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THE CONTRIBUTION OF MISSION HOSPITALS TO MEDICAL
CARE IN SOUTH AFRICA.

This article is based on experience mainly with
mission hospitals in Natal, and most of those in
KwaZulu, but should be relevant at least in out-
Tine, elsewhere in South Africa. L]

EARLY DEVELQPMENT:

Medical missions usually started with a small
hospital where a doctor could have his base.
Often the hospital followed the establishment of
church, school, and other mission work, and this
would affect siting and policy. (1) Hosiptal
care was often nearly all that could be offered:
vaccines and effective out-patient treatments
were often not available, bad roads made it
difficult to leave the hospital, or to refer
seriously ill patients. -

There were two possible trends, not unique to
South Africa, which a hospital might follow.

Until recently these were the results of implicit
and little-discussed assumptions, not of exprzssed
policies,

The hospital might serve only those who came to
it for hela Its Christian concern was shown by
caring for these individuals at the highest
possible level, using State and private services
as the yardstick. This led necessariiy to a
concentration on curative medicine at the expense
of all else. This attitude has been common in
South Africa but never carried to such extremes
that only the weaTthly could afford such
"excellent™ treatment. Almost all the mission
hospitals were rural, serving poor and scattered
populations without the elite to demand and support
such a service.

The other and initially less common tendency was
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to try to reach people outside the hospital with
some minimurs level af care. In some piaces the
mission doctcr was also the district surgecn and

so responsible tg the government for proviaing
vaccinations, and minor curative care to indigent
patients. Co-cperation cotld develop tnto 2
regular mobile clinic service from the hospital,
and later give rise to permanently staffed ¢linics.
Direct community involvement started later snd hes
always been rarer (2).

Isolation meant that héspitals depended very much
on individual Teadership to attract funds and

staff, Some hospitals grew larger than other
even though they served populations and arecs of
similar size. & large hnospital woulc 17 the staff

were itnclined that way oe able more easily 10
start a clinic netwerk., Trius until recently "
there have been large hospitals with many, few, !
or no clinics, and small hospitals with few or
none, ;

The mid-sixties brought many changes to mission
hospitals around the ¥Worid. Newly independent
countries wanted co-crainated naiiongl hezlith

services, at a time when rising ¢osts made

intergependence and co-operation more attractive
to the missions. One resuit of this has been a
slow swing towards providing scme service for as
many people as possible, rather than a "gocd” i
service for a few (3).

South African hospitals were never instigators
.and inncvators te anyv degree. The one truly
indigencus experiment was introduced, and later i
abandoned, by the Union Department of Health in
the 1940s. This was Kark and CGale's health

centre concept, which was very advanced for its :
time. It was nearly thirty years later that E
similar ideas were again practiced locally,

MISSION HOSPITALS AND THE DEPARTMENT OF HEALTH.

By the early 1970s the mission hos itals
f _ and th
South African Department of HeaTthpwere findinge
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ways of co-operating to some degree. The Depart-
ment of Health, as agent for the Department of
Bantu Administration, was responsible for health
care in the homelands, where the missions were al-
ready providing nearly enough hospitals, and some
clinics. It made more sense for the Department
to subsidise them than to duplicate services.

Most of the missions certainly needed the financial
assistance, though many saw it as a first step to-
wards complete gevernment control - as in fact it
turned out to be.(4).

The introduction of the "Comprehensive Health
Service" was another practical co-operative step.
Fach hospital was to be responsible for providing
and co-ordinating health care in a defined dis-
trict round it. All clinics within a district,
whethar govarnment, trival, or private, would form
an integratad service with the hospital though re-
taining theilir independant administrations.
Hospitals and clinics would provide curative, pre-
veantative, and rehabilitative care at their
appropriate levels - at iast formally abolishing
the division between curative services (Provincial)
and preventative and infectious disease control

(State) which has bedevilled South African health
care.

O0f course there were unresolved problems:

1. The integration of hospitals and clinics was
accepted reluctantly by those hospitals which
wanted to concentrate on in-patient care.

2. There was insufficient discussion and prepara-
tion beforzhand, so that clinics and hospitals
often had conflicting ideas about their rela-
tionships. For instance, some clinic staff
resanted the imposition of hospital authority,
which seems unjustified because i1t was not
explained. This would seriously hinder
co-operation.

3. The Department of Health and hospitals could
and in some cases did disagree about the scope
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volvemert? Meve, for exemble, resetilenicnt
schemes & ph*ventub1e cause of ill-healtlh
to b2 peroced from the start, or did cencern
for healih enly begin zfter vesettliencni had

taken place?

The dehzte on these and other jssues wacs
hampered by the arrancement which mace

the Department cof Bantu Administretion respon-
sible fcr policy and funding, and the Depart-
ment of Hezlth only their agent. However,
there did seem to be a mutuelly beneficial
frameveorlk within wkich the Cepartment cf
Health and the hospitals could share whet esch
had to offer. Unfeortunately the oppertunity
for vecluntayry co-cperation was lost almost as
it began: the government decided tnat all
mission hespitals in homelands should be

taken cver by the South African gepertment of
Health an¢ in due ccocurse be handed over to the
newly-crected hemeland health departments,

ACHIEVEMELKTS AND FAILURES,
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care nracticed by a clinician awd sp Ta:
from his concern for his pat*en -

The {irst twc contributions have been taken oOver

by the government - in itself a tribute to their

suUccess, The third still depends on the indivi-
dual doctor and for many reasons is likely to be-
come more important,

On the other hand, an important failure of the
mission hospitals had been their inability to
attract sufficient South African Doctors. I can
only comment on this as I have seen it in KwaZulu
in recent years, but it is important as it seems
probable that fewer overseas doctors will choose
to come to the South African homelands in future.

The number of doctors with a specially religious
mission motivation has always been small. Most of
the doctors have come for generally humanitarian
reasons, and to experience a different health
system and way of Tife. More overseas doctors
than South Africans return after visiting a home-
Tand as a s.udent - aften expressing a feeling

that they owe something to the people for what

they learnt, and want a chance to repay it. Over=
seas doctors have seemed less concerned for their
immediate career prospects, and more prepared
simply to serve people without worrying how this
will affect their own future. South African
students do sometimes give the impression that

they are interested in the homeland hospitals far
the possible benefits to themselves, without fully
appreciating the opportunity of serving other
people (51}.

Having said this I must add that these arvre
generalisations, and that many South African
doctors have served long and unselfishly in
mission hospitals.

THE FUTURE:

Tt s not pleasant to be taken oyen by the
government from the church, and Tooking back 1
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cannot say 1t has improved health care in KwaZulu.
This is a prcoblem of the past, and should not
concern doctors ncv considering working 1n the
homelands.

I believeg 1t hat doctors should work in

R o
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i ah
the homelgads {at least the non-independent ongs )
at prezent, afnd that thay should be Socuth Africans
- prefzribiy with some posigr-aduate experience hut
not wish szez¥2hised training or qualifimtwnsT

A few suchH dusiors, wouing for only a8 few vesars,
could hava 2 &Egnifican’ effect, They will neead
three bLvoas azorvoaches o their wur% - *0 SUBREort
goVEVnmLnT pCiil) where 1L 13 benets . to
activate govevnwent poiicies which are pmte&t‘a1iy
beneficial but in prsciice nov applied, zrnd %o
oppose paiicies which eve cbviously harmfut,

Put Tike (h7y 11 f%:ly s0und 3¢ thoaugh medical care
is seconaéyy - pul it i3 precisely in ¢lintcal
medicivng, &:Llk ooretent Teed-back on how policies
and scfiions avs effectirg Tndividuals, Families,
and commuiitien, thst Lirvager approachss &

possitice.

RUTET "unoovlu, for evgimiie, hes one dectoy for
betwegt g5 - &4r¢ Lus funered-thovsand I"E;"”’=if'-_;'=.L
depending un the dioty b, Celegaticn end
decent;elizz jou ere ~tel Lo serving ac many
peopte e2s aossible, bul nursing staff arc cfien
hesitent wu fgeks an zai%1a respensibilities aven
though i Fs officie’ pelicy. it owildl fake
tact and stihéncd and ondevstonding %o change
this, buei The moge o doucttr can train othey steff
for heaith aceistion, treatmert of minor 21iments
POULITEE =98 23 daYe-natal gare, the ricre time
Ne wiii Bave far moe» gevious problams. A
doctoy's prasenss fu gssantial 1F this ftraining
s to procaed smoothly and if nursing staff are
to have confidegee irn Lheir new roles
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xsiest to delegate wher *he
5, two or three doctors
run a training scheme which
nage. There are more






68.

with one overworked doctor needing help than
there are hospitals with no doctor at all.

some government policies are so contradictory that
it is easiest from an official point of view to
ignore them. An example is the South African
Department of Health's recent discovery of the
importance of community invoivement in heaith.
This is a hopeful sign of change, but in practice
is likely to cut too sharply across other policies
such as migrant labour and resettlement to stand
much chance of being vigorously implemented.
District doctors can use the policy to justify
involving themselves with communities though, and
can put pressure on officials at higher levels to
follow through the 1mplications.

Many young doctors and students are now interested
in community medicine, without wanting to cut them-
selves off from clinical medicine. Herein lies
the great opportunity of the homelands, that
successful community work springs most directly
and effectively from a clinician's concern for
his patients. Experiencing a measles epidemic
leads to organising mass vaccination campaigns;
typhoid and gastro-enteritis show the need to
improve water supplies; the inadequacy of seeing
several hundred out-patients alone,to training
nurses for primary health care. The problems are
appallingly obvious, and likely to yield as well
to well-informed common -sense and enthusiasm as
to specialised knowledge.

Small hospitals have an advantage now, having fewer
fixed commitments to maintain, and can more easily
experiment with new ideas. For instance a

small hospital without clinics might be able to
introduce village health workers as an alternative.

A homeland docter sces the problems of resettlement
anc migrant labour as it affects natients and
friznds, and 73 15 e privileged position tc %“ate
some smeail influence on tThem. He 15 to a large
EiEE?? 1r£?pfageabﬁgﬁih§§_th? fmmunicy of an
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can bring influence to bear. The confusiin of
policy often allows for fairiy wid: {regdci of
action,

Medical work in the homelands is no longer so
separate from the rest of South Africa. It is
easier materially to work there: salaries are
equivalent to those in Provincial hospitals, and
it is possible to transfer to a homeland and
back again without losing benefits.

Secondment from military service now allows
doctors who might not otherwise consider 1t to
work in a homeland. The present system 1is
inefficient (from everyone's point of view), being
a by-product of military service rather than true
national service. It is hindered by uncertainty
about the length of postings, and often by short
spells in several places rather than a longer
period in one place. Howeyver for most doctors
military service is now a fact of life, and if it
must be done it is certainly more constructive

to spend the time in a homeland than anywhere
else. Its main benefit though will be those
few doctors who like what they find, and return
after completing their service.

The question which seems most to concern doctors
actually thinking of the homelands is, "Will 1 be
adequate for the demands made on me?", It is a
valid question, and indeed the right one. A
doctor who does not ask it is unlikely to be
flexible enough to recognise the whole range of
needs which exist.

The answer is certainly, "No". No one doctor,
indeed no number of doctors as such, is or will

be adeguate for all the needs. On the other
hand, there are more doctors needing help than
hospitals without a doctor at all, and no one
need fear being too far from ¢linical support.

But it takes time to learn one's true inadequacies
and one's inability to change deep-rooted social

robtems single-handed; it takes longer tc .
Ehat what people want, and negd, i ngtrheiugiarh
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measures and desperate cperations, but care for
themselves and their communities, expressed by

individuals simply doing their best, whatever
that may be.

NOTES:

When reading this article, we found it important
to read it critically.

1"

When and where were these Mission Hospitals
set up? and what was their purpose?

This shouid be obvious but is 1t?  If the
mission hospitals intended as & primary aim
to care for the health of the people, then
why was the sitiang dependant on where the
school and church were., and not on the needs
of the people?

Why did direct community involvement start
later? Is this related to the concept that
health is something which is given to people
by doctors? ’

Why is there a ditemma between providing a
"good" service for a few, and some service
for many? Should one not have sn mind a
"good" service for all?

Why did the government take over the mission
hospitals? The answer i1s: s0 that they
could control the mission hospitals, and
doctors. Why was this control necessary?
Did they see Mission Hospitals as a threat?
Did tney want to pravent any political
involvement of doctors?

A doctor's atiitude depends Gon many things -
his background, nis training and education.

Arven't most (if not all) the doctors trained
in Souin Africa micgsle and upper STa-3 naosple

from uyrban areas:
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