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 The health care system of post-Apartheid South Africa suffers from an epidemic of 

HIV/AIDS and TB with a number of mitigating factors that have caused these diseases to spread. 

The purpose of this paper is to explore the causes of the epidemics and to provide a macro and 

micro perspective of the public health care system of South Africa.  

 Research of the health care system took place over an eleven week period in the summer 

of 2008. In this time, day to day operations at six hospitals/health care facilities were observed 

in South Africa’s province of Kwa-Zulu Natal. These experiences provide an insight into the 

influences that race, culture, poverty and access to health care have on the people of South 

Africa.   

 The effects of poverty on access to health care were found to be substantial and race 

was found to be a strong indicator of one’s wealth and, therefore, access to health care. In 

addition, the location of hospitals, urban or rural, provided an indication of the quality of care, 

staff levels and drug availability at all of the hospitals visited.       
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Preface 

 In the summer of 2008 I participated in an internship program through Oregon State 

University’s IE3 program in collaboration with Child Family Health International (CFHI). The 

program was titled “HIV/AIDS & Healthcare in Durban, South Africa.” My goal in this paper is to 

document my observations of South Africa’s health care system and to provide analysis of my 

observations as they relate to popular stories and statistics surrounding South Africa’s AIDS 

epidemic.   

CFHI in Durban 

 The CFHI Durban program has been in operation since January of 2006. The purpose of 

the program is to “[highlight] the challenges faced by the post-apartheid public healthcare 

system taking into consideration the threats of HIV/AIDS, environmental health issues, and other 

underlying causes of poor health in the region1”. The program provides observational 

opportunities and limited hands-on experience determined by each intern’s level of medical 

expertise and comfort with clinical staff. My previous medical experience of two years 

volunteering in an emergency room and three months shadowing at a family practice prepared 

me for this internship by giving me an understanding of several medical procedures and terms 

common in the United States. These experiences allowed me to notice both similarities and 

disparities between the South African health care system and that of the United States.  

The clinical sites within the Durban program rotate throughout the year. My internship 

placed me, for periods ranging from 2 days to 3 weeks, at King Edward VIII Hospital, St. Mary’s 

Hospital, Hlabisa Hospital, GJ Crookes Hospital, Verulam Hospice, and the Edith Benson and 

William Clark Children’s Home. 

 

                                                           
1
 Child Family Health International, “HIV/AIDS & Healthcare in Durban, South Africa,” 

http://www.cfhi.org/web/ index.php/ program/show/id/218.   
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Before arriving in South Africa, I had a few assumptions about what I would observe 

while in Kwa-Zulu Natal. These assumptions were based on depictions of South Africa in the 

news, research I had performed before leaving for South Africa, and my own experiences in the 

medical field up to that point. The first of these assumptions was that HIV/AIDS would be the 

primary disease I would be seeing in the hospitals and that the country’s problem with the 

disease wasn’t solely medical. In my research I discovered that South Africa is the most 

developed country in the region and therefore should be in a prime position to provide care 

against the disease. However, my research also showed that numerous factors had historically 

prevented the country from properly addressing the epidemic.  

 For instance, even though the first reported case of HIV in South Africa was in 1982, it 

was not until 1992 that the government instituted its first major response to the epidemic by 

creating the National AIDS Convention of South Africa. 1994 marked the end of Apartheid in 

South Africa, an event that effectively took the spotlight off of the disease as the country dealt 

with racial reconciliation and a new government, controlled for the first time by South African 

blacks, took power. At the end of Apartheid, the HIV prevalence rate among antenatal clinic 

attendees was 7.6%2.  

 As infection rates climbed in the 1990s, government denial became a serious issue. In 

one of the most infamous moments of HIV denial, President Thabo Mbeki gave a speech at the 

International AIDS Conference in Durban where he stressed the role of poverty in AIDS, ignoring 

HIV as the cause3. Government denial also extended to the Health Minister, Manto 

Tshabalala-Msimang, who advocated strong nutrition over safe sex and education. In 2006, 

former Deputy-President and current President of South Africa Jacob Zuma provided testimony 

                                                           
2
 Antenatal clinic attendee rates are used internationally for determining prevalence of generalized 

epidemics such as HIV as pregnant women are commonly the most representative group of the general 

population.  

United Nations General Assembly Special Session on HIV and AIDS. Progress Report on Declaration of 

Commitment on HIV and AIDS (Republic of South Africa, 2008), 10. 
3
 South African Government Information, “Speech of the President of South Africa, Thabo Mbeki, at the 

Opening Session of the 13th International AIDS Conference, Durban, 9 July 2000,” 

http://www.info.gov.za/speeches/2000/ 000714451p1001.htm.    
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in a rape case brought against him by an HIV-positive woman. In his testimony, he stated that he 

was at a decreased risk of contracting HIV because he showered after sex4. Without strong 

political leadership in the 1990s, HIV/AIDS was able to spread to an estimated 24.5% of antenatal 

clinic attendees by 20005.  

 However, recent changes in government policy and action show some hope for dealing 

with the epidemic. In 2002, the HIV drug Nevirapine was finally made available to pregnant 

women for the prevention of mother to child transmission (PMTCT) of HIV. This reversed a policy 

where, despite numerous offers from pharmaceutical companies, the Health Ministry repeatedly 

denied free or cheap antiretroviral drugs from international sources prior to that time. In 2005 

the government had successfully completed construction of at least one health center for HIV 

care in each of the country’s 53 districts, finally making HIV treatment available throughout the 

country6.  

 As I mentioned above, Apartheid played a major role in the management of the HIV/AIDS 

epidemic as it emerged and even after racial reconciliation had begun. This was my second 

assumption—because I would be working in urban and rural public hospitals, racial disparities 

would be a major theme of my overall experience in South Africa. A little background on 

Apartheid is necessary to understand why I had made this assumption.  

 Apartheid, Afrikaans for ’apartness,’ was the racial segregation of citizens of African, 

Asian and European descent in South Africa. Although racial segregation was common before the 

1940‘s, the practice was not law until 1948 when the National Party passed several laws 

discriminating against black Africans, Asians and those of mixed race.  

                                                           
4
 Orlando Sentinal, “South Africa’s Zuma: An Eventful Life,” http://www.orlandosentinel.com/news/ 

nationworld/ sns-ap-af-south-africa-zuma-timeline,0,184484.story.   
5
 United Nations General Assembly Special Session on HIV and AIDS. Progress Report on Declaration of 

Commitment on HIV and AIDS (Republic of South Africa, 2008), 10. 
6
 Avert, “HIV and AIDS in South Africa,” http://www.avert.org/aidssouthafrica.htm. 
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 For instance, under Apartheid, South African blacks were stripped of their South African 

citizenship and were declared legal citizens of one of ten tribal homelands. Those who lived in 

urban areas were restricted to living in certain zones and their rights to own land were 

restricted. In addition, social services such as education, health care, and transportation were 

segregated, as were many jobs. As a result, nonwhites were restricted to the poorest housing, 

education, jobs and public services, including health care7.   

 Starting in 1990, under international and internal pressure, the South African 

government began dismantling Apartheid by revoking discrimination laws and engaging in 

negotiations with political opposition parties, such as the ANC, which would soon take power. 

However, it was not until 1994 that Apartheid was wiped from South Africa’s constitution and 

nonwhites were again allowed to participate in the political process.  

 My research suggested that fifteen years later, South Africa was still recovering from 

Apartheid. Due to the segregation of jobs, homes, and services, the specters of Apartheid are 

still evident today. Prolonged exclusion from quality education prevented many from finding 

success, even though segregation laws have been stricken from the books. This has kept many 

nonwhite South Africans in the same economic conditions, with access to the same hospitals and 

clinics available to them under Apartheid. 

 

 

 

 

 

                                                           
7
 “Apartheid” in Africana: The Encyclopedia of the African and African American Experience, ed. Kwame 

Anthony Appiah and Henry Louis Gates, Jr. 

http://www.africanaencyclopedia.com/apartheid/apartheid.html. 
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Demographics 

 According to a US Bureau of the Census report, the population of South Africa is 

approximately 49 million8. Of those, approximately 38.5 million are of African descent, 4.5 

million of European descent and 1.2 million of Indian or Asian descent. It is estimated that 10.5% 

of the population was living with HIV/AIDS in 2005 with a disproportionate percentage affecting 

the African population. According to the 2005 South African National HIV Survey, HIV affected 

13.3% of black South Africans, 0.6% of white South Africans, 1.9% of colored South Africans, and 

1.6% of Indians living in South Africa9. 

South Africa’s black population is comprised of many different tribal groups, each with 

their own unique culture and language. The cultures are divided mostly by province, of which 

there are nine: Western Cape, Northern Cape, Eastern Cape, Kwa-Zulu Natal, Free State, North 

West, Gauteng, Mpumalanga, and Limpopo. As a result of South Africa’s diversity, there are 

eleven official languages, ten of which have their origin in Africa (English is the exception).         

 Kwa-Zulu Natal is a province of approximately 10.1 million people along the eastern 

coast of South Africa. The population is comprised primarily of Africans of Zulu descent and has 

the highest concentration of Indians in the country. Kwa-Zulu Natal also has the highest HIV 

prevalence in the country with 16.5% of the people affected by the disease10. The capital of 

Kwa-Zulu Natal, Durban, is where my program was based.  

 

 

 

                                                           
8
 CIA World Factbook, “South Africa,” 

https://www.cia.gov/library/publications/the-world-factbook/geos/sf.html.   
9
 Nelson Mandela Foundation, South African National HIV Prevalence, HIV Incidence, Behavior and 

Communication Survey, 2005, 44.  
10

 Nelson Mandela Foundation. South African National HIV Prevalence, HIV Incidence, Behavior and 

Communication Survey, 2005, 44.  
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The Science of HIV/AIDS and Tuberculosis 

 Any discussion of South Africa’s health care system must first come with an 

understanding of the country’s two leading health care problems: HIV/AIDS and tuberculosis 

(TB). Throughout this paper I will reference several terms about each disease and stories of 

patients who were afflicted with each. To fully appreciate these stories it is essential to have an 

understanding of the causes, symptoms, treatments and preventions for each disease.  

HIV/AIDS 

 Human immunodeficiency virus, or HIV, is a retrovirus that attacks the immune system of 

humans. The virus acts by targeting white blood cells called CD4 or T-cells that actively fight and 

prevent disease. Without a high level of CD4 cells, the human body becomes vulnerable to a 

number of infectious and opportunistic diseases. In adults, the strength of a person’s immune 

system is measured through a CD4 count, which assesses the number of CD4 cells present in a 

cubic millimeter of blood. A normal CD4 count is approximately 700-1,000. Without treatment, 

HIV will cause the CD4 count to gradually decline until there is no immune system left, a process 

that can take many years. When the CD4 count drops down to below 200, the disease is renamed 

acquired immunodeficiency syndrome, or AIDS. AIDS is characterized by a number of 

opportunistic infections and diseases including TB, meningitis, pneumonia and Kaposi’s sarcoma.  

 There is no cure for HIV or AIDS, though there are several treatments that can delay the 

decline in CD4 cells. These drugs are called anti-retrovirals, or ARVs, and their use in medication 

is referred to as anti-retroviral therapy, or ART. ART is typically started in South Africa after a 

person’s CD4 count drops below 200 and they have been diagnosed with AIDS. Due to the 

availability of the drugs in the United States, ARVs are usually prescribed for a patient after their 

CD4 has dropped below 350. While there are many types of ARVs, only a few are used in South 

Africa due to the cost of the drugs. The primary drugs are Nevirapine, AZT and 3TC.         
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Tuberculosis 

 Tuberculosis (TB) is a disease caused by the bacterium Mycobacterium tuberculosis. The 

disease manifests itself primarily in the lungs; however, there are other forms of the disease 

which affect the bones, brain, skin, and other body systems. Common symptoms of the disease 

include prolonged coughing and chest pain. TB spreads through the inhalation of airborne 

droplets containing Mycobacterium tuberculosis which are expelled when an infected person 

with active TB coughs or sneezes. Inhalation of a single drop can cause a new infection.  

 Tuberculosis is a serious problem for people who have compromised immune systems, 

such as patients with HIV/AIDS. People with fully functioning immune systems are typically able 

to prevent themselves from becoming symptomatic and spreading the disease. In cases such as 

this, the bacterium is able to remain dormant in the patient until an opportune time to spread 

becomes available (such as the progression of HIV). When a patient begins to show symptoms of 

TB it is said that the disease is “active.”  

 TB is curable in most cases through a strict daily regimen of pills over a six month period. 

While TB treatment lasts six months, many patients show improved symptoms after only a few 

weeks, leading them to believe they can stop their treatment. However, patients who miss doses 

or end their treatment early risk creating strains of the disease which are resistant to drugs, 

known as multi-drug resistant (MDR) or extensively drug resistant (XDR) TB. MDR and XDR TB are 

extremely hard to treat and patients diagnosed with the resistant strains are often put in 

isolation to prevent infecting others. For this reason, TB treatment utilizes multi-drug cocktails 

to prevent resistant strains of the bacteria from developing.  

 This reading provides the macro-level knowledge required to understand the context of 

the material that follows. From this point on, the content of this document follows the narrative 

of my time working in the hospitals of Kwa-Zulu Natal, giving a micro-level perspective of the 

challenges faced by today’s health care system in South Africa.  
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Limitations of the Study 

 Based on all this information, I had many questions I wanted to answer through my 

experiences in the internship. However, discovering the answers to these questions would be 

limited by the hospital sites that were available to me, the departments at these hospitals I 

could work in, and the amount of time I could stay at each hospital. 

 The nature of the internship limited the number and variety of clinical sites that were 

available to me for observation. The facilities that were available were public hospitals which 

had worked out partnership deals with CFHI. This prevented me from providing observations 

from private hospitals or from other public hospitals in and around the Durban area. As a result, 

the hospitals documented in this paper are all from the Kwa-Zulu Natal province and not from 

the other eight provinces of South Africa. I was further limited by the departments available to 

me at each hospital to observe. Each hospital typically had three or four departments which 

accepted interns from the CFHI program. These departments were selected by the CFHI staff and 

our presence in other departments was not anticipated by many in the hospital staff. Therefore, 

the most welcoming, and therefore rewarding, clinical experiences came from departments 

arranged by CFHI.  

 Length of stay at each hospital also played a role in many observations that I was able to 

make in my research. The most complete documentation of hospital conditions came from the 

facilities I was able to spend the most time at. Sites such as the Edith Benson and William Clark 

Children’s Home and GJ Crookes Hospital (which I was able to spend one and two days at, 

respectively) provided me with a sense of each site but with ultimately less complete 

experiences than from Hlabisa Hospital or King Edward VIII Hospital (which I was able to spend 

three and four weeks at, respectfully).      
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Research Questions 

1. How does poverty affect access to health care and severity of disease in rural and urban 

areas of Kwa-Zulu Natal?  

2. How do conditions (hospital staff levels, number of departments, availability of 

drugs/tools, etc.) differ between urban and rural hospitals?  

3. How does race impact the health care system of post-Apartheid South Africa?  
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An Account of Health Care Systems and Crises in Kwa-Zulu Natal, South Africa 

 

An Introduction to Durban and its People 

On the first day of my internship our group toured Bhambayi, originally known as the 

Phoenix Settlement, a poverty stricken shanty-town of approximately 20,000 black South 

Africans located on a hilly landscape a few miles outside Durban. The goal for the day was to 

meet the people we would be seeing as patients in the weeks to come, to witness, firsthand, 

their living conditions, and to understand how these conditions affect their health and access to 

health care.   

 In 2001, approximately 25.7 million people, or 57% of the population, lived below the 

poverty line in South Africa11. Of these, the highest proportion lived in Kwa-Zulu Natal—5.7 

million below the poverty line, approximately 61% of the province’s total population. Bhambayi 

is a microcosm of Kwa-Zulu Natal, and thus of South Africa as a whole.  

 The streets of Bhambayi were dirt with the exception of a single paved road that led up 

to a small health clinic and a historical site celebrating Mahatma Gandhi’s work in this region in 

the early 1900’s. The majority of homes are made of scraps of wood, plastic, metal and any 

other material families can get their hands on. Others are sturdy brick homes that the 

government built in an effort to improve living conditions in the township. Housing developments 

such as this one in Bhambayi have been in the works since 1996 when a government census 

discovered that there was a housing shortage of approximately 2.2 million homes in South 

Africa12. The government’s goal is to replace all informal housing by 2014, either through housing 

subsidies or building inexpensive brick houses.   

 Our guide led us into many of the homes around the township, all of which were dark and 

too small to accommodate our group of sixteen walking in and out. Many of the homes were 

                                                           
11

 Schwabe, Craig. “Fact Sheet: Poverty in South Africa,” Human Sciences Research Council, 2004.   
12

 Social Development, Brand South Africa. http://www.southafrica.info/about/social/govthousing.htm.  
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single rooms which provided space to sleep at night and to socialize during the day. A few of the 

nicer houses were divided into several rooms and had electricity, which was used to power a few 

lights and a stereo in most cases.  

 A few health concerns were evident from our brief tour of the township. The first was 

the poor care given to the environment around the town. Residents freely throw refuse into the 

streets and property. Summer rains carry this trash down the hills of the township to houses at a 

lower elevation, clogging streams and drainage ditches. These collections provide conditions 

ideal for bacteria, which spread to children who play in the streets of the township, often 

without shoes and with cuts on their feet from walking on the shattered glass in the street.     

 The second easily identifiable health concern was the lack of air circulation that many 

homes suffered from. Poor air circulation facilitates the spread of TB by keeping infectious 

particles lingering in the air, allowing more time for uninfected people to breathe them in. For 

many homes in Bhambayi, the entrance is the only opening to the outside of the home, 

preventing adequate air flow. The government-built brick houses have addressed this concern by 

incorporating windows into their design.          
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King Edward VIII Hospital 

 The next day marked the start of medical rotations. My first week was spent at King 

Edward VIII Hospital (commonly referred to locally as “King Edward’s”), a few minutes’ drive 

outside of downtown Durban. This sprawling medical school and hospital could succinctly be 

described as “rustic.” Opened in 1936, the hospital was intended solely for the care of black 

people13. Since then, the hospital has not received a major renovation, a testament to the racial 

discrimination historically present in South Africa. Before the popularization of private hospitals 

in South Africa, King Edward’s was one of the most advanced hospitals in the country and it 

remains the southern hemisphere’s second largest hospital. Now, as private providers gain 

momentum, the hospital has become a source of care for the impoverished—serving a largely 

black population from Durban’s townships. The hospital also provides patients from the rest of 

Kwa-Zulu Natal’s hospitals with advanced medical care and surgeries that small or rural facilities 

are unable to perform.  

 King Edward’s, like all the hospitals I worked at throughout my internship, is a public 

hospital which provides government paid or subsidized health care for any of South Africa’s 

citizens. The cost of health care for an individual is dependent on the income of one’s family and 

the number of people that the family supports. Based on these numbers, the government will 

provide part of or all of the cost for medical procedures. In addition, the government provides 

disability grants for individuals with certain diseases, such as epilepsy or advanced stage 

HIV/AIDS, offsetting the costs of prescription drugs or extended care even further. 

 My rotation on my first day at King Edward’s was through the Pediatrics Resuscitation 

Unit (PRU), the hospital’s entry point for pediatric patients. The department is divided into four 

zones, with four to eight beds per zone. The ‘High Care’ zone was full when I arrived and interns 

were actively treating the four children there. Though surprising at first, I soon found that most 

departments are actively run by interns for most of the day. A fully trained and licensed doctor 

                                                           
13

 Health Kwa-Zulu Natal. History of King Edward VIII hospital [sic], http://www.kznhealth.gov.za/ 

kingedward/history.htm.  
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visited the PRU for half an hour in mid-morning, reviewed each patient, and then left for his job 

at a private hospital. I found this to be common at King Edward’s due to the relatively low pay 

the government provides doctors compared to the salaries at private hospitals which run on 

insurance rates and the high cost of complicated procedures. The interns running the 

department are in their first or second year out of medical school, performing the equivalent of 

a residency here in the United States.   

 The children in the PRU suffered from a number of diseases and represented an accurate 

profile of patients I encountered in other departments and wards throughout my time in South 

Africa. Five of the children had confirmed cases of HIV, two had TB, two had diabetes, and one 

had hydrocephalus (a birth defect characterized by swelling of the head due to an excess of 

cranial fluid). One of the children with HIV was placed on an anti-retro viral (ARV) regimen late. 

Children under one year of age are automatically placed on an ARV regimen regardless of their 

CD4 count in South Africa14. This is often problematic as parents must bring the child into an HIV 

clinic to begin receiving medication. If the parents are poor and have a low access to health care 

the child is likely to receive delayed treatment.  

 The next several days I was scheduled for rotations in theatre (“surgery” in the United 

States, in South Africa, the term ‘surgery’ refers to a private practice). Having never done 

surgical rotations in the U.S., I cannot authoritatively comment on how advanced the surgeries 

were that I observed. However, it became apparent over the course of my internship that King 

Edward’s could handle most surgeries and referred very few patients to other hospitals for 

surgical treatment. On most days, three surgical teams operate, using less than half of the seven 

available theatres. The teams vary in size depending on the number of medical students present 

on a given day. More commonly occurring surgeries typically attract a team of four to six, while 

complex surgeries can bring in as many as twenty people to operate and observe.  

  

                                                           
14

 PRU Medical Intern, conversation with author, July 8, 2008.  
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I observed three gall bladder removals. Two were done laproscopically, inserting a 

camera into the abdominal cavity, and the last was done by opening up the abdomen. I also 

watched the repair of two broken arms through the use of wires and a cyst removal which ended 

with an emergency tracheometry. The last surgery that I watched was a gastric bypass of an HIV 

positive man. This was the first surgical patient whose HIV status I knew and I did not see any 

special precautions taken by the surgical staff.  

 On my last day of that first week at King Edward’s, I worked in the Ultrasound 

department: a small, dimly lit building tucked away in the corner of the hospital grounds. The 

department included a small office for the staff to file paper work and a large room for the 

patients and the ultrasound equipment. Curtains separated the waiting area and the ultrasound 

stations, providing very little sense of privacy. Because the machines require darkness to work, 

the entire department was lit only by the sunlight shining through the windows, which were few 

and far between.  

 The two ultrasound machines were obviously dated and the doctors complained that 

they were unable to discern important details on the images for diagnoses and that their 

diagnoses were mostly worthless. Many of the patients were referred to the CT department to 

obtain a higher resolution image for diagnosis. 
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St. Mary’s Hospital 

 St. Mary’s Hospital is a small, semi-rural hospital located about 15 miles outside of 

downtown Durban in the Marianhill area. Founded by monks in the 1800’s, the hospital is largely 

self-funded, receiving only a percentage of its operational costs from the government. On a 

yearly basis, the hospital serves approximately 120,000 patients, a staggering number for the 

size of the hospital15. The patient population comes from the surrounding area of approximately 

750,000 people, approximately 250,000 of which are HIV positive16. The hospital employs no 

specialists, instead relying on general practitioners who rotate departments every three months 

(a practice that some fault for disrupting continuity of care). For this reason, the hospital has a 

focus on comprehensive care for HIV patients. 

 My first day at St. Mary’s Hospital placed me in the A-F Wards and the maternity 

department (MOU). The A-F Wards are the inpatient department, split into six large rooms 

(lettered A through F) with about twenty patients in each room. The department is staffed by a 

single doctor, who does rounds each day for two to three hours before leaving for his private 

practice. In that time, he is able to see each patient for one to five minutes to review their 

progress and to write new orders. Patient care is then left to the nurses.  

During ward rounds, the acronym ‘RVD’ kept appearing on patients’ charts and it was not 

until I saw it on almost everyone’s chart that I realized it stood for retro-viral disease, a branch 

of diseases that includes HIV, but in this case meant HIV. The use of the term RVD seemed an 

open acknowledgment of HIV’s stigma and the hospital’s willingness to play into it. Referring to 

HIV as ‘RVD’ is the equivalent of calling TB a ‘bacterial infection’ and does nothing to help 

eliminate the stigma associated with the disease. At King Edward’s I never saw or heard the term 

come up on charts or in discussions of HIV. However, at St. Mary’s Hospital approximately three 

fourths of the patients I saw in the wards were HIV positive so I saw the term appear quite often.  

                                                           
15

 Child Family Health International, HIV/AIDS and Healthcare in Durban, South Africa 2008 Program 

Guide (San Francisco, 2008), 11.  
16

 Ibid.  
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 The subject of isolating patients with airborne infectious diseases came up throughout 

the rounds. I was told the practice was not implemented due to a lack of resources17. A few of 

the patients being treated for TB in the wards were suspected of carrying MDR or XDR TB, but 

their cases were unconfirmed. Testing for resistant strains of TB takes three weeks and is only 

performed after a six month treatment for TB is completed (again, a matter of resources). If a 

test came back positive for a resistant strain then the patient is transferred to another hospital 

for isolation. For those three weeks, however, the patient is kept in the company of patients and 

staff who have compromised immune systems from being infected with HIV. To reduce the 

chances of TB infection, the hospital staff keeps the main door to each ward and the windows at 

the end of each ward open throughout the day to increase air flow. Similar space restrictions 

prevented the staff from isolating an adult patient with chicken pox we encountered at the end 

of our rounds.  

Another option available to staff to protect them from TB infection was the use of masks 

that filter large particles, including the TB bacterium. However, I only saw a few nurses and 

doctors use these protective masks, called N95 masks. This appeared to be less of a resource 

issue than an attitude issue. N95 masks were readily available in several of the departments that 

I visited but they were rarely used by staff because they thought it made patients 

uncomfortable. During one of our rounds another intern was asked by a nurse to remove her N95 

mask because she was “making patients nervous.”  

 The MOU at St. Mary’s Hospital was the nicest department I visited over the course of my 

internship. It resembled a modern American hospital, complete with a waiting room, individual 

rooms for deliveries and curtains and sliding glass doors to increase privacy. The department is 

staffed by a single midwife, supported by two British medical students who performed deliveries 

on their own only if the midwife was unavailable. A few nurses monitored the entrance desk and 

patients in the lobby but do not participate in deliveries as far as I saw. During my rotation I 

observed a birth and helped clean the baby and dissect the placenta to check for defects.  
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 The next day brought me to the pediatrics department at St. Mary’s Hospital. Unlike 

Pediatrics at King Edward’s, the department at St. Mary’s Hospital is divided by the age of the 

children. The majority of children in the youngest age group suffered from HIV, including one 

child whose condition seemed more dire than the others. The child was brought in to the hospital 

suffering from HIV, meningitis, seizures, renal failure and metabolic acidosis. The parents 

initially took the child to a traditional healer and only after the child’s condition deteriorated 

did they bring him to the hospital.  

 Traditional healing is a conundrum for South Africa. Many black South Africans, 

particularly those who live in rural settings, place strong faith in traditional healers. 

Unfortunately, some traditional healers have little or no training and often end up harming the 

people who seek them out for treatment. The biggest problem comes from herbal enemas and 

home-made remedies which can include herbs, soaps, dishwasher fluid, toothpaste or many 

other substances with no medicinal effect18. The government does not tightly regulate 

traditional healing because to do so would be seen as an attack on the beliefs of the indigenous 

people of South Africa. It is seen as an issue of culture instead of medical well-being.   

This is not to say that all traditional medicine is harmful. Properly trained and educated 

traditional healers can help cure many ailments and diseases. In fact, a commonly used 

traditional treatment for HIV is currently being clinically tested on HIV patients in South Africa to 

measure its effectiveness against the disease19.  

 The reliance on traditional medicine, in part, stems from a lack of trust of Western 

medicine and the dark history of the practice of Western medicine in some regions of South 

Africa, some of which I learned about during my time at Hlabisa Hospital to be discussed later. In 

addition, many rural communities have only recently gained access to Western medicine—as 

noted earlier, it was only in 2005 that the government had successfully built at least one health 
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center for HIV in each of the country’s 53 districts20. 

 That second day at St. Mary’s Hospital there were two patients that particularly caught 

my attention in the pediatrics department. The first was a boy who had his TB treatment delayed 

by a series of differing diagnoses. This was a result of conditions similar to practices at many 

rural clinics in South Africa. The pediatrics department does not have a doctor that comes in 

throughout the week. Instead, several doctors come in over a period of time and they end up 

providing different diagnoses and changing a patient’s treatment plan. In the case of the boy I 

observed, after being seen by several doctors they had finally agreed on a diagnosis, and 

treatment for TB was started on the day I was there.  

 The second patient suffered from HIV and TB and was jaundiced, but improving. What 

was memorable about this patient was that she looked like she was four or five years old, but 

was actually nine. Her treatment for HIV had been delayed and years of fighting opportunistic 

diseases had taken a toll on her development. It was a reminder of how brutal the disease can be 

and also of the importance of timely and proper treatment for HIV.           

 The next day had me observing treatment in the iThemba department of the hospital. 

iThemba is the Zulu word for ‘hope,’ an apt name for the hospital’s HIV treatment facility. 

Doctors working in iThemba advise approximately 50 patients a day on HIV treatment and 

medication compliance. Their job is to track patients’ CD4 counts and viral loads and ensure that 

patients are taking their medications.  

 The section of the hospital that contained iThemba was clearly not designed for HIV 

treatment or the designers had not anticipated the number of people who would one day be 

infected with HIV. A waiting room provided chairs for about twenty patients and the remaining 

thirty or more patients were forced to find places standing, sitting, or waiting on the staircase 

leading up to the department. The crowd of patients made it difficult to get from the staircase 

to the doctors’ offices across the room. These offices were not actually offices at all but were 
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converted inpatient rooms. Each office once had beds for four patients but was now just home to 

a small desk and chairs for the doctor and patient. The track for the curtains around the beds 

was still on the ceiling, making it even more evident that this was not what the rooms were 

intended for. The rooms were dimly lit, relying mostly on light from the windows.  

 My day in iThemba was cut short by a lecture from a Harvard-based doctor who had been 

giving educational talks to the staff at St. Mary’s Hospital for the past few months. The focus of 

the lectures had been on HIV treatment and was primarily targeted at improving the level of care 

coming from the nursing staff. The focus of the lecture I attended was on the prevention of 

mother to child transmission of HIV, also known as PMTCT. The most important part of the 

lecture focused on breast feeding practices from HIV positive mothers. Many of the nurses were 

unaware that combining breast and formula feeding was dangerous in South Africa due to the 

possibility of rural water sources being contaminated. The doctor outlined feeding options for 

both HIV positive and HIV negative mothers and asked that nurses begin to promote these 

practices. 
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Verulam Hospice 

 Verulam Hospice is a hospice service operating in Verulam and the surrounding area, a 

few miles outside of Durban. The hospice primarily provides in-home medical services to HIV, TB, 

cancer and other terminal patients, but also runs a clinic twice a week at their headquarters. 

The hospice provides regular check-ups for approximately 250 patients in addition to the clinic 

patients. The operational costs of the hospice are all covered by community donations.  

 On both days that I worked with the Verulam Hospice I went with the staff for in-home 

visits. The hospice crew for the first day comprised of me, two nurses and our driver. The 

schedule for the day had us visiting patients in the Waterloo area, a poor area which included a 

few townships of about the same quality as the Bhambayi township I visited at the start of my 

internship.  

 The in-home visits we performed seemed poorly planned. Patients are told which day of 

the week the staff will visit but are not given a time. Due to this policy we arrived at several 

patients’ homes only to find they were not present. In these cases the hospice contacts the 

patients by phone after they are done with home visits for the day.  

 All the patients that we visited that day were receiving treatment for HIV. Because both 

the nurses and the patients were Zulu, I could understand very little of their conversations but 

most visits were short and focused on the patient’s general health and well-being. The majority 

of patients were at home but there were two that we ran into while driving along the township’s 

roads, giving our appointment an incredibly informal feeling. At the end of the day we even 

visited a local school to check-up on an HIV positive school girl but she could not be found. 

 The next day I again went on in-home visits, but our patients for the day lived in the 

town of Ballito, which provided a sharp contrast to the townships from the day before. Ballito 

had the look and feel of modern day Southern California, complete with million dollar 

beachfront houses and strip malls. For the first time I saw the real disparity between the rich and 
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the poor in South Africa.  

 We visited three patients, all of whom were white South Africans, and the first white 

patients of my internship. All three visits were in a very expensive, gated, suburban community 

that looked and felt completely insulated from the disparity and poverty outside it. It was also 

the first day since starting my internship that I had not seen a patient with HIV/AIDS—the three 

patients we visited were terminal cancer patients. It was not too surprising to see white patients 

with health problems other than HIV as the prevalence of HIV in white South Africans was only 

0.6% compared to 13.3% in black South Africans in 200521. 
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Hlabisa Hospital 

 Hlabisa (pronounced Shla-bee-sa) Hospital was the site of my rural rotation during my 

internship. This small hospital is located about three hours north of Durban and serves the 

population of northern Kwa-Zulu Natal. A large portion of patients at Hlabisa Hospital are 

referred from rural clinics and seen at a clinic at the hospital gates. Approximately 10% of rural 

clinic attendees are referred to Hlabisa Hospital and only about 10% of those patients get 

admitted to the hospital from the gate clinic. The result is a patient population comprised of the 

1% most severe cases in the region. Even with this small of a population getting into the hospital, 

the beds are overbooked in many departments.  

 The hospital is located just down the street from the “downtown” area of Hlabisa, which 

is composed of a liquor store, clothing store, grocery store and a KFC. The region is poverty 

stricken and as a result the hospital is security patrolled and surrounded with a ten foot razor 

wire fence to protect hospital supplies and the doctors who live there.   

The hospital has been plagued by staff and resource issues for years, problems which I 

was able to observe firsthand. During my stay at the hospital there were nine doctors in addition 

to the nursing, lab, and therapy employees. These nine doctors each took on one department, 

with the exception of the Out Patient Department (OPD) which had two. According to one of the 

doctors, if the hospital were fully staffed it would have no fewer than fifteen doctors. Only three 

of the doctors at the hospital are South African—two black and one white doctor. The others are 

at the hospital for temporary stays as part of international programs associated with their 

medical education. As a result, there is a high turnover of doctors at the hospital, furthering the 

staffing problems.  

Later in my internship, during my time at GJ Crookes Hospital, I had the opportunity to 

speak to a doctor who worked at Hlabisa Hospital from 2003 to 2005. In those years he said that 

there were only four doctors at the hospital. He named a few of the doctors that he had worked 

with and none of them were still at Hlabisa when I completed my rotation.  
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 Because the doctor population is so low at the hospital, doctors would gather every 

morning in a conference room to consult each other on patients, educate each other on their 

specialties and talk about supply shortages. The hospital’s two specialists would provide most of 

the support on patient diagnoses and treatment plans. Once a week these specialists would visit 

each department to see some of the more complicated cases and assist the doctor who was 

stationed there.  

On my first day at Hlabisa Hospital I was scheduled to be in the Female Wards, a large, 

dim room that had about thirty beds filled with patients. Each day the doctor would go around to 

each bed, check on progress notes left by the nurses and update their medications or suggest 

new tests. Because this was the only department that the doctor had to work in, she was able to 

spend approximately ten minutes with each patient, more if she had to perform some tests 

herself. Like the patients in the A-F Wards at St. Mary’s Hospital, the majority of patients staying 

in the Female Ward were HIV positive and/or were being treated for TB. Many of the patients do 

not speak English and the doctor had nurses act as translators for her as she did her rounds.   

In the Female Wards I came across my first patient who the doctor considered unable to 

take ARVs for social reasons. While progress has been made against HIV’s stigma in urban areas of 

South Africa, the social stigma associated with HIV is still present in rural communities such as 

Hlabisa. Disclosure of a person’s HIV status to their family or community can have dramatic 

effects. In most cases where the stigma is present, HIV positive people are socially isolated from 

the community or families. In some rare cases, disclosure of HIV status has led to stoning or other 

physical violence from the community towards the HIV positive person. For example, in 1998 an 

HIV activist was killed near Durban after publically disclosing that she was HIV positive.22 

A 2002 study showed that even though most families are supportive of those in their 

family diagnosed with HIV, sentiments from the community are often not as compassionate. In a 

study of 771 households affected by HIV, 80% of participants who said they were open about their 
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HIV status claim to have been met with support from their family. However, only 35% of 

participants who revealed their HIV status to their community were met with support. One in ten 

participants in the study reported being met with hostility and exclusion from the community23.   

Such extreme reactions to HIV status are due to a lack of understanding about the 

disease. Many believe that it is transmissible through casual contact or close proximity and seek 

to protect themselves by isolating HIV positive individuals from the community.     

At the start of the next week I went to work in the Out-Patient Department (OPD), which 

operates similar to a small clinic or ER in the United States. Patients that come to OPD are not 

looking for long term care; the majority have physical injuries or believe they have a medical 

condition or disease that has not yet been confirmed. The two black South African doctors who 

normally worked in OPD could speak all of South Africa’s eleven official languages, making them 

well suited to this high-speed type of care where many of the patients do not speak English. The 

doctor that I worked with sees seventy to eighty patients a day, spending just a few minutes with 

each.  

On the day I was working in OPD one of the doctors was gone on vacation and the other 

showed up two hours later than the rest of the doctors. When he did arrive, there were about 

twenty patients waiting in the lobby and nurses were asking me to start examining them. One of 

the stranger feelings that I encountered in my internship was that everyone in Hlabisa assumed 

that I was a doctor because the only white people in Hlabisa, to my knowledge, were the doctors 

that worked at the hospital. This was true for both staff at the hospital and complete strangers 

we would meet at the grocery store. During my time in OPD, this led to some uncomfortable 

situations. As patients came in to see the OPD doctor, many handed me their medical file and 

started talking to me about their health instead of the African doctor sitting next to me.  
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The majority of the patients we saw that day came in for physical injuries sustained 

either from assaults or animals. Assault patients in Hlabisa seemed more varied than assault 

patients I had seen in the United States working in the ER. In the United States, I saw a lot of 

physical injuries from knives and fist fights, but in South Africa those were replaced by injuries 

from axes, stones, sticks, and whatever else people could get their hands on. Animal attacks 

were also deeply varied. On my first day in OPD I saw two dog bites (both treated for rabies), a 

cow attack (a large open wound on the patient’s buttocks), and a snake bite which had turned 

black and lumpy. None of these attacks had happened that day; the dog bites happened one and 

two days before, the snake bite happened the day before, and the cow attack occurred the week 

prior. For each of these patients, their failure to receive more immediate medical treatment was 

due to the inaccessibility of health care in the region. Because the hospital serves such a large 

geographic region, it is impractical for most patients to walk to the hospital and most do not own 

cars. In order to get to the hospital these patients had to hitchhike or wait for a hospital or local 

transport to take them there.  

The next day I was working in the maternity department, known as MOU. Because there 

were no scheduled deliveries for the day I was able to follow the doctor on her rounds, view 

more of the hospital, and ask her questions regarding hospital care and patient demographics. 

The majority of the MOU patient space was similar to the Female Wards I saw the previous week. 

However, there were some areas, such as the post-delivery and post-Caesar (referred to as 

Caesarian sections in the United States) rooms, which had no lights, leaving patients recovering 

in dark rooms lit only by light from the windows.  

According to the MOU doctor, 55% of the maternity patients at Hlabisa Hospital were HIV 

positive24. Due to the risk of vertical transmission of HIV (mother to child transmission) both 

before and during child birth, special precautions are usually observed in these patients. For 

example, Caesars are typically performed over live births in HIV positive mothers because it 

reduces the risk of vertical transmission. However, the hospital does not have the resources to 
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perform five or six Caesars a day so only fifteen percent of deliveries are Caesars at Hlabisa 

Hospital. Another practice, placing new mothers on the anti-retro viral drug AZT for seven days 

after delivery, is also not done at Hlabisa Hospital. According to the Harvard doctor from St. 

Mary’s Hospital, this practice lowers the risk of HIV becoming resistant to the ARV Nevirapine 

after child birth. However, because this practice has only recently been recognized as effective, 

it is not included in the government guidelines for HIV maternity treatment. As a result, Hlabisa 

Hospital does not provide the regimen of AZT for new mothers despite its proven benefits.  

 Hlabisa Hospital runs into supply shortages every few weeks and during my rotation in 

the MOU we discovered a new one. The hospital was facing a shortage of latex gloves, the type 

used for routine patient check-ups, handling of bodily fluids, and performing tests on patients. In 

their place, the staff had resorted to using surgical gloves during their rounds. Because these 

gloves are sterile, they cost three times as much as latex gloves. Over the previous few weeks 

the hospital had run into shortages of gloves, gauze, and tape25. These shortages further 

complicate patient care that is already suffering due to a lack of equipment. For example, the 

wards at Hlabisa Hospital lack the technology to test blood intake levels of drugs to determine 

the effectiveness of new medications in patients. Instead, doctors have to wait for a patient’s 

condition to improve or worsen to know if a drug is being taken into the blood or being dumped.  

 My next day at Hlabisa Hospital was spent in the theatre department. Operations at 

Hlabisa Hospital are handled primarily by a single doctor with one or two nurses assisting him. 

Because there is no anesthesiologist, managing pain during operations is the responsibility of the 

surgeon. Most surgeons are not extensively trained in anesthesia so this limits the variety of 

surgeries that can be performed at the hospital.  

 The theatre department at Hlabisa Hospital is very small. The department is contained 

in a small building in the middle of the hospital complex. Two small operation rooms are 

available and are joined by a “waiting room”—a hallway where patients either lay in beds or sit 
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on small plastic chairs awaiting surgery. On the morning that I was scheduled to watch surgeries, 

we arrived after the morning meeting and waited an hour and a half for the surgeon to come in 

for work. The nurses were not sure when the doctor would arrive, so they kept bringing patients 

into the hallway. By the time the doctor arrived there were six patients in the hallway and only 

enough room for four beds. Patients shuffled in and out of beds as new patients arrived, 

surrendering their spots in beds for patients who could not sit down. One of the last patients to 

arrive in the hallway, an elderly man scheduled for the amputation for his gangrened leg, made 

the tiny room even less comfortable by adding to it the smell of rotting flesh.  

 The surgeries that I watched were for the most part no different than surgeries at King 

Edward’s. The main difference arose from the small surgical staff (the nurses are there primarily 

to hand the doctor instruments, not to directly assist in the surgeries) and the poor quality of the 

instruments used. The low quality of surgical tools became apparent during the leg amputation 

on the elderly man I mentioned earlier. Scissors were not sharp enough to cut sutures without 

multiple attempts, scalpels were too dull to cut through some layers of the leg easily, and the 

bone saw available was worn from use. The surgeon joked with us that if we expected any of the 

tools to work properly we would have to bring them ourselves.   

 On my last day at Hlabisa Hospital before heading back to Durban I was scheduled to 

work in the Male Wards. I was very interested to work there due to some stories that had been 

related to me from other interns over the past week. The intern from my program who worked 

there on Monday said that a patient had died over the weekend after not receiving the proper 

medication from the nursing staff for four days, and another had died after a nurse failed to alert 

a doctor that the patient’s blood pressure had dropped so low that it was undetectable. On 

Monday the doctor called together the nursing staff to address these problems. She asked if 

there was anything that she could do or the nurses could do to improve patient care. None of the 

nurses spoke up and one answered her cell phone in the middle of the meeting (for a 
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non-medical call)26. Stories of problems with the nursing staff were not isolated to Male Wards 

though. Another intern from my program told me about her experience in Paediatrics one day 

after work. One of the nurses approached the department’s doctor asked him to look at a 

patient, saying that something looked wrong with the child. When the doctor and the intern got 

to the patient, they discovered that the child had died at least half an hour before27. Curious to 

see the nursing staff in Male Wards myself, I looked forward to my day in the department.  

 The Male Wards were very similar to the Female Wards that I worked in earlier in the 

week. One doctor looked after approximately 30 patients with the help of a full nursing staff. 

The doctor working in Male Wards was Australian and had been at the hospital for only six 

months. Like Female Wards, the majority of the patients were being treated for HIV or TB (80% 

according to the doctor). The ward was set up as two adjacent rooms with four long rows of 

beds, giving the room the feeling of a military barracks. The only permanently affixed pieces of 

equipment were two TVs to keep the patients entertained throughout the day. The few pieces of 

medical technology that the department had were portable and not affixed to any single bed 

(due to resources).  

 The patients in the department were being treated for the same types of conditions I had 

been seeing for the past month with one major exception. One of the men in the ward had a 

swollen leg twice the size that it should have been and was being treated for elephantiasis, a 

condition that I will likely never see again in my medical career.  

 At the end of the day there was only one incident I observed that made me question the 

competence of the nursing staff. During our rounds, we came by an HIV positive patient suffering 

from PCP pneumonia, which attacks the lungs and makes it difficult to breathe. In this patient’s 

case, he had a very severe case of the bacteria that causes PCP pneumonia as his CD4 count had 

dropped to five, essentially giving him no immune system at all. Due to the severity of the 

infection, the patient was unable to breathe without an oxygen tank. When it came time for us 
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to check up on him, he was gasping heavily because his oxygen tank had run out. The doctor 

called one of the nurses over and asked if he knew that the tank had run out. He replied, “Yes,” 

and then the doctor asked him why he had not replaced it to which he had no answer. There was 

not a tank on hand in the department so we frantically ran from department to department 

trying to find one, finally locating one and hooking the patient up so that he could again breathe 

easily.  

 Near the end of the day in Male Wards, we ran into an issue with the number of beds in 

the ward. We had several new patients arrive and no beds for them to stay in so the nurses found 

mattresses for them to use on the floor. This was the only case of overcrowding that I saw in the 

wards and it was only for two patients so the demand for beds was not completely overwhelming 

for the staff. 
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Return to King Edward VIII Hospital  

 The next week found me back in Durban at King Edward’s. Having completed the 

standard four week internship program, I was free to go to the hospital of my choice and to 

whatever department I wanted more exposure to for the following six weeks. I spent much of 

this time at King Edward’s increasing my surgical knowledge and exposing myself to a few new 

departments.  

 On my first day back at King Edward’s I spent the day in the CT department (where CAT 

scans are done). Although the department was small, I found it to be very impressive. While the 

ultrasound department was dark and suffered from a lack of advanced technology, CT faced 

none of these problems. The room looked newly renovated and resembled the scanning 

department of a modern hospital in the United States. The department had two CT scanners 

available for use, though I only ever saw one in operation. This machine was capable of taking 

both standard CAT scans as well as advanced 3-D images of bones, muscles, tissues, and blood 

vessels. According to one of the CT technicians, King Edward’s was the first public hospital in 

Africa to receive a machine this technologically advanced.  

 The rest of my week was spent back in Theatre observing operations. The end of the 

week brought some change to my schedule when one of the anesthesiologists invited me and 

another intern to come in for an on-call night shift in Theatre. We came in around 8pm on 

Saturday night, a time at which the hospital resembles something out of a horror film due to its 

old brick buildings, dim lighting, narrow corridors, and leaky steam pipes around the hospital 

grounds. Our normal hospital entrance was closed and we were unfamiliar to the security 

personnel, but we were admitted access to the hospital when we told them we were medical 

students, a dubious claim but one assisted by the fact that we were both white (despite the size 

of King Edward’s, I only ever saw one white patient though most of the non-nursing staff is Indian 

or white).   
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 Unfortunately, Theatre had no scheduled surgeries and no patients had arrived that 

night for emergency operations. We moved downstairs to Casualty, which we also found to be 

almost completely empty. According to the staff, Casualty is usually bustling with patients at 

that time of night but the low number of patients was likely due to the time of the month. 

Casualty attendance is usually highest at the end of the month, when many people receive their 

paychecks and muggings and robberies are on the rise. Unfortunately for us, from a learning 

perspective, we came in on the ninth of the month.  

 Casualty in South Africa is very similar to Emergency Room departments in the United 

States. Patient spaces are individual beds with privacy curtains for each. Every station has its 

own medical supplies, sink, and imaging screen for viewing x-rays. A reception area for family 

and friends is in the same large room as all the beds, which lowers the sense of privacy that 

would be common in many Emergency Rooms in the United States. The department was clearly 

old but the condition of the room did not seem to affect the quality of care.  
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Return to Hlabisa Hospital 

 With a new set of interns in the program for a four week rotation, I found myself with the 

opportunity to travel back to Hlabisa Hospital for a week and a half. Considering the challenges 

faced by Hlabisa Hospital, I could not resist a return visit to better understand the pressures that 

the hospital faces.        

 My first day back was spent in meetings instead of doing clinical rotations. There was a 

hospital wide antenatal meeting, which most of the nursing staff and a few of the doctors 

attended. The purpose of the meeting was to discuss antenatal statistics at the hospital and to 

review a few patients from the last month to help improve patient care. The most striking thing 

that happened during the meeting occurred during a discussion of reporting maternal deaths. 

The doctor from MOU was discussing protocol for reporting maternal deaths and said that if a 

doctor was not present to report it then one of the senior nurses should. To this, one of the 

senior nurses mused “What is the point? Sometimes I think I should just not report and work until 

I retire [as a nurse].” The disimpassioned way in which the nurse said this was truly eye-opening 

to the way that many of the staff members see their jobs. In a small way, it helped explain why 

departments such as the Male Wards had so many troubles with the nursing staff. Many see their 

nursing jobs as just a job instead of a position that they are truly committed to and interested in.  

 With this new understanding regarding the Hlabisa nursing staff, I chose to return to the 

Male Wards the next day. One of the first things that came up during this rotation was that the 

hospital had run out of the IV fluid charts that are used to prescribe saline and IV drugs. The 

departments had resorted to photocopying several of the forms but the copier had run out of ink 

and they were unable to make any more of the forms.  

 The Male Ward patients represented the same type of patients I had seen there during 

my last rotation. However, there were two patients who were memorable to me. The first was a 

37 year old man who was being treated for HIV and TB. Because the man only spoke Zulu, a nurse 

had to translate between the doctor and the patient. What was memorable about this patient 
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was the conversation that he had with the doctor. He was having compliance problems with his 

ARV medication and had missed a few doses recently. The doctor asked him why he was taking 

ARVs and what he hoped to accomplish by taking them. He responded by saying that he started 

his ARV regimen to cure his HIV. The doctor then had to explain to the patient that his condition 

was not curable. When that message finally got across to the man, he replied that his ART 

counselor had told him that if he ate nutritious foods he would stay healthy with HIV. The 

counselor had stressed the importance of healthy eating instead of ARVs in maintaining one’s 

health with HIV or AIDS. 

 The second memorable patient of the day was a middle aged man with HIV who had just 

registered for ARV initiation classes to begin ART. The nurses had signed him up for the classes 

and made a note of it on his chart. When the doctor saw this she had to cancel the initiation 

because the patient had not had a CD4 count yet. As mentioned earlier, due to the limited supply 

of ARVs, only patients with a low CD4 count can be put on ART. The nurses seemed unaware of 

this restriction on starting initiation.  

 There were two other problems we encountered with the nursing staff that day. The first 

was that there were no nurses around after our lunch break that could distribute medication. All 

the nurses remaining in Male Wards at that time did not have the training to give medication to 

patients. The second problem came from one of the young, male nurses who had been assisting 

us throughout the day. The doctor had asked the nurse to report back to her with a patient’s 

blood pressure after 2 liters of fluid had been given to that patient. He asked us if 2 liters was 

the same as 2,000 milliliters because the fluid bags were marked in milliliters instead of liters 

and he didn’t know the difference.  

 At our morning meeting the next day the doctors were discussing amongst themselves 

some of these problems with the nursing staff. Complaints included instances where nurses did 

not understand abbreviations on charts, that nurses had been giving patients medication more 

often than stated on the chart’s orders, and that many of the nurses did not understand IV flow 
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rates. Flow rates were a particular problem in Female Ward where the doctor asked had the staff 

the day before if they thought there was a difference between a flow rate of 1mL, 3mL or 5mL 

per minute, to which she got a response of “maybe.” Another doctor talked about an OPD 

patient who had arrived with heart problems the night before. The doctor ordered an 

electrocardiogram (ECG) to get an idea of what the problem was. Forty-five minutes later the 

nurses approached the doctor saying that they didn’t know how to do the test.  

 Before the end of the meeting, we discovered that one of the OPD doctors was out sick 

for the day and that they needed someone to cover the position. They approached the interns 

from our program but a medical student from the UK ended up filling the spot and kept the 

department running smoothly.  

 I returned to Male Wards that day to observe the continuation of care over a few days in 

the department. We did rounds with the young, male nurse that I described earlier and again ran 

into problems. He was translating for the doctor and she wanted him to ask the patient if they 

had been losing weight recently. The nurse immediately shot back “yes” without asking the 

patient. The doctor thought there was something strange about this so she asked the nurse if he 

had understood what she had asked and he said “no.” The nurse did not understand what the 

doctor meant by “weight.” After a few attempts, she finally got the nurse to understand but the 

event left me concerned about the accuracy of what the nurses tell the doctors. The rest of our 

rounds for the day went very well and several patients had improved to the point of being 

discharged from the hospital.    

 At the end of the day I visited the medical director of the hospital and we talked about 

South African health care. The most intriguing thing we discussed was his experiences as an 

intern in the late 1970’s. At the hospital he worked in there was a belief among the local 

population that any woman who went in for surgery would come back unable to bear children. 

This stigma was, unfortunately, rooted in a very dark truth. African women who went to the 

hospital for abdominal surgery became unwilling recipients of tubal ligations, preventing them 
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from becoming pregnant. The medical director objected to the practice as an intern but was told 

by the staff to keep his mouth shut if he wanted to keep his job. He subsequently found a new 

hospital where he completed his internship.   

 Over the weekend our apartment and the apartment of one of the doctors was broken 

into and most of our valuables were stolen. Because the hospital is surrounded by a large 

razor-wire fence and is patrolled by security, the police thought someone at the hospital had 

committed the crime. According to the staff, break-ins like this happen about once a year and 

nothing is ever done to increase the security of the apartments. Doctor safety is a major concern 

as making the staff feel safe makes it more likely that other doctors will come to the hospital.   

 Despite the break-in, I finished out the next week at Hlabisa Hospital. I started the week 

working in OPD once again, this time with the doctor arriving on time instead of two hours late. 

Again, we had a high number of patients come in and a very high percentage of those patients 

were being treated for physical assaults. Also, like last time, the majority of the wounds were 

caused by weapons you wouldn’t expect in the United States such as sticks, rocks and axes.    

 The next day I returned for a final time to Male Wards. Before rounds, I attended the 

morning meeting where the doctors were discussing the upcoming doctor shortage that the 

hospital would be facing. Over the next few months four doctors would leave and only two would 

come to replace them, assuming the hospital would approve the funds, which seemed dubious. 

Although there were protests raised amongst the doctors regarding the low staff levels, the 

prevailing idea was that no matter what the doctor population was, they would have to cope 

with it and do their best to provide care for the patient population. One of the specialists 

remarked that the hospital management had little regard for the workload of the doctors. It was 

clear that even if there were no doctors at the hospital, the departments would continue to 

operate under the control of the nursing staff (a frightening idea from what I had observed).28   
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 Hlabisa specialist, conversation at morning meeting, August 19, 2008.  
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Ward rounds for the day were like my previous experiences in Male Wards. We did not 

run into any problems with the nursing staff, though there were a number of supply shortages. 

Early in the morning all the doctors received text messages that notified them the pharmacy had 

run out of TB medication. Near the end of the day a similar notice went out saying that the 

hospital had run out of IV morphine.  

 On my last day at Hlabisa Hospital I returned to Theatre and, as during my previous visit, 

the final operation was a leg amputation to block the spread of gangrene. Similar to the earlier 

operation, this one was done with a scalpel instead of an amputation knife and a catheter with 

four holes cut into it was inserted into the man’s leg instead of a standard surgical drain. If there 

was one lesson I learned at my time at Hlabisa Hospital it was that there are times where you 

have to improvise to get by.   
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A Final Trip to King Edward VIII Hospital 

 I returned once more to King Edward’s for a week to get some more surgical experience 

and knowledge. Unfortunately, the week coincided with the medical school’s examinations. 

Without students present to assist in procedures, few operations were performed. However, the 

week afforded me the opportunity to get closer to the operations and to speak more to the 

surgeons and staff than I was able to under normal circumstances. As a result, there were a few 

operations that have stuck with me since witnessing them. 

 The first of these operations was an arm amputation on a four year old boy who had lost 

all circulation to the end of his left arm. What was memorable about this operation was how 

starkly different it was from the amputations I had observed at Hlabisa Hospital. At King 

Edward’s there were multiple doctors present and a full surgical nursing staff to support them. In 

addition, an anesthesiologist controlled the pain medication instead of the surgeons. The 

operation itself also provided some differences. The doctors at King Edward’s used a roll of red 

rubber tape to restrict blood flow before severing the arm; the doctor at Hlabisa Hospital cut 

through tissue, found blood vessels and arteries, clamped or sutured them shut, then cut them, a 

much more meticulous process. The surgeons at Kind Edward’s also had scalpels intended for 

amputations that they used during the operation.  

 Later in the week I watched another amputation. This time it was the amputation of an 

elderly man’s leg. The procedure was similar to the leg amputations I had seen before, but the 

surgical team had tools not available to the staff at Hlabisa Hospital. The most important of 

these was a wire used to cut through the femur, which replaced the dull bone saw used at 

Hlabisa Hospital.  
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Edith Benson and William Clark Children’s Home 

 Edith Benson and William Clark Children’s Home didn’t have any significant medical 

relevance to my internship, but the orphanage exists largely as a result of the HIV epidemic and 

represents one of the important social consequences of the disease. The orphanage is home to 

sixty-seven children between the ages of newborn to eighteen years old but most are between 

the ages of one to five. Twenty-four of the children were HIV positive and all but one of these 

twenty-four was receiving ARVs. The orphanage staffs about forty employees, including two 

social workers whose jobs are to find homes for the children. The orphanage is supported mostly 

by private donations. The cost of keeping a child at the home for a month is approximately 

R4,400 (about $550 at the exchange rate when I was there) while the government subsidizes only 

R1,100 ($140) per child per month.29  

 There was not much available for the children at the orphanage. The kids were split up 

into different parts of the orphanage based on their age and each group had their own sleeping 

and play areas. The rooms were large and mostly empty except for the beds. In addition to the 

play areas there was a modest playground outside which the groups took turns using throughout 

the day. There was a large play room on one end of the orphanage, but it had been closed for 

some time. Three UK students working at the orphanage for a month had decided to renovate 

the space and make it available to the children once again. They were just beginning to plan the 

project on the day that I was there.   

 I spent the day visiting children throughout the orphanage, playing with them on the 

playground and helping the staff with meals and putting the kids to bed for their afternoon naps. 

One of the more unfortunate consequences of living in the orphanage is that most of the children 

have never had a male figure in their lives. Most could not remember their parents and none of 

the orphanage staff was male. As a result, I drew a lot of attention when I came into each of the 

departments, especially from the older (four to six year old) boys. At one point on the 
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 Owner of orphanage, conversation with author, September 3, 2008.  
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playground I had four boys vying for my attention, each shouting “baba,” the Zulu word for “sir” 

and “dad.”      
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GJ Crookes Hospital 

 At the end of my program a new hospital, GJ Crookes Hospital (commonly referred to as 

GJ Crookes), became available for me to visit. While I only spent two days at the hospital, my 

time there was some of the most illuminating in regard to the HIV care system in place in South 

Africa. GJ Crookes is located a half hour drive south of Durban. Despite its proximity to Durban 

and its location in a suburban neighborhood, the hospital serves a primarily rural population, just 

as Hlabisa Hospital does. Unlike Hlabisa Hospital though, GJ Crookes does not suffer from the 

supply or staff shortages that were so problematic at Hlabisa. The departments are spread 

throughout the hospital grounds instead of being in a single large building, giving the hospital a 

very spread out, expansive feeling. While a few of the buildings are new or recently renovated, 

many of the departments were worn with age. This was especially prominent in the wards and 

Voluntary Counseling and Testing (VCT) departments, which I’ll discuss shortly.   

 My first day at GJ Crookes was spent in the Casualty and OPD departments. Casualty at 

GJ Crookes was a single room that had three private, curtained booths for examinations. Despite 

the small size of the department, it was in fairly good condition, looking to be about ten to 

fifteen years old. While patients were not being examined they laid on stretchers in the main 

room, lined up in close proximity to one another. Treatment was also being given to patients in 

the main room and the stretchers often had to be rearranged to gain access to one of the 

patients. One of the reasons for the crowding was that the wards had filled up so there was 

nowhere to bring patients after they had been treated in Casualty. Walking around the hospital 

later I discovered that each of the inpatient wards (male and female) only had 24 beds, which 

seemed too few for a hospital the size of GJ Crookes.  

 The patients who came into Casualty were mostly patients with opportunistic infections 

(HIV related) or physical injuries like those I commonly saw at Hlabisa Hospital. The mix of 

patients and the way in which the department operated reminded me of how emergency rooms 

that I’ve worked at in the United States operate. Instead of having patients come visit the doctor 
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one at a time like at Hlabisa Hospital, doctors visit the patients as they come in and routinely go 

back and check on a patient’s progress. Patients coming in with symptoms of opportunistic 

infections were sent for tests and came back later in the day with results. Those with physical 

injuries visited the imaging department and came back with x-rays for the doctor to examine.  

 I spent the remainder of my day with a doctor in OPD. In the hour that I was there we 

only saw three patients and each was there for a basic check up on their HIV progress. The 

experience reminded me of a family practice in the United States. The doctor had his own office 

complete with an examination bed, chairs, sink, mirror and equipment for examinations. In 

total, there were five of these offices, each with a doctor in it while I was doing my rotation.  

 In between patients I had the opportunity to talk with the doctor about the HIV epidemic 

and his opinions on the problem. The doctor’s view of the epidemic is that the largest problem is 

a lack of education. He said that “you have a guy with a pocket full of condoms but he doesn’t 

use one and you have a girl who knows the guy has a pocket full of condoms and doesn’t insist he 

use one. It needs to be addressed that you have to use one to stay HIV negative.”30 The doctor 

also talked about the difficulty in working with rural populations. When an HIV positive patient 

from a rural place comes in he performs every test he can, fearing that he will never see the 

patient again. This was a practice that I observed many times during my time at Hlabisa Hospital 

as well. For many patients, their failure to return to the hospital is due to the stigma of a HIV 

positive test, but for others it is a matter of transportation.  

 On my second (and last) day at GJ Crookes I was able to observe the hospital’s 

departments that deal with HIV, specifically the VCT and ART Clinics. I began my day in the VCT 

clinic, where people go if they believe they have HIV or need a CD4 count. The VCT Clinic is a 

building that resembled a small manufactured home. The building was tucked away on the edge 

of the hospital grounds in what might have been an attempt to increase patients’ sense of 

privacy regarding their HIV status or suspicions of their HIV status.   
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 OPD doctor, conversation with author, September 8, 2008.  
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It was early in the morning so there were few patients and I had the opportunity to 

interview the entire staff of the clinic. From speaking with them I gained an understanding of 

how HIV testing and counseling works at GJ Crookes. First, patients are educated about HIV—its 

symptoms, causes, treatments, etc. After that, they were offered voluntary testing. If the test 

comes back positive, then the patient is referred to one of the sisters (the South African term for 

a nurse) for a CD4 count. The patient is asked to return in two weeks while the test is sent to 

Port Shepstone Hospital, a larger hospital to the south, for analysis. Once the patient returns he 

or she is told their results and offered counseling to discuss their feelings, social problems 

encountered with the disease, and other mental problems associated with a positive diagnosis. 

In addition to this, all patients that receive a positive HIV test receive a mandatory TB test as it 

is one of the most common opportunistic infections associated with HIV in South Africa. Patients 

are also put on prophylaxis (preventative treatment) consisting of Bactrim (an anti-bacterial that 

is used as TB medication), vitamin B and a multivitamin. If the CD4 count is below 200 then the 

patient will have the option to begin anti-retroviral therapy (ART) at GJ Crookes.     

The VCT Clinic staff allowed me to view their testing statistics for the previous two 

months (June and July 2008). During that time, 421 women and 537 men received pre-test 

counseling, with 401 women (95%) and 443 men (82%) deciding to take the HIV test. Of those 

tested, 236 women (59%) and 220 men (50%) came back HIV positive. The next step in HIV 

diagnosis, receiving a CD4 count, had fewer statistics available for me to view. However, 

according to the staff only 60% of patients who get a CD4 count actually return to the hospital to 

see their results. In many cases, patients return to the hospital after months, meaning their CD4 

count is out of date and they must be retested to see if they qualify to begin ART.  

After gaining an understanding of how patients are tested for HIV, I decided to spend 

some time observing interactions in the ART Clinic. The ART Clinic was on the opposite side of 

the hospital grounds and looked like it was converted from an old inpatient ward. The 

department was contained in a single, large room that was divided into six zones, each for a 

different part of the treatment process. The overall layout and feeling of the large room 
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reminded me of blood drives in school gymnasiums in the United States. I spent most of my day 

observing in Zone 3, which focused on pill counting and adherence checks. Three counselors sat 

at tables in this small, walled off section of the department, each taking patients as they 

arrived. The job of these counselors is to count the number of pills that patients have left from 

their previous counseling session. If the patient has too few or too many pills it means that they 

have not been adhering to the proper ARV regimen and they may be required to attend 

additional counseling sessions to continue their ART. According to the counselors there are few 

problems with adherence by choice. Most patients who stop treatment or miss doses do so 

because they cannot get to the clinic in time to renew their prescription. Patients are told to 

come back to the hospital every 28 days to receive their next prescription of ARVs but are given 

four extra days worth of doses in case they cannot make it to the hospital every four weeks 

exactly.   

I talked briefly with the staff about the role of traditional medicine in dealing with HIV 

and adherence. In order to begin ART, patients are asked to disclose their motivations for 

treatment, goals, past history with medication adherence (for those who are starting ART again), 

financial and social barriers to being on ARVs and their cultural beliefs (including their beliefs in 

or use of traditional healers). Patients who wish to pursue traditional healing to treat HIV are 

free to do so and are not discouraged by the adherence counselors. However, the counselors 

have found that those who do pursue traditional medicines often return to the hospital after 

discovering that the traditional medicines do not work. The counselors brought up a case from 

the previous year when many patients stopped their treatment after a local traditional healer 

claimed to have found a cure for HIV. These patients returned to the hospital once they 

discovered the cure was not real.   

I sat through adherence counseling for four patients, one of which had the right number 

of pills, two who had missing pills (yet hadn’t actually taken them) and one man who was 

receiving his first prescription of ARVs.  
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I spent the last part of my time at GJ Crookes talking with a sister who worked in the 

Wound Care Clinic. She was the only white nurse I encountered during my rotations so I was 

interested to hear about the health care system from her point of view. The part of the 

conversation that left the greatest impression in my mind covered her racial views. She told me 

that she believed that “white people become doctors because there are few options for white 

men, Indians do it for money and blacks do it because they love it and want to help their 

people.”31 She continued by stating that the country was basically under reverse apartheid and 

that “It’s hard being white now.”32 The nurse believed she was the target of discrimination from 

other nurses who thought she was after their jobs. I cannot be sure how universal these feelings 

are among white South Africans, as I interacted with very few white people throughout my 

internship. However, the conversation with this sister and my observations throughout my 

internship led me to conclude that race is still a barrier between the people of South Africa. 
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Conclusion 

 My experience shows the factors affecting the province of South Africa hit hardest by the 

HIV/AIDS epidemic. While other provinces struggle against the same problems of maintaining 

drug supplies, increasing accessibility to health care and educating against diseases such as 

HIV/AIDS, Kwa-Zulu Natal stands out as having the furthest stretched health care system in the 

country. Regardless, my findings are applicable to hospitals around the country. The primary 

obstacles to quality health care and high standards of living I encountered in Durban and Hlabisa 

are present in urban and rural cities around South Africa.    

 I return now to the research questions I posed at the start of this paper and will answer 

these as succinctly as possible while drawing upon my experiences.     

1. How does poverty affect access to health care and severity of disease in rural and urban 

areas of Kwa-Zulu Natal?  

 

While poverty does not immediately exclude South Africans from health care it is an 

important factor in determining how readily South Africans can access it. Due to South Africa’s 

public health care system, even the poorest residents are able to receive vital health care. In 

addition, government grants are available to those with advanced stages of HIV/AIDS and other 

diseases, making the drugs necessary for treatment of these diseases affordable.  

Patients visiting urban or semi-urban hospitals such as King Edward VIII Hospital and St. 

Mary’s Hospital tended to have better access to health care in terms of proximity to it and 

transportation to and from it. This, in turn, led patients at these hospitals to have, on average, 

better maintained health problems. Patients at rural hospitals, such as Hlabisa Hospital, 

however, suffered from living far away from health care facilities and from not having a way to 

access it readily. This resulted in many patients receiving care days after an accident happened 

or symptoms of a disease developed.  
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2. How do conditions (hospital staff levels, number of departments, availability of 

drugs/tools, etc.) differ between urban and rural hospitals?  

Conditions of health care facilities and their capabilities varied greatly between the 

urban and rural hospitals that I worked in. Hospitals close to Durban seemed to suffer only from 

the quality of the buildings at the hospital. However, within the walls of these structures, few 

problems were encountered. Staff levels were sufficient to treat patients, instruments were 

available for use, beds in the wards were adequate for the patient load and technology such as 

x-ray machines and CT scanners were available to provide diagnoses.  

During my rural rotation at Hlabisa Hospital though, this was not the case. Hlabisa 

suffered from having a low population of doctors, high demand for health care, lack of 

equipment, and frequent supply shortages. In addition, poor education and motivation amongst 

some of the nursing staff presented a problem throughout my rotations there. From my 

observations it appeared that rural hospitals often receive patients with more severe disease 

profiles, making the lack of supplies and staff a serious issue.  

3. How does race impact the health care system of post-Apartheid South Africa?  

Race played an indirect role in access to health care. However, this role was not 

universal to all people of a given race. Access to, and use of, private hospitals is dictated mostly 

by the income of the patient. Although Apartheid ended fifteen years ago, many black South 

Africans still find themselves restricted to the same low paying jobs that they had under 

Apartheid. As a result, they are using the same hospitals that they had access to fifteen years 

ago and the use of public/private hospitals is split largely on racial lines. However, some white 

South Africans use the public hospitals (though I encountered few throughout my internship) and 

some black South Africans are able to afford the use of private hospitals.  
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In the workplace I found the influence of race minute. Staff of all races seemed to 

cooperate and work together well, with the exception of one white sister at GJ Crookes Hospital. 

However, she was the only white sister that I encountered throughout my internship. The racial 

diversity of the doctors was strong, though there were a disproportionately low number of black 

doctors at the hospitals that I worked at. Unlike the diversity within the nurse population 

however, this can largely be attributed to Apartheid. Black South Africans were not permitted to 

become doctors until fifteen years ago. Even once Apartheid ended, many lacked the education 

required to become a doctor. As time goes on, this racial disparity should become less 

pronounced.          
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Subjects for Continued Study 

  Missing from my experience in South Africa was an exposure to the private health 

facilities that are quickly gaining popularity amongst the affluent in the country. For 

comparison’s sake I would have liked to have spent some time making observations in these 

facilities to compare their availability of equipment and staff as well as the types of patients 

that the hospital receives. Of particular interest to me are the attitudes of the many white South 

Africans that I would encounter there compared to the few that I encountered throughout my 

entire internship working in the public hospitals.  

 Another shortcoming of the research is that only hospitals in Kwa-Zulu Natal were 

available to do rotations in. Government funding for public health care is divided by province, 

with some provinces receiving more funding than others. As a result, the quality of care and of 

the medical facilities differs by region. To better understand the challenges faced in the health 

care system in South Africa I would have liked to spend time at hospitals throughout the country.  
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