para. 76, (under Section 3.1.4 - Curative hospi-centric focus of the health system) 

reads: 

 

                                                
3 Preventable Incidence and Mortality of Carcinoma Associated With Lifestyle Factors 

Among White Adults in the United States Mingyang Song, MD, ScD; Edward Giovannucci, 

MD, ScD  
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76. The current health system is characterised by an emphasis on curative 

services that leaves prevention by the wayside. Furthermore, the entry level into 

accessing health services is mostly at an inappropriate level of care (secondary, 

tertiary and specialist services) rather than at a primary health care level. This has 

significantly contributed to the high costs of health care and the inefficiency of 

the health system. 

 

From the viewpoint of the patient presenting with cancer this is both irrelevant and 

destructive.  If patients present at the wrong level then this is a fault of the health 

system which does not provide the right services and referral at the right levels.  

 

Referral pathways are currently seriously lacking from primary care to diagnostic 

centres and then into tertiary hospitals. Currently it is not unusual for a patient to take 

8 or 9 months to reach a tertiary hospital for cancer treatment; By then the illness has 

progressed to stage 4 and may by that time be untreatable. 

 

Awareness and Education 

 

The cancer health crisis and growing cancer burden in South Africa calls for priority 

actions to expand service delivery and infrastructure in cancer control. 

The goal of primary prevention is to avoid cancer by reducing or eliminating 

exposure to cancer-causing factors through environmental and lifestyle factors. 

These include: education and legislation aimed at reducing the incidence of 

cancer and prevention of exposure to carcinogens; identification of environmental 

and occupational carcinogens; education and creating awareness about healthy 

lifestyle diet and physical activity – linking risk factors such as obesity, environmental, 

sexual and reproductive health, alcohol, tobacco and occupational risks 

associated with cancer aetiology, health warnings on alcohol and tobacco 

products, testing of contents and regulations, ban on advertising of tobacco 

products, cessation programmes, protection of children (e.g. second hand smoke 

and excessive solar ultraviolet radiation) and taxation on alcohol and tobacco-

related products 

  

Cancer risk reduction messages should be integrated with other health promotion 

messages focusing on prevention and early detection.  Partnerships must be 

established and maintained with other stakeholders involved in cancer control to 

fight cancer and educate people through sustained promotion of balanced lifestyle 

messages.  Stakeholders should include traditional healers, since they also play a 

major role in the communities with regard to health care delivery. 

 

The obstacles in organisational and resource allocation, for example colposcopy 

clinics, lack of cancer care facilities in rural areas, healthcare personnel loss through 

migration and lack of collaboration with stakeholders are some of the barriers that 

impede progress in cancer control.  Deficiencies in public awareness in the risk 

reduction of cancer, healthy living by dietary and physical activity lifestyle 
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adaptation, prevention of breast, and cervical cancer through screening and the 

understanding of cancer pain are major factors contributing to the lack of effective 

cancer control.  This all needs to be addressed by DoH in support of the NHI Plan. 

 

Cancer Screening 

 

Aims to reduce mortality by early detection through early screening of population 

groups at risk based on sound scientific basis at a stage when cure is still possible.  

The factors to be taken into account in screening for cancer are the effectiveness 

and safety of testing, feasibility, acceptability and positive and negative predictive 

values: 

 

• Early diagnosis 

• Screening for cancer: cervix, breast, prostate, colorectal 

• Screening of asymptomatic populations 

• Chemoprevention to reduce the risk of cancer through pharmaceuticals  

• Human resource development (e.g. oncology nurses and cytologists) 

• Enhance referral practices 

• Review resources: equipment (cytology clinics) 

• Expansion of infrastructure (e.g. laboratories: pathology/cytology) 

 

The secondary prevention component is located at primary care level.  

Fundamental to this being effective is good coverage of the population, adequate 

equipping and staffing of primary care facilities, and good referral systems between 

primary and other levels of care.   

 

The palliation proposals also support the development of primary care services with 

the referral of patients from tertiary and secondary care levels to primary care level 

as well as increased support from more specialized levels to the primary care level.  

The funding acquired for the HIV epidemic should inter alia be utilized to increase 

opportunistic screening for cancer of the cervix 

 

Entry point at PHC level and Referral 

 

(Para. 127 – 131) 

Although the access point is PHC, it is unclear whether oncology or cancer care 

services are part of the chronic disease management service. If so, then the Ideal 

Clinic Manual document on Integrated Chronic Disease Management (ICDM) does 

not make provision for cancer as any of the disease categories. Further in Primary 

Care 101 Cancer is referred to in Breast Symptoms, Cervical Screening and Pap 

Smears.  It would seem as if there is a total lack of acknowledgement for the 

complexity of cancer, and that early diagnosis at PHC level is the most crucial 

aspect. 
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Referral of patients should guide with a referral protocol.  The referral discharge 

protocol will indicate what action is to be taken at primary care level.  The tertiary or 

secondary institution is responsible for ensuring that the primary health care provider 

understands and is able to carry out the requirements.  If not, they will develop a 

relationship with the primary care site to empower them to provide the services.  

Funding for this must be made available. 

  

Treatment is affirmed on an appropriate and well-functioning referral system from 

primary and secondary care levels to tertiary level.  The development of each of 

these levels should be responsive to and support each of the other levels.  A 

treatment plan for all cancer patients should be made either at or in consultation 

with the tertiary centre or radiation oncology department and the patient either 

treated there or referred back to the appropriate level of care.  The treatment 

component proposes increased support from tertiary to secondary and primary care 

levels, thus improving resource distribution within the health sector.  Provision is also 

made for increasing equity by making resources in well-resourced areas available to 

people in less-resourced areas, and for accommodating the role of other 

stakeholders like private sector, NGOs and Traditional Healers. This protocol applies 

to a patient who is referred back from a hospital to the primary health care level for 

palliative care.  The referral protocol is aimed at ensuring that there is a satisfactory 

transition for effective palliative care in the community.   

 

Each step of the patient referral pathway should be constructed to decrease 

waiting times through a triage system. Back referral and appropriate follow-up 

should likewise be seamless.  Specific guidelines for suspected cancer should be 

developed and healthcare professionals at primary healthcare level should have 

continuing education in the early detection of cancer including urgent referral for 

specific symptoms relating to cancer. 

 

Every effort should be made to reduce the incidence of specific cancers in the 

foreseeable future. With early detection programmes there will be more early 

cancers to treat, using radical treatment with curative intent.  Radical treatment is 

more complex and longer than the short simple set-ups that are used for the 

palliative treatment of advanced disease. 

 

NHI Benefits Advisory Committee 

 

It is not clear how the Benefits Advisory Committee will operate. How will service 

entitlements be documented and made public? What procedures will be in place 

to handle objections / special pleas? 
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Para. 131 et seq 

Detailed treatment guidelines for the various cancers are not available currently 

and are not standardized where they are available.  (Good and cost-effective 

treatment protocols exist for all cancers within the private sector and can be used 

effectively if a model of collaboration can be set up.) 

 

Para. 134 

It is unclear whether cancer diagnostic testing is included as the disease is not part 

of the categories. Cancer tests and staging are core factors in providing an 

effective cancer treatment program. 

 

Para. 135 

The EDL list for PHC does not make provision for specific cancer treatment drugs that 

can be supplied to patients who require specific treatments on an on-going basis 

either daily or monthly at a PHC level rather than accessing these treatments at 

secondary or tertiary hospital level. The focus should be on access to health. This 

should be linked to Section 6.7  - Para 234. 

 

Expanding access to various services 

 

Ref: 5.3.1, 5.3.2 and 5.3.3: 

 

Para. 139 mentions the intention to contract with private retail agencies for the 

supply of medicines and related products, to be acquired via nationally agreed 

pharmaceutical contracts.   This would require pharmacies to stock identical items 

acquired by two different routes, and to supply these at different prices and 

according to different dispensing rules, and hence would force an extremely 

complex situation, with consequent higher costs.  It is doubtful whether any 

independent pharmacies would be able to consider such a system. 

 

Para. 140-144: 

Similar comments to above apply, although in many cases physical product may 

not be involved. 

 

When considering cancer diagnosis and monitoring it is essential to have pathology, 

radiography and radiology services available at the same location at which 

oncology services operate.   At present there are instances where patients are 

obliged to travel long distances simply to obtain basic radiology services as part of 

initial diagnosis, imposing severe delays in diagnosis before any treatment can start. 

 



14 

 

  
 Collective South African Voices for Cancer  •  http://www.canceralliance.co.za  

 

Ward-Based Primary Health Care Outreach Teams (WBPHCOTS) 

 

Para. 163-164: 

Given the lack of reliable information, let's assume that SA will have upwards of 100 

000 new cancer cases each year. If the population is divided evenly amongst these 

4000 municipal wards then we would expect each ward to experience on average 

around 25 new cancer cases per year, but with a fairly large variance between 

wards.    

 

It is critical to detect cancers as early as possible, and therefore for the WBOTs to be 

sufficiently trained in the early warning signs of cancer to be able to recognize signs 

at an early stage, or teach households within their wards to recognize these signs. 

This is particularly important in relation to childhood cancers, where cure rates can 

be high provided that early intervention is possible. 

 

Integrated School Health Programme (ISHP) 

 

Para. 169: 

As above, this is a critical point at which health personnel can assist with early 

detection of childhood cancers. Early detection of cancer should be part of the  

curriculum for all school health operatives. 

 

Contracting private health care providers 

 

Para. 176: 

As above, this is a critical point at which health personnel can assist with early 

detection of all cancers.    

 

6.2.3 Health Promotion and the National Health Commission 

 

Para. 188: 

The importance of Health Promotion and collaboration between stakeholders is 

welcomed. It is however important that one disease does not receive more priority 

attention than another in communities – such as HIV/Aids and TB.  

 

At community level there should not be a distinction between disease categories, 

and community based health care workers should focus equally on all diseases.  

 

Establishment of the National Health Commission will assist with multi-sectoral 

collaboration and breaking down the existing silos within the governmental sphere. 
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6.3 Hospitals and Specialised Services under NHI 

 

Para. 190: 

We agree that shortcomings in management contribute to poor quality of health 

care delivered. However, in our view the true reasons for poor management 

performance have not been properly addressed.  Some major factors include: 

 

� Appointment of people who do not have adequate skills for the job;  (Often 

these appointments are made at higher levels by people who also in turn do 

not have adequate skills to assess their appointees) 

� Resistance (ambiguity) towards appointing non-black people who do have 

the requisite skills; 

� Resistance to working together with existing clinical staff, who by dint of 

history are largely white; 

� Destruction of authority, leading to inability to manage and control staff; 

� Destructive involvement of trade unions; 

 

6.3.1 Definitions of services to be delivered in reorganised hospitals 

 

Para. 193-200: 

193 -200 – It is crucial that for each of these service levels the specific oncology 

services that will be available are clearly specified with the required treatment 

protocols, and essential medicines list for oncology (adult and paediatric).  

 

Referral pathways are currently not clearly mapped out. The aim should be to 

provide easier access for cancer treatment modalities closer to where the patient 

reside.     

 

6.3.2 Role, functions, management and governance of Central 

Hospitals 

 

Para. 201-207: 

It is not clear whether the majority of cancer treatment centres will fall under Central 

Hospitals as is the case currently. If so this is a move that is welcomed – however if 

the hospitals are semi-autonomous it begs the question of standardized treatment 

protocols, EML and resource management. Equitable cancer treatment services 

across all provinces is what is required. 

 

Para. 204: 

" The role played by Heads of Academic Departments in central hospitals will 

therefore be significantly enhanced." 
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This action is long overdue and is to be welcomed. 

 

8.4 Treatment guidelines 

 

Para. 337-342: 

It is unclear whether appropriate treatment guidelines with the associated Essential 

Drug List for all the various cancers (Adult and Paediatric) exist, and if not what 

measures there are to ensure this is in place. The current EDL does not make 

provision for the updated 2015 WHO Cancer drugs that has been included in their 

list.  

 

Where you live should not determine the outcome of your treatment. To deny 

cancer patients the right to access to evidence based cost effective treatment is a 

violation of human rights. 

 

8.9 Containing cost and improving efficiency in resource use 

 

Para. 393: 

The emphasis here is on the burden of chronic diseases such as diabetes and 

hypertension; however the growing burden of cancer is not recognised and should 

be accounted for. 

 

9.1 Phase I of the Implementation 

 

Para. 409: 

NAPHISA: Funding for appropriate Cancer Surveillance to inform health planning 

and budgets is urgent and should be addressed as a priority  . 

 

Para. 410: 

A Transitional Fund for the management of Central Hospitals in the interim is 

welcomed as it should deal with the current situation around cancer treatment 

equipment in provinces. It is however unclear whether this principle will remain as a 

funding mechanism and how equity will be achieved. 

 

Para. 415: 

The establishment of the National Health Commission is welcomed and long 

overdue. 
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Palliative care 

 

The objective of the policy is to provide reasonable access to palliative care services 

for every South African at all stages of illness by a multi-disciplinary team through the 

district-based primary care system with support from secondary and tertiary 

hospitals.  The role of Non-Governmental Organisations, namely hospices, should be 

emphasised, with professional nurse driven services, alleviating pressure from the 

public service.  

 

Palliative care is an approach that improves the quality of life of patients and their 

families facing problems associated with life-threatening illness, through prevention 

and relief of suffering, early identification and impeccable assessment and 

treatment of pain and other problems, physical, psychosocial and spiritual. 

 

Palliative care is applicable early in the course of illness in conjunction with other 

therapies that are implemented to prolong life such as surgery, chemotherapy or 

radiotherapy, and includes those investigations needed to better understand and 

manage distressing clinical complications.  

 

The goal of palliative care is the best possible quality of life and includes all aspects 

of care, medical and non-medical and as such is described as total care.  The 

requirement for a multidisciplinary team is clear in order to provide this 

comprehensive care. Appropriate assessment of patient problems enables the care 

team to develop an individualised care plan for each patient in consultation with 

the patient.  The patient and the family is the unit of care and good communication 

is the foundation of patient-centred palliative care.  NHI financing system should 

ensure to support all resources needed for effective palliative care. 

 

The Cancer Alliance welcomes the recognition of palliative care as an integral part 

of Primary Health Care and Universal Health Coverage as defined by the World 

Health Organization. We draw attention to places where palliative care has been 

omitted in referring to primary health care: 

� Para 10 –footnote 2 - (Primary Health Care reengineering); 

� Para 126 - footnote 27 - (Access to personal health services using the NHI 

card); 

� Section 6.1.1 - (Municipal Ward-based Primary Health Care Outreach Teams 

(WBPHCOTs)) – The role of the Community Health Worker also includes 

identifying people in need of palliative care and referring them to 

appropriate services;  

� Section 6.1.2  - (Integrated School Health Programme (ISHP))  it is important to 

be mindful of children requiring palliative care, even if we anticipate that 

these children may not be attending school;  

� Para. 333 Palliative care has been omitted in describing the full spectrum of 

health services to ensure social protection. 
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Pain control 

 

The medical use of opioids is rarely associated with psychological dependence. 

Cancer patients do not develop a tolerance to opioids; instead doses are increased 

because pain tends to increase as the disease progresses.  Palliative care is guided 

by ethical considerations.  

 

Pain control follows accurate assessment of patients’ pain. 

 

Oral morphine should be available at all primary care service sites.  Standard 

treatment guidelines for pharmacological management of terminal cancer pain at 

primary care level should be introduced, with appropriate training of staff in using 

these guidelines.  

 

Management of patients will follow a uniform standard protocol. 

The therapeutic objectives of management are: to recognize, assess and relieve the 

pain promptly in patients with cancer/any other life threatening illness, to recognize 

psychosocial and spiritual influences on pain perception and management, support 

and encouragement for caregivers of patients with cancer pain to maintain the 

maximum possible quality of life and to ensure that patients die with dignity. 

 

 

----------------------------------------------------------- 


